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INTRODUCTION
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HEALTH IN AMERICA:
America is at a pivotal moment of change
regarding the health of her people: a moment
of great urgency and unprecedented
opportunity. Over the past few decades we,
as a nation, have worked to improve health
by focusing primarily on the health care system.
But this has not achieved better health for all.
More recently, we have started to recognize that
health and well-being can be greatly influenced
by complex social factors: where we live, how
we work, the soundness and safety of our
surroundings, and the strength and resilience
of our families and communities. But knowing
this has still not led to widespread progress,
collaboration, or equity in health.

A HIGH PRICE FOR
SHORTER, SICKER LIVES
Despite some recent slowdown in spending, our nation’s
overall health care expenditures are unparalleled at nearly
$3 trillion annually.1 Though close to 18 percent of our GDP
is spent on health care, the highest percentage in the world,2
we continue to lose nearly $226 billion in productivity per
year because of personal and family health issues.3 Compared
to people in similar high-income countries, Americans have
poorer health and shorter life expectancy, and U.S. adults
age 50 and older have a higher prevalence of cardiovascular
and other chronic diseases.4
Over one-third of children ages 5 to 17 (35.9% of girls and
35% of boys) are overweight or obese in the United States,
the highest rate among 17 peer countries. 5 These young
Americans have a real chance of becoming the ﬁrst to live
sicker and die younger than their parents’ generation.
Nearly one-ﬁfth of all Americans live in low-income
neighborhoods offering few opportunities for healthy living:
little access to nutritious food, inadequate housing, pollution,
high rates of crime, and scarce job opportunities.6 These
factors have a tremendous impact on health, and one
sector alone cannot address them all.
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What is holding our nation back
from better health for all?
For too long, our nation has defined being
healthy as simply not being sick. Health is often
presented as a goal that is separate from other
aspects of life, rather than the bedrock of
personal fulfillment, the anchor of community
well-being, and the fuel of national prosperity.
Good health is still seen as a luxury that is
out of reach for many, and despite ongoing
efforts positive change is not occurring at
a promising pace.

Building a national Culture of Health means
creating a society that gives all individuals
an equal opportunity to live the healthiest
lives possible, whatever their ethnic,
geographic, racial, socioeconomic, or
physical circumstances happen to be.
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To achieve lasting change, our nation cannot continue
doing more of the same. We must embrace a more integrated,
comprehensive approach to health—one that places wellbeing at the center of every aspect of American life. This
approach must focus largely on what happens outside the
health and health care systems, recognizing the importance
of the decisions that individuals and families make, as well as
the factors found in communities, business and corporate
practices, schools, and the many other spheres of
everyday life.
Building a Culture of Health calls for broad collaborative
actions, not simply government mandates. It requires a clear
public covenant among individuals, families, and communities
to spearhead sustainable change with partners across sectors.
Mobilizing progress will require new ways of engaging the
private sector, solutions that bridge public and private sector
collaboration, and structures that support innovation and
entrepreneurship.

