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INTRODUCTION 

 
The long delay between the creation of new evidence for primary prevention by public health 
and widespread adoption into best practice by the health care system is well documented and a 
source of great frustration (Haynes and Haines, 1998). The roots of this delay are complex and 
lie deep within the structure of the health care system. However, this problem also represents a 
major opportunity if root causes can be addressed and adoption of new evidence can be 
accelerated. The transformation of the health care system driven by the Affordable Care Act 
(ACA) has created such an opportunity (Burwell, 2015).  
 For decades, the U.S. health care system has become increasingly costly without a 
corresponding increase in health care quality or outcomes (Burwell, 2015). In response to this 
long-term trend and the multiple layers of stimulus provided by the ACA to improve coverage 
and introduce new payment models and care models, the system is now undergoing 
unprecedented change at the local, state, and nation levels (Rajkumar, Press, and Conway, 
2015). The expansion of insurance coverage has given millions of Americans access to the 
health care system.2 The shift from payment rewarding volume to new payment models based 
on value have restructured financial incentives. The widespread adoption of Triple Aim 
outcomes have focused attention on the need to improve population health (Burwell, 2015; 
Institute for Healthcare Innovation, 2016). The public health sector—including the Centers for 
Disease Control and Prevention (CDC), public health departments, and the academic public 
health community—has a critical and timely opportunity to focus attention on improving 
population health through the broad application of prevention strategies and services to 
individuals and communities. 
 These changes create a supportive environment for reducing the delay in incorporating 
more evidence-based interventions into practice, but realizing the potential for change will 
require new skills for the public health community and collaboration with other key stakeholders, 
particularly health care purchasers, payers, and providers. Much of the change continues to 
focus on improving clinical care, with less attention being paid to other determinants of health, 
which, collectively, have a greater impact on health than the care received in a clinical setting 
(Kindig and Stoddard, 2003). Although providers often know what works for primary and 
secondary prevention (CDC, 2012), prevention has traditionally been less emphasized and less 
resourced than management of acute and chronic health conditions. 
 The 6|18 Initiative described in this paper represents a major effort by CDC to engage 
with these stakeholders and demonstrate the ability to rapidly accelerate partner (or 
stakeholder) implementation of 18 evidence-based interventions that target 6 high-burden 
conditions (www.cdc.gov/sixeighteen). The 6|18 Initiative is a key component of CDC’s third 
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strategic direction of strengthening public health and health care collaboration in the context of 
the rapidly transforming health care system. The initiative is intended to explore new ways that 
the public health community can add value to other stakeholders and model more effective 
ways of collaborating with payers, providers, and communities. This requires explicitly 
addressing barriers to effective partnerships, such as learning the culture of other stakeholders, 
understanding how to articulate a convincing business case, and addressing operational 
barriers to broad spread. 
 This paper will first present a conceptual framework for the 6|18 Initiative and summarize 
the criteria and process for selecting the 6 conditions and 18 interventions. Next, it will describe 
how CDC is building deeper partnerships: one with eight state Medicaid programs through the 
creation of a learning collaborative, and the second with a group of private commercial payers. 
Finally, the paper will offer some thoughts on how to assess the success of the initiative and 
how to build on the relationships that are being created. 
 

CONCEPTUAL FRAMEWORK 
 
The CDC Office of the Associate Director for Policy (OADP) has developed a conceptual 
framework of prevention with three categories—or buckets—each of which is needed to yield 
the most promising results (Auerbach, 2016). Such a focus may be particularly useful as a way 
of guaranteeing that insurer and provider-oriented approaches do not neglect attention to the 
environmental factors that have an enormous impact on health, and that public health 
practitioners do not neglect the contributions they can make to the provision of clinical office-
based care. The three buckets are: 
 

1. Traditional clinical prevention interventions. These approaches involve the care 
provided most often by physicians and nurses in a doctor’s office setting in a routine 
one-to-one encounter. They have a strong evidence base for efficacy in health 
and/or cost impact. Examples include seasonal flu vaccines, colonoscopies, and 
screening for obesity and tobacco use.  

