
 

 
 
 

 
Transforming Population Health:  Case Studies of Place-Based Approaches 

 
The following is one in a series of four case studies that provide examples of place-based, multi-sector, 
population-based approaches to chronic disease prevention and health promotion.  Many of these 
initiatives are working to achieve the Triple Aimi, and they have varying levels of evidence of their 
progress towards meeting each of the three aims of better health, improved care experience, and reduced 
costs.  All of the cases include evidence of improvements in health outcomes, and some also show 
improvements in quality of care.  A subset include evidence of reductions in utilization of health care 
services, and a few include data on concomitant cost reduction.    
 
Nemours developed these cases to provide examples of population health innovation in the field.  For the 
purpose of these case studies, the working definition of a “population health initiative” is one that 
attempts to impact the interrelated conditions and factors that influence the health of populations over the 
life course, be they social, economic, or physical environments; personal health practices; individual 
capacity and coping skills; human biology; early childhood development; and/or health services. The 
initiatives outlined in these case studies identify systemic variations in these interrelated conditions and 
factors and use the resulting knowledge to develop and implement policies and actions to improve the 
health and well-being of geographic populations.ii The glue that binds each initiative is the presence of an 
“integrator” that serves a convening role and works at a systems level to promote prevention and improve 
health and well-being. The cases span the country, illustrating successful models that improve the health 
of geographically defined communities in rural, suburban and urban areas; states; chronic disease 
populations; and populations defined by risk factors and/or socio-demographics.   
 
While all the cases describe initiatives that are specific to their communities or states, they share common 
features.  These population-based prevention initiatives: 
 

1. Target a geographic population; 
2. Focus on achieving a shared health outcome, which is usually prevention-related; 
3. Engage public and private partners in multiple sectors, including community (child care, schools, 

work places, etc.), as well as health/health care; 
4. Change policies at the systems level and practices at the individual, provider/practitioner level; 
5. Use data to measure progress and continually improve interventions;  
6. Work toward sustainability via innovative financing, for example developing new funding sources 

and payment mechanisms and reducing health care costs; and 
7. Are facilitated by an “integrator”, an entity operating at the systems or population level to promote 

the health and well-being of a geographically defined population.  An integrator is needed since 
historically the “systems” serving children and families are disconnected, funded by different 
sources, and therefore rarely well coordinated to meet the needs of individuals, families and 
communities. A wide array of organizations can assume the role of integrator, depending upon the 
requirements of the initiative, the context of the community, and the capabilities and resources of 
various stakeholders.   
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Cases studies outlining population-based approaches to prevention and wellness, all of which involve 
these seven common features, are cited below.  

 
Nemours  
Nemours works with partners in child care, schools, primary care and the community to halt and 
ultimately reverse the growing prevalence of childhood obesity among children in Delaware.  To ensure 
sustainability, Nemours pursued both systems/policy and practice changes in these sectors where children 
spend most of their time.  Preliminary results show a flattening of the overweight and obesity curve for 
Delaware children ages 2 to 17 between 2006 and 2008.iii 

 
Children’s Hospital Boston Community Asthma Initiative  
Children’s Hospital Boston created a comprehensive program that increases the capacity of health care 
providers, schools, and community groups to offer asthma education.  They coupled this program with a 
Medicaid waiver to pay for bundled pediatric asthma services for high-risk patients, including coverage of 
non-traditional home visits and interventions by community health workers. For 800 children treated 
through September, 2011, significant reductions were achieved in emergency department visits and 
hospital admissions, and quality of life was improved for children and their parents, with dramatic results 
in just 6 months.   
 
REACH Charleston and Georgetown Diabetes Coalition, South Carolina  
The School of Nursing at the Medical University of South Carolina, in partnership with the multi-sector 
Racial and Ethnic Approaches to Community Health (REACH) Coalition, focuses on eliminating racial 
and ethnic disparities in diabetes in the African-American community, as measured by reductions in the 
lower-extremity amputation rate. In Charleston and Georgetown counties, rates of amputations per 1,000 
diabetes hospitalizations decreased among African Americans.  Clinical quality, evaluated based on 
annual chart audits from 1999 on, improved on a range of process and intermediate outcome measures, 
including annual foot exams, HbA1c control, and adherence to American Diabetes Association guidelines 
for self-management.  
 
