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ABSTRACT
Given the increasing incidence of chronic diseases across
the world, the search for more effective strategies to prevent
and manage them is essential. The use of the Chronic Care
Model (CCM) has assisted healthcare teams to demonstrate
effective, relevant solutions to this growing challenge.
However, the current CCM is geared to clinically oriented
systems, and is difficult to use for prevention and health
promotion practitioners. To better integrate aspects of
prevention and health promotion into the CCM, an enhanced
version called the Expanded Chronic Care Model is introduced. This new model includes elements of the population
health promotion field so that broadly based prevention
efforts, recognition of the social determinants of health, and
enhanced community participation can also be part of the
work of health system teams as they work with chronic
disease issues.

INTRODUCTION
Chronic disease is an international concern. The increasing
incidence of chronic diseases is approaching epidemic levels.
Chronic disease is a strain on individuals and on healthcare
systems. Finding evidence-based and effective strategies to

promote health and to prevent and manage chronic diseases is
essential. The current situation is not encouraging. Multiple
studies demonstrate that guideline-directed chronic disease care
is not the norm (Wagner et al. 1999).
A variety of changes for the management of chronic disease
care have been advocated (Wagner et al. 1996; World Health
Organization 2002). Renders et al. (2001) concluded after a
Cochrane review that the most effective interventions for
improvements in chronic disease care include the combination
of multi-pronged strategies. The Chronic Care Model (CCM)
is an example of this type of approach. The model has been
implemented by a large number of organizations in the United
States, the United Kingdom and Sweden through the Chronic
Illness Breakthrough Series conducted by the Institute for
Health Care Improvement. Initial results of testing the model
are encouraging (Wagner et al. 2001).
Proponents of the CCM have suggested that it can also be
used for the prevention of chronic disease. Glasgow et al. (2001)
theorize that change will be less costly and more effective if both
clinical prevention and management of chronic disease use a
similar set of improvement strategies. Their paper concludes that
the CCM can be used to direct quality improvement initiatives
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for clinical preventive services. However, Glasgow and his organized and multifaceted support for primary care teams
colleagues acknowledge that the “scope and depth of the positively affects the care of diabetic patients (McCulloch et al.
community resources and policy-linkage components of the 1998). Examples of functional and clinical outcomes that
CCM may need to be expanded” (Glasgow et al. 2001 79: 602). resulted from applying the CCM to the care of people with
This paper proposes a strategy to address this requirement, and, diabetes included decreased levels of HbA1c and a decrease in
at the same time, to broaden the CCM so that it is applicable smoking rates among patients.
to clinical preventive services and to other, broader areas of
prevention and to the field of health promotion.
CHALLENGES OF THE CHRONIC CARE MODEL
It is the experience of the authors of this paper that the In their recent article, Glasgow et al. (2001) state that the
current language of the CCM does not resonate with popula- changes recommended in the CCM regarding the improvement
tion health promotion practitioners who make up an integral of the delivery of effective patient care are consistent with those
component of publicly funded health systems. Incorporating needed to maintain effective prevention of disease and disability.
the principles of health promotion and the focus on the deter- Glasgow and colleagues suggest that both fields follow a
minants of health as directed by a population health approach common set of system changes and improvement strategies
enables the CCM to be used by the entire health team in an anchored in the CCM. Unfortunately, the paradigm in which
integrated fashion.
these issues are discussed is narrow, evidenced by descriptors,
This article examines: (a) the
challenges to the current CCM, (b)
Figure 1 The Chronic Care Model (Wagner et al. 1999)
the evidence for population health
promotion and (c) a proposal to
expand the existing CCM to include
Community
Health System
Resources and Policies
Organization of Healthcare
elements of population health
promotion.
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THE CHRONIC CARE MODEL
(CCM)
In the CCM, improved functional
and clinical outcomes for disease
management are the result of
productive interactions between
informed, activated patients and the
prepared, proactive practice team of
clinicians and healthcare professionals. Figure 1 illustrates these two
spheres of the model that interact
and influence systemic change for
chronic disease management. The
components of this integrated effort
are illustrated in the top half of the
model. Quality improvement teams
working with this model focus their
efforts and interventions on the four
areas contained in the health system
oval: self-management support,
delivery system design, decision
support and clinical information
systems. Table 1 provides an
overview of and examples of interventions for the key model components of the CCM.
Evidence indicates that this
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Prepared, Proactive
Practice Team
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Table 1 The Chronic Care Model (Wagner et al. 1999)
MODEL COMPONENTS

