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ABSTRACT 
 
 

A Systemic Approach to Address Population Health, with a Focus 

on Underserved Communities 

Mohan Tanniru, Ph.D. *1 

 

Background: Hospitals and public health agencies are increasingly asked to improve the health outcomes of 

underserved populations by addressing social determinants of health and long-term health goals, including those 

with chronic care conditions. There have been calls for systemic action and cross-sector collaboration to support 

these goals.  

Methods: The paper uses research on service-dominant logic, inter-organizational dynamic capabilities (IDC), and 

social diagnosis to propose a four-step methodology: structuring the patient care journey into patient value 

networks, defining community model (CM) capabilities to support inter-sector collaboration, modeling the patient 

journey to understand challenges and competencies of patient populations, structuring a "meta-community model" 

(meta-CM) network to support patient transitions to address their long-term health goals.  The methodology is 

illustrated using three use cases of underserved populations.  

Results: The paper illustrates the use of a three-level strategy (micro-, meso- and macro-level) to operationalize 

healthcare transformation using cross-sector collaboration to help patients reach their long-term goals. It highlights 

specific areas for future research and discusses the implication of how organizational leadership can build agility 

to their community strategy in a constantly evolving patient and technology environment.  

Conclusions: The methodology proposed and illustrated using three different case scenarios highlights the need 

for community model actors to deepen their understanding of the life experiences of patient populations with both 

challenges and competencies and broaden their strategies using both a social and technology platform. 
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1. Introduction 

Hospitals view population health as the pursuit of measurable improvements in the health outcomes of defined patient 

groups. This is advanced through preventive practices and care transition strategies, with an understanding of how social 

determinants—including social, economic, biological, and environmental factors—contribute to health inequities. To 

support these strategies, hospitals are adopting service innovations that leverage technology and external partners to 

improve care quality, reduce costs, and enhance patient satisfaction by engaging patients within their own ecosystems. 

These strategies, often referred to as population health or community engagement strategies, can vary significantly in 

focus, ranging from provider-coordinated models that monitor high-risk patients to partner-coordinated models designed 

to screen and support hard-to-reach, underserved populations. 

 

Public health agencies, on the other hand, view population health strategy as an approach focused on improving the 

health of populations by addressing the prevention of infections, modifying health behaviors, and achieving desired 

outcomes through health promotion efforts 1,2,3,4. These agencies design policies and programs to improve the aggregate 

health outcomes of the general population, such as vaccination campaigns, health education initiatives, and community-

based efforts to reduce addictive behaviors. But they similarly rely on different community engagement strategies to address 

distinct population groups in urban and rural areas as well as those with social and cultural challenges.  

 

In other words, provider systems, whether healthcare organizations or public health agencies, are increasingly tasked with 

developing community engagement strategies that coordinate clinical and non-clinical partners within the patient ecosystem 

to improve population health and quality of life 5. These strategies typically involve designing preventive or care transition 

practices and the services that support patient adherence to them, often using a mix of technologies. These strategies 

must be dynamic, capable of adapting to the evolving needs of the population and to the changing roles of partners, 

including technology providers. The need for such adaptability became especially evident during the COVID-19 

pandemic, which disproportionately affected individuals with comorbidities, health disparities, and socioeconomic 

insecurities. In response, there has been a renewed emphasis on prevention as a core element of public health discourse 

6. 

 

Public health agencies are increasingly being asked to move beyond traditional prevention-focused approaches toward 

Public Health 3.0, which emphasizes inter-sector collaboration and systemic action led by actors in community strategist 

roles7. This raises a central research question: How can a systemic approach be developed to design community strategies 

that support population health goals, and how can such an approach leverage inter-sector and inter-organizational 

collaboration to address the distinct characteristics and challenges of the population under consideration? We address 

this question through a four-step methodology, illustrated in Figure 1, in which steps 1 and 3 deepen understanding of 

the patient ecosystem, while steps 2 and 4 broaden provider–partner relationships to support the patient care journey 

from achieving short-term health outcomes to addressing long-term health goals. 

 

https://doi.org/10.18103/mra.v14i6.7624
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Figure 1. A Systemic Approach to Support Population Health Goals 

 

A current community strategy typically relies on a mix of providers and partners to help patients address their health 

conditions and achieve near-term, desirable health outcomes. In the next section, we illustrate a 4-step methodology to 

operationalize the systemic approach to support population health goals and each of these steps is illustrated using three 

use cases involving underserved population groups. Section 3 discusses the results by proposing how community model 

actors can deepen their understanding of the life experiences of patient populations and broaden their strategies using 

a three-level strategy, along with potential research directions. Section 4 uses some discussion of how organizational 

leadership can use such a methodology to build agility to their community strategies, and section 5 some concluding 

remarks.  

 

2. Methods 

The methodology uses four steps: Step 1 structures the patient care journey using a service lens and value cycle to clearly 

articulate the practices and services required by patients and designed by providers and partners. Given the inter-

organizational nature of provider-partner collaboration, Step 2 structures the community model (CM) using inter-

organizational dynamic capability research, enabling providers and partners to work together effectively to support the 

patient care journey. Then, in Step 3, we modeled the patient ecosystem using social diagnosis research to identify patient 

challenges and competencies that influence the patient care journey. In Step 4, we structure the meta-community model 

(meta-CM) network and discuss how inter-organizational leadership is needed to enable leaders of individual CMs to 

support patient transitions across multiple care journeys as they pursue long-term health goals. 

 

STEP 1: STRUCTURE PATIENT CARE JOURNEY- SERVICE LENS AND PATIENT VALUE NETWORKS  

Service-dominant logic research argues that both product and service firms can operate as service firms when they create 

multiple touchpoints throughout the customer journey, track evolving customer expectations, and design services to meet 

those expectations 8,9. All healthcare organizations, however, are fundamentally service organizations, as they address 

patients' health conditions by applying clinical knowledge and resources to develop preventive or treatment practices 

that help patients achieve their desired health outcomes. In doing so, they engage in value cycle activities that include 

diagnosing a patient's health condition and designing treatment practices (value creation); designing engagement 

services, often in collaboration with providers and partners, to support patient adherence to these practices (value 

https://doi.org/10.18103/mra.v14i6.7624
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fulfillment); and gathering feedback on gaps in health outcomes or adherence (value feedback) before revisiting the 

patient value cycle. 