2. Innovative clinical preventive interventions. Bucket 2 approaches are still clinical 
in nature and patient focused, but they allow for the opportunity to extend care from 
the clinical to community setting. They include interventions that have not been 
historically paid for by fee-for-service insurance and occur outside of a doctor’s office 
setting, but nonetheless have been proven to work in a relatively short time. An 
example is the use of a lay health worker to assess the home for asthma triggers as 
a way to augment control of asthma (Zotter, 2012). 

3. Total population or community-wide interventions. With bucket 3, the focus 
shifts. It includes interventions that are no longer oriented to a single patient or even 
to all those within a practice or covered by a given insurer. Rather, the target is an 
entire population or subpopulation typically identified by a geographic area such as a 
neighborhood, city, or county. And the interventions are not based in the doctor’s 
office but in such settings as the community, school, or workplace. This bucket is the 
one that is most unfamiliar to the clinical sector and most comfortable for the public 
health sector. While public health has significant experience in such total population 
approaches, not all of them have a strong evidence base. An example is the 
passage of smoke-free ordinances that allow an entire community to breathe smoke 
free air (Massachusetts Department of Public Health, Tobacco Control, 2008). 

 
 A second element of the conceptual framework describes the stages in the 
transformation of the health care system to inform the identification of the barriers and 
facilitators to implementation. Halfon has created a helpful framework that defines three stages 



3 
 

in the evolution of the health care system (Figure 1) (Halfon et al., 2014). The first transition 
moves from Health Care 1.0—a traditional, episodic, acute care–focused stage—to Health Care 
2.0, which is more patient centered and coordinates care for a variety of chronic illnesses 
across a broad range of caregivers and over the lifetime of the patient. Many local and regional 
health care systems throughout the United States are engaged in this transition and 
implementing new care models, such as patient-centered medical homes and accountable care 
organizations.  
 
Figure 1. U.S. Health Care Delivery System Evolution: Health Delivery System Transformation 
Critical Path 

Source: Hester et al., 2015. 

 
 The second transition moves from the 2.0 patient-centered care to a community 
population–based system that addresses the full spectrum of health, including health care and 
the determinants of health, to reduce the prevalence of chronic disease and improve quality of 
life. This is Health Care 3.0, a community-integrated health care framework. One likely indicator 
of a mature 3.0 stage is a shift in accountability from a panel of patients who use a provider or 
health care system to the total population within a geographic area, only a subset of which 
stages 1.0 or 2.0 traditionally serve (Hester et al., 2015).  
 The different competencies inherent in each of these stages shape the ability of health 
care systems to implement each of the three preventive service buckets. The episodic focus of 
Health Care 1.0 matches the clinical services in bucket 1. Health Care 2.0’s more patient-
centered approach supports both bucket 1 and the innovative clinical interventions of bucket 2, 
which follow patients outside the clinic’s walls. The community-centered population focus of 
bucket 3 requires the more comprehensive capabilities of Health Care 3.0. Recognizing the 
significance of the determinants of health within the 3.0 stage requires that the health system (1) 
expand the scope of interventions beyond clinical services to include a wide range of 
community-based interventions targeting nonmedical determinants of health; and (2) access 
data that can measure clinical and nonclinical delivery and outcomes for a total geographically 



4 
 

defined population. Relatively few health care systems have reached the 3.0 stage, and most 
organizations are making the transition to 2.0. Since the first step in accelerating the adoption of 
prevention is to work with the current system, the 6|18 Initiative only includes interventions in 
the first and second buckets. 
 

SELECTING THE CONDITIONS AND INTERVENTIONS 
 
CDC selected as a starting point 6 high-burden, preventable conditions that met the following 
criteria: 
 

 They affect large numbers of people.  

 They are associated with high health care costs. 

 There are evidence-based interventions associated with the conditions that may 
improve health and reduce health care costs. 