Steps to Health King County, Seattle 
Public Health—Seattle & King County (PHSKC) convened  the Steps KC collaborative, which involved 
more than 75 organizations working together to promote a comprehensive approach that coordinates 
programs and policy and systems changes at the individual, family, clinical, school and community levels.  
The goal of reducing the impact of chronic diseases through preventing and controlling asthma, diabetes 
and obesity is beginning to be realized, as evidenced by healthier behaviors, improved diabetic control, 
decreased days with asthma symptoms, and utilization reductions in asthma-related emergency room 
visits and hospitalizations. 
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Transforming Population Health: Case Studies of Place-based Approaches 

 
Children’s Hospital Boston Community Asthma Initiative  

 
Overview  
 
Initiative/Intervention  
At Children’s Hospital Boston, asthma was the leading cause of hospitalization, with 70% of admissions 
coming from 5 low-income neighborhoods in Boston.  Additionally, a community needs survey identified 
asthma as one of 4 major community concerns.  As a result, Children’s Hospital Boston developed the 
Community Asthma Initiative to provide a continuum of care from individualized treatment to community 
education to policy/advocacy, leveraging existing partnerships and community resources.  
 
The intervention included: 

 Providing a comprehensive asthma program to improve access and quality of asthma services for 
children; 

 Increasing the capacity of providers, schools, and community groups to provide asthma education 
and activities; and 

 Strengthening existing asthma community coalitions to address necessary asthma public health, 
planning, and policy changes. 

 
Lead Organization, Integrator and Key Partners 
The Children’s Hospital Boston convened the Community Asthma Initiative (CAI), including  

o Children’s Hospital Boston Clinical Services 
o Martha Eliot Health Center 
o Other Neighborhood Health Centers 
o Boston Public Schools 
o Head Starts 
o Strengthening Voices (Parent Group) 
o Family Advisory Board 
o Boston Healthy Homes/Healthy Schools 
o Boston Public Health Commission 
o Boston Asthma Home Visiting Collaborative 
o Inspectional Services Department 
o Massachusetts Department of Public Health  
See Attachments, Figure 1  
 

Children’s Hospital Boston has long-standing collaborative relationships with the clinical providers, 
community organizations, and local and state agencies in multiple sectors that it assembled for this 
initiative. In turn, it integrated the CAI with a set of additional partnerships addressing key environmental 
policy and payment issues, guiding the emphasis of the CAI to meet the goal of improving asthma 
outcomes in specific Boston neighborhoods while contributing to the evidence required to achieve 
broader policy change.  
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Target Population/Geographic Area 
 Initially in 2005, 4 zip codes with high asthma rates and health disparities.  
 In 2008 – 9, expanded to 5 additional Boston zip codes.  
 Initially, patients were identified based on admission to Children’s Hospital Boston or visit to 

Emergency Department (ED). With expansion, all patients are triaged based on risk: one or more 
hospitalizations; 2 or more ED visits or oral steroids in the last 12 months; poor control or repeat 
urgent care visits associated with significant risk factors, such as home environmental triggers, 
social stressors, or non-adherence. 

 
Outcome Measures/Results to Date  

 For 800 children treated through September, 2011, significant reductions in preventable ED visits 
and admissions and improved quality of life for children and their parents.   

 Significant reductions in costs of inpatient admissions and ED visits, compared with a cohort from 
a demographically similar Boston neighborhood, demonstrating a positive return on investment. 

 Development of a bundled payment pilot for Medicaid/MassHealth that they anticipate will 
provide the basis for a payment model applicable to high-risk children with asthma covered by 
other health plans. 