EXAMPLES

Health System Organization of Healthcare

Program planning that includes
measurable goals for better care of
chronic illness

• Visible support of improvements
provided by senior leadership
• Incentives for care providers

Self-Management Support

Emphasis on the importance of the
central role that patients have in
managing their own care

• Educational resources, skills training
and psychosocial support provided to
patients to assist them in managing
their care

Decision Support

Integration of evidence based guidelines into daily clinical practice

• Wide dissemination of practice
guidelines
• Education and specialist support
provided to healthcare team

Delivery System Design

Focus on teamwork and an expanded
scope of practice for team members
to support chronic care

• Planned visits and sustained follow-up
• Clearly define roles of healthcare team

Clinical Information Systems

Developing information systems
based on patient populations to
provide relevant client data

• Surveillance system that provides alerts,
recall and follow-up information
• Identification of relevant patient
subgroups requiring proactive care

Community Resources and
Policies

Developing partnerships with
community organizations that
support and meet patients’ needs

• Identify effective programs and
encourage appropriate participation
• Referral to relevant community-based
services
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such as “preventive care” and “clinical preventive services.” In
contrast to the representation of the prevention field offered by
Glasgow et al. (2001), effective prevention of illness and
disability actually moves beyond the use of clinical services to
include community and inter-sectoral collaboration.
Glasgow and his colleagues (2001) acknowledge that the
Community Resources and Policies component of the CCM is
inadequately defined. However, their approach does not contain
a re-conceptualization of the CCM to include principles of
population health and health promotion. The CCM in its
current form does not adequately encompass or describe the
strategies needed to effectively promote health and prevent
disease. For instance, if the Community Resources and Policies
section of the CCM describes “barriers to achieving…[patient]
goals, and especially social-environmental factors that determine
long-term success” (Glasgow et al. 2001 79: 585), it must reflect
the complexity and interplay of those environmental barriers.
Unfortunately, healthcare has traditionally had little success in
addressing the social, environmental and cultural factors that
affect health. Without concerted action to address these factors,
success will continue to be elusive in the efforts to prevent
disability and illness.

EVIDENCE-BASED HEALTH PROMOTION/POPULATION
HEALTH MODELS
Operating from a set of philosophies that focus on overall health,
quality of life and well-being, Canada has been a world leader
in the field of health promotion: “the process of enabling people
to increase control over, and to improve, their health” (World
Health Organization 1986). As an alternative to lifestyle- and
behaviour-based prevention efforts, health promotion aims to
facilitate individual and community empowerment so that all
people, both ill and well, are able to achieve a greater sense of
control over the many complex factors that affect their health.
Effective health promotion and prevention efforts do much
more than “establish linkages with community resources relevant
to chronic illness care” (Glasgow et al. 2001 79: 589-90), as
recommended by the CCM. Instead, effective health promotion follows the lead of the community in addressing its needs
and developing strategies to meet those needs.
In the report titled A New Perspective on the Health of
Canadians (Lalonde 1974), the Government of Canada publicly
acknowledged that medicine and the traditional healthcare
system play only a small role in determining health status.
Instead, health is portrayed as being determined by the interplay of factors, including human biology, the environment and
lifestyle. The lifestyle component of the report received the most
attention, and efforts were directed to promote the adoption of
healthier lifestyles. Canadian programming during the 1970s
had a positive impact in terms of smoking (Ferrence 1989), the
promotion of healthy eating habits (Labonte and Penfold 1981)

