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“The ultimate test of [health] policy is whether or not it adds to the well-being of the population 
served.” 

Robert G. Evans and Gregory L. Stoddart (1) 
 

 
INTRODUCTION 

 
In “A New Perspective on the Health of Canadians,” Marc Lalonde, the Canadian Minister of 
National Health and Welfare, concluded that health care does not have the power to fully 
mitigate the threats posed by unhealthful environments and behaviors (2). This 1974 report 
broke new ground by creating a comprehensive framework for the determinants of health based 
on 4 health fields — human biology, environment, lifestyle, and health care organization. 
 In 1990, perceiving that health care policy continued to dominate the formulation of 
health policy despite the Lalonde report, Robert G. Evans and Gregory L. Stoddart wrote 
“Producing Health, Consuming Health Care” (1). This landmark essay presented a series of 
progressively richer models that described the relationships among health, health care, the 
determinants of health, and well-being. They started with a model that they considered 
dominant at the time — a simple feedback loop between health care and disease as defined by 
the medical care system (Figure 1). 
 

 
 
Figure 1. A model published by Evans and Stoddart (1) showing that health care was 
considered by many in 1990 to be the predominant determinant of disease. Reproduced 
with permission from Elsevier and G.L. Stoddart, 1990. [A text description of this figure is 
also available.] 
In this simple, essentially circular model, health care (via cure and care) is the 
predominant determinant of disease, and disease determines 
 Regarding this model as too simplistic because it ignored the determinants of health 
identified in the Lalonde report (2), they also expanded the outcome measure progressively 
from the absence of disease as defined by the medical care system, to health and function as 
experienced by the individual, and finally to well-being, which they defined as the sense of life 
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satisfaction of the individual. They postulated that a more complex model was a more accurate 
representation (Figure 2). 

 
 

Figure 2. A model published by Evans and Stoddart (1) that accounted for multiple 
determinants of disease and health and function and defined well-being as the goal of 
policy. Reproduced with permission from Elsevier and G.L. Stoddart, 1990. [A text 
description of this figure is also available.] 
This complex model shows how the following elements interact with each other to create 
well-being: the social environment, the physical environment, the genetic environment, 
individual response (behavior and biology), health and function, disease, health care, 
and prosperity. 
 
 As did the World Health Organization (WHO) in 1948 (3), Evans and Stoddart viewed 
health as more than the absence of disease, but as the WHO did not, they explicitly 
distinguished health from well-being. They expressed the opinion that the WHO definition of 
health, “a state of complete physical, mental and social well-being and not merely the absence 
of disease or infirmity,” conflated health with well-being. Since then others have agreed. In a 
critique of the WHO definition in 1997, Rodolfo Saracci wrote, “Common existential problems — 
involving emotions, passions, personal values, and questions on the meaning of life — can 
make your days less than happy or even frankly uncomfortable, but they are not reducible to 
health problems” (4). Similarly, Christopher B. Forrest wrote in 2013 that the WHO definition 
“conflates health with happiness and life satisfaction, key dimensions of well-being” (5). 
 Evans and Stoddart wrote that well-being “is or should be (we postulate) the ultimate 
objective of health policy” and “[t]he ultimate test of [health] policy is whether or not it adds to 
the well-being of the population served.” However, they chose to focus their discussion on 
health, rather than well-being, as an outcome. 
 In 1986 the WHO Ottawa Charter for Health Promotion emphasized well-being as an 
end point, declaring that “[h]ealth is, therefore, seen as a resource for everyday life, not the 
objective of living” (6). Others have also framed health as an instrumental variable, as a means 
to the end of well-being (5). This perspective is consistent with that of contemporary social 
psychologists (7). Meanwhile, in health care circles, recognition of the importance of the social 
determinants of health is increasing, with health framed as the end goal, but recognition of the 
role of health as a means to the end of greater well-being is less well appreciated. 
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 In 2003 Evans and Stoddart published a retrospective (8) on “Producing Health, 
Consuming Health Care.” Although they did find some cause for optimism, their frustration with 
the lack of interest in promoting the nonclinical determinants of health became clear when they 
quoted Homer Simpson: “Just because I don’t care doesn’t mean I don’t understand.” The 
United States does not seem to heed the message that the most significant determinants of 
health are not health care. Relative to other countries in the Organisation for Economic Co-
operation and Development, a consortium of 34 countries dedicated to improving the economic 
and social well-being of people around the world, the United States continues a practice of 
overinvesting in health care and underinvesting in the other determinants of health (9). Between 
1990 and 2014, health care spending in the United States increased from 12.1% to 17.5% of 
gross domestic product (GDP) (10). Despite this high level of investment, health outcomes 
declined relative to other developed countries during the same period (11). 
 