Using what we have learned from the successes and
shortcomings of past initiatives, we must increase the opportunities for all individuals and communities to make healthier
choices. And instead of starting from square one, we can and
should creatively integrate valuable community resources and
existing efforts into the Culture of Health movement.
This new perspective on health must become an essential
part of our nation’s cultural fabric, achieved by weaving
together the threads of physical, mental, economic, social,
and spiritual well-being. Creating a national movement
toward better health is not a short-term initiative; it is a
cultural shift that will take time, determination, and, above
all, the input of many.
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The Culture of Health Action Framework:
Catalyzing Collaboration, Charting Progress
Building a Culture of Health requires action within and across
sectors, because progress in one area will advance progress
in another. But what areas of action should Americans work
toward? How should our actions connect to one another?
How can we find starting points that speak to the many
different actors within communities? And what specific
measures will gauge improvement?
In collaboration with the RAND Corporation—and with
valuable input from partners, experts, colleagues, and communities across the country—the Robert Wood Johnson
Foundation (RWJF) has developed an Action Framework to
help our nation broaden the discussion about health and
accelerate an integrated course of action by many individuals,
communities, and organizations. The Framework is drawn
from rigorous research and analysis of the systemic problems
holding our country back from a level of health that a great
nation deserves.
The Action Framework reflects a vision of health and
well-being as the sum of many parts, addressing the interdependence of social, economic, physical, environmental,
and spiritual factors. It is intended to generate unprecedented
collaboration and chart our nation’s progress toward building
a Culture of Health. Equity and opportunity are overarching
themes of the entire Action Framework—not merely to
highlight our nation’s health disparities, but to move toward
achieving health equity.
The Action Framework groups the many actors, and the
many facets, of a Culture of Health into four Action Areas—
each connected to and influenced by the others. These
Action Areas are intended to focus efforts and mobilize an
integrated course of action by many individuals, communities,
and organizations.
Each Action Area contains a set of Drivers that indicate
where our nation needs to accelerate change. The Drivers
are the engine of the Action Framework, providing a set of
long-term priorities both nationally and at the community
level. The Action Areas and the Drivers are the essential,
enduring structure of the Action Framework and will remain
constant over time.
Each Action Area is also accompanied by a set
of national, evidence-based Measures, rigorously selected
as points of assessment and engagement. By design, the
Measures are not limited to traditional health indicators;
instead, they encourage us to think of health in broader ways,
incorporating all aspects of well-being. They are intended to
serve as entry points for dialogue and action about health
among a diverse group of stakeholders and across sectors.
The Measures will illustrate progress and will evolve over time
to keep pace with changing conditions.

CULTURE OF HEALTH VISION
WE, AS A NATION, WILL STRIVE
TOGETHER TO BUILD A CULTURE
OF HEALTH ENABLING ALL IN
OUR DIVERSE SOCIETY TO LEAD
HEALTHIER LIVES, NOW AND
FOR GENERATIONS TO COME.

The Measures highlight upstream factors that may not
typically be associated with health care, and reflect actions
that involve many more sectors and institutions than traditional
health and health care services. Ambitious in scope, many of
the Measures draw from existing sources, while others are
based on new data gathered for this report.
It is our hope that the unique interconnectivity of the
Action Framework will lead to more intentional collaboration
between and across sectors, and will foster a more holistic
view of how health and well-being are shaped. Creative
collaborations that transcend traditional boundaries must
become the new normal if we are to successfully tackle our
nation’s urgent and disparate health challenges.
As we make progress in the four integrated Action Areas,
we believe the nation will approach an Outcome of improved
population health, well-being, and equity. This will change
how our nation invests in health, how we build systems to
promote well-being, and how we evaluate success. Individuals
and families will affirm stronger commitment to their responsibilities in making healthier choices, and the public and private
sectors will place a higher value on health as the essential
building block of a productive, thriving society. Motivated by
this shared value, we as a nation will prioritize and promote
well-being so that all people can have access to healthier,
more equitable neighborhoods and high-quality, efficient, and
affordable health care services. And as we shift our spending
from a disproportionate orientation toward intensive medical
care to a better distribution across prevention programs that
promote health, we should see an overall decrease in health
care spending and improvements in how we prevent illness
and manage chronic disease.
We recognize that building a Culture of Health is a longterm initiative that may span a generation or more. It will
require unique implementation and assessment strategies
that will develop over time.
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See page 16 for corresponding Drivers and Measures.
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WHY THIS? WHY NOW?
FUNDAMENTALS OF THE ACTION FRAMEWORK
What is the purpose of the From Vision
to Action report?
This report is meant to describe the urgent need to
catalyze change in health, well-being, and equity. The
Culture of Health Action Framework is intended to spur
dialogue and collaborative action between individuals,
communities, and organizations across the public and
private sectors. Additional research and other supporting
materials will be developed to further outline RWJF’s
strategy and specific activities, and also to show how
communities are embracing the Framework. The Culture
of Health website will provide an additional platform for
sharing new information and promising practices.