and the awareness of the importance of physical activity
(Cunningham 1992). However, the approach was criticized for
assigning blame to individuals for their own health problems. If
ill health was “caused” by poor judgement and decision-making
around smoking, nutrition and physical activity patterns, then
it is easy to see how individuals could feel judged by campaigns
and programming that focused entirely on individual responsibility for behaviour change. There is now a growing recognition
that lifestyle behaviours, such as physical activity and smoking,
are influenced not only by individual choice, but also by a variety
of social, economic and cultural factors inherent in the environments where people live, learn, work and play.
Research since the 1970s has demonstrated the paramount
role of social, economic and environmental factors in the
maintenance of health and well-being (Evans et al. 1994; Evans
and Stoddart 1990). The most significant determinants of health
are social and economic factors, not those most strongly linked
with healthcare services or personal choices and behaviours. For
instance, individuals, families and communities with low
incomes are more likely to have physical, social and mental
health problems than those with higher incomes. They are also
more likely to die earlier than other members of the population,
regardless of which cause of death is considered (Smith et al.
1996; Wilkinson 1996; World Health Organization 1998).
The gradient nature of health status suggests that it is
embedded in collective factors in society, not just in individual
factors (Wilkinson 1996). Recognizing the fact that health is
significantly affected by policy decisions in non-healthcare areas
(including housing, transportation and food distribution), the
World Health Organization (WHO) called for inter-sectoral
collaboration efforts to improve the conditions required for an
optimal level of health and well-being. The result was the
Ottawa Charter for Health Promotion (World Health
Organization 1986), a document that has radically re-shaped
health education and health promotion in many countries
around the world. The Charter emphasizes societal change rather
than individual responsibility, and supports an active role for
the public in setting priorities, making decisions, planning
strategies and implementing them to achieve better community
health (Terris 1992). It also extends the concept of health to
mean a “resource for everyday life” embodying social, environmental and personal assets and physical capacities (World Health
Organization 1986). Using this broad definition, enhancing
health goes far beyond how much or what type of service is
provided as part of traditional healthcare services.
Instead, the influence of the social, economic and cultural
determinants of health suggests the need for a comprehensive
and collaborative approach to improving health that addresses
root causes and tries to avert illness and injury before they occur.
“Population health promotion” (Hamilton and Bhatti 1996) is
becoming a common way to integrate the evidence of the
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broader determinants of health (the population health
approach) with the actions of health promotion. These actions
can and should be implemented at a variety of levels and sectors
for them to have maximum effect. Much of the work to improve
these conditions falls under the mandate of sectors outside of the
traditional healthcare system, including education, justice,
housing, employment and others. While the healthcare sector
cannot undertake this agenda alone, it can initiate dialogue and
act as a collaborator in efforts to improve the well-being of
members of the population, especially with those groups that
are experiencing poor health. High-quality healthcare services
must be supported by policies and programs in communities
that allow people time and opportunity to care for each other,
without compromising their own health or financial security.
The intended outcomes of population health promotion, therefore, include supported institutional, social and physical environments as well as enhanced individual and community capacities.
A population health promotion approach works to improve
the underlying conditions of people’s lives that enable them to
be healthy. As well, it aims to reduce inequities in those conditions that place some members of the community at a disadvantage for maintaining optimal health. Population health
promotion includes a variety of approaches to reach these goals.
Through the proactive identification of risk behaviours and
environmental conditions of client and population groups,
population health promotion works to prevent problems before
they occur and to avoid further problems from occurring after
injury or illness is already present. The ideal result is an enhanced
sense of health and quality of life for individuals and families in
that community.
The North Karelia Project, a community-based health
promotion program in Finland to reduce cardiovascular disorders, has demonstrated the potential of effective population
health promotion at work. The project has reported both costbenefit and cost-effective analysis for its successful heart health
interventions in 1972 (onset) and again in 1992. After 20 years,
the cardiovascular disease mortality rate in men declined by
68%, while coronary heart disease mortality in men declined
by 73% (Puska et al. 1998). During the same period, Finland
experienced a US$600 million decrease in its overall cardiovascular-related social cost for those aged 35 to 64 years (Puska et
al. 1995).
The Expanded Food and Nutrition Education Program
(EFNEP) provides further evidence of effective health promotion at work. The EFNEP has shown that nutrition education
programs benefit limited income families by improving their
overall diets, resulting in delay or prevention of diet-related
chronic diseases. A cost-benefit analysis of the 1996 EFNEP
study in the state of Virginia found that for every US$1 invested
in the program there was a benefit of US$17.04 in healthcare
savings (Rajgopal et al. 2002).
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The Higgins Nutrition Intervention Program operating out
of the Montreal Diet Dispensary offers a third example of how
effective health promotion can result in positive outcomes, in
this case reduction of low birth weight rates among low-income
women. The program targeted pregnant women who were
experiencing poverty, family violence, depression, psychiatric
history or health and nutritional problems. Apart from an
individual nutritional assessment, women were also provided
with vitamins and food supplements of milk and eggs. One
study has shown that the overall rate of low birth weight was
50% lower among the intervention infants than among their
siblings from a previous pregnancy without any prenatal intervention (Higgins et al. 1989).
The inclusion of a population health promotion perspective
within healthcare is consistent with a shift from hospital-based
care focused on illness and disability to community-oriented
services that focus on the prevention of illness and disability
before they have a chance to occur. The field’s strong emphasis
on ensuring that community members are involved in planning
for new or revised services is also part of responsible and
accountable healthcare management in today’s climate of healthcare reform.
In this process, communities develop a stronger capacity to
address the social, economic and environmental conditions
affecting their health and well-being, such as poverty, social
isolation and crime. As well, working from a population health
promotion perspective enables administrators and governments
the ability to plan programs and services with a greater confidence that these services are most needed by the people in that
region.