The Words We Use Influence Our Thinking 
 

In the 19th century, linguists introduced the concept that language determines thinking (12). We 
believe that linguistic reasons explain why the broader determinants of health might not be 
taken into consideration when social policy is formulated in the United States. We wish to draw 
attention to 3 reasons in particular: 
 

 Well-being is a positive concept. Despite all of the discussion that health is more than 
the absence of disease, the health metrics in current use are framed as the extent to 
which disease burdens the individual or the population. For example, disability-adjusted 
life years (DALYs) and quality-adjusted life years (QALYs) are defined as decrements 
from a year in perfect health; one of the most common measures of overall health in US 
national and state health surveys is the percentage of people with fair or poor self-
reported health. 

 The association of the word “health” with “health care” is so strong that it creates a 
conflation of “health care policy” with “health policy” that is impossible to break at times 
(1, 13). This may be due in part to the size and powerful influence of the health care 
sector on public policy. 

 In health care circles the expression “social determinants of health” is used frequently. 
Yet in educational or employment policy forums, the discussion is flipped to talk about 
the health determinants of educational attainment or productivity. Shifting the broad aim 
to well-being would appropriately place health among the determinants of well-being, as 
opposed to the ultimate aim. Policy makers, including those in health plans and care 
delivery organizations, may not recognize the nonclinical opportunities that they have at 
hand to improve well-being while staying true to their missions (14). 
 

 We believe that there is a way to mitigate these communication problems. Because 
“well-being” would simultaneously be a widely endorsed policy goal and a relatively empty 
space, we suggest that moving the policy discussion from health to well-being might be a way to 
negate the impact of conflating health care policy with health policy. A focus on well-being might 
also increase the willingness of policy makers in nonhealth sectors to join the challenge of 
improving health by addressing well-being. For individuals, opening the conversation with a 
discussion of their well-being goals might help them consider how their behaviors and 
environments contribute to or threaten their sustained well-being. Finally, a focus on well-being 
might help health policy makers recognize when their decisions will have a negative impact. For 
example, recognition is growing in Massachusetts that the increasing costs of health care have 
resulted in reduced spending for education, infrastructure, human services, and other public 
spending priorities that contribute to well-being (15). 



4 
 

 Evans and Stoddart also stated in 1990 that “Our purpose is not to try to present a 
comprehensive, or even a sketchy, survey of the current evidence on the determinants of 
health. . . . Rather, we are trying to construct an analytic framework within which such evidence 
can be fitted” (1,16). Likewise, our goal for this essay is not to present a comprehensive 
framework for well-being as an end point of policy but rather to present a compelling enough 
argument that, if well-being is the end point, additional progress toward population health and 
well-being might occur. We therefore suggest, for the United States, the expression “well-being 
in all policies” be used instead of “health in all policies.” In the following paragraphs we present 
the evidence that supports this suggestion. 
 

Well-Being Is Not Just Physical Health 
 
Although physical health and well-being are related, this relationship is much weaker than might 
be expected (17). The association between subjective health and life satisfaction is somewhat 
stronger but still far from unitary. For example, in a study based on nationally representative 
samples from the 32 countries that participated in the first 6 rounds of the European Social 
Survey, self-reported health ratings explained, on average, about 9% of the individual-level 
variance in life satisfaction; in no country did it explain more than 15% of the variance (18). 
 Subjective well-being is a broad category of phenomena that includes people’s 
emotional responses, levels of satisfaction in various domains, and global judgments of life 
satisfaction (17). It is not just the absence of mental illness; in fact, subjective well-being is a 
different psychological construct (19). Numerous scales have been created to measure 
subjective well-being, and these scales correlate to a great extent (17). “Flourishing,” a 
multicomponent construct that represents the state of complete mental health, is a widely 
accepted measure of subjective well-being (19). Although less robust than a multicomponent 
scale, both self-reported happiness and life satisfaction are also considered to be indicators of 
well-being (20). 
 