CULTURE OF HEALTH VISION:
UNDERLYING PRINCIPLES
1. 	Good health flourishes across geographic,
demographic, and social sectors.
2. 	Attaining the best health possible is valued
by our entire society.
3. 	Individuals and families have the means
and the opportunity to make choices that
lead to the healthiest lives possible.
4. 	Business, government, individuals, and
organizations work together to build
healthy communities and lifestyles.
5. 	Everyone has access to affordable, quality
health care because it is essential to maintain,
or reclaim, health.
6. 	No one is excluded.
7. 	Health care is efficient and equitable.
8. 	The economy is less burdened by excessive
and unwarranted health care spending.
9. 	Keeping everyone as healthy as possible
guides public and private decision-making.
10. 	Americans understand that we are all in
this together.

What is the origin of the Action Framework?
In 2014, RWJF proposed a vision of America where we
all strive together to build a national Culture of Health
that enables all in our diverse society to lead healthier
lives, now and for generations to come. Ten underlying
principles (at left) provided the foundation for this vision
and the inspiration for the Action Framework, developed
to mobilize a national Culture of Health and achieve
an Outcome of improved population health, well-being,
and equity.

How was the Action Framework developed?
The Action Framework and its components—the
Action Areas, Drivers, and Measures—are drawn from
rigorous research and analysis of the systemic problems
holding our country back from a level of health that a
great nation deserves. RWJF developed the Action
Framework in collaboration with the RAND Corporation
and with valuable input from more than 1,000 experts,
partners, colleagues, community members, focus
group participants, and global leaders during an
18-month period.

Why is the Action Framework needed?
Despite ongoing efforts to improve the health of our
nation, positive change is not occurring at a promising
pace. The Culture of Health Action Framework is
intended to be broad and strategic, setting a national
agenda and mobilizing a movement to improve health,
well-being, and equity. The Framework offers an
integrated, evidence-based, and comprehensive
approach to addressing the societal influences
of health and well-being. In doing so, it calls for
unprecedented collaboration between individuals;
organizations in the private and public sectors; and
communities representing a range of social,
demographic, and geographic characteristics.
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Why use the term Action Framework?
Unlike a model—which implies something formulaic,
fixed, and final—a framework speaks to a built-in fluidity.
The Action Framework invites individuals, communities,
and organizations to utilize the structure and find entry
points relevant to their unique needs and goals. The
Framework is not a blueprint, but rather suggests
multiple pathways for action.

Why is equity an overarching theme?
In order to truly build a Culture of Health, we cannot
leave anyone behind. Everyone should have the
opportunity to pursue the healthiest life possible, no
matter where they live or work, the color of their
skin, or the amount of money they have. That is why
achieving health equity is a goal that permeates
the entire Action Framework.

What is the key difference between the
Action Areas, Drivers, and Measures?
The Action Areas and Drivers constitute the essential
and enduring structure of the Action Framework. They
establish the priorities we should focus on as nation,
and they will remain constant over time. The Measures
are adaptable and will evolve to keep pace with
changing conditions.