THE EXPANDED CHRONIC CARE MODEL
(EXPANDED CCM)
There is an opportunity to integrate population health promotion into the prevention and management of chronic disease.
This integration would broaden the CCM by directing
additional efforts to reducing the burden of chronic disease, not
just by reducing the impact on those who have a disease but also
by supporting people and communities to be healthy. This
strategy requires action on the determinants of health as well as
delivering high quality healthcare services. Glasgow et al. (2001)
suggest that there are numerous advantages to having a single
model for the organization of healthcare for both disease prevention and management. The integration of population health
promotion into an Expanded Chronic Care Model (Expanded
CCM) will address the requirement to develop the Community
portion of the CCM and to guide action that would address
health determinants.
The Expanded CCM supports the intrinsic role that the
social determinants of health play in influencing individual,
community and population health. Adopting an Expanded
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• strengthen community action.

Figure 2. The Expanded Chronic Care Model: Integrating Population Health Promotion

In merging these five action areas
with the CCM, two of the areas of
focus are re-named and re-defined,
and additional detail is created in the
“Community” oval. This integration
of population health promotion and
clinical treatment also affects the
lower half of the model.
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Self-Management / Develop Personal
Skills refers to the support of selfmanagement in coping with a disease
but also to the development of
personal skills for health and wellness.
The arena for action in this expanded notion of self-management includes strategies in the community as well as in the
health system.
In population health promotion, supporting personal and
social development of individuals and groups is done in part by
providing information and enhancing life skills. It increases
options available for people to exercise more control over their
health and their environments. It includes but goes beyond
traditional health education messages, such as those dealing with
smoking, nutrition and physical activity. While traditional
health education programs are important, by themselves these
initiatives often have limited impact on health behaviours and/or
long-term health status and therefore must be broadened to
include consideration of the determinants of health.
The development of smoking cessation and tobacco use
prevention programs provides good examples of efforts to
develop personal skills among individuals or groups in the
community. Smoking cessation advice offered by healthcare
professionals is one effective way of encouraging the development and practice of personal skills. Many other cessation and
prevention programs work with community, workplace and
school-based groups and also involve the development of policies
and other supports as a comprehensive strategy. A recent Spanish
study has concluded that smoking cessation is highly cost-effective in the reduction of cardiovascular disease prevalence. In that
study, the cost per life year gained from smoking cessation
programs ranged from $2,600 to $5,700, whereas the costs per
life year gained from treatment-based interventions was up to
$86,000 (Plans-Rubio 1998).

Created by: Victoria Barr, Sylvia Robinson, Brenda Marin-Link, Lisa Underhill, Anita Dotts & Darlene Ravensdale (2002)
Adapted from Glasgow, R., Orleans, C.,Wagner, E., Curry, S., Solberg, L. (2001). “Does the Chronic Care Model also serve as a
template for improving prevention?” The Milbank Quarterly, 79(4), and World Health Organization, Health and Welfare
Canada and Canadian Public Health Association.(1986). Ottawa Charter of Health Promotion.

CCM will facilitate a fundamental shift in understanding about
how individual client care fits within the concepts of population health. The new configuration (Figure 2) integrating the
CCM with population health promotion demonstrates clear
associations between the healthcare system and the community.
This action-driven model will broaden the focus of practice to
work towards health outcomes for individuals, communities and
populations.
The Health System and the Community in the
Expanded Chronic Care Model

The large inner oval in the original CCM (Figure 1) represents
the health system or an individual healthcare organization. The
Expanded CCM, however, includes a porous border between
the formal health system and the community. This porous
border is a graphical representation of the flow of ideas, resources
and people between the community and the health system.
A second area of change in the Expanded CCM is the placement of the four areas of focus: self-management support,
decision support, delivery system design and information
systems. These four circles now straddle the border between the
health system and the larger community. To address both the
delivery of healthcare services and population health promotion,
the activities of these four areas can be integrated within, and
have an impact on, both the healthcare organization and the
community.
The Ottawa Charter for Health Promotion refers to five
action areas:
•
•
•
•

develop personal skills
re-orient health services
build healthy public policy
create supportive environments

