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Let’s get more population health out of health systems
Are health systems a determinant of population health? 
The dominant epidemiological frameworks for the 
causation of population health—the multilevel, life 
course, and dynamic or complex systems approaches—
invoke a broad range of drivers of population health, 
from genes to public policy to education to exercise, but 
neglect to mention medical care.1

Why are health systems missing from the academic 
discourse about determinants of population health? 
Perhaps because epidemiologists consider medical care 
to refl ect a failure of public health: after all, if we all 
consumed the right diet, wore helmets, and maintained 
a robust social network, we could theoretically avert 
much of what ails us. Or maybe clinicians and health 
systems researchers seem more concerned with patients 
and hospitals than populations.

The separation between health systems and 
population health is a conceptual artifact that 
diminishes the benefi ts that society can reap from 
its investment in health care. For one, it is clear that 
evidence-based health care can avert mortality and 
extend life expectancy at the population level as well 
as improve people’s quality of life. Take coronary heart 
disease mortality for example, which declined by 34% 
in the USA in the 1980’s—although healthier lifestyles 
played an important role, more and better health care 
for patients with coronary disease was estimated to be 
responsible for 70% of the fall. This care ranged from 
primary care management of hypertension to highly 
specialised procedures, such as coronary artery stenting 
and intensive care.2

Health systems are also social institutions that 
infl uence populations’ confi dence in their governments 
and societies.3 In most countries where government 
is the largest payer or provider of health care, access to 
and quality of health services are seen as top priorities 
for governments and a litmus test for government 
performance. Even in the USA, where private 
insurance fi nances the majority of health care, failures 
in government-funded Veterans’ Administration 
health care routinely make national news. Trust in 
government and government institutions in turn leads 
to better acceptance of health advice from authorities 
for pro-health behaviors, such as immunisation or 
screening.4 Generalised trust, or social capital, has been 

shown to directly infl uence health behaviors and health 
status in diff erent settings.5

But health systems can do much more for population 
health. First, despite the triumphs of medical care, a 
good deal of care is not linked to better health and 
some is simply harmful. These shortfalls, reasonably 
enough, generate skepticism in the public health 
community. Achievement of better outcomes means 
targeting more judicious use of our medical arsenal for 
people who need it and avoiding overcare for those 
who do not. Unfortunately, few robust strategies 
currently exist for reigning in the overuse of tests or 
low-value treatments.6

Second, in low-income countries, the problem is the 
opposite: too little care or, as is becoming apparent, 
poor quality care. Although facilities are multiplying 
and more health professionals are being trained, health 
systems are seemingly underproducing health. For 
example, because most childbirth complications occur 
without warning and require expert medical treatment, 
women have long been urged to deliver in facilities. 
Yet, in India, the health benefi ts have been elusive for 
the millions of families who have made this decision: 
neither maternal nor newborn mortality have declined.7 
The intense focus on expansion of health service 
coverage in the past two decades has diverted attention 
from the quality of those services.8

Third, health systems need to be more responsive 
to people’s expectations of good customer service 
when they use health care. Whereas every other service 
domain is becoming more attuned and responsive 
to user feedback, health systems too often fail to 
hear or value their users’ preferences, which results 
in inconvenient hours, infl exible rules, unpleasant 
administrators or, in extreme cases, disrespectful 
or even abusive treatment.9 This type of experience 
dissuades people from coming back or adhering to 
care, thereby diminishing the health system’s ability to 
improve health.

Finally, health systems need to speak the language 
of population health. Effi  ciency and cost control 
might be relevant to hospital managers, but they are 
not the ultimate aims of health care. Health system 
performance should be assessed based on results that 
matter to people and communities rather than just 
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clinicians. A small change in 5 year survival might be less 
relevant to people with heart disease than is the ability 
to breathe freely or take a walk without chest pain. 
Maintaining healthy communities also means taking 
on greater accountability for defi ned populations rather 
than just the sick. Community-health system links are 
well developed in countries such as the UK and Brazil, 
but will require substantial system reorientation in 
others, including the USA.10

It is past time for closer conceptual, research, 
and practice linkages between health systems and 
population health. The fi elds have much to off er each 
other in pursuit of a common goal: better health for all.
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