 
Year Initiated 

 2005 Initial phase focused on 4 zip codes 
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Full Description 
 
Goal 
Improve the control of asthma symptoms and severity among children in 9 low-income zip codes of 
Boston with high proportions of African-American and Latino residents. 
 
The Problem 
Rates of poorly controlled asthma among low-income children, particularly racial and ethnic minorities, 
are disproportionately high. In Boston, pediatric asthma-related hospitalizations for African-American 
(16.2 per 1000) and Latino (15.8 per 1000) children under 5 are dramatically higher than for white 
children (2.9 per 1000). For Children’s Hospital Boston, asthma was the leading cause of hospitalization, 
and 70% of asthma admissions came from 5 low-income, largely African-American and Latino Boston 
neighborhoods.  
 
Intervention Model/Key Interventions 
The Community Asthma Initiative (CAI) is based on the socio-ecological model of the Institute of 
Medicine that addresses the multiple levels required to reduce health disparities, including the impact of 
social determinants of health on individuals and families living with asthma: 

 Individual and Family: Tailored asthma education; case management; and home visiting by nurses 
and Community Health Workers to provide asthma education, medications management, home 
environmental assessments, and remediation of triggers 

 Community: Educational workshops, social marketing, community asthma forums 
 System: Working in coalitions to support payment for asthma home visiting, advocacy/ 

systems change around social determinants of health (e.g. healthy housing/healthy schools) 
 
Children’s Hospital Boston and its partners in the Community Asthma Initiative provided the following 
interventions at the individual/family, community, and systems levels, respectively: 

 Comprehensive clinical program for high-risk pediatric asthma patients 
o Culturally and linguistically competent asthma education and case management, tailored to 

the needs and health literacy of the family, through home visits and telephone follow-up by 
nurses and Community Health Workers (CHWs) 

o Care coordination with primary care and asthma specialists 
o Environmental assessments and remediation, including a HEPA vacuum and bedding 

encasements for each child, IPM (Integrated Pest Management) materials, and professional 
pest control services 

o Individual advocacy and referrals to community resources. 
 

 Increasing the capacity of providers, schools, and community groups to provide asthma education 
and activities 

o Provision of educational workshops and trainings by the Community Asthma Program 
Manager 

o Participating in organizing and offering asthma health programs, such as Boston Asthma 
Games, Asthma Swim, and Boston Asthma Summer Program 

o Social marketing to raise public awareness by dissemination of educational materials at 
community events and health fairs 

 
 Strengthening asthma community coalitions to address public health, planning, and policy changes 

by participating with other coalitions within the City of Boston and the Commonwealth of 
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Massachusetts. The development of a bundled payment pilot for high-risk pediatric asthma 
patients is intended to be the basis for a key policy change that would provide the financial support 
essential to sustain effective asthma management.  

 
Payment Innovation 
A bundled payment pilot for high-risk pediatric asthma patients was approved as part of the Medicaid 
waiver received by the Commonwealth of Massachusetts on December 20, 2011 and will be launched in 
2012 with the goals of improving health outcomes, preventing unnecessary hospital admissions and 
emergency department utilization, and reducing associated Medicaid costs. 
 
The Community Asthma Initiative, under Children’s Hospital Boston’s leadership, participated actively in 
the Medicaid Pediatric Asthma Bundled Payment Pilot Advisory Committee convened in Spring 2011 to:   

 Address program design for the Request for Application (RFA) that will invite participation in 
the pilot 

 Define high-risk asthma and the process for identifying eligible patients 
 Define minimum services for all patients 
 Specify the medical home-based model that will be an essential part of the pilot 
 Address the inclusion of Community Health Workers for home visits 

 
As specified in the waiver received by the Commonwealth of Massachusetts, the bundled payment pilot 
will: 

 . . . “utilize an integrated delivery system for preventive and treatment services through 
methodologies that may include a payment such as a per member/per month (PMPM) payment to 
participating providers for asthma-related services.”  (Source #5 , p. 36). 