Well-Being Is Meaningful and Influential for Populations, Organizations, and Individuals 

 
The Midlife in the United States (MIDUS) cohort follow-up study categorized participants as 
flourishing or languishing. Flourishing individuals reported the fewest health limitations of 
activities of daily living, the fewest missed days of work, the fewest half-day work cutbacks, and 
the healthiest psychosocial functioning (low levels of helplessness, clearly defined life goals, 
high levels of resilience, and high levels of intimacy) (19). After 10 years, the risk of death for 
individuals who were languishing was 60% higher than that for individuals who were flourishing 
(21). 
 

Well-Being Is Associated With Positive Social Policies 
 

Evidence is clear that policies from diverse sectors — law, economics, public safety, and 
education, to name a few — affect well-being. Diener et al (22) observed that the happiest 
nations are economically developed and relatively wealthy, perhaps because the basic needs 
and desires of citizens are met to a larger extent in rich nations than in poorer nations. However, 
Diener et al also summarized the results of multiple studies listing several other modifiable 
characteristics of societies that have high levels of well-being. These societies have the 
following qualities: 
 

 Strong rule of law and human rights 

 Low rates of corruption 

 Efficient and effective government 
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 Progressive taxation 

 Income security programs, including adequate pensions, unemployment benefits, and 
support for the ill and disabled. They also have active public employment policies, 
including job training, employment incentives, and direct job creation. 

 Political freedoms, with property rights, employment laws, and sound money 

 Generous unemployment policies 

 More healthful natural environments, for example, clean air and ample green space 
 

 Although the causes of a poor sense of well-being that lie in the physical or social 
environments — poverty, social isolation and exclusion, and unremitting stress, among others 
(23) — must be addressed if population-wide levels of well-being are to be significantly 
improved, individuals can improve their own well-being by practicing appreciation (24), gratitude 
(25), and kindness (26). It has also been observed that people who act happy tend to make 
other people happy (27). 
 

Momentum Is Building Toward Well-Being as a Policy Aim 
 

Although the field of economics recognizes well-being as a goal (but has used the term 
“welfare” instead of “well-being”) (28), GDP has been the dominant measure of the prosperity of 
nations. However, there is a powerful movement away from using only economic indicators like 
GDP to represent prosperity and well-being in a population (20,29). Joseph E. Stiglitz, Amartya 
Sen, and others have advocated for well-being as a driver of social policy (30,31). National 
accounts of subjective well-being have been adopted in some form in more than 40 countries 
(22). In 2014 the Legatum Institute’s Commission on Wellbeing and Policy laid out the case for 
using well-being as the overall measure of prosperity and therefore as the yardstick for public 
policy (30). 
 Recognition is also growing at national policy levels of the benefits that accrue from 
greater integration of health care with social services to address the upstream determinants of 
health. For example, Finland has had a joint health and social services budget under the 
Ministry of Social Affairs and Health for many years (P. Puska, written communication, January 
2016), and in 2009 Finland merged the National Public Health Institute of Finland and the 
National Research and Development Centre for Welfare and Health to form the National 
Institute for Health and Welfare. In 2014 the Scottish Parliament passed landmark legislation 
that “joined up” the health care and social services budgets (32). 
 In January 2016 the U.S. Department of Health and Human Services announced the 
Accountable Health Communities Model. This funding opportunity focuses on linking clinical and 
community-based services that address a range of social needs, including transportation and 
housing (33). 
 In addition to merging health budgets and social services budgets, Finland created an 
initiative to expand the focus of health policy beyond health care policy (34). In contrast to the 
efforts of Evans and Stoddart to focus health policy on determinants other than health care, the 
Finnish initiative focuses on the health impact of policies formulated in sectors other than health, 
which they refer to as “health in all policies.” The goal is to ensure that the impact of all policies 
is to improve, or at least not threaten, public health and well-being. Considerable international 
experience in operationalizing the approach has accrued since Finland introduced it in 2006 
(35). 
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Opportunities to Improve Community Well-Being Exist Within the Missions of Both 