 

We draw on three population-based use cases that we have studied to illustrate how providers and partners can structure 

the patient care journey by designing services that support the patient value cycle. See Table 1. In Case 1, a regional 

health clinic supports African American populations with the help of multiple community organizations, including Black 

Family Development, Brilliant Detroit, Detroit Public Schools, and the Project Healthy Community Wellness Center 10. In 

Case 2, a mobile health unit serves Hispanic American populations in rural areas by engaging Promotores de Salud 

(community health workers) to screen patients for obesity and heart conditions and to educate them on preventive 

practices11. In Case 3, multiple organizations in Canada serve Indigenous populations through partnerships with elders 

and healers12, mobile health clinics13, and regional Indigenous-owned health clinics 14. We use Table 2 to examine how 

provider value cycles are structured to support the patient care journeys of these population groups. 

 

African American Population – Case 1 

Founded in 2004, Authority Health (AH) collaborates with community health centers, governmental and non-

governmental organizations to strengthen the healthcare safety net in Detroit, Wayne County, and the Southeast 

Michigan region. Its mission is to coordinate efforts to improve the health and wellness of residents within the region 

through collaborations with clinical partners, including Michigan State University College of Osteopathic Medicine 

(MSUCOM), and community agencies such as Black Family Development (which supports families who intend to stay 

together), Brilliant Detroit (dedicated to building the success of children, families, and neighborhoods), Detroit Public 

Schools, Fresh Rx (which provides fresh fruits and vegetables to community members in need), and Project Health 

Community (which addresses the nutritional needs of school-age children).  

Hispanic American Population – Case 2 

The Mobile Health Unit (MHU) employs a community strategy that serves as a one-stop resource center on wheels, 

directly serving the Latinx population and connecting them to trustworthy institutions. The program’s goal is to assess 

hard-to-reach and disadvantaged populations across Arizona by engaging communities directly and addressing 

barriers such as transportation, language, healthcare costs, lack of insurance, and cultural differences. In its early 

stages, the program provided education and health screening services, as well as referrals to providers and community 

organizations that provided needed social services. 

Indigenous Populations of Canada – Case 3 

We use three distinct Indigenous cases to discuss the diverse community strategies used by healthcare organizations. 

1) St. Joseph’s Care Group (SJCG): Supports the unmet needs of Indigenous populations through culturally sensitive 

care that blends clinical rehabilitation services with traditional healing practices. These services are delivered by staff 

including elders, traditional healers, etc. 2) Riverside: Uses a web portal to provide educational videos on how to 

prevent diabetes and connects patients who enroll in the program using their own devices (e.g., mobile phones, iPads). 

Through the portal, patients can consult with care providers, get medical recommendations on foot care, ask questions 

related to diet, nutrition, and physical activity, and report A1c levels. 3) Dilico Anishinabek Family Care (Ontario, 

Canada): Incorporated in 1986, Dilico promotes healing and well-being among the Anishinabek people using an 

integrated, holistic approach that honors values, culture, and traditions. It provides child welfare, mental health, 

addiction, and health services to 13 First Nation communities. 

Table 1. Three Cases of Strategies Used to Support Underserved Communities  

https://doi.org/10.18103/mra.v14i6.7624
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The value creation network is used to understand a patient’s health condition and support informed decisions on care 

choices before treatment practices are designed. This value network includes awareness services that support the 

intelligence phase, in which patients are educated about their health conditions and the options available to address 

them. Decision support services then help patients make informed choices about appropriate treatment options based on 

their own criteria, such as cost, convenience, and personal capability. With increasing access to online information about 

symptom-disease relationships, as well as digital tools that allow patients to track biometric data, providers must use 

awareness services to mitigate the impact of misinformation15 and enable patients to make informed decisions about 

treatment options they can adhere to. This process is often described as the democratization of care16 and becomes 

particularly important when patients come from diverse social and cultural backgrounds and rely on family members, 

trusted community organizations, or elders in making care-related decision17, 18. Table 2 outlines selected value creation 

activities for the different population groups. 

 

The patient value fulfillment network calls on patients to use engagement services that are designed to support follow-up 

on prescribed care, either through preventive services or post-hospital discharge transition of care services. Because value 

fulfillment occurs within the patient ecosystem and is supported by multiple clinical and non-clinical actors, each with 

distinct goals and levels of technological maturity, gaps in collaboration may emerge, requiring deliberate effort to 

monitor and sustain coordination among these actors19. Patients may also engage in follow-up services using multiple 

technologies, helping providers and partners to remotely monitor adherence and consult with patients by providing 

needed information so they can self-manage their care. However, the use of technology can introduce additional barriers 

related to the digital divide, including disparities in education and access among underserved populations. Support 

services may therefore be required to help these populations overcome this digital divide. As shown in Table 2, a mix of 

tools is used to share information among patients, providers, and partners and to track patient adherence. 

 

The patient value feedback network designs services to gather feedback on gaps in adherence or changes in patient health 

conditions so that these issues can be addressed by revisiting services developed during value fulfillment or treatments 

designed during value creation. Even when technologies such as telehealth, wearables, and mobile applications are used 

to collect feedback on patient health status or adherence, these feedback networks often operate within a limited scope 

of provider and partner engagement with the community strategy developed to support the patient’s health condition. 

For example, community strategies designed to support health screening through mobile health units (Case 2), patient 

follow-up after visits through community organizations (Case 1), or remote consultation and education for diabetes 

management through digital tools, regional clinics, and community elders (Case 3) may be constrained by the coverage 

or mandates of the participating provider or partner organizations, as summarized in Table 2. 

 

In summary, this section structured the patient care journey into three distinct patient value networks, each focused on 

designing services to support patient awareness and decision-making, patient engagement, and the collection of 

feedback during engagement with prescribed practices. While the roles of providers and partners may be limited to 

specific parts of the patient value network, effective population health strategies require their collaboration in designing 

practices and services that support adherence and gather feedback. Given the diverse needs of patient populations, the 

varying goals of provider and partner organizations, and variations in technological maturity, inter-organizational 

collaboration is needed for developing a community model capable of successfully designing and implementing 

https://doi.org/10.18103/mra.v14i6.7624
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community strategies to support population health. The next section will begin to structure the development of the 

community model and its capabilities. 

