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Foreword

As executive director of the Partnership to Fight Chronic Disease (PFCD), 
I have been privileged to speak to audiences across the country about the 
need for changes in our health care system to improve the quality and 

affordability of health care, and enhance Americans’ health and well-being. One 
of the things that I, along with all of the PFCD partners, believe is most critical to 
making improvements is tackling the number one driver of cost, disability, and 
death within the health care system: preventable and poorly managed chronic 
illnesses. 

In its first year of existence, PFCD and its more than 100 national member 
organizations have worked hard to raise awareness about the human and economic 
cost of chronic diseases, and to set the stage for changes to address concerns. The 
PFCD has reached out to media, policymakers and concerned community members 
throughout the United States and talked with them about the incredible burden 
that chronic diseases place on American families, the U.S. health care system, and 
the greater economy. When we’ve shared figures — such as the fact that more than 
75 percent of our health care spending in this country is associated with treatment 
of patients with chronic illnesses, or that one in three children born in the U.S. in 
the year 2000 will develop diabetes over the course of their lifetimes given trends 
in overweight and obesity — they understand that we must find ways to limit 
Americans’ risk factors by encouraging lifestyle change and better prevention, 
detection, and treatment of chronic illnesses. 

But their question is: “How?”

This publication is meant to help provide an answer. It has been developed to serve 
as a comprehensive resource for those who want to make a difference in the health 
and well-being of all Americans. It outlines critical elements of “success” in disease 
prevention and management, and can serve as a guide to policymakers, and others, 
as they look to develop policies and programs to address the crisis of chronic 
illness. The publication includes a robust index of programs — in workplaces, 
schools, communities, and the traditional health care system, and across geographic 
locations, and populations — to help identify solutions that work in different 
settings that can serve as models for future initiatives. 

Working together at the local, state and national levels, we can develop innovative, 
common sense solutions to our current health care system crisis. I encourage you, 
as policymakers, community leaders, and those with a vision for change, to use 
this as a tool for developing meaningful programs that will make a difference in 
Americans’ lives. Chronic disease prevention and management is the foundation 
upon which a true health care system must be built. Acting on this principle 
will set us in the right direction toward quality, affordable health care and full, 
productive lives for all.

Kenneth E. Thorpe, Ph.D.

Executive Director, Partnership to Fight Chronic Disease, Robert W. Woodruff Professor and Chair, 
Department of Health Policy and Management, Rollins School of Public Health, Emory University 
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Some evaluations of disease management 
programs found improvements in health 
care practice patterns, outcomes, and 
costs. For example, researchers found that 
Healthways, Inc. disease management 
program targeting adults with congestive 
heart failure led to increases in pharmacy and 
ACE inhibitor utilization, which indicated 
that the targeted interventions had the 
desired effect on the behavior of both patients 
and their physicians. The study found a per 
member, per month cost savings of 28 percent 
in total medical costs (excluding the cost of 
the program) for the first year.35 

Productivity Gains

Good health is a vital component of individual 
well-being, which is a prerequisite for optimal 
productivity, both in the workplace and in 
schools. People with chronic disease may  
have diminished productivity, both from 
missing work or school (“absenteeism”) or 
from not performing optimally when they 
are present (“presenteeism”). Literature 
suggests that output loss due to presenteeism 
is immense; some research suggests that 
for certain diseases, it can be up to 15 times 
greater than for absenteeism.36 Further, 

chronic disease affects more than just the 
individual — caregivers and other family 
members may also lose productivity through 
missed workdays and presenteeism. The 
gains in productivity often provide the 
greatest return on the investment in health 
improvement efforts. In fact, research from 
the Integrated Benefits Institute shows that 
corporate leaders would make different 
decisions concerning benefits if they had 
better information on health-related lost 
productivity.37 Some employers have realized 
significant savings by lowering absenteeism:

•	� Nevada’s Washoe County School District 
implemented a workplace wellness program 
that provides reductions in health care 
costs for those who participate in the 
“Annual Good Health Incentive Screening,” 
and take steps to address identified risk 
factors. Evaluators found that the reduction 
in absenteeism had a return of $16 for every 
dollar spent on the program.38 

•	� Facing a trend line of 20 percent increases 
in direct health care costs over four years, 
Caterpillar, Inc., is taking aggressive steps 
to improve the health of its employees, its 
retirees under age 65, and their dependents 
through its Healthy Balance Program. By 
developing a focused risk-management 
strategy to identify disease risks early and 
to intervene with evidence-based care, 
Caterpillar reduced its disability days by 
half,39 has reduced aggregate health risk 
scores among employees and dependents, 
and estimates that the program will save 
$700 million by 2015.40 
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IV COMMONALITIES AMONG 
SUCCESSFUL POPULATION 
HEALTH IMPROVEMENT 
PROGRAMS

“There is a lot of debate about how 
to pay for health care, but there is a 
lot of agreement about the need for 
better prevention and management of 
chronic diseases that can yield better 
results for patients and overall cost 
savings.” 
		  —�Mark McClellan, M.D., Ph.D., 

former director, Centers for Medicare 
and Medicaid Services

Identifying Successful Programs

Program designs vary based on their focus, target population, 
sponsorship, location, and a host of other factors. They may be 
clinically-focused on disease management, prevention-oriented, 

geared to individuals with a specific chronic condition, or broad-based and 
more. This diversity creates challenges for determining “model” or effective 
initiatives and identifying the common elements that make them successful. 
For this analysis, we used three primary criteria for selecting exemplary 
programs, as described in the accompanying text box.

C o m m o n a l i t i e s15



Essential Elements of Successful 
Programs

Successful population health improvement 
programs share essential elements that 
contribute to their success. (See Table 1.)  
We derived the essential elements from peer- 
reviewed literature, practical experience, and 
information from experts, program sponsors, 
and organizations focused on population 
health management. Together, these elements 
provide the foundation for model practices 
that other organizations can follow to address 
the burdens of chronic disease.  

C o m m o n a l i t i e s

Criteria for Program Selection

1.	 Presence of objective data, which  
	 demonstrate:
	 a.	Health improvement/behavior change; 

	 b.	Cost savings or cost neutrality, and/or;

	 c.	Achievement of program goals.

2.	 Duration of program exceeds three years.

3.	 Program replication is possible.

16



Essential Element Explanation

1.	 Define problem and program objective Identify and clearly describe problem, program objective and target 
population using relevant, reputable data. Success is defined at  
inception and measures included in plans. 

2.	 Tailor program to the target population Program and its resources are tailored to achieve objectives within the 
target population. Program materials and approach must reflect cultural 
sensitivities and health literacy levels, and be relevant to the target 
population. 

3.	 Engage leadership An individual or group is responsible for the program and its success. 
Leaders promote participation, shepherd resources, and provide overall, 
ongoing support. Engagement of leaders with particular influence over 
the target population is key. Leaders commit to engage for the length of 
time required to achieve the objective and are willing to experiment. 

4.	� Coordinate among stakeholders  
and across settings

The program engages the target population and those who can help 
achieve program success. Coordination involves collaboration, consistent 
communication, and transparency of program processes, data, and 
goals among stakeholders and across settings. Stakeholders adopt the 
program’s objectives, and promote the program within their respective 
spheres of influence.

5.	 Integrate throughout the organization or community Program becomes part of the culture, messages, and activities of the 
organization or sponsor and the target population. 

6.	 Empower target population Program engages with the target population to develop knowledge 
needed to achieve the desired results. Programs promote engagement  
by identifying and removing informational, financial, procedural, and 
access barriers.

7.	 Motivate target population Program regularly engages, encourages, assists, rewards, recognizes, and 
equips the target population to foster their involvement. Program further 
encourages participation by managing resistance to change, building 
individual accountability, and regularly communicating about the 
program, achievement of milestones, and individual successes.

