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Literature Review

Introduction

According to the U.S. Census Current Population 
Report, the older adult population (65 years and older) 
will almost double from 43.1 million in 2012 to 83.7 
million in 2050 due to the aging Baby Boomers and 
increases in life expectancy (Ortman, Velkoff, & Hogan, 
2014). This number also reflects a larger representation 
of minorities among older adults increasing from 20.7% 
in 2012 to 39.1% in 2050. The National Council on 
Aging (2014) reported that 92% of older adults have at 
least one chronic disease and 77% have at least two 
chronic diseases. The most common chronic conditions 
or diseases include hypertension, coronary heart dis-
ease, stroke, diabetes, and cancer (Ward & Schiller, 
2013). Although these conditions affect all older adults, 
they disproportionately affect older African Americans 
who also have less access to quality health care and 
lower health care utilization (Miller, Kirk, Kaiser, & 
Glos, 2014; Rooks et al., 2008).

Health care utilization and support service needs are 
increasing among older adults. Due to the increasing pop-
ulation size and number of comorbidities among older 

adults, it is unrealistic to address their health needs solely 
on either an individual disease or condition-related basis; 
thus, a population strategy is required. Historically, the 
term population health has been used broadly in a number 
of contexts often mirroring public health. Population 
health is defined as a “concept of health” characterized by 
both objective and subjective determinants and health 
outcomes of a population (Kindig & Stoddart, 2003). The 
determinants and outcomes of population health are a 
function of three overarching domains of well-being: 
physical, psychological, and social well-being. Well-
being is a subjective term that describes self-reported 
general life satisfaction and the positive and negative 
emotions associated with health status (Diener, 2000). 
Examples of determinants include physical activity, 
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perceived social support, stress, depressive symptoms, 
cognition, and loneliness, and a sense of purpose. 
Examples of outcomes include self-rated health, medical 
services utilization and expenditures, and mortality.

This subjective and psychosocial (i.e., psychological 
and social) aspect of health goes beyond a medical diag-
nosis, and reflects a growing need to better understand 
the population health continuum for older adults and 
how to integrate successful aging into that model. 
Successful aging has been studied extensively in geron-
tology. Rowe and Kahn (1987, 1997) first defined suc-
cessful aging as the low probability of disease and 
disease-related disability, high cognitive and physical 
function capacity, and active engagement with life. 
Other researchers within the field expanded on success-
ful aging theory to include additional factors such as 
adaptation, motivation, emotion, internal and external 
resources, and stress (Baltes & Baltes, 1990; Depp & 
Jeste, 2006; Kahana & Kahana, 1996). Health is more 
than just a condition or disease; it includes the psycho-
social components as well. Successful aging reflects a 
combination of both objective and subjective measures 
of health, emphasizing its role in population health for 
older adults. Therefore, placing the “concept of health” 
across a continuum provides a framework in which both 
the subjective and objective health status indicators can 
be better understood. Furthermore, a continuum indi-
cates that successful aging and health management can 
be implemented at multiple health stages (Depp & Jeste, 
2006; P. Martin et al., 2015).

Continuum of Population Health

The field of population health has primarily focused on a 
medical model when placing individuals on a health con-
tinuum. Stratification of the population generally relies 
on a combination of individuals’ chronic disease diagno-
sis codes and health expenditure levels. As Figure 1, 
developed for this review, illustrates, the health of older 
adults is conceptualized on a population health contin-
uum based on the numbers and severity of diagnosed 

chronic diseases (such as diabetes or heart disease), 
obtained from administrative claims databases. On one 
end of the continuum are the healthiest older adults 
whom we call healthy and active (disease-free, low 
health care expenditures). These older adults have no 
chronic health conditions or disease; staying healthy and 
active is critical to them. In the middle of the continuum 
are the majority of older adults who are classified into 
one of two groups: at risk but healthy or coping with dis-
ease (few and well-managed diseases, relatively low 
health care expenditures). Older adults in the at risk but 
healthy group are managing a chronic condition (such as 
hypertension) and their focus is to stay healthy, prevent 
the progression of their condition, and prevent future 
chronic conditions. Those in the coping with disease 
(multiple chronic conditions; higher health care expendi-
tures) group may have multiple conditions or diseases 
and their focus is on slowing the progression of these 
conditions and/or reversing the damage. Finally, the very 
ill (high–very high health care expenditures) group con-
sists of older adults who have had severe medical epi-
sodes and need constant or regular medical intervention.