How were the Culture of Health
Measures selected?
The Measures are intended to be illustrative indicators of
where our nation needs to improve in order to advance a
Culture of Health. The Measures have been rigorously
identified as having the evidence base necessary to lead
to improved health and well-being.
Through an intensive process of screening and
winnowing, an initial list of hundreds was honed down
to the set included in this report. Individual Measures
were reviewed using criteria such as relevance, validity,
and potential for collaborative action. Then, the full set
was reviewed for its cohesiveness in broadly increasing
health equity, while also addressing major national
health challenges such as obesity.
The Measures include protective factors that if increased
would improve health; they also include risk factors
that if reduced would improve health and well-being.
They are intended to be clear and understandable—
empowering various audiences to make positive
changes in health behaviors and policies.
Additionally, the Measures are intended to:
• Inspire dialogue and action
•	Highlight priority areas that have eluded our focus
as a nation, but which are crucial to building a
Culture of Health
•	Encourage a broader view of health, incorporating
all aspects of well-being
•	Welcome sectors not traditionally associated with
health or health care services, encouraging
cross-sector collaboration
•	Provide entry points for individuals, families,
and communities across diverse populations
•	Support healthy choices
•	Focus on both drivers and outcomes of health
and well-being
•	Include data that are accessible and represent
powerful signals of change
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How is this set of Measures different from
existing national metrics, such as Healthy
People 2020, America’s Health Rankings,
and the Institute of Medicine’s Vital Signs?
The Culture of Health Measures have been purposely
selected to build upon such efforts by highlighting
underlying factors that influence health not represented
in other national reports. The Measures are uniquely
focused on tracking upstream social, economic, and
policy indicators that, if improved, should significantly
enhance population health and well-being on a national
level. The Institute of Medicine and federal health
officials recognize how these Measures align with their
work to improve national health metrics, and how these
Measures advance the way our nation gauges actions
aimed at addressing the social determinants of health.
The Measures use a variety of data sources and
methodologies by design—not just to engage different
sectors, but also to reflect the complexity of decisionmaking and the multipronged ways communities get
things done. For example, this is the only set of measures
that uniquely combines broad influences, from business
investment to early childhood development to urban
design. While some Measures directly address health
care services and the patient experience, many reflect
underlying societal issues that influence health and
well-being. The Measures speak to the importance of
social support and community; public discussions
around health promotion; and policies that facilitate
collaboration across sectors.

How do the Culture of Health Measures
complement the County Health Rankings
& Roadmaps?
The development of the national Measures was closely
aligned with the framework used for the Foundation’s
“sister set” of data, the County Health Rankings &
Roadmaps. Like the county health data, the Measures
presented in this report highlight many factors that
influence health. However, we did not duplicate any
of the County Health Rankings measures, which serve
the specific purpose of ranking counties along standard
health outcomes to facilitate local dialogue and action.
The Culture of Health Measures address specific,
systemic factors that drive health at a national level;
broaden the dialogue about what cross-sector actions
improve health; and inform the evolution of local and
national improvement efforts.

How can individuals and families use the
Action Framework?
In a Culture of Health, individuals and families play an
important part in spearheading sustainable local change.
The Action Framework is intended to inspire, strengthen,
and support individuals, families, caregivers, and
communities in making healthier choices and engaging
in healthier behavior.
Personal responsibility plays a key role in achieving better
health and well-being. Individuals and families can
engage with their communities and promote the kind of
collective action that is needed. However, the evidence
is clear that not all community environments and
economic conditions give people the opportunity to
make healthy choices. The Action Framework is intended
to mobilize progress in building healthier, more equitable
communities. In this approach, government is a partner,
but does not always take the lead.
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How can public- and private-sector
organizations use the Action Framework?
Since every sector has a role in building a Culture of Health,
we anticipate that a wide variety of stakeholders and
sectors will use the Action Framework. As such, it is our
hope that leaders across communities and sectors will
review the Action Framework, see their work reflected in it,
and contribute to it through their own efforts and ingenuity.
The Framework builds upon the energy and legacy of
those who have worked to improve health, well-being,
and equity for years. It also opens the door to new allies
and provides entry points showing the transformative
roles they can play—or may already be playing—in this
national effort.
As a whole, the Measures can be used to guide city,
state, or regional planning efforts. For instance, a mayor
and his or her team can use the Action Framework to
inform investment strategy and local evaluation of health
and well-being. A consortium of public- and privatesector leaders could come together to plan for health
actions using the Framework. Given the way the
Framework uniquely links social, economic, and
environmental factors, it can be used in many different
planning contexts.
The Measures speak to a wide swath of sectors including
housing and community development; environmental
and civic engagement organizations; law enforcement;
the media; education; and those organizations dedicated
to expanding opportunity and equity. A few ways that
other important sectors are represented in this work
include the following:
•	
Health care professionals are critical to the Culture of
Health by strengthening the quality and value of health
care services and ensuring those services are well
integrated into a full system that consistently supports
consumers and providers.
•	For those who work with children and families,
the Action Framework includes specific measures
to improve health across the lifespan.
•	The Action Framework also addresses the important
role of businesses, which help create incentives
and other policies to enhance health, and build
consumer and employee demand for healthier
practices and products.