Public and Private Sectors 
 
By their very nature, public sector organizations have an obligation to improve the well-being of 
the populations they serve. The focus of their activities include energy (clean, renewable energy 
vs polluting power sources), transportation (energy-efficient transit strategies that encourage 
active transport vs strategies dominated by private automobiles), community design (walkable, 
livable communities vs communities dominated by private automobile traffic), and education 
(early childhood education). 
 Evidence suggests that the private business sector can also do well by doing good. A 
recent report by the Vitality Institute connects integrated health and corporate social 
responsibility reporting with the “triple bottom line,” an accounting framework with 3 parts: social, 
environmental (or ecological), and financial (or economic) (36). Evidence that companies that 
intentionally create cultures of health, well-being, and safety are more profitable than their peer 
organizations is accumulating rapidly (37–40). 
 Because of the size of the health care sector (approaching a fifth of the US economy), 
the respected position of health care organizations in the communities they serve, the size of 
their physical plants, and their large number of employees, this sector has great potential to 
exert a positive impact on community well-being. However, not all leaders of health care 
organizations may recognize the benefits of broad-based initiatives or their opportunities to 
engage in them. 
 The following are examples of what Kaiser Permanente, HealthPartners, and selected 
other health care organizations are doing, and others could be doing, to improve community 
well-being. 
 
Kaiser Permanente. The nation’s largest nonprofit integrated health system, Kaiser 
Permanente is advancing the concept of “total health,” an innovative framework focused on 
using all its assets to maximize physical, mental, and social well-being for its members and the 
communities it serves. To deliver on its total health ethos, Kaiser Permanente emphasizes using 
high-impact approaches such as workforce wellness initiatives for its employees and customers, 
increasing access to healthful foods and physical activity in thousands of schools, and reducing 
the organization’s institutional carbon footprint by purchasing green energy. To help drive local 
economic development in racial/ethnic minority communities across the country, Kaiser 
Permanente prioritizes supplier diversity, purchasing more than $1.5 billion from women- and 
minority-owned firms in 2014 alone (14,41). 
 
HealthPartners. To promote its mission — to improve health and well-being in partnership with 
its members, patients, and community — HealthPartners adopted a community business model 
addressing nonclinical determinants of health in partnership with schools, foundations, 
nonprofits, and local and state government agencies (42). HealthPartners leaders are 
accountable to the board of directors for progress toward nonclinical goals just as they have 
traditionally been accountable for clinical care goals. Program examples include child-focused 
activities promoting healthful nutrition and physical activity (43–45), an advance care planning 
initiative to increase well-being at end of life (46), and a multisectoral campaign to eliminate 
stigma surrounding mental illness (47). HealthPartners is active in urban initiatives supporting 
education and health (48) and recently launched a 10-component Children’s Health Initiative 
with a goal of improving children’s health and well-being from birth through age 5 (49). 
 
 More examples of health plan programs that address the nonclinical determinants of 
health and well-being can be found at the Alliance of Community Health Plans (ACHP) website 
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(50). ACHP recognizes the importance of taking a community-wide approach to improving 
health and well-being and describes these programs online as a resource for other 
organizations that wish to address the broad range of determinants of health and well-being. 
 

CLOSING COMMENTS 
 

Evans and Stoddart are only two of the many respected thinkers and political leaders who 
advocated for defining well-being as the ultimate goal of social policy after the Lalonde report 
was published. Adopting this convention could avoid the problems caused when health care 
policy is conflated with health policy. It may also increase the willingness of policy makers in all 
sectors to discuss how their policies add to or detract from the overall well-being of the 
individuals and populations they serve. Well-being is a widely endorsed concept and is 
associated with positive outcomes for individuals, organizations, and populations. Finally, it is 
measurable, modifiable, and influential. The words of Atul Gawande in Being Mortal (51) 
present a poignant description of why Americans would benefit from “well-being in all policies”: 
 
 We’ve been wrong about what our job is in medicine. We think our job is to ensure 
 health and survival. But really it is larger than that. It is to enable well-being. And well-
 being is about the reasons one wishes to be alive. 
 