 . . . “must be limited to primary care clinician sites that participate or enroll in the Primary Care 
Clinician Plan (PCCP). The practices must be responsible for supervision and coordination of the 
medical team, including Community Health Workers; delivery of asthma-related services paid for 
by the PMPM payment; as well as the PMPM cost of each beneficiary enrolled.”  

 Provider participation in the pilot must be determined through a Request for Proposal (RFP) 
process. The State must prioritize participation by qualified practices that serve a high number of 
patients with high-risk asthma enrolled in PCCP and have the capacity to manage asthma in a 
coordinated manner. In addition, the State must seek to include qualified practices that are 
geographically dispersed across the State and represent a range of provider types, such as 
physician group practices, community health centers, and hospital outpatient departments, in 
order to explore a variety of infrastructure challenges. (Source # 5, pp. 36 – 37) 

 
Children’s Hospital Boston as the Integrator in the CAI and Key Stakeholder in Other 
Collaboratives 
Children’s Hospital Boston created the CAI on the foundation of many long-standing partnerships with 
local, state, and regional public and private sector organizations already addressing asthma and other 
health disparities. Children’s staff and leadership are actively involved in coalitions that bring together 
diverse constituents to build a more powerful voice for change.  
 
The CAI, in turn, is a key stakeholder in other collaboratives that are focusing on a “place-based 
approach” to addressing the home environment’s contribution to asthma:   

 Healthy Homes Program developed by the Boston Public Health Commission (BPHC) and 
research partners to provide asthma-focused home environmental assessments and education on 
trigger reduction, including pest control through integrated pest management.  
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o Pilot of Breathe Easy at Home, an on-line Inspectional Services Department referral 
system through which health professionals can refer patients with asthma for housing 
inspections if they suspect substandard housing conditions are triggering a patient’s asthma.  

o CAI joined the Steering Committee of the pilot program Breathe Easy at Home to gain 
additional knowledge and concrete steps to address home environmental triggers asthma 
identified clinical staff. 

 
 Boston Asthma Home Visit Collaborative convened in 2008 by the Boston Public Health 

Commission to create a standardized evidence-based asthma home visit protocol to be delivered 
by a skilled, multilingual workforce of community health workers (CHWs) and coordinated 
through the Bureau of Primary Health Care (BPHC) in the Health Resources and Services 
Administration at HHS. 

o Vision includes a centralized referral system and training through BPHC’s Community 
Health Education Center. 

o Initial pilot conducted in early 2010 with a larger pilot launched in spring 2011 
 

In addition to its role in CAI, Children’s Hospital Boston is actively involved with the New England 
Asthma Regional Council (ARC), a coalition of public and private organizations and researchers tackling 
the environmental and clinical aspects of pediatric and adult asthma. Since 2000, ARC has focused on 
home environmental triggers, calling upon providers, payers, patients, and policymakers to enact 
improvements. In partnership with the University of Massachusetts, Lowell (UML), ARC convened 
payers at 2 symposia to discuss aligning insurance payment with best practices and providing payers with 
a business case for patient education and home-based environmental trigger assessment and interventions. 
 
Evaluation/Measurement Strategy 
In designing the CAI interventions and evaluation, Children’s consulted with ARC and UML to determine 
the approach that would be most helpful from a policy standpoint. Two priorities were identified: (1) a 
cost analysis of the program, including return on investment (ROI), and (2) including integrated pest 
management (IPM) in the intervention, because evidence has been accumulating on the importance of 
non-toxic extermination methods. These recommendations informed the design of the evaluation and 
measurement strategy for CAI.  
 
A quality improvement approach has allowed the program to be rigorously evaluated and yet remain 
flexible and responsive to continuous feedback about needs and content. For example, the CAI recruited a 
Family Advisory Board in 2006 to provide critical feedback as part of an ongoing needs assessment.  This 
Board identified gaps in services, helped to shape policy priorities, and shared their personal experiences 
to make a strong case for change. 
 
CAI data collection uses parent report at baseline, 6, and 12 months as well as hospital billing and 
administrative data for ED visits and hospitalizations before and after CAI intervention. 
 