The majority of older adults will develop health con-
ditions as they age. However, their subjective health and 
well-being may indicate that they are healthier than the 
medical model indicates. Therefore, an important com-
ponent of this population health continuum is to inte-
grate the subjective perspective into the medical model. 
The population health continuum allows for subjectivity 
by including self-report data on health perceptions and 
the psychological aspects of health, broadening the defi-
nition of successful aging. Therefore, the purpose of this 
article is to (a) consider definitions of health for older 
adults, (b) review research that promotes health man-
agement of older adults, and (c) identify lessons learned 
and future directions to promote successful population 
health management (PHM) programs/interventions.

The Health of Older Adults

Defining Health for Older Adults

The World Health Organization (WHO; 2006) defines 
health as “a state of complete physical, mental, and social 
well-being and not merely the absence of disease or infir-
mity.” (p.1) The specificity of this definition has been 
criticized as it defines the majority of the population as 
“unhealthy” and lacks the subjectivity of health (Huber 
et al., 2011; Jadad & O’Grady, 2008). Health includes 
aspects defined by the individual and its meaning reflects 
individuals’ ability to adapt to their environment and 
manage their well-being (Huber et al., 2011). Therefore, 
a holistic perspective on health that includes a more 
objective construct such as physical functioning and the 
more subjective constructs of psychological well-being, 
social well-being, and self-rated successful aging can 
provide a more accurate health description and a compre-
hensive perspective on the quality of life of older adults.

Figure 1. The continuum of population health for older 
adults.
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Physical functioning. Physical functioning relies primarily 
on objective determinants and outcomes as it relates to 
issues that result as a function of a combination of age, 
illness, and mobility. The objective measures of age and 
chronic illness are particularly relevant as physical 
decline occurs (Holmes, Powell-Griner, Lethbridge-
Cejku, & Heyman, 2009; Hughes et al., 2001). For 
example, some physical limitations of older adults are 
characterized by the inability to walk a quarter of a mile, 
stand for 2 hrs, stoop, bend or kneel, and lift or carry 
something more than 10 pounds (equal to bags of gro-
ceries; Holmes et al., 2009). There are a number of char-
acteristics associated with reduced physical functioning, 
which also includes activities of daily living (ADLs; for 
example, bathing, dressing, etc.) and risk of fall. These 
characteristics include age, minority status, being 
female, lower education, depressive symptoms, and ill-
nesses such as diabetes, arthritis, and heart failure 
(Bruce, Seeman, Merrill, & Blazer, 1994; V. C. Chang & 
Do, 2015; Dunlay et al., 2015; Gregg et al., 2000; 
Holmes et al., 2009; Lin et al., 2003; Reginster, 2002). 
Outcomes of poor physical functioning include contin-
ued decline, falls, worse mental health, and increased 
mortality (Ambrose, Paul, & Hausdorff, 2013; Makizako 
et al., 2015).

Another aspect of physical functioning limitations is 
sensory impairment. For older adults, the decline of hear-
ing and vision has a significant impact on their well-being 
(Schneider et al., 2011). Determinants of sensory impair-
ment include age, gender, and race (Lin, Thorpe, Gordon-
Salant, & Ferrucci, 2011). Outcomes of sensory impairment 
include increased risk of falls, depression, cognitive impair-
ment, and loneliness (Lin, 2011; Schneider et al., 2011).

Psychological well-being. Psychological well-being is a 
multidimensional construct that personifies the human 
capacity to continue to grow, adapt to our environment, 
and evolve as we age. For older adults in particular, psy-
chological well-being is characterized as the ability to 
deal with life situations, to have and maintain positive 
and close relationships, self-acceptance of both self and 
others, and autonomy (Ryff, 1995; Ryff & Keyes, 1995). 
Predictors of high psychological well-being for older 
adults include social support, physical activity, spiritual-
ity, and higher socioeconomic status (Black et al., 2015; 
Holland & Holahan, 2003; Levin & Chatters, 1998). 
Conversely, depression, stress, and anxiety are predic-
tors of low psychological well-being (Allerhand, Gale, 
& Deary, 2014; Ormel et al., 1998; Ryff, 2014). Out-
comes of high psychological well-being include lower 
rates of cognitive decline, higher levels of resilience, 
and greater life satisfaction (Bowling & Iliffe, 2011; 
Gerstorf, Lovden, Rocke, Smith, & Lindenberger, 2007; 
Ryff, 2014). Notably, high psychological well-being is a 
key factor in successful aging and reduced mortality 
rates for both physically healthy and unhealthy older 
adults (Chida & Steptoe, 2008; Rowe & Kahn, 1997; 
Ryff, 2014; Steptoe, Deaton, & Stone, 2015).