 
The conditions selected are: (1) tobacco use, (2) high blood pressure, (3) health care–

associated infections, (4) asthma, (5) unintended pregnancies, and (6) diabetes. 
 CDC undertook a rigorous process to select 18 prevention and control interventions 
associated with the 6 conditions (Table) (CDC, 2016a). CDC consulted experts in insurance, 
health care, and health administration about interventions for improving health and controlling 
costs and the type of evidence payers consider when selecting new services. CDC additionally 
consulted two frameworks to help develop criteria for the evidence summaries assembled for 
each of the health conditions and associated interventions: the CDC Conceptual Framework 
(Spencer et al., 2013) and the Policy Analytic Framework (CDC, 2013).  
 The CDC Conceptual Framework informed the level of evidence for inclusion. Only 
studies of “moderate” or higher strength conducted in settings considered “large” were included. 
Five topic areas from the Conceptual Framework structured the evidence review: 
 

 Effectiveness—How well the intervention achieved the desired outcome 

 Reach—How well did the intervention reach the target group of people? 

 Feasibility—How well can the intervention be put into practice?  

 Sustainability—What will it take to maintain the intervention over time? 

 Transferability to other settings—What other settings have used the intervention 
successfully?  
 

 The Policy Analytic Framework was consulted because it provides a method for decision 
makers to consider policies that can improve health and includes economic considerations. In 
addition, some of the interventions under consideration could be used to inform policy and 
payment recommendations for purchasers, payers, and providers. Health care subject matter 
experts prioritized economic analyses as an important component in coverage and practice 
decisions. With this input, CDC prioritized specific domains within the Policy Analytic Framework 
related to public health impact, feasibility, and economic and budgetary impact. 
 Based on this iterative consultation with internal and external subject matter experts and 
the two CDC frameworks, CDC developed criteria against which to review literature for the 6|18 
Initiative. Literature was selected from health and medical databases, the CDC Community 
Guide, the U. S. Preventive Services Task Force, the Agency for Healthcare Research and 
Quality, and CDC subject matter experts. To be included in the evidence summaries, studies 
associated with each intervention had to meet defined levels of evidence (CDC, 2016b). 
 This process resulted in summaries of the interventions associated with each of the 
health conditions, supported by a strong and well-vetted evidence base. The interventions 
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themselves were presented as opportunities for payers and providers to consider. Each 
evidence summary included the following information: 
 

 The epidemiology or health burden of the condition 

 Current coverage of the specific intervention, by payer (as of August 2015) 

 Evidence-based opportunities for payers and providers 

 Key take-away health and cost evidence messages for payers and providers  

 Supporting health and cost evidence  
 
 This step was critical because CDC’s ability to bring credible information to purchasers, 
payers, and providers to inform their coverage and delivery decisions rests on its ability to 
demonstrate that these interventions work and can help control costs. 
 The following is a list of the 6 high-burden health conditions with 18 effective 
interventions that CDC is prioritizing to improve health and control health care costs. 
 
TABLE 1. High-Burden Health Conditions and Evidence-Based Interventions 

Reduce Tobacco Use 

 Expand access to evidence-based tobacco cessation treatments, including 
individual, group, and telephone counseling and FDA-approved cessation 
medications—in accordance with the 2008 Public Health Service Clinical Practice 
Guidelines. 

 Remove barriers that impede access to covered cessation treatments, such as 
cost sharing and prior authorization. 

 Promote increased use of covered treatment benefits by tobacco users. 

Control High Blood Pressure 

 Promote strategies that improve access and adherence to antihypertensive and 
lipid-lowering medications. 

 Promote a team-based approach to hypertension control (e.g., physician, 
pharmacist, lay health worker, and patient teams). 

 Provide access to devices for self-measured blood pressure monitoring for home 
use and create individual, provider, and health system incentives for compliance 
and meeting of goals. 

Prevent Health Care–Associated Infections 

 Require antibiotic stewardship programs in all hospitals and skilled nursing 
facilities. 