Delivery System Design / Re-orient Health Services

In population health promotion, re-orienting health services
involves encouraging those in the healthcare sector to move
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beyond the provision of clinical and curative services to an
expanded mandate that supports individuals and communities
in a more holistic way. Such a change in the system would
acknowledge the demonstrated connections between health and
broader social, political, economic and physical environmental
conditions. It would also facilitate connections among the social,
political and medical fields and argue that it is health, and not
illness that should underpin healthcare work. This action
includes a stronger emphasis on health research. Delivery system
design/re-orienting health services to support both healthcare
and population health promotion implies a tighter connection
with the community where the system redesign activities affect
citizen organizations, non-profit groups and the healthcare
organization.
The healthcare sector is an essential partner in creating the
proper conditions for health in society. Its leadership role in
society can be exercised by providing examples of what can be
done to achieve a healthy environment, or by acting as an
advocate for healthy public policies. If healthcare professionals
can be re-oriented to become advocates for health, rather than
simply part of the repair service, they can become powerful allies
for those seeking to promote health.

developed a Population Health Framework for local healthcare
districts (Saskatchewan Health 1999). This framework is to be
used to address the unique and individual needs of each community, and encourages each local group to use various types of
data to more fully understand the needs of the people in that
region. Implementing the principles and strategies of population health promotion effectively requires a good understanding
of the specific social and economic context within which healthcare and other services are working.
In the Expanded CCM, information systems are more
broadly based. In the model, a large variety of users will now
require linked products from information systems. Examples of
new users include municipalities, local advocacy groups, recreation centres and service clubs. These users need to know about
the community beyond the experience of patients within the
healthcare system. Examples of new data needs include: the
proportion of the community living in poverty, the availability
of public transportation and the violent crime rate. A challenge
in building these information systems is that community-based
users will demand an integrated picture of not only clinical and
functional outcomes but also of population health outcomes.
Build Healthy Public Policy

Decision Support

Decision support of professionals and lay people is useful both
in dealing with the impact of disease and making choices that
support health and well-being. Because this area of focus in the
Expanded CCM straddles the health system and the community, it now encompasses the gathering of evidence not only on
disease and treatment but also on strategies for being well and
staying healthy. Within the healthcare organization, the work
of a general practitioner can be paired with that of a specialist.
Likewise, in the community, that same general practitioner can
partner with a health promotion professional who has specialized knowledge in community-based best practice.
Information Systems

The use of information systems is key in supporting processes
for change. In clinical informatics, information systems can be
used to make the case for new programs, evaluate established
ones and support new ways of working. However, information
is no less powerful a tool in community activation, prevention
and population health promotion.
In population health promotion, as in other areas of the
health system, information about demographics, the health of
the population and cultural, social and economic trends is
combined with needs and strengths assessments that are led by
community groups. Both types of information are considered
important in planning for programs, policies and other initiatives that work to anticipate health concerns before they have a
chance to occur. For instance, the province of Saskatchewan has
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The development and implementation of policies designed to
improve population health involves working towards organizational and governmental policy and legislation that fosters
greater equity in society and leads to ensuring safer and healthier
goods, services and environments. This approach combines
diverse but complementary approaches including legislation,
fiscal measures, taxation and organizational change. The aim is
to make the healthier choice the easier choice, not only for
individuals but for companies, organizations and governments
as well. For example, nutrition policies have been recognized
internationally as appropriate interventions for the promotion
of healthy eating and the reduction of diet-related chronic
disease (Edwards 1996). The most common policy options
utilized for the promotion of healthy diets include the establishment and dissemination of dietary guidelines, as well as
macro-level economic interventions, such as reducing the price
of whole wheat flour or lowering the duty on imported fruits
(Posner et al. 1994).
Create Supportive Environments