How will RWJF use the Action Framework?
We intend for this Framework to guide the Foundation’s
work over the next 20 years, with annual updates.
Our commitment is reflected in three ways:
•	Investing in building the evidence base on the Drivers
and Outcomes of a Culture of Health
•	Examining ways to improve the systems of prevention
and care that promote well-being, including how we
train the next generation of health leaders and how we
elevate promising strategies for innovation, rapid learning,
and implementation through our programmatic funding
•	Providing evidence-based information to decisionmakers that informs the development of strategies
and policies advancing broad collaboration for
health improvement
RWJF does not intend to be the exclusive agent of
change. We are one of many organizations working
toward the common cause of improving health,
well-being, and equity in America, and we hope to
motivate others to join us in this national effort.

What is the timeframe of the
Action Framework?
Creating a national movement toward better health is
not a short-term initiative. It’s going to require a cultural
shift that may take a generation or more to achieve.
It will take time, determination, and, above all, the
input of many. The Framework’s Outcome Areas and
Measures will help gauge the progress of long-term
improvement efforts.
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ACTION AREA 1

MAKING HEALTH A SHARED VALUE
This Action Area emphasizes the importance of community in prioritizing and shaping a Culture of Health.
Achieving, maintaining, and reclaiming health is a shared value, defined in different ways by different entities.

DRIVERS

MEASURES

Value on health interdependence
Percentage of adults, 18 years and older, in strong agreement that their health is
influenced by peers, neighborhood, and the broader community 7

MINDSET AND
EXPECTATIONS

Value on well-being
Percentage of adults, 18 years and older, interested in how their community invests
in well-being, signaling a broader expectation for well-being8

Public discussion on health promotion and well-being
Proportion of tweets discussing health promotion and well-being to tweets
discussing acute medical care9

Sense of community

SENSE OF
COMMUNITY

Aggregate score on two subscales of the Sense of Community Index: emotional
connection to community and sense of belonging to community (membership)
among adults, 18 years and older10

Social support
Percentage of adults, 18 years and older, noting they have adequate social support
from partner, family, and friends11

Voter participation

CIVIC
ENGAGEMENT

Percentage of eligible voters who reported voting in general election12

Volunteer engagement
Percentage of adults and young people who reported volunteering13
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ACTION AREA 2

FOSTERING CROSS-SECTOR COLLABORATION
TO IMPROVE WELL-BEING
This Action Area places new focus on collaborations that include sectors typically viewed as “outside”
of health care, and demonstrates how these cross-sector collaborations can play an essential role in
building a Culture of Health.

DRIVERS

MEASURES

Local health department collaboration
Percentage of local health departments that collaborated with community
organizations in at least four public health program areas in the past year 14

NUMBER AND QUALITY
OF PARTNERSHIPS

Opportunities to improve health for youth at schools
Annual number of school-based health centers that provide primary care15

Business support for workplace health promotion and
Culture of Health
Index of employer health promotion and practices (by size of business)16

U.S. corporate giving

INVESTMENT IN
CROSS-SECTOR
COLLABORATION

Annual dollar amount of U.S. corporate contributions to education (K–12 and higher
education) and to community/economic development sectors17

Federal allocations for health investments related to nutrition
and indoor and outdoor physical activity
Annual dollar amount of federal appropriation to select health initiatives

Community relations and policing
Percentage of full-time sworn personnel who have served as community
policing or community relations officers, or were designated to engage
regularly in community policing activities18

POLICIES
THAT SUPPORT
COLLABORATION

Youth exposure to advertising for healthy and unhealthy food and
beverage products
Annual measure of children’s exposure to TV ads for unhealthy foods/beverages19

Climate adaptation and mitigation
Annual percentage of states with climate adaptation and mitigation action plans20

Health in all policies (support for working families)
Annual percentage of families with parents eligible for Family Medical Leave Act
(FMLA) coverage who can also afford it 21
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ACTION AREA 3

CREATING HEALTHIER,
MORE EQUITABLE COMMUNITIES
The goal of this Action Area is to encourage communities to fulfill their greatest health potential by improving
the environment in which residents live, learn, work, and play.

