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Population
Health and
Technology:
Placing People
First

Over the past decade consumers
have been exposed to a surge of
digital health technologies and
other technological innovations
including health informatics tools,
health information technology in
health care, as well as the use of
medical devices within clinical
care. Consumer health informa-
tion is now easily accessible and
downloadable through mobile
phone applications and freely
available from health information
Web sites and through social
media. Advances in technology—
the use of Web-based resources,
social media and smart phones—
have contributed to efforts to in-
crease equity through affordable
access to health information.
These advances have helped open
the door to health-related inno-
vations that are reaching the most
vulnerable in society, including
populations in the United States
that are historically underserved
because of race and ethnicity.
Health workers and health care
systems have embraced technol-
ogy as a powerful tool for reach-
ing and engaging historically
underserved populations for
health education and promotion,
chronic disease prevention, and
care management. Technological
innovations are now being used in
health care to enhance the per-
formance of clinical delivery sys-
tems, to improve the quality of
care delivered to patients, as well
as to promote and strengthen
patient-centered care.1,2 These in-
novations include health informa-
tion technology to support the use
of electronic medical records and
personal health records, technol-
ogy to promote communication
between health care providers

and patients and improve chronic
disease management, as well as
telemedicine to improve provider
practice and patient centered care.
They also include mobile medical
devices and remote patient moni-
toring devices and sensors with
patient-generated data.3,4 The
ultimate goals are to improve
patient outcomes and patient
experience with care, and to in-
crease efficiency and reduce costs
within the health care system.

Innovations in technology are
not limited to health care. Initia-
tives in public health as well as
other sectors, such as education,
are being built on the foundation
of promoting health in all policy
areas.5 This rising interest in the
use of technology for health
across various sectors presents
great potential for innovation in
population health approaches to
reduce racial and ethnic health
disparities.

POPULATION HEALTH
APPROACHES AND
TECHNOLOGY

Utilizing technology as part of
a broader effort to improve health
outcomes beyond the individual
patient requires the adoption of
population health approaches.
Population health is defined as
“the health outcomes of a group
of individuals, including the dis-
tribution of such outcomes within
the group,”6(p381) and includes
“health outcomes, patterns of
health determinants, and policies
and interventions that link these
two.”6(p380) Population health ap-
proaches provide opportunities to
improve the health of populations
that are defined by geography,

conditions or health needs. Such
approaches are people-centered,
engage sectors beyond health
care, and incorporate the localized
realities of the determinants of
health such as social and economic
circumstances at the community
level.

Incorporating the use of tech-
nology within population health
approaches requires an under-
standing and acceptance that
people come first and technology
second. Placing people first drives
efforts to identify and leverage
the strengths and assets within
a targeted population, and pay
attention to health through a
social-ecological lens. It enables
the development of partnerships
and the sharing of resources and
data during all phases, identifies
the most appropriate technologi-
cal strategies based on population
feedback, and aids in the process
of continuous learning for both
health system stakeholders and
the targeted population.7

Placing people first yields in-
formation on the most effective
processes for sharing knowledge
and timely information when re-
quired, and supports systems and
processes that intertwine knowl-
edge, behavior, and action within
the context of the local environment.
It facilitates a better understand-
ing of how the social-ecological
context shapes health outcomes
and the delivery of services. It also
helps pinpoint opportunities for
investing in structured upstream
and midstream interventions
across different sectors, with the
goal of improving health outcomes.
A people first approach may shed
light on areas for technology in-
vestment in the non---health care
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sectors that are known to be asso-
ciated with improving health out-
comes,5 with the goal of aligning
efforts in health care as well as
contributing to long-term improve-
ments in health. Examples include
potential technological invest-
ments in early childhood devel-
opment, perinatal care, primary
and secondary education, local
food systems, and agriculture. For
example, mobile health (mHealth)
in the form of apps has been
developed to assist individuals with
making healthful choices by track-
ing diet and physical activity, iden-
tifying options for nutritious food or
nearby recreation, and providing
customized feedback and sugges-
tions.8 mHealth texting platforms
can help improve maternal and
child health outcomes as seen in the
Text4Baby program.9 These
mHealth innovations not only im-
pact individual health, but also have
the potential to target broader pop-
ulation health outcomes. These
tools have the potential for people
to access the same health informa-
tion and health care services, pro-
moting health equity—and ulti-
mately reducing health disparities in
different racial, ethnic, and social-
economic groups.

IMPLICATIONS FOR
RACIAL AND ETHNIC
HEALTH DISPARITIES

By 2050, racial and ethnic
minorities are projected to be
approximately 40% of the US
population.10 Given the increas-
ing use of technology in health, this
demographic shift underscores the
need to understand how technology
can be used in efforts to improve
health outcomes among racial and
ethnic minority populations in the
United States. Tremendous oppor-
tunity exists to examine the utility
of technology such as smart
phones because although African

Americans and Hispanics have
lower rates of access to Internet
broadband services and com-
puters, they own and use mobile
phones at higher rates compared
with Whites.11 To date, however,
limited information exists about
the utility of technology within
population health approaches to
reduce racial and ethnic disparities
in health.

The high adoption and utili-
zation rates of mobile phones
among racial and ethnic minorities
provide a ready-made foundation
for interventions in partnership
with these population groups
through the development, imple-
mentation, and adoption of people-
centered approaches. It cannot be
assumed that technology itself will
be a panacea for long-standing dis-
parities in health that are anchored
in intractable, historical inequities.

Integrating technology within
population health approaches to
reduce health disparities may
seem to be a prolonged, time-
consuming and labor-intensive
process, but the potential payback
to expanding our knowledge of
technology’s potential to reduce
health disparities could be signifi-
cant. Based on lessons learned
from other promising efforts to
reduce racial and ethnic health
disparities, we know that multi-
sectoral approaches should be
utilized that address the social de-
terminants of health and equity,
interventions should be culturally
informed, and methods and pro-
cesses should be well-documented
and evaluated. This approach calls
for the need to ground the devel-
opment and testing of technological
innovations in behavioral or appli-
cable theories, and to identify poli-
cies that enable the effective use of
technology to reduce racial and
ethnic health disparities.

Placing people first, or engaging
people first, is a critical approach

for reducing racial and ethnic dis-
parities and this should not be lost
or substituted with the introduction
of technology. People who are
placed first represent the targeted
populations that are influenced by
technology use, and may include
health and health care professionals,
patients with health conditions in
common, or other groups such as
community members within spe-
cific settings. Placing people first
facilitates integrating technological
innovations into the strengths, as-
sets and collective intelligence
within targeted populations. Re-
spectfully and successfully engaging
people—ascertaining the needs, pri-
orities, solutions, and processes that
they may recommend and devel-
oping technology in collaboration
with them—may help ensure suit-
able levels of digital literacy,
e-health literacy, and media literacy
through the lens of cultural com-
petency and sensitivity.

Keeping a focus on the needs and
opinions of people and the users
involved, as well as the solutions
that they may recommend within
the realities of their environments
should be considered first priority in
advancing innovations to improve
population health. In summary, it
is all about people and the users.
Engaging the population at all points
is critical to achieving a culturally
competent, tailored and appropriate
strategy for using technology
to improve population health. j
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