 

STEP 2: STRUCTURE COMMUNITY MODEL CAPABILITIES—INTER-ORGANIZATIONAL RESEARCH    

In the previous section, we discussed how patient value networks draw on a mix of internal and external actors—including 

technology and patients—to support the patient care journey. In business contexts, inter-organizational collaboration to 

create and sustain value for customers calls for inter-organizational dynamic capabilities (IDC)20,21. This research calls for 

identifying a specific IDC model along with its associated relationship governance and resource orchestration capabilities. 

These model types and their capabilities are discussed below. 

   

Value Cycle 

Networks 

Service Categories Case 1. African 

Americans  

Case 2. Hispanic 

Americans 

Case 3. Indigenous 

populations in Canada 

Value 

Creation 

Awareness 

services to support 

intelligence 

Provider in partnership 

with community 

organizations 

(assumed, as they are 

not explicitly discussed 

in the case) 

Partnership with 

community health 

workers (Promotores 

de Salud) 

Partnership with 

elders/healers and 

community organizations 

Decision support 

services to support 

design/choice  

Value 

Fulfillment 

Engagement 

services 

Patients with digital 

tools and primary care 

providers with portals 

or telehealth 

technologies to interact 

with patients and 

community 

organizations 

Patients with digital 

tools and mobile 

health units using 

phone, text, and 

online communication 

to interact with MHU 

staff, Promotores de 

Salud, providers, and 

community 

organizations 

Patients with digital tools 

and mobile health clinics 

and regional clinics 

interacting with patients 

and partners using a mix 

of phone, text, aps, and 

portals 

 

Value 

Feedback 

Technology/people 

used to gather 

feedback   

Patients with digital 

tools, patient peers, 

community 

organizations 

Patient with digital 

tools, MHUs, 

Promotores de Salud 

Patients with digital tools, 

family, community 

organizations, and care 

providers  

 

Table 2. Services Designed for Three Distinct Population Groups 

 

2.1 USE INTER-ORGANIZATIONAL RELATIONSHIPS TO IDENTIFY A COMMUNITY MODEL 

There are four types of community models. At one extreme is the provider-centric community model, in which the healthcare 

organization coordinates each value network of the patient care journey. One example is a health system we studied 

that uses a digital front door to design several services spanning value creation through value feedback22. At the other 

extreme is the network-centric community model, in which multiple provider and partner organizations select an external 

actor to design a shared platform that coordinates their interactions. This platform shares resources as each organization 

supports its part of the patient value network, while collectively enabling the entire patient journey. We worked with one 

https://doi.org/10.18103/mra.v14i6.7624
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such network in which a regional group of providers partnered to form an association charged with developing a shared 

vision for a digital patient record to support the exchange of data on Indigenous populations and other patient groups 

in Western Ontario23.  

 

However, most community models fall between these two extremes and are hybrid in nature, with providers and partners 

sharing in the coordination of the patient value networks. For example, a provider may coordinate value creation while 

a partner coordinates value fulfillment (as in Case 1); a partner may coordinate both value creation and value fulfillment 

with the provider supporting selected fulfillment activities (Case 2); or a combination of these may occur (Case 3). In these 

hybrid community models, who coordinates which part of the patient value network may depend on the capabilities each 

actor brings to designing practices and services that support the patient care journey. We discuss these capabilities next 

and illustrate their relevance to the three use cases presented in the previous section.  

 

2.2 USE NETWORK THEORY TO FORMULATE RELATIONSHIP GOVERNANCE  

Relationship governance calls on providers to coordinate the sharing of information with patients and partners to support 

the patient value network and ultimately help patients achieve their desired health outcomes. According to network 

theory24, information sharing for collaboration should depend on each participating actor weighing the benefits and costs 

of collaboration. Structurally, this requires that each actor (1) overcome any constraints that may hinder collaboration, 

(2) exert influence over shared goals and possess the ability to support those goals, and (3) define clear metrics to assess 

their own and others’ performance in achieving the shared goals. While all these trade-offs are relevant to actors 

collaborating in each patient value network, some are more critical to specific value networks. Table 2 outlines the 

differing IDC models used to support each value network based on the trade-offs required between patients and 

providers, as well as between providers and partners.  

 

Overcome constraints: For example, in Cases 1 and 3, the value creation network is provider-coordinated with partner 

support, whereas in Case 2 the mobile health unit (MHU) acts as the partner and is directly involved in both value creation 

and fulfillment. In this case, the provider, a public health agency, is geographically and socially distant from the rural 

Hispanic population and relies on MHU staff to engage patients directly, educate and inform them, and support their 

decisions to engage in preventive health screening services. 

 

Exhibit influence: The trade-off involved in exerting influence over shared goals and structuring institutional processes to 

support them is most salient during value fulfillment. In Case 1, the provider designs services to fulfill value after their 

clinical visit but relies on community organizations to follow up on patient adherence to these services. In the other two 

cases, partner organizations (such as mobile health units, regional clinics, and community organizations) design and deliver 

services that support patient adherence to treatment practices, with providers supporting these efforts through referrals 

or telehealth consultations. 

 

Assess performance using metrics: Short-term metrics are often used to motivate patients to adhere to practices and to 

give them greater control over monitoring progress toward their health goals or reporting changes in their health 

conditions that may require adjustments to treatment. This is particularly critical in the value feedback network, where 

information on patient progress is essential for identifying gaps. In each of the three cases, patients use digital tools and 

https://doi.org/10.18103/mra.v14i6.7624
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other communication methods to connect with community health workers and partner organizations and share updates on 

their progress toward their health goals. 

 

2.3 USE COMMUNICATION THEORY TO ORCHESTRATE RESOURCES 

To support resource orchestration, we draw on25, who identifies two key dimensions of communicative efficacy: the activity 

dimension, which calls for identifying the resources needed and structuring processes to generate those resources, and the 

structure dimension, which focuses on enabling the sharing of these resources among network actors using appropriate 

technology architectures. Resource orchestration thus focuses on designing a platform for sharing resources, primarily 

information and data, which supports the value cycle activities discussed under relationship governance. 