DRIVERS

MEASURES

Housing affordability
Percentage of families spending 50 percent or more of monthly income on
housing costs for either rent or mortgage22

BUILT ENVIRONMENT/
PHYSICAL CONDITIONS

Access to healthy foods
Percentage of U.S. population with limited access to healthy foods23

Youth safety
Percentage of middle and high school students who reported feeling safe in their
communities and schools24

Residential segregation

SOCIAL AND
ECONOMIC
ENVIRONMENT

Evenness with which racial/ethnic groups are distributed across communities
(index of dissimilarity, exposure to diversity)25

Early childhood education
Number of states where 60 percent or more 3- and 4-year-olds are enrolled
in preschool26

Public libraries
Number of library outlets per 100,000 people27

Complete Streets policies
Number of jurisdictions with Complete Streets policies in place28

POLICY AND
GOVERNANCE

Adopting a Complete Streets policy means that every transportation project will
make the street network better and safer for drivers, transit users, pedestrians, and
bicyclists. These policies allow communities to direct their transportation planners
and engineers to routinely design the entire right of way to enable safe access for
all users, regardless of age, ability, or mode of transportation. 29

Air quality
Percentage of population covered by comprehensive smoke-free indoor air laws30
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ACTION AREA 4

STRENGTHENING INTEGRATION OF
HEALTH SERVICES AND SYSTEMS
This Action Area aims to strengthen a system of coordinated care that integrates and better balances medical
treatment, public health, and social services.

DRIVERS

MEASURES

Access to public health
Percentage of population served by a comprehensive public health system31

Access to stable health insurance
Percentage of population, ages 18 to 64, with stable health insurance,
or no change in the source of health insurance 32

ACCESS

Access to mental health services
Percentage of adults, 18 years and older, who report having mental health or
substance abuse problems, and who received treatment33

Routine dental care
Percentage of adult population, ages 18 years and older, who report a dental visit in
the calendar year34

Consumer experience

CONSUMER
EXPERIENCE
AND QUALITY

Consumer Assessment of Healthcare Providers and Systems (CAHPS) summary
measure of consumer experience across ambulatory, hospital, and home health
care settings35

Population covered by an Accountable Care Organization (ACO)
Percentage of population whose health care provider is part of an ACO 36

Electronic medical record linkages
Percentage of physicians who share data with other providers with the goal of
encouraging integration, collaboration, and communication37

Hospital partnerships
Percentage of hospitals that have a collaboration or alliance with one or more
organizations in each of these categories: local government, state agencies,
and other community-based agencies38

Practice laws for nurse practitioners

BALANCE AND
INTEGRATION

Number of states that have laws and regulations that support full scope of practice
for nurse practitioners39

Social spending relative to health expenditure
A ratio of annual social spending to annual health expenditures in the
United States40
- Social spending is defined as cash benefits, direct in-kind provision of goods and
services, and tax breaks with social purposes, in U.S. dollars
- Health expenditures is defined as spending on hospital care; physician and
clinical services; other professional services; dental services; other health,
residential, and personal care services; home health care; nursing care facilities
and continuing care retirement communities; prescription drugs; durable medical
equipment; other nondurable medical products
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OUTCOME

IMPROVED POPULATION HEALTH,
WELL-BEING, AND EQUITY
The following Outcome Areas are intended to gauge the progress of long-term improvement efforts as we
place a high value on health, align forces across sectors, create healthier and more equitable communities,
and strengthen the relationship between medical treatment, public health, and social services.