Social well-being. Social well-being has been defined as 
the relative ability to deal with social challenges and 
how well one functions in the social world (Keyes, 
1998). There are five major components of social well-
being: social integration, social contribution, social 
coherence, social actualization, and social acceptance 
(Keyes, 1998). Social well-being has a significant 
impact on the health of older adults, with higher levels 
of social well-being related to lower levels of cortisol 
and inflammatory factors that contribute to a number of 
diseases including cardiovascular disease (CVD; Ryff, 
Singer, & Love, 2004). As adults age, their social net-
works and social roles change; some of these changes 
enhance their social well-being and some detract from it. 
For example, social networks may decrease in size but 
satisfaction with social networks may increase 
(Carstensen, 1992; Carstensen, Fung, & Charles, 2003).

Social relationships are an important indicator of 
quality of life, with those who have negative social rela-
tionships reporting worse quality of life independent of 
disease status (Liao & Brunner, 2016; Rook, 1984). 
Close positive family ties have particular relevance for 
the well-being of older adults (Fuller-Iglesias, Webster, 
& Antonucci, 2015). Negative social factors that reduce 
the social well-being of older adults include loneliness 
and social isolation (Singh & Misra, 2009). Loneliness 
can result from feeling a loss of meaning in life, lack of 
independence, and loss of loved ones (Smith, 2012). 
Social support is also a key influence on the social well-
being of older adults. Among older adults, high levels of 
social support are associated with lower stress and better 
mental and physical well-being (Fuller-Iglesias, 2015; 
Thoits, 2011).

There is also an emphasis in the literature on the 
importance of incorporating more subjective data into 
the model of successful aging as the objective measures 
(disease and functioning) severely limit the number of 
individuals who are considered to age successfully 
(Cho, Martin, & Poon, 2012, 2015; Pruchno, Wilson-
Genderson, & Cartwright, 2010). For example, Pruchno 
et al. (2010) proposed a two-factor model of successful 
aging by incorporating objective and subjective data. 
Objective data included physical functioning, pain (fre-
quency, intensity, and interference), and number of 
chronic conditions. Subjective questions asked partici-
pants how successfully or how well they thought they 
had aged and life ratings. This two-factor model found 
that age and gender had strong associations with objec-
tive aging but not with the subjective factor. Additional 
research by Cho et al. (2012) found that only about 15% 
of octogenarians fit the Rowe and Kahn criteria of suc-
cessful aging. However, the subjective aspect of suc-
cessful aging identified 62% as successful agers. These 
studies highlight successful aging as a fluid and modifi-
able construct on the continuum of health. On the health 
continuum, some individuals may be coping with dis-
ease and are working to manage multiple chronic condi-
tions and feel they have also aged successfully. As a 
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result of this subjective aspect, they may incorporate 
better health behaviors that improve their objective 
health status.

Connecting the subjective and objective aspects of 
health for older adults within the context of population 
health and successful aging is a natural fit. The theory of 
population health acknowledges this subjectivity within 
the context of objective metrics of health and provides a 
structure to measure and interpret the holistic health of 
older adults.

PHM: Programs and Research

PHM programs promote health and well-being across 
the continuum of population health and have three basic 
goals: to improve health, improve the health care experi-
ence, or reduce health care costs (Berwick, Nolan, & 
Whittington, 2008). Primarily, PHM programs seek to 
keep healthy people healthy, reduce the progression of 
disease, and reduce the risk of future disease for those 
who have chronic conditions.

The concept of PHM programs, sometimes referred 
to as wellness health programs (WHP), originated in the 
employee sector. In this model, the population is strati-
fied on a combination of health risks and diseases. 
Programs are then targeted to match the health needs of 
individuals along this continuum from no health risks/
no diseases to multiple chronic diseases to catastrophic 
illness episodes. With the utilization of incentives, these 
programs have been able to reach large portions of 
employee populations. The financial impact resulting 
from risk reduction and/or disease management has 
been positive but weak as many employers do not 
include all the components necessary to make these 
programs successful (Goetzel & Ozminkowski, 2008; 
Grossmeier, Terry, Anderson, & Wright, 2012).

Interventions to Promote Health for Older 
Adults

To our knowledge, there is little scientific research that 
examines or evaluates a comprehensive PHM program for 
older adults. Those programs labeled as PHM for older 
adults target populations with serious risks and conditions 
rather than the general population (LaMantia et al., 2015; 
Stefanacci, Reich, & Casiano, 2015). Studies on health 
promotion for older adults tend to be randomized trials 
that are health behavior (smoking, physical activity), risk 
(fall), or disease (diabetes or heart disease) specific (Byrne, 
Barry, & Petry, 2012; Jorgensen, Laessoe, Hendriksen, 
Nielsen, & Aagaard, 2012; Van Hoecke, Delecluse, 
Bogaerts, & Boen, 2014; Zbikowski et al., 2011). Some of 
these studies have demonstrated success with small sam-
ple sizes and unknown long-term effects.