 

A major challenge in designing a digital platform to support resource orchestration lies in the differing social and technical 

maturity of participating actors. For example, information sharing during value creation requires an architecture that can 

overcome misunderstandings between providers and patients, often arising from the language used to support awareness 

and decision-making. Bridging these misunderstandings, which are referred to as the social maturity gap, may call for 

the platform to support a mix of in-person interactions, empathetic conversations, and forums that facilitate group 

decision-making. In contrast, information sharing during value fulfillment and value feedback requires technical 

architecture capable of bridging technical maturity gaps, such as diverse technologies and differing views on system and 

data governance, particularly with respect to confidentiality and security 26,27. In other words, resource orchestration can 

be viewed as requiring a platform with both social and technical architectures. Table 3 summarizes the different types 

of platforms used to connect patients and providers, as well as providers and partners. 

 

In summary, any actor serving as a focal organization or coordinating entity for a given value network activity must be 

capable of building relationships with participating actors and structuring a platform to share the required resources. In 

this section, we treated the three population groups represented in the use cases as monolithic, each with shared life 

experiences and social determinants that may create barriers to engaging in their care journey. However, social diagnosis 

research28 and aging research29 suggest that a wide range of factors shape individuals' social and cultural challenges in 

accessing care, as well as their competencies to participate in their care journey. We draw on this body of research in 

Section 4 to structure the patient ecosystem and assess its implications for the services designed by network actors. 

 

Step 3: Model Patient Ecosystem—Social Diagnosis Research 

The role of social determinants in driving health inequities has been widely discussed in the healthcare literature4, including 

by the World Health Organization30. External partners, including community health workers and community organizations 

such as food banks, neighborhood organizations, and voluntary agencies, play a critical role in addressing patient 

inequities by helping to alleviate many of their challenges, such as food, economic, transportation, and other insecurities. 

If we view these challenges not as one-off situations arising from unforeseen circumstances but as reflections of life 

experiences31 shaped by systemic racial and ethnic inequities, then social determinants must be understood as parts of 

the patient environment that contribute to current health conditions. 

 

https://doi.org/10.18103/mra.v14i6.7624
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Patient 

Value 

Networks  

Case 1. African Americans  Case 2. Hispanic Americans Case 3. Indigenous 

populations in Canada 

  Relationship governance: (IDC) community model; Provider (Pr); Partner (Pa); Coordinated (C); 

Supported (S); Resource Orchestration (Platform) 

Value 

Creation 

Network 

IDC: Pr C and Pa S; Platform: 

Provider/community 

organizations interacting with 

patients in-person 

IDC: Pa C and Pr S; Platform: 

Community health workers-

Promotores de 

Salud using text, call, and in-

person interactions 

IDC: Pr C and Pa S; 

 Platform: Elders/healers and 

community organizations 

interacting with patients and 

providers using in-person and 

group discussions 

 

Value 

Fulfillment 

Network 

IDC: Pr C and Pa S; Platform: 

Patients using digital tools, 

portals, and telehealth, while 

partners using portals  

IDC: Pa C and Pr S; Platform: 

Patients using digital tools, and 

mobile health units using phone, 

text, and online communication 

to interact with staff, 

Promotores de 

Salud, providers, and 

community organizations 

IDC: Pa C and Pr S;  

Platform: Patients using digital 

tools, and mobile health units 

and regional clinics using mix of 

phone, text, apps, and portals 

to interact with patients and 

partners  

  

Value 

Feedback 

Network 

IDC: Pa C and Pr S; Platform: 

Patients using digital tools to 

connect with peers and 

community organizations 

IDC: Pa C and Pr S; Platform: 

Patients using digital tools as 

well as SMS text/calls to 

communicate with MHUs, 

Promotores de 

Salud, and providers 

IDC: Pa C and Pr S;  

Platform: Patients using digital 

tools as well as SMS text/calls 

to communicate with family, 

community organizations, and 

care providers  

 

Table 3. Community Model with Capabilities to Support Patient Value Networks 

 

We draw on social diagnosis research and the 4R model28 to structure the factors that shape an individual’s life 

experiences into both challenges and competencies that can be nurtured to help patients overcome barriers and self-

manage their health. For example, some of these factors identify a patient’s moods and emotional states when faced 

with a disease condition, as well as assets such as strong family relationships, education, and access to community 

resources, which can be leveraged to develop strength-based and sustainable health strategies32, 33. The social diagnosis 

factors, roles, reactions, resources, and relationships, are outlined in Table 4, along with illustrations of how these factors 

can function both as challenges to engaging in the care journey and as competencies that can be leveraged to overcome 

those challenges. 

 

While the four Rs are discussed here as distinct, they often play interdependent roles. Social science and social work 

research consider some of these interdependencies when developing social policies34,35. Structuring the patient ecosystem 

in this way can help tailor services to support patients throughout their care journey. In this discussion, we examine how 

the four Rs influence the patient care journey. Specifically, the roles patients play and their reactions to a particular 

disease condition often shape decision-making during value creation, that is, the preventive or treatment practices they 

https://doi.org/10.18103/mra.v14i6.7624
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select, in consultation with providers, to address their condition. Similarly, their relationships with family members and their 

access to personal and community resources contribute significantly to their ability to fulfill the value created, including 

adhering to prescribed treatment practices, developing confidence as they observe progress, and feeling comfortable 

discussing barriers when challenges arise. 

 

  Life Experiences: Challenges and Competencies 

4Rs Characteristics defining 4Rs Examples of challenges and/or competencies 

Roles  Patient characteristics: Age, race, 

education, parental role, and 

community role; Assets/Deficits: 

Personality, development, and 

mental capacity; Social 

functioning/experiences: Parental 

models, coping with stress, 

performance, and behaviors.  

Age: Older individuals bring valuable work and life 

experience but also face health or technological challenges; 

Education: Advanced education can be a strength, while 

limited education is barrier to learning new technologies; 

Parental and community roles: These can be either positive or 

negative, depending on the context; Personality traits: 

Certain traits may increase vulnerability, while others foster 

resilience and an optimistic outlook; Parental models: 

Supportive models help cope with stress, while adverse 

family relationships reduce coping capacity. 

      

Reactions Emotional reactions to disease 

conditions or behavioral changes; 

feelings about illness shaped by 

self-assessment; shock, denial, 

and depression; history of social 

dysfunction, crises, and coping 

behavior 

Patients facing sustained health challenges may respond to 

new disease conditions negatively unless there is family 

support. Patients with significant family responsibilities may 

experience heightened stress but may also draw on coping 

experience. Changes in health status and mental health 

challenges can increase stress, but this can be mitigated with 

family support, strong peer relationships, and engagement 

with community partners. 