 Prevent hemodialysis-related infections through immediate coverage for insertion 
of permanent dialysis ports. 

Control Asthma 

 Promote evidence-based asthma medical management in accordance with the 
2007 National Asthma Education and Prevention Program guidelines. 

 Promote strategies that improve access and adherence to asthma medications 
and devices. 

 Expand access to intensive self-management education for individuals whose 
asthma is not well controlled with guidelines-based medical management alone. 

 Expand access to home visits by licensed professionals or qualified lay health 
workers to improve self-management education and reduce home asthma 
triggers for individuals whose asthma is not well controlled with guidelines-based 
medical management and intensive self-management education. 
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Prevent Unintended Pregnancies 

 Reimburse providers for the full range of contraceptive services (e.g., screening 
for pregnancy intention; tiered contraception counseling; insertion, removal, 
replacement, or reinsertion of long-acting reversible contraceptives (LARC) or 
other contraceptive devices; and follow-up) for women of child-bearing age. 

 Reimburse providers or health systems for the actual cost of LARC or other 
contraceptive devices in order to provide the full range of contraceptive methods. 

 Reimburse for immediate postpartum insertion of LARC by unbundling payment 
for LARC from other postpartum services. 

 Remove administrative and logistical barriers to LARC (e.g., remove preapproval 
requirement or step therapy restriction and manage high acquisition and stocking 
costs). 

Control and Prevent Diabetes 

 Expand access to the National Diabetes Prevention Program, a lifestyle change 
program for preventing type 2 diabetes. 

 Promote screening for abnormal blood glucose in those who are overweight or 
obese as part of a cardiovascular risk assessment. 

 
 

BUILDING NEW PARTNERSHIPS: TWO COALITIONS 
 

At the core of this initiative are new relationships that CDC is building with health care 
purchasers, payers, and providers, requiring a new understanding of the language and context 
within which these stakeholders are operating. To implement the 6|18 Initiative, CDC has begun 
to partner with a wide variety of organizations across the purchaser, payer, and provider 
landscape where common interests and potential for impact align best with adoption of the CDC 
strategies. These emerging partnerships are intended to be action oriented, striving to increase 
implementation of evidence synthesized and compiled at CDC.  
 The Steps Toward Engagement model (Figure 2) was developed as a planning tool to 
structure a phased approach for CDC to engage with external partners. The goal of the process 
was to prepare information to help health care purchasers, payers, and providers focus their 
prevention coverage and efforts where they may achieve the greatest health and cost impact.  
 In phase 1, as a step toward developing specific purchaser, payer, and provider 
partnerships, CDC aligned the epidemiology of the 6 conditions with the characteristics of 
insured populations for whom potential partners are responsible (e.g., through employer-based 
insurance, Medicaid, or Medicare) in an effort to focus on areas of greatest potential impact. In 
phase 2, specific interventions to address the priority health conditions were identified for 
implementation by purchasers and payers for the target insured population. In this phase, the 
evidence base for the intervention was compiled with remaining gaps identified. Phase 3 built 
the health and cost impact case, drawing on the evidence base for the specific intervention and 
conducting research and analysis as needed to facilitate partner implementation of the 
intervention. In phase 4, CDC began actively developing purchaser and payer partnerships to 
highlight the evidence and health and cost impact data likely to reach the greatest health and 
cost returns. Throughout the process, CDC continued to gain knowledge and skills to help 
strengthen relationships with purchaser, payer, and provider partners in expanding prevention 
coverage, access, use, and quality. As interactions with partners continue to expand, CDC will 
learn about additional priority areas and can restart the cycle at phase 1. 
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Figure 2. Steps Toward Engagement Model 
 

 
  