 
Thomas Kottke is the Medical Director for Well-being at HealthPartners. Matt Stiefel is the 
senior director of the Population Health at the Kaiser Permanente Care Management Institute. 
Nicolaas Pronk is the vice president and chief science officer at HealthPartners. The authors are 
participants in the activities of the Roundtable on Population Health Improvement.  



8 
 

References 
 
1. Evans RG, Stoddart GL. Producing health, consuming health care. Soc Sci Med 

1990;31(12):1347–63. http://dx.doi.org/10.1016/0277-9536(90)90074-3 PubMed. 
2. Lalonde M. A new perspective on the health of Canadians. Ottawa (CN): Information Canada; 

1974. 
3. World Health Organization. WHO definition of health; 2003. Preamble to the Constitution of 

the World Health Organization as adopted by the International Health Conference, New 
York, 19–22 June, 1946; signed on 22 July 1946 by the representatives of 61 States 
(Official Records of the World Health Organization, no. 2, p. 100) and entered into force 
on 7 April 1948. http://www.who.int/about/definition/en/print.html. Accessed January 10, 
2016. 

4. Saracci R. The World Health Organisation needs to reconsider its definition of health. BMJ 
1997;314(7091):1409–10. http://dx.doi.org/10.1136/bmj.314.7091.1409 PubMed 

5. Forrest CB. A living systems perspective on health. Med Hypotheses 2014;82(2):209–14. 
http://dx.doi.org/10.1016/j.mehy.2013.11.040 PubMed. 

6. World Health Organization. The Ottawa Charter for Health Promotion. 2016. 
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/. Accessed January 
9, 2016. 

7. Diener E. Guidelines for national indicators of subjective well-being and ill-being. Appl Res 
Qual Life 2006;1(2):151–7. http://dx.doi.org/10.1007/s11482-006-9007-x. 

8. Evans RG, Stoddart GL. Consuming research, producing policy? Am J Public Health 
2003;93(3):371–9. http://dx.doi.org/10.2105/AJPH.93.3.371 PubMed. 

9. Bradley EH, Elkins BR, Herrin J, Elbel B. Health and social services expenditures: 
associations with health outcomes. BMJ Qual Saf 2011;20(10):826–31. 
http://dx.doi.org/10.1136/bmjqs.2010.048363 PubMed. 

10. Centers for Medicare & Medicaid Services. National health expenditure data; 2015. 
https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-
reports/nationalhealthexpenddata/nationalhealthaccountshistorical.html. Accessed 
March 8, 2016. 

11. National Research Council and Institute of Medicine. U.S. health in international 
perspective: shorter lives, poorer health. Washington (DC): The National Academies 
Press; 2013. 

12. Wikipedia.org. Linguistic relativity. https://en.wikipedia.org/wiki/Linguistic_relativity. 
Accessed March 7, 2016. 

13. Baum FE, Bégin M, Houweling TAJ, Taylor S. Changes not for the fainthearted: reorienting 
health care systems toward health equity through action on the social determinants of 
health. Am J Public Health 2009;99(11):1967–74. 
http://dx.doi.org/10.2105/AJPH.2008.154856 PubMed. 

14. Norris T, Howard T. Can hospitals heal America’s communities? Takoma Park (MD): The 
Democracy Collaborative; 2015. 

15. Blue Cross Blue Shield. Health care costs and spending in Massachusetts. A review of the 
evidence. Boston (MA): Blue Cross Blue Shield of Massachusetts Foundation; 2012. 

16. Evans RG, Stoddart GL. Producing health, consuming health care. In: Evans RG, Barer ML, 
Marmor TR, editors. Why are some people healthy and others not? The determinants of 
health of populations. New York (NY): Aldine de Gruyter; 1994. p. 27–64. 

17. Diener E, Suh EM, Lucas RE, Smith HL. Subjective well-being: three decades of progress. 
Psychol Bull 1999;125(2):276–302. http://dx.doi.org/10.1037/0033-2909.125.2.276. 

18. Kööts-Ausmees L, Realo A. The association between life satisfaction and self-reported 
health status in Europe. Eur J Pers 2015;29(6):647–57. 
http://dx.doi.org/10.1002/per.2037. 



9 
 

19. Keyes CLM. Mental illness and/or mental health? Investigating axioms of the complete state 
model of health. J Consult Clin Psychol 2005;73(3):539–48. 
http://dx.doi.org/10.1037/0022-006X.73.3.539 PubMed. 