      

Relationships Patients’ relationships with 

family—parents, grandparents, 

and siblings; individuals patients 

can reach out to or rely on for 

support; the impact of family 

conflict, dysfunction, or 

geographical separation. 

Long-standing family relationships can foster emotional 

support and resilience during health challenges. Strong 

generational heritage can either lead to positive or negative 

experiences, depending on the circumstances. Physical 

proximity and strong family connections can provide 

emotional support, while geographical distance can make 

timely support difficult. Family conflict or dysfunction can lead 

to emotional strain, isolation, and other challenges. 

      

Resources The resources patients rely on 

vary, including economic, social, 

and emotional resources. 

Examples: employment, income, 

The availability of resources can be an asset, and a resources 

deficit can be a barrier. Stable work and reliable income can 

lead to access to care, while a low or fixed income may 

create financial barriers. Engagement in a supportive 

https://doi.org/10.18103/mra.v14i6.7624
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or inheritance; community and 

physical setting (e.g., home) and 

environmental conditions; access 

to services such as social, cultural, 

recreational, technical, and 

educational, and community 

organizations. 

community can be a key competence, while the absence of a 

stable physical environment (e.g., home) or exposure to 

extreme climates can impact mobility and access to services. 

Access to diverse health, educational and social resources can 

be an asset, while lack of resources lead to barriers to health 

care and maintenance. Strong connections with peers and 

community organizations provide emotional and physical 

support, while weaker connections lead to increased 

vulnerability. 

Table 4. Social Diagnosis Factors and Influence on Patient Context 

 

In Table 5, we use a selected set of social diagnosis factors to articulate patient challenges that may have contributed to 

their health conditions or created barriers to care (first column), as well as competencies that can be leveraged to tailor 

services to help patients overcome these challenges (second column). The third column shows how the community model 

capabilities discussed earlier may need to be reviewed as new actors are introduced to support coordination across each 

patient value network. In other words, this structured approach demonstrates how understanding and modeling the patient 

ecosystem can lead to the design of new services that complement existing practices and services developed as part of 

the community strategy. Note also that while some of these observations regarding patient population challenges and 

competencies are informed by our experience with these groups, they are not intended to represent all the characteristics 

of these populations. 

 

In summary, community models in healthcare are used to design community strategies that support patients in navigating 

their care journeys and achieving their health goals. These strategies align the objectives of various actors—providers, 

partners, and patients—based on their roles in value creation, value fulfillment, and value-in-use feedback. A digital 

platform connects these actors, facilitating coordination among partners and the exchange of resources needed to support 

value cycle activities. The strategies developed by each community model can be refined based on a deeper 

understanding of the patient ecosystem, allowing patients’ life experiences and their associated challenges and 

competencies to inform the tailoring of community strategies. The next section examines how these community strategies 

can be extended to address chronic care conditions and long-term patient health goals. 

 

Step 4: Structure the Meta-Community Model Network—Inter-Organizational Leadership  

In the previous three steps, we discussed how community models are structured primarily as hybrid inter-organizational 

arrangements, either provider-coordinated or partner-coordinated, to design distinct services that serve different value 

networks along the patient care journey. We also examined how these services and community model actors are adjusted 

when insights from the patient ecosystem are used to identify both challenges and competencies. These dynamics are 

represented in the unshaded blocks of the four-step methodology shown in Figure 2. The goal of the strategies developed 

by these community models is to improve the capacity of patient populations to adhere to prescribed practices and, 

where possible, to manage their care by leveraging both technology and community resources. 

 

However, most community strategies, coordinated by providers and/or partners, are episodic in nature and designed to 

address only the specific segment of the patient care journey for which they are responsible. As a result, these strategies 

https://doi.org/10.18103/mra.v14i6.7624


  

Medical Research Archives | https://doi.org/10.18103/mra.v14i6.7624 13 

THE EUROPEAN SOCIETY OF MEDICINE 
 

are often short-term or limited in scope. For example, strategies developed by providers or partners typically focus on 

discrete encounters, such as preventive or post-discharge follow-up visits with a primary care provider; diagnostic testing 

with a specialist; surgical or treatment-related care in a hospital; or education and counseling services delivered by a 

wellness or rehab center. However, patients with chronic conditions or complex health needs often require sustained care 

over extended periods, involving multiple engagements that occur sequentially or in parallel across different settings. In 

other words, for each episodic engagement within a patient’s care journey, there is a need for a post-engagement 

transition step in which the patient moves from their current care journey to another, potentially coordinated by a different 

provider or partner. 

 

ROLE: Age (A); race (R); education (E), Undergraduate (UG), parental role (Pr); community role (Cr); REACTION: 

Disease condition (Dc), emotional reaction (Er); RELATIONSHIPS: Family (F); proximity (Px); RESOURCES: Income (I), 

community setting (Cs); support systems (Ss) 

Case scenarios Services derived using patient 

ecosystem 

Partners and platform 

changes 

Case 1: African American Population     

Role and reaction: A: >45; R: AfA; E: less UG; Pr: 

mostly single parents; Cr: Active; Dc: obesity and 

heart condition; Er: moderate stress; Challenges: 

Low income; less family support; limited access to 

healthcare; Competencies: Mobile phones; peers; 

and community organization. 

Awareness: Use peers and 

community organization for 

education in healthy cooking and 

social support; Decision support: 

Use peers to advocate and 

community organization to learn 

about wellness and behavioral 

health. 

Relationships: Peers, 

comm. Organizations; 

Platform: Digital tools for 

information/advocacy; 

social media with peers. 

Relationships and resources: F: low, Pr: near; I: 

low; Cs: moderate; Ss: moderate; Challenges: 

Limited relationships and resources; Cs: some 

crime and pollution. Competencies: Supportive 

organizations and peers. 

Engagement: Digital apps to 

connect and interact with peers; 

engage in cooking and community 

gardens; Feedback: Surveys, apps, 

discussions with peers in community 

Relationships: Patient 

peers and community 

organizations. Platform: 

Connects apps, portals, 

and social media. 

Case 2: Hispanic American Population      

Role and reaction: A: 25-60; R: HiA; E: less UG; 

Pr: strong family support; Cr: moderate; Dc: 

diabetes and heart condition; Er: moderate stress; 

Challenges: Low income, low education; limited 

access to healthcare; Competencies: Mobile 

phones; Peers; and community organizations. 