Based on the evidence that describes the significant impact of
social supports on overall health and quality of life, creating
supportive environments entails working to generate living and
employment conditions that are safe, stimulating, satisfying and
enjoyable. This action area goes beyond the obvious need for
measures to protect and sustain the quality of the natural
biophysical environment; it includes strategies to foster conditions for optimal levels of health in social and community
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environments (Rootman and Goodstadt 1996).
Efforts to maintain older people in their homes for as long
as possible provide a good example of creating supportive
environments. The provision of safe, accessible, good-quality
housing with outdoor lighting, along with opportunities for
social interaction and public transportation can enhance the
health and quality of life for the elderly and reduce their need
for healthcare and other social services (Sarwari et al. 1998).
Strengthen Community Action

This action area involves working with community groups to
set priorities and achieve goals that enhance the health of the
community. The empowerment of communities is key to this
process. By encouraging effective public participation, health
promotion aims to support people in finding their own ways of
managing the health of their community.
Healthcare and other professionals can play a role in
mobilizing communities to promote health, drawing upon their

knowledge of the determinants of health and their power as
leaders in the community. Two possible roles are suggested by
the International Union of Health Promotion and Education
(2000): mobilization of communities to create healthy environments, and various forms of advocacy. The Healthy
Communities/Healthy Cities movement worldwide provides a
good example of the former strategy (Ashton 1992). The
evidence for the effectiveness of the Healthy Communities
initiative in Canada demonstrates that its value lies in its ability
to involve multiple partners at the community level to build a
shared vision, seek consensus and take action on local concerns.
When healthcare professionals take on an advocacy role, they
work with community groups to identify and remove barriers to
healthy living and quality of life for particular individuals and
groups in the community. For instance, in media advocacy,
healthcare professionals and others provide expert input and
support the dissemination of healthy messages.

Table 2 Comparison of the Chronic Care Model with the Expanded Chronic Care Model
COMPONENTS OF THE CHRONIC CARE MODEL

COMPONENTS OF THE
EXPANDED CHRONIC CARE MODEL

EXAMPLES

Health System Organization of Healthcare

Program planning that
includes measurable goals for
better care of chronic illness

Self-Management
Support

Emphasis on the
importance of the central
role that patients have in
managing their own care

Self-Management /
Develop Personal Skills

Enhancing skills and
capacities for personal
health and wellness

• Smoking prevention and cessation
programs
• Seniors’ walking programs

Decision Support

Integration of evidencebased guidelines into
daily clinical practice

Decision Support

Integration of strategies
for facilitating the
community’s abilities to
stay healthy

• Development of health promotion
and prevention “best practice”
guidelines

Delivery System Design

Focus on teamwork and
an expanded scope of
practice to support
chronic care

Delivery System Design /
Re-orient Health Services

Expansion of mandate to
support individuals and
communities in a more
holistic way

• Advocacy on behalf of (and with)
vulnerable populations
• Emphasis in quality improvement
on health and quality of life
outcomes, not just clinical
outcomes

Clinical Information
Systems

Developing information
systems based on patient
populations to provide relevant client data

Information Systems

Creation of broadly based
information systems to
include community data
beyond the healthcare
system

• Use of broad community needs
assessments that take into
account:
• poverty rates
• availability of public
transportation
• violent crime rate

Community
Resources and Policies

Developing partnerships
with community organizations that support and
meet patients’ needs

Build Healthy Public
Policy

Development and implementation of policies
designed to improve
population health

• Advocating for / developing:
• smoking bylaws
• walking trails
• reductions in the price of whole
wheat flour

Create Supportive
Environments

Generating living and
employment conditions that
are safe, stimulating,
satisfying and enjoyable

• Maintaining older people in their
homes for as long as possible
• Work towards the development of
well-lit streets and bicycle paths

Strengthen Community
Action

Working with community
groups to set priorities and
achieve goals that enhance
the health of the community

• Supporting the community in
addressing the need for safe,
affordable housing
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Outcomes in the Expanded Chronic Care Model