20. Forgeard MJC, Jayawickreme E, Kern M, Seligman MEP. Doing the right thing: measuring 
wellbeing for public policy. Int J Wellbeing 2011;1(1):79–106.  

21. Keyes CL, Simoes EJ. To flourish or not: positive mental health and all-cause mortality. Am 
J Public Health 2012;102(11):2164–72. http://dx.doi.org/10.2105/AJPH.2012.300918 
PubMed. 

22. Diener E, Oishi S, Lucas RE. National accounts of subjective well-being. Am Psychol 
2015;70(3):234–42. http://dx.doi.org/10.1037/a0038899 PubMed. 

23. Wilkinson RG, Marmot M. Social determinants of health. The solid facts. 2nd edition. 
Copenhagen (DK): WHO Regional Office for Europe; 2003. 

24. Seligman ME, Steen TA, Park N, Peterson C. Positive psychology progress: empirical 
validation of interventions. Am Psychol 2005;60(5):410–21. 
http://dx.doi.org/10.1037/0003-066X.60.5.410 PubMed. 

25. Toepfer SM, Cichy K, Peters P. Letters of gratitude: further evidence for author benefits. J 
Happiness Stud 2012;13(1):187–201. http://dx.doi.org/10.1007/s10902-011-9257-7. 

26. Lyubomirsky S, Layous K. How do simple positive activities increase well-being? Curr Dir 
Psychol Sci 2013;22(1):57–62. http://dx.doi.org/10.1177/0963721412469809. 

27. Fowler JH, Christakis NA. Dynamic spread of happiness in a large social network: 
longitudinal analysis over 20 years in the Framingham Heart Study. BMJ 
2008;337:a2338. http://dx.doi.org/10.1136/bmj.a2338 PubMed. 

28. Library of Economics and Liberty. Wellbeing and welfare. 2012. 
http://www.econlib.org/library/Topics/College/wellbeingandwelfare.html. Accessed March 
8, 2016. 

29. Measuring well-being for development and policy making. Conference proceedings from 4th 
OECD World Forum on Statistics, Knowledge and Policy. 2012 Oct 16–19; New Delhi, 
India. http://www.oecd.org/site/worldforumindia. Accessed January 21, 2016.</eref> 

30. O’Donnell G, Deaton A, Durand M, Halpern D, Layard R. Wellbeing and policy. London 
(UK): Legatum Institute; 2014. 

31. Stiglitz JE, Sen A, Fitoussi JP. Report by the Commission on the Measurement of Economic 
Performance and Social Progress. 2009. http://www.insee.fr/fr/publications-et-
services/dossiers_web/stiglitz/doc-commission/RAPPORT_anglais.pdf. 

32. The Scottish Government. Joining up health and social care. 2014. 
http://news.scotland.gov.uk/News/Joining-up-health-and-social-care-9c7.aspx. Accessed 
January 21, 2016. 

33. Centers for Medicare & Medicaid Services. Accountable health communities model 
announced; 2016. http://stateofreform.com/news/federal/cms/2016/01/accountable-
health-communities-model-announced. Accessed January 21, 2016. 

34. Puska P. Health in all policies — from what to how. Eur J Public Health 2014;24(1):1. 
http://dx.doi.org/10.1093/eurpub/ckt133 PubMed. 

35. Leppo KE, Ollila E, Peña S, Wismar M, Cook S. Health in all policies: seizing opportunities, 
implementing policies. Helsinki (FI): Ministry of Social Affairs and Health; 2013.  

36. Malan D, Radjy S, Pronk N, Yach D. Reporting on health. A roadmap for investors, 
companies, and reporting platforms. New York (NY): Vitality Institute; 2016. 

37. Fabius R, Thayer RD, Konicki DL, Yarborough CM, Peterson KW, Isaac F, et al. The link 
between workforce health and safety and the health of the bottom line: tracking market 
performance of companies that nurture a “culture of health.” J Occup Environ Med 
2013;55(9):993–1000. http://dx.doi.org/10.1097/JOM.0b013e3182a6bb75 PubMed. 