Awareness: Use family members 

for education in healthy cooking 

and use caregiver support; 

Decision support: Family, daycare 

centers, church organizations; 

caregivers/family to reduce stress. 

Relationships: Family to 

educate/support; 

Neighborhood centers, 

churches, and caregivers 

in help make decisions; 

Platform: Mix of tools to 

share information. 

Relationships and resources: F: high, Pr: near; I: 

low; Cs: rural; Ss: moderate; Challenges: Limited 

financial and transportation resources and 

Engagement: SMS and text 

messaging to communicate with 

community health workers and 

apps for education; social media to 

Relationships: 

Community health 

workers to educate 

patients, family/ peers 
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technology education; Competencies: Supportive 

family and peer support. 

interact with family and peers; 

Feedback: Surveys; discussions with 

peers in community  

using social media; 

Platform: Share videos, 

surveys, and educational 

material. 

Case 3: Indigenous Population in Canada     

Role and reaction: A: > 35; R: Indigenous 

Population; E: less UG; Pr: strong family support; 

Cr: Moderate; Dc: diabetes/heart condition; Er: 

moderate stress; Challenges: Low income; limited; 

education; long distances and limited access to 

healthcare; Competencies: Mobile phones; family 

and community elders. 

Awareness: Use family members 

and elders for education in cooking 

and holistic health; Decision 

support: Use family and elders to 

learn about combining clinical and 

Indigenous practices. 

Relationship with family 

and elders to connect 

clinical with Indigenous 

health practices; 

Platform: Support 

communication at a 

cultural level. 

Relationships and resources: F: high, Pr: near; I: 

low; Cs: rural and distant; Ss: moderate; 

Challenges: Limited financial and transportation 

resources and technological access; 

Competencies: Supportive family and community 

support. 

Engagement: SMS and text 

messaging to communicate with 

community health workers and 

elders; apps when feasible for 

education; social media to interact 

with family members and peers; 

Feedback: Surveys; discussions with 

elders in community.  

Relationship with 

community workers, 

elders, peers. and family 

members; Platform: 

Share information to 

educate, interact, and 

consult. 

Table 5. Structuring Patient Ecosystem to Support Patient Care Networks 

 

 

Figure 2: Summary of the 4-Step Methodology 
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Such patient transitions call for a network model whose members include leaders of the community models that coordinate 

patient care journeys upstream and downstream, such as primary care providers, specialists, hospitals, wellness centers, 

and rehab facilities. If we refer to this network as a meta-community model (meta-CM) network, it must be deliberately 

structured to develop inter-organizational dynamic capabilities like those discussed earlier in Step 2. The key question, 

then, is how to structure the meta-CM to build both relationship governance and resource orchestration capabilities that 

can support multiple patient care transitions as patients address their long-term care needs. To explore this question, we 

next use a hypothetical patient care transition scenario that combines elements of the underserved population care 

journeys discussed in Cases 1–3 and then examine how the dynamic capabilities of the leader or coordinator of the 

meta-CM network can be developed. 

 

For a moment, let us construct a scenario in which all three population groups discussed earlier reside in Arizona, in both 

urban and rural areas. To support preventive care (referred to here as upstream in the patient care continuum), assume 

that the population in Case 2 visits a mobile health unit for health screening (community model: CM-MHU) and is then 

referred to a primary care unit in the Phoenix area (CM-PCU). Similarly, a mobile health clinic serving a rural American 

Indian reservation (Case 3) provides health screening services (CM-MHC) and refers patients to a primary care unit for 

further examination and treatment. The population group described in Case 1, located in the Phoenix area, also visits 

the same primary care unit (CM-PCU). 

 

The primary care unit refers some patients to a wellness center (CM-Wellness) to learn about nutrition and physical 

activity, either in person or online using digital tools, and recommends that the population group in Case 3 engage with 

a community organization on an Indian reservation (CM-Indian Center) to discuss options for nutrition and physical activity. 

However, some patients with heart disease may be referred by the primary care unit to specialists (CM-Specialist) or to 

a hospital for related treatments (CM-Hospital). As part of downstream care in the healthcare continuum, patients 

discharged from the hospital may be sent home with prescriptions, asked to visit a rehabilitation facility (CM-Rehab), 

and/or even referred to the primary care unit (CM-PCU). Let us assume CM-Home represents the patient’s home. These 

patient transitions are illustrated in Figure 3. Note that while patient care journeys are depicted in a linear fashion, the 

order in which patients move through these journeys may vary, and some transitions, such as visits to the primary care 

unit, may occur multiple times. 

 

 

Figure 3. Patient Care Journeys Across Community Models 

 

Using the case scenario discussed above, the coordinators of the community models include primary care physicians, 

hospital physicians and clinical specialists, wellness, and rehabilitation coordinators, MHU and MHC staff, and leaders of 

community and Indigenous center organizations. Each brings different business drivers, languages, and perspectives to 
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their interactions with patients and with one another, and they rely on different technologies to share resources. This 

underscores the need for inter-organizational leadership capable of governing relationships among network members 

and orchestrating their resources to support patients’ long-term care journeys. 

 

Relationship governance capability  

Network leadership can select specific community model leaders to address language and cultural differences as patients 

transition across community models. For example, a primary care physician can function as a leader representing 

hospitals, primary care, and specialists, while a community organization leader or a community strategist from a public 

health agency can be recruited to lead non-clinical preventive practices needed upstream and downstream. In other 

words, part of meta-CM network leadership involves using a mix of internal leaders (community model coordinators) and 

external actors (such as public health representatives or even patients and family members) to bridge social differences 

in the resources being shared. Similarly, transparency is required regarding what clinical data and referral information 

are shared among primary care units, specialists, and hospitals following patient visits, as well as what social data on 

patient challenges and competencies are shared with actors who are asked to support patient adherence to prescribed 

practices. In addition, appropriate metrics must be established so that each member understands when and how the 

information they shared has influenced patient transitions and contributed to patient outcomes. If patients use digital tools 

to monitor their health, decisions must be made regarding the nature and frequency of information shared, both upstream 

and downstream, to avoid disruptions in patient transitions. Figure 4 shows the characteristics of each community model 

member as they support patient transitions within the meta-CM network. 