 
 CDC is expanding partnerships to include specific provider groups, additional 
commercial payers, and self-insured employers. Although many traditional clinical preventive 
interventions have historically been reimbursed by insurers, there is still room for improvement 
in their promotion and uptake. This could be achieved through various action steps considered 
by the insurers (e.g., increasing the weight with they are financially incentivized); by a clinical 
practice (e.g., by carefully monitoring that each of their clinicians provides them); and by public 
health practitioners (e.g., by designing social marketing aimed at members of the public and/or 
at clinical providers). In fact, coordinated multisector initiatives may result in the largest gains as 
illustrated in Massachusetts with its success in expanding its insurance coverage for tobacco 
cessation medications, linking patients to a quit line, and promoting the increased accessibility 
and the overall benefit of the tobacco cessation intervention in public information campaigns 
after the implementation of its 2006–2007 health care reform initiative (Massachusetts 
Department of Public Health, Tobacco Control, 2008). When all of the sectors simultaneously 
focused their attention on a single goal, smoking rates plummeted (Massachusetts Department 
of Public Health, Tobacco Control, 2008). 
 

Partnerships 
 

CDC is launching a 6|18 partnership with Medicaid programs to improve health and control 
health care costs in areas of shared priority in consultation with the Centers for Medicare & 
Medicaid Services, the Association of State and Territorial Health Officials, and the National 
Association of Medicaid Directors. This partnership will provide an exciting opportunity for select 
states to explore how best to translate evidence on interventions that can improve health and 
control costs into implementation within state Medicaid programs. Focus areas for state 
Medicaid program partners are likely to be related to controlling asthma, reducing tobacco use, 
and/or preventing unintended pregnancies, since these are high-cost, high-burden conditions 
within Medicaid programs. State Medicaid programs will receive targeted technical assistance 
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and opportunities for peer-to-peer learning from CDC and its partners to support implementation 
efforts. 
 Ideally, partner Medicaid programs will have some demonstrated experience in working 
toward adoption of some of the evidence-based interventions in the 6|18 Initiative and will be 
able to work in partnership with public health. Partner Medicaid programs and their public health 
counterparts will engage with CDC in 6|18 implementation and/or acceleration in 2016 and 
beyond. A similar partnership is anticipated to be developed with commercial payers, the early 
stages of which are now underway. 

 
 

CONCLUDING THOUGHTS 
 

What would constitute success for the 6|18 Initiative? The most direct measure is “moving the 
needle” in the next 12 months—accelerating the adoption of evidence into best practice by 
reducing initial barriers such as benefit coverage, payment policy, and provider and patient 
awareness and acceptance. Within 36 months, the initiative’s leaders expect reduced barriers 
will result in increased uptake of the 18 interventions for the initial set of Medicaid and 
commercial plans and the expansion of the 6|18 effort to a second, larger set of partners. Within 
3 to 5 years, leaders expect to see improvements in health and cost outcomes. Forecasting 
these improvements in health and cost outcomes now will help keep a clear focus on those 
shared goals as practitioners move toward them together. 
 A second and equally important dimension of success is building stronger and more 
sustainable partnerships between public health and health care sectors based on mutual 
credibility and understanding. This is difficult work, but all parties have a common motivation. 
With approximately 17 million more people now insured, a critical opportunity exists to ensure 
that the prevention component of new coverage is broadly promoted and accelerated—and that 
new opportunities are sought to broaden coverage of prevention.4 The 6|18 Initiative can be a 
powerful beginning, but practitioners and stakeholders must build on that foundation and ensure 
that the public health and the medical and payer communities have gained an understanding of 
each other’s cultures, developed a greater trust in each other, and increased the respect and 
value for what each stakeholder brings to the table. It is the responsibility and the initiative of 
public health (CDC and partners) to continue to identify, emphasize, and promote these 
opportunities for prevention. Increasingly, CDC’s clinical partners are recognizing this as a 
strength of the agency and an important avenue to help the clinical system achieve its new 
Triple Aim (Institute for Healthcare Innovation, 2016). 
 The successful adoption of some 6|18 strategies is a critical first step as a proof of 
concept for a new way of working together. CDC and its partners need to build on the model, 
improving it and expanding it into new themes. Ideally, the broader public health community at 
the state and local level will follow CDC’s lead and explore how to create effective partnerships. 
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