8.	 Sustain and institutionalize program Program is sustained and continues over time through support and 
appropriate focus from key leadership, and maintains financial viability. 
Changes to policy are achieved.

9.	 Measure, evaluate and refine program Program includes ongoing evaluation and assessment of gaps between 
outcomes and stated goals, and evolves to improve outcomes, achieve 
refined goals, or meet evolving needs.

 Table 1. Nine Essential Elements of Successful Programs

C o m m o n a l i t i e s

IV

Source: Lewin analysis 
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C o m m o n a l i t i e s

While not every successful program will 
contain all of these components, the nine 
essential elements are relatively consistent 
across a variety of programs, settings, and 
populations. In this section, we define each 
element in general terms. In the next section, 
we adapt the explanations to each of the 
four categories of programs (communities, 
schools, health care systems, and workplaces) 
and include examples of the elements as they 
relate to programs within them. 

Essential Element 1:  
Define problem and program objective

Identify and clearly describe problem, program 
objective and target population using relevant, 
reputable data. Success is defined at inception and 
measures included in plans.

Before any population health improvement 
program is put into place, leaders and 
stakeholders must agree on the problem and 
develop a clear overall objective. Model 
programs use data (e.g., public health 
morbidity and mortality data, population 
demographics, school absentee records, 
health-risk assessments and aggregate health 
claims data in workplaces) to identify health 
issues, target populations, and even program 
strategies. They create quantifiable objectives, 
and share a clear definition of success at the 
program’s inception. Leaders and stakeholders 
also identify milestones to track progress 
toward the overall objective and ways to 
measure interim results. This first essential 
element addresses the following program 
characteristics: What? Why? Who? How 
Much? When? Proof?

Example: King County, Wash., officials 
identified an increasing prevalence of 
uncontrolled asthma in its the county’s 

schoolchildren, and developed the “Healthy 
Homes Initiative” in response. Persistent 
asthma was defined as a caregiver report of 
persistent asthma symptoms in the child, in 
addition to a clinical asthma diagnosis. The 
target population was narrow: King County 
children aged 4 through 12, who had been 
diagnosed with asthma, and whose families 
had incomes below 200 percent of the federal 
poverty level. Participants were recruited 
from community and public health clinics, 
local hospitals, and emergency rooms, and 
referrals from community residents and 
agencies. Program materials were developed 
in English, Spanish, and Vietnamese. The 
program was specifically designed to reduce 
exposure to indoor asthma triggers, such as 
those from dust, pets, indoor tobacco use, 
and moisture. 

Community health workers (CHWs) made 
initial assessments of households, which 
consisted of administering a questionnaire, 
conducting a visual inspection of the 
home along with the family, and taking 
environmental measurements. The CHWs 
also educated the family about knowledge of 
asthma triggers and access to medical care for 
asthma, among other things. After an initial 
assessment visit, outreach workers made nine 
visits over the next year to measure progress 
in reducing asthma triggers. Participating 
families used significantly fewer urgent health 
services and experienced fewer days with 
asthma symptoms.

18



Essential Element 2:
Tailor program to the target population

Program and its resources are tailored to achieve 
objectives within the target population. Program 
materials and approach must be culturally sensitive 
and relevant to the target group. 

Successful programs uniquely tailor and 
deploy initiatives to accommodate individual 
circumstances, cultural preferences, and 
needs within the target population. The 
efficacy of a particular intervention can vary 
by sex, age, race, geographic location, and 
other factors. The target population may be 
broad (e.g., all state residents) or specific (e.g., 
children with asthma in one county). When 
developing a successful program, leaders 
must address the challenges of reaching an 
audience with varying levels of health 
literacy, as well as particular language needs 
and cultural preferences. Societal issues, such 
as neighborhood safety, the cost of healthy 
food choices, and homelessness, may also 
affect program design. Additionally, special 
consideration may be required when 
programs target people with mental health 
conditions. Tailoring to the target population 
also means focusing resources on those with 
the greatest need and for whom the program 
will be most effective. 