 

 

Figure 4. Meta-Community Model Network Attributes to Support Relationship Governance  

 

Resource orchestration capability 

The meta-CM platform must support the sharing of sociocultural and clinical patient data among community models 

involved in patient transitions. Given patients' needs for confidentiality—particularly when data governance must respect 

the goals of Indigenous populations—it may be necessary to implement two architectures: one for exchanging social data 

and another for sharing clinical data. This separation is also critical to ensure the reliability and precision required when 

clinical data is shared to meet care quality standards. In fact, digital and community exchanges are often used to share 

data among organizational members involved in patient transitions36. Research also shows that clinical care providers 

may extend their electronic medical record systems to share clinical data with other providers, and separate distributed 
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architectures (such as blockchain technology) may be used to share social data37. Figure 5 shows a representation of the 

social and technical architectures used to share resources that support patient transitions. 

 

 

Figure 5. Meta-Community Model Network Architecture to Support Resource Orchestration  

 

In summary, the goal of health systems and public health agencies is to support population health by enabling preventive 

and post-discharge care transitions for systemic action using inter-organizational leadership. In this section, we presented 

a four-step methodology to operationalize systemic action using multiple research streams, including service-dominant 

logic, inter-organizational dynamic capabilities, and social diagnosis. The next section discusses the results, or implications, 

of this methodology for population health strategy, along with directions for future research. 

 

3. Results and Research Directions  

In the preceding sections, we proposed a four-step methodology for systematically developing a population health 

strategy that addresses the long-term health goals of underserved populations using an inter-organizational community 

model network, potentially led by a combination of provider and partner organization leaders. Each step calls on 

community model leadership to make decisions about transforming their operations by understanding both the patient 

care journey and the broader patient ecosystem, and by developing community model capabilities to build relationships 

with partners and orchestrate resources to support multiple patient care transitions. As shown in Figure 6, the methodology 

proposed highlights potentially three types of strategies that community model leadership can pursue to support 

transformation: micro-, meso-, and macro-level strategies. 

 

Business organizations use entrepreneurial thinking and adaptive leadership to explore and evaluate ideas as part of 

their strategy to address changing customer needs before transforming their operations38,39,40. In the healthcare context, 

similar exploration, and evaluation of ideas to address evolving patient needs may be undertaken by the leadership of 

any community model actor (providers or partners), depending on who recognizes these changes as well as patients' 

challenges and competencies. Using our discussion of the three cases presented earlier, along with additional examples, 

we will illustrate how the three strategies may be used to support community model transformation and identify some 

themes for future research. 
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Figure 6. Strategies to Address Community Model Transformations 

 

Leadership to support transformation using micro-level strategy 

Community model actors often identify gaps upstream (preventive care) or downstream (post-discharge treatment 

adherence) before generating service ideas for exploration and evaluation. For example, a provider-coordinated 

community model may recognize that surgical complications among patients who smoke can be mitigated by developing 

services to help patients quit smoking prior to surgery41. Similarly, patients who need to reduce obesity to lower their risk 

of chronic disease may prompt providers (as in Case 1) to explore empowering patients with knowledge about healthy 

cooking and partnering with a wellness center to teach practical cooking skills using neighborhood facilities. 

 

Similarly, providers may explore the use of technologies to coordinate patient education on symptom tracking and remote 

patient monitoring with partner support, including technology partners, as part of post-discharge care transitions42. During 

COVID-19, many providers and partners had to produce and explore ideas quickly to address patient challenges due 

to food and transportation insecurities. In Case 2, the partner (MHU) began exploring the use of established community 

centers as locations for health screening visits, equipped with appropriate protective gear, to reduce patients’ fear of 

spreading the disease or overcome their transportation barriers11. Providers in Case 1 relied on telehealth to support 

patients’ follow-up visits. In all these cases, providers or partners may surface ideas, and—depending on which focal 

organization is coordinating the strategy, either may take the lead in exploring them. 

 

Research on psychological empowerment identifies meaningfulness, self-efficacy, autonomy, and impact as key 

characteristics that influence individuals' engagement in the actions required to reach shared goals43. This means that 

some ideas may call for shifting responsibility to patients by educating them about the connection between symptoms 

and health conditions, improving their self-efficacy to understand treatment options, and supporting their autonomy in 

making decisions based on the potential impact on desired health goals. This may improve adherence to prescribed 

treatments. In some cases, idea evaluation may show promise but reveal limited viability or sustainability due to a lack 

of long-term funding. In these cases, community models may outsource these services to external partners44 or even 

patients, rather than adopting them within their own operations. 
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This leads to the first area for potential research and the following question: How does leadership support the exploration, 

evaluation, and adaptation of innovative ideas within community model strategy? Specifically, 

• How do community model capabilities, particularly provider–partner collaboration in resource orchestration, change 

when patients are empowered to make decisions and track their progress toward desired health goals? 

• What role can technology actors, such as AI agents, play in supporting patient empowerment and performance 

tracking when human actors are not available (e.g., in rural regions)? 

 

Leadership to support transformation using meso-level strategy 

A deeper understanding of the patient ecosystem may lead to the design of new services and the recruitment of new 

partners to support those services. For example, a deeper understanding of the environment of patients with chronic 

conditions led a provider to recognize the need to engage caregivers. The provider designed a new technology-enabled 

service (a mobile app) to support caregivers by enabling consultation with providers, access to information about patient 

symptoms and changes in their condition, and assistance in setting up appointments with providers and partners. When 

the provider realized that caregivers themselves experienced stress, a new partner was added to address caregiver 

well-being, and the app was modified to support referrals to these services 45. In another case, a partner organization 

explored the idea of training some caregivers in rehabilitative support and positioned them as new actors to assist other 

caregivers caring for children with physical disabilities46. 

 

Similarly, when a provider explored the idea of developing holistic care that combined clinical and Indigenous 

approaches, Indigenous community members (elders and healers) were engaged as partners in both value creation and 

value fulfillment to support the Indigenous patient population23. In another case, a partner organization recognized 

patient challenges in adhering to wellness practices and explored the idea of empowering patients through knowledge 

and decision support to encourage engagement in wellness behaviors18. The organization used new partners, such as 

peers, to educate and motivate program participants, as well as community resources to support healthy cooking, social 

walking, and growing vegetables in neighborhood gardens. In these cases, a deeper understanding of the patient 

ecosystem led community model actors to explore and evaluate new services in partnership with potentially new actors. 

 

We used two social diagnosis factors (roles and reactions) to influence patient value creation, and two others (relationships 

and resources) to influence patient value fulfillment and feedback. We need to understand which of these upstream 

factors most influence patients' progress toward their health goals, and to identify the best partners from the patient 

community to complement community model actors in support of the meso-strategy.  