CONCLUSION

In the original CCM, improved functional and clinical
outcomes ideally result from interactions between the prepared,
proactive practice team and the informed, activated patient. In
the Expanded CCM, this concept is preserved and enhanced.
Improved health of the population results from positive and
productive interactions and relationships among community
members, healthcare professionals, organizations, individuals
and community groups. Outcomes include population health
outcomes as well as individual functional and clinical outcomes.
A broader population health perspective requires us to look
at not only clinical/functional outcomes but measures for the
population as well. For example, when dealing with specific
diseases, such as diabetes, these may include rates in the population of the clinical measures (percentage of the population with
an HbA1c < 8%). In addition, a population health approach
requires us also to assess broader variables, such as poverty rates
in a community, and issues of transportation and food security.
Glasgow et al. (1999) suggests that there is a need to re-frame
chronic diseases, such as diabetes, from a clinical disease to a
public health issue. This important perspective briefly acknowledges issues of equity and an enhanced patient/community
quality of life in the context of the broader factors that influence
self-management and patient care, but stops short of a full exploration of the implications for outcome measurement. The
population health approach requires an explicit examination of
the determinants of health. This requires the measurement of
distribution of outcome indicators, such as the incidence of
diabetes by such variables as income and education.
The incorporation of population health promotion into the
CCM also requires practitioners to broaden definitions of
outcomes and to determine new ways to measure them. In
particular, for short-term and intermediate population health
outcomes, projects may wish to track measures, such as the
existence of public policies to support health, citizen participation in community decision-making and social cohesion.

The burden of chronic disease is expected to continue to escalate
as the population ages. It is essential for healthcare organizations
to quickly find effective ways in which to deal with this
impending crisis (World Health Organization 2002). The
Chronic Care Model (Wagner et al. 1999) offers a framework
that re-orients healthcare services to effectively deal with the
needs and concerns of individuals with chronic disease. By
exerting effort in multiple areas simultaneously, the CCM
encourages practitioners to focus on the improvement of
functional and clinical outcomes for clients.
While the CCM has certainly been helpful for a number of
centres in various parts of the world, it does not reflect the diversity and complexities of those aspects of prevention and health
promotion that go beyond clinical preventive services. As well,
the current CCM presents a narrow perspective of the roles that
both informal and formal community supports play in improving
health. The functions of health promotion and disease/injury
prevention in the community are not explicit in the original
CCM. The ways in which the fields of health promotion and
healthcare can and do work together need to be reflected.
The fields of population health and health promotion,
brought together by the term “population health promotion,”
recognize and work with the broader determinants of health (e.g.,
housing, income, social supports) that can often serve as barriers
for both individuals and communities to maintain optimum
health. Such an approach includes creating public policies that
promote health, strengthening community action, and creating
supportive environments. As well, population health promotion
works to develop personal and coping skills, and to re-orient
health services so that they reflect a greater emphasis on prevention and public health issues. Such an approach, as presented
here, includes community participation in planning, implementation and evaluation of programming and policy development. While this work can sometimes involve a long-term effort,
practitioners in this field have demonstrated successful health
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outcomes that have effectively reduced healthcare costs and
resulted in improved quality of life for clients and families.
The Expanded Chronic Care Model described here merges
population health promotion with clinical healthcare services and
takes a first step in describing how these two approaches can
complement one another. In real-life situations, the results include
broader, interdisciplinary, and inclusive teams that work directly
with community supports and leadership to deal with a client’s
current health concerns by addressing those issues that may lie at
the root of some of these problems and are presenting barriers to
his or her improvement. As well, the team may use the knowledge
of those barriers to support the community in addressing issues,
such as food security, social isolation or transportation. By
working on both the prevention and treatment ends of the
continuum from such a broad perspective, healthcare and other
teams represent the best potential for improved health outcomes
in the long term. It is this combined approach of effective population health promotion and improved treatment of disease, as
suggested by the Expanded CCM, that will be our best weapon
against the mounting burden of chronic disease.
Future Research and Directions

We hope that the introduction of the Expanded CCM will
generate further debate and discussion around the importance
of coordinated and effective prevention and management of
chronic conditions. Healthcare organizations will also need to
test this new model in a variety of settings. Program evaluation
and other types of research that involves community members,
such as participatory action research, may be particularly beneficial in testing the implementation of the Expanded CCM. Such
implementation will enable the development of new ways to
support clients of health systems and the communities in which
they live, as well as more comprehensively integrate prevention
strategies into the work of healthcare. The challenge of more
effectively managing and preventing chronic disease will require
such a set of diverse and innovative approaches.

In today's constrained health care system, every administrative decision you make is
critical. To make wise choices, you rely on your experience and training. Yet volumes
of insightful research findings exist that could offer additional guidance as you seek
to gain efficiencies, maximize resources and improve patient care and outcomes.
But just how can you access that research, interpret the findings and apply the
recommendations to the day-to-day administration of your health care organization?
With strategic training on how to incorporate health service research
in the decision-making process from the Executive Training for
Research Application (EXTRA) Fellowship Program.
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