OUTCOME AREAS

MEASURES

Well-being rating

ENHANCED INDIVIDUAL
AND COMMUNITY
WELL-BEING

Well-being rating in three areas: Health, Life Satisfaction, Work/Life Balance 41
-H
 ealth: Average life expectancy and percentage of population at least
15-years-old who report “good” or better health
- Life Satisfaction: Weighted sum of different response categories based on people’s
rating of their current life relative to the best and worst possible lives for them on
a scale from 0 to 10, using the Cantril Ladder
- Work/Life Balance: Percentage of dependent employees whose usual hours of
work per week are 50 hours or more, and average amount of hours per day that
full-time employed people spend on leisure and personal activities

Caregiving burden
Average amount of out-of-pocket financial and emotional investment in caregiving,
as reported by adults 18 years and older 42

MANAGED
CHRONIC DISEASE
AND REDUCED
TOXIC STRESS

Adverse child experiences (ACEs)
Percentage of population, ages 0 to 17 years, with two or more reported ACEs,
as reported by parents43

Disability associated with chronic conditions
Number of disability-adjusted life years (DALYs) for the top 10 U.S. chronic diseases44

Family health care cost
Average health care expenditure by family 45

Potentially preventable hospitalization rates

REDUCED HEALTH
CARE COSTS

Overall U.S. admission rates for chronic and acute conditions per 100,000
population, including:
- Chronic: Diabetes with short-term complications; diabetes with long-term
complications; uncontrolled diabetes without complications; diabetes with
lower-extremity amputation; chronic obstructive pulmonary disease; asthma;
hypertension; heart failure; angina without a cardiac procedure
- Acute: Dehydration; bacterial pneumonia; or urinary tract infection46

Annual end-of-life care expenditures
Annual average Medicare payment per decedent in the last year of life 47
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CULTURE OF HEALTH ACTION FRAMEWORK
ACTION AREAS

DRIVERS

MEASURES
Value on health interdependence

1

MINDSET AND EXPECTATIONS

MAKING HEALTH A
SHARED VALUE

SENSE OF COMMUNIT Y

Value on well-being
Public discussion on health
promotion and well-being

CIVIC ENGAGEMENT

Sense of community
Social support
Voter participation
Volunteer engagement
Local health department collaboration

2
FOSTERING
CROSS-SECTOR
COLLABORATION
TO IMPROVE
WELL-BEING

NUMBER AND QUALIT Y
OF PARTNERSHIPS

Opportunities to improve health
for youth at schools
Business support for workplace health
promotion and Culture of Health

INVESTMENT IN CROSS-SECTOR
COLL ABORATION

U.S. corporate giving
Federal allocations for health investments related
to nutrition and indoor and outdoor physical activity
Community relations and policing

POLICIES THAT SUPPORT
COLL ABORATION

Youth exposure to advertising for healthy and
unhealthy food and beverage products
Climate adaptation and mitigation
Health in all policies (support for working families)

3
CREATING HEALTHIER,
MORE EQUITABLE
COMMUNITIES

BUILT ENVIRONMENT/PHYSICAL
CONDITIONS

Housing affordability
Access to healthy foods
Youth safety
Residential segregation

SOCIAL AND ECONOMIC
ENVIRONMENT

Early childhood education
Public libraries

POLICY AND GOVERNANCE

Complete Streets policies
Air quality
Access to public health
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ACCESS

Access to stable health insurance
Access to mental health services
Routine dental care

STRENGTHENING
INTEGRATION OF
HEALTH SERVICES
AND SYSTEMS

CONSUMER EXPERIENCE
AND QUALIT Y

Consumer experience
Population covered by an
Accountable Care Organization
Electronic medical record linkages

BAL ANCE AND INTEGRATION

Hospital partnerships
Practice laws for nurse practitioners
Social spending relative to health expenditure

OUTCOME

IMPROVED
POPULATION
HEALTH,
WELL-BEING,
AND EQUITY

OUTCOME AREAS

MEASURES

ENHANCED INDIVIDUAL AND
COMMUNIT Y WELL-BEING

Caregiving burden

MANAGED CHRONIC DISEASE
AND REDUCED TOXIC STRESS

Disability associated with chronic conditions

Well-being rating

Adverse child experiences

Family health care cost

REDUCED HEALTH CARE COSTS

Potentially preventable
hospitalization rates
Annual end-of-life care expenditures
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