 

This leads to the second area for research investigation. How do we assess the influence of these upstream factors, 

operationalized using social diagnosis factors, to determine the level of engagement and support needed in community 

strategy formulation? Specifically: 

• How do patients’ reactions to disease conditions and their role influence the need to engage actors who support 

patient decision-making, and how is this influence moderated by the economic and social resources patients have?  

• What role do patients’ competencies play in determining the impact of these upstream factors? 

 

Leadership to support transformation using macro-level strategy  

Both a deeper understanding of the patient environment and a broader view of the patient care journey may prompt a  
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provider or partner to take on a leadership role within a network of community models. For example, supporting a patient 

who is susceptible to falls following heart surgery may initially lead a provider to micro- or meso-level transformations, 

such as patient education and symptom management42, by adding new partners (e.g., Habitat for Humanity) who can 

modify the patient's home by improving lighting, installing grab bars in bathrooms, or constructing a safer entryway. 

However, the provider can further broaden its partnerships with other community model actors to reduce fall risk and 

support patients' health and aging goals more comprehensively47. For example, community model leaders can work with 

other community models coordinated by primary care physicians to support patients during clinic visits; with city 

transportation managers to provide audio alerts that assist patients when crossing streets; and with park management 

authorities to design stable walking spaces to reduce fall risk for patient populations who walk in parks, among other 

initiatives. In summary, transitioning patients to other community models may be guided by the long-term health goals 

that the leadership wants to support. 

 

In fact, community-based models have used macro-level strategies to develop insurance policies to improve health 

quality48, address sustainability49, and support communication and coordination among actors with diverse technological 

capabilities50. Many of these initiatives start with a limited focus. However, we have also seen how community-based 

models evolve rapidly when there is an external emergency, such as the COVID-19 pandemic, deaths related to opioid 

addiction, or suicides associated with mental health crises.  

 

This leads to the third area for research investigation. What types of macroeconomic conditions and government policies 

are needed to encourage macro-community model leadership that supports long-term patient care journeys? Specifically: 

• What macroeconomic conditions that shape a patient’s environment and contribute to health conditions can trigger 

the need for a macro-level strategy for community model transformation?  

• How is such a strategy moderated by government policy? 

 

4. Discussion 

Population health strategies have increasingly focused on reducing healthcare costs and increasing patient engagement 

through technology. This shift has led to broader recognition of the need for health systems to consider patient care 

journeys both upstream, through education-based prevention programs, and downstream, through post-discharge care 

continuity programs that leverage technology and external partners 51. Similarly, public health agencies that promote 

preventive practices are increasingly looking downstream to understand and engage providers and partners in tailoring 

these practices to address health inequities7. Addressing both upstream and downstream patient needs is essential for 

effectively coordinating long-term care for patients with chronic conditions, as well as for those seeking to achieve 

broader health and aging goals.  

 

Public Health 3.0 calls for inter-sector collaboration and systemic action using a community strategist role. Such a 

broadening of care calls on providers to transform their operations. However, such transformation can occur incrementally 

and cumulatively, better supporting patients in achieving their health and quality-of-life goals, as leadership decides 

which actors will serve as coordinators or supporters of the new services added. The degree of transformation can be 

minimal when a community model leverages patients as key partners in the care journey, or transitions patients to other 

models, rather than changing its own operations. The key is to decide on the leadership approach that health systems or 
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public health agencies take in proactively assuming the role of either coordinator or supporter, with the goal of supporting 

the patient care journey, and building agility to their community strategies as patient needs continue to evolve. 

 

We discussed how a health system or public health agency may use inter-organizational leadership to develop strategies 

to support population health. Such strategies can vary in scope from the micro- to the macro-level. While micro-level 

strategies transform community model operations by expanding the focus to encompass the patient’s entire care journey 

through the three value networks, meso-level strategies call on community model leadership to gain an in-depth 

understanding of the patient ecosystem and to deepen and broaden the services needed to improve patient engagement 

across each value network, potentially by involving new partners. Finally, macro-level strategies require community model 

leadership to connect with other community models and facilitate patient transitions as patients expand their care journeys 

to reach long-term health goals. 

 

In each strategy, the community model actors who participate in formulating these strategies to transform health system 

or public health agency operations can also vary, thus calling for agility in strategy formulation. In cases where patient 

populations can manage their health using their own resources, patients may serve as active community model actors in 

formulating the strategy and may be supported in transitioning from their current care journey to another by moving from 

a micro- to a macro-level strategy. On the other hand, when meso-level strategies are needed to address social 

determinants of health in support of the patient care journey, new actors from the community may be engaged to influence 

community strategy, especially when there are cultural, language, and lived-experience differences. In either case, 

assessing community actors’ perceptions of their roles (goal alignment), their intentions to engage in collaboration (project 

management), and their willingness to provide feedback (outcome assessment) is critical for sustaining collaboration19. 

 

Moreover, evolving patient needs and technologies are dramatically changing how patients transition from one care 

journey to another, often using their personal technologies independently or with minimal sharing of patient information. 

Similarly, provider and partner communities have varying levels of technological maturity, and these gaps will continue 

to widen as additional social and community actors become involved in community model strategies. This calls for 

continually evaluating communication and resource-sharing platforms to address advances in technology and variations 

in community model member capabilities. 

 

5. Conclusions 

The goal of population health is to make public health personal. Achieving this requires a patient-centric approach that 

tailors care to patients’ evolving needs. We use inter-organizational community model leadership to engage a network 

of actors in designing practices and services that support such a tailoring of care, based on a deeper understanding of 

the patient ecosystem, and enabling patients to achieve both short-term health outcomes and long-term health and 

quality-of-life goals. In this paper, we presented a four-step methodology to operationalize such leadership. The 

methodology allows for incremental transformation of existing community models that support population health, allowing 

them to become more patient-centric while remaining agile in response to evolving patient needs or significant barriers 

to care access. Rather than promoting surface-level adjustments, the methodology calls on community model leadership 

to understand patients’ life experiences so that the solutions generated can produce structural changes in how the patient 

care journey is supported. Inter-organizational dynamic capability research was used to aid community model actors in 

building relationships across networks and orchestrating resources to share the information needed to support patient 

journeys within and across community models.  
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