A comparison group consisting of 559 patients with an ED visit or admission in fiscal 2006 from a 
demographically similar Boston neighborhood, using the first visit in the time period as the index visit, 
was selected using hospital administrative data. 
 
Results to Date  

 For 800 children treated through September, 2011, there were significant reductions in health care 
utilization and improved quality of life for children and their parents, with dramatic results in just 
6 months.  At 12 months of follow-up:  
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o 62 % decrease in ED visits  
o 81% decrease in hospital admissions 
o 43% decrease in missed school days 
o 31% decrease in limitation of physical activity 
o 47% decrease in missed work days 

 
 Health care cost reduction: based on available hospital claims data (excluding physician fees), 

total inpatient admissions and ED visit costs decreased by 61% among the 2006 CAI cohort (102 
children) between 1 year before and 2 years after the intervention (p < .001), a reduction much 
larger than the 23% reduction in a comparison cohort from a demographically similar Boston 
neighborhood that did not receive the CAI intervention. For CAI patients with 2 years of follow-
up, the ROI was 1.46.  

o Specifically, 1 year before intervention, the total cost per patient for the CAI was $2,956; 2 
years after intervention, the total cost per patient was $750.  For the Dorchester comparison 
group, 1 year before intervention, the total cost per patient was $2,093, and 2 years after 
intervention, the total cost per patient was $1,322.   

 
 Successful advocacy for inclusion in the Fiscal Year 2011 Massachusetts State Budget of a 

directive to the Executive Office of Health and Human Services to develop a bundled payment 
system for high-risk pediatric asthma patients enrolled in Medicaid/MassHealth 
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Program Cost and Funding Sources 
The Children’s Hospital Boston program was first funded by private philanthropy for 3 years.  It also 
received a HRSA Healthy Tomorrows grants from 2006-2011, which was renewed for an additional 5 
years in 2011. Beginning October 1, 2007, it received CDC REACH US funding for 5 years. 
 
Current Status/Future Plans 
The bundled payment approach to funding the health care of patients with complex asthma is essential for 
sustainability. The pilot program in 2012 is expected to be small, involving approximately 30 patients per 
practice with funding for outpatient care, including home visiting and case management.  Children’s 
Hospital Boston continues to seek out other funding opportunities to scale up this work. 
 
Sources 
 
Nemours developed these case studies to provide examples of population health innovation in the field.  
This case study was prepared by Julianne R. Howell, PhD, Anne De Biasi, MHA, Daniella Gratale, MA 
and Debbie I. Chang, MPH, using the following sources, and was issued in January, 2012: 
 

1. Conversation with Susan Sommer, MSN, RNC, Children’s Hospital Boston, December 28, 2011. 
2. Sommer, S.J. et al., “Children’s Hospital Boston Community Asthma Initiative: Partnerships and 

Outcomes Advance Policy Change” in Progress in Community Health Partnerships: Research, 
Education, and Action, Johns Hopkins University Press 2011, pp. 327-335. 

3. Chang, D. and N. Halfon, “Transformative Population Health Demonstration”, PowerPoint 
Presentation Nemours November 18, 2011, Slides 35 – 48. 

4. Centers for Disease Control and Prevention, REACH US, “Children’s Hospital Corporation, 
Children’s Hospital Boston, A REACH Action Community.” 

5. Centers for Medicare & Medicaid Services Waiver List 11-W-00030/1, “Mass Health Section 1115 
Demonstration”, December 20, 2011, pp. 36 – 40, http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/Downloads/MassHealthCurrentApprovalDocuments.pdf accessed 
January 11, 2011. 

6. Cheney, K., “Mass. in Line for 26 Percent Medicaid Funding Hike in New Federal Pact”, State 
House News, December 20, 2011, [http://www.statehousenews.com/public/logo.gif], accessed 
December 28, 2011. 
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ATTACHMENTS 
 

Figure 1 Asthma Coalition 
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