Some programs may not target people at risk 
for chronic disease at all, but rather focus on 
others who influence people with chronic 
illness. Programs may, for example, be 
focused on health care providers, to enable or 

incentivize them to prevent or treat chronic 
disease in their patients more effectively. For 
programs designed to improve children’s 
health, the target population may involve 
reaching out to parents, school nurses, 
teachers, or even peers.

Example: The South Carolina REACH 2010 
initiative was aimed at African-Americans 
with diabetes. To reach its target audience, 
leaders partnered with the local chapter of 
Alpha Kappa Alpha sorority, a 100-year-old 
organization with a predominantly African-
American membership. The sorority brings 
fraternal, professional, and social service 
organizations, as well as community leaders, 
into the initiative and assists as volunteers in 
REACH activities. The sorority also recruits 
volunteers to assist with the Summer Youth 
Program.

Essential Element 3: 
Engage leadership

An individual or group is responsible for the program 
and its success. Leaders promote participation, 
shepherd resources, and provide overall, ongoing 
support. Engagement of leaders with particular 
influence over the target population is key. Leaders 
commit to engage for the length of time required to 
achieve the objective and are willing to experiment. 

Aggressively addressing the burden of 
chronic disease requires thoughtful and 
active leadership. Model programs have 
strong leaders. A strong leader can rally 
diverse stakeholders, create new networks of 
stakeholders, mobilize resources, and sustain 
an initiative to prevent or manage chronic 

C o m m o n a l i t i e s

IV

19



disease. Leaders also identify existing 
programs with similar objectives and/or 
target populations, and seek opportunities to 
join forces for the benefit of both efforts. 
Leaders need not be those traditionally 
committed to improving health. For example, 
religious leaders may recognize the impact of 
chronic disease on their congregations, or 
business leaders may notice rising absentee 
rates. The leader, however, should have 
influence within the population identified.

Example: In the early 1970s, community 
leaders in San Francisco came together to 
improve their ability to meet the long-term 
care needs of older immigrants from Italy, 
China, and the Philippines. Because of 
cultural preferences, many of these people 
declined nursing home care, despite having 
long-term care needs that were greater than 
family members could manage. Leaders 
brought together a range of providers and 
developed the Program of All-inclusive Care 
for the Elderly (PACE) to provide intensive 
adult day services. In the 1990s, the program 
was piloted in several states for Medicaid and 
Medicare dual-eligibles. As of 2007, there 
were 42 PACE programs in 22 states. 

 Essential Element 4: 
Coordinate among stakeholders  

and across settings

The program engages the target population and 
those who can help achieve program success. 
Coordination involves collaboration, consistent 
communication, transparency of processes, data, and 
goals related to the program. Stakeholders adopt 
the program’s objectives, and promote the program 
within their respective spheres of influence.

The range of potential stakeholders — 
especially for community programs that may 
rely on partners for a variety of financial and 
in-kind support — is broad. Community 
programs may engage health care providers, 
schools, faith-based organizations, and local 
businesses. In public health care programs, 
stakeholders may also include local, state, and 
federal policymakers. Within health systems, 
the type of stakeholders (providers, patients, 
families, insurers) may be less broad, but the 
settings in which each operates will differ, 
and coordination among these settings is 
critical to health improvement. 

The growth of many successful programs 
comes from stakeholders’ commitments to 
bringing the programs’ objectives to bear 
within their own spheres of influence — 
both inside and outside an organization. 
Stakeholders can help reinforce messages 
about a program and spread them to other 
organizations and settings, but they can 
also be barriers to success, if they do not 
support a program’s goals. As such, early 
and continuing engagement is critically 
important. Regular communications 
can facilitate continued engagement by 
keeping stakeholders informed about their 
roles, program challenges, successes, and 
opportunities for additional involvement. 

Example: The Steps to a Healthier U.S. 
program is a chronic disease prevention 
and health promotion program of the U.S. 
Centers for Disease Control and Prevention. 
The program relies on traditional and non-
traditional partners, such as Chambers of 
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