38. Fabius R, Loeppke RR, Hohn T, Fabius D, Eisenberg B, Konicki DL, et al. Tracking the 
market performance of companies that integrate a culture of health and safety: an 



10 

assessment of corporate health achievement award applicants. J Occup Environ Med 
2016;58(1):3–8. http://dx.doi.org/10.1097/JOM.0000000000000638 PubMed. 

39. Goetzel RZ, Fabius R, Fabius D, Roemer EC, Thornton N, Kelly RK, et al. The stock
performance of C. Everett Koop Award winners compared with the Standard & Poor’s 
500 Index. J Occup Environ Med 2016;58(1):9–15. 
http://dx.doi.org/10.1097/JOM.0000000000000632 PubMed. 

40. Grossmeier J, Fabius R, Flynn JP, Noeldner SP, Fabius D, Goetzel RZ, et al. Linking
workplace health promotion best practices and organizational financial performance: 
tracking market performance of companies with highest scores on the HERO scorecard. 
J Occup Environ Med 2016;58(1):16–23. 
http://dx.doi.org/10.1097/JOM.0000000000000631 PubMed. 

41. Peterson T. Tyler Norris on mission-driven alignment: Q & A: stakeholder health; 2015.
http://stakeholderhealth.org/tyler-norris. Accessed March 8, 2016. 

42. Isham GJ, Zimmerman DJ, Kindig DA, Hornseth GW. HealthPartners adopts community
business model to deepen focus on nonclinical factors of health outcomes. Health Aff 
(Millwood) 2013;32(8):1446–52. http://dx.doi.org/10.1377/hlthaff.2011.0567 PubMed. 

43. BearPower. BearPower; 2014. http://www.bearpower.org. Accessed February 24, 2016.
44. HealthPartners. Children’s health initiative; 2016.

https://www.healthpartners.com/hp/about/community-engagement/childrens-health-
initiative. Accessed March 7, 2016. 

45. POWERup. POWERup; 2016. http://www.powerup4kids.org/Home. Accessed February 24,
2016. 

46. Wilson KS, Kottke TE, Schettle S. Honoring Choices Minnesota: preliminary data from a
community-wide advance care planning model. J Am Geriatr Soc 2014;62(12):2420–5. 
http://dx.doi.org/10.1111/jgs.13136 PubMed. 

47. HealthPartners. 2015. Make it ok. http://makeitok.org. Accessed March 8, 2016.
48. Amherst H. Wilder Foundation. Saint Paul Promise Neighborhood; 2016.

https://www.wilder.org/community-leadership/saint-paul-promise-
neighborhood/pages/default.aspx. Accessed February 24, 2016. 

49. HealthPartners. YumPower; 2016. https://www.healthpartners.com/yumpower/index.html.
Accessed February 24, 2016. 

50. Alliance of Community Health Plans. ACHP framework for community health work; 2016.
http://www.achp.org/about-us/achp-framework-for-population-health-work. Accessed 
January 28, 2016. 

51. Gawande A. Being mortal: medicine and what matters in the end. New York (NY):
Metropolitan Books; 2014. 

Suggested Citation 

Kottke, T. E., M. Stiefel, and N. P. Pronk. 2016. “Well-being in all policies”: Promoting cross-
sectoral collaboration to improve people’s lives. National Academy of Medicine, 
Washington, DC. http://nam.edu/wp-content/uploads/2016/04/Well-Being-in-All-Policies-
Promoting-Cross-Sectoral-Collaboration-to-Improve-Peoples-Lives.pdf.  

Disclaimer: The views expressed in this Perspective are those of the authors and not necessarily of the authors’ 
organizations or of the National Academy of Medicine (NAM). The Perspective is intended to help inform and stimulate 
discussion. It has not been subjected to the review procedures of, nor is it a report of, the NAM or the National 
Academies of Sciences, Engineering, and Medicine. Copyright by the National Academy of Sciences. All rights 
reserved.  

http://nam.edu/wp-content/uploads/2016/04/Well-Being-in-All-Policies-Promoting-Cross-Sectoral-Collaboration-to-Improve-Peoples-Lives.pdf
http://nam.edu/wp-content/uploads/2016/04/Well-Being-in-All-Policies-Promoting-Cross-Sectoral-Collaboration-to-Improve-Peoples-Lives.pdf