Lifestyle behavior interventions. The purpose of a lifestyle 
behavior intervention is to modify poor lifestyle behav-
iors to improve health, reduce risk of disease, or slow 

progression of disease (Glanz, Rimer, & Viswanath, 
2008; Montaño & Kasprzyk, 2008). On the continuum 
of health, the majority of older adults already have 
chronic conditions and therefore lifestyle modification 
is of great significance. The three most relevant modifi-
able lifestyle behaviors are physical inactivity (or seden-
tary lifestyle), healthy diet, and tobacco usage. These 
lifestyle behaviors have strong associations with a num-
ber of diseases (Mokdad et al., 2003; Warburton, Nicol, 
& Bredin, 2006). Therefore, lifestyle behavior modifica-
tions can prevent older adults from moving further along 
the continuum of health. Successful interventions 
require regular and frequent contact with participants 
and need to include multiple modes of delivery (e.g., in-
person, online, etc.; Mouton & Cloes, 2015; Svetkey 
et al., 2008; Zbikowski, Magnusson, Pockey, Tindle, & 
Weaver, 2012). In addition, addressing lifestyle behav-
iors requires multiple levels of interventions (Sallis, 
Owen, & Fisher, 2008). For example, interventions to 
improve healthy eating are only successful if there is 
sustainable access to healthy food.

Utilizing a theoretical approach when designing a 
lifestyle intervention is of great importance and a lack of 
integrating theory may partly explain limited successful 
outcomes (Glanz, Rimer, & Viswanath, 2008; Painter, 
Borba, Hynes, Mays, & Glanz, 2008). Theories such as 
the health belief model or the transtheoretical model of 
health behavior change are the most frequently used 
(Painter et al., 2008; Prochaska & Velicer, 1997; 
Rosenstock, 1974). These theories incorporate the indi-
vidual’s level of willingness to change, assessment of 
risk, and self-efficacy (Prochaska & Velicer, 1997; 
Rosenstock, 1974). Self-efficacy, a belief in the ability 
to achieve success, is of particular importance in health 
behavior change for older adults (Grembowski et al., 
1993; Schwarzer & Renner, 2000). Older adults with 
high self-efficacy have lower health risks than those 
with low self-efficacy (Grembowski et al., 1993). Self-
efficacy has also been found to be a significant predictor 
of physical activity, smoking cessation, and healthy diet 
(Bauman et al., 2012; Grembowski et al., 1993; McAuley 
et al., 2011).

Physical activity declines as adults age with those 
more than the age of 60 reporting the lowest levels 
(Troiano et al., 2008). Interventions designed specifi-
cally for older adults to increase physical activity can be 
successful by improving physical functioning, cogni-
tion, disease management, and psychological well-being 
(Black et al., 2015; Colcombe & Kramer, 2003; Cress, 
Buchner, Questad, Esselman, & Schwartz, 1999). 
Healthy food consumption and physical activity are fre-
quently linked together in research because of their rela-
tionship to each other and their shared relationship with 
obesity (Rosenheck, 2008; Villareal, Apovian, Kushner, 
& Klein, 2005; Wareham, van Sluijs, & Ekelund, 2005). 
The rising rate of obesity is the number one health con-
cern for Americans (Flegal, Carroll, Ogden, & Curtin, 
2010); a number of interventions have aimed to improve 
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older adults’ eating habits to reduce their weight and 
improve physical functioning. These studies find that 
combining both diet and physical activity yields the 
most successful results (Rejeski, Mihalko, Ambrosius, 
Bearon, & McClelland, 2011; Villareal et al., 2011; 
Witham & Avenell, 2010).

As noted on the population health continuum, health 
behavior interventions can be for those at risk of devel-
oping a condition or disease or to manage a condition or 
disease and reduce the risk of other conditions and dis-
eases. One diabetes prevention study randomized non-
diabetics to one of three groups: lifestyle modification 
(diet and exercise), medication, or control group 
(Knowler et al., 2002). Those randomized to the lifestyle 
intervention group were the least likely to develop dia-
betes over a 3-year period, highlighting the importance 
of modifiable health behaviors.

Fall risk interventions. As the number of severity of 
chronic conditions or diseases increases across the con-
tinuum of health, so does the risk of falls. Falls are the 
leading cause of fatal and non-fatal injuries and have a 
significant impact on quality of life (Houry, Florence, 
Baldwin, Stevens, & McClure, 2016). Although falls are 
considered a preventable health issue, it is estimated that 
about 40% of older adults fall every year, increasing 
health care utilization and costs (Ambrose et al., 2013; 
Houry et al., 2016). Predictors of falls and recurrent falls 
include gender (female), visual impairment, cognitive 
impairment, medications, poor physical functioning, 
poor balance, reduced gait, the need of a walking assis-
tant (cane, walker), fear of falling, low body weight, and 
history of falls (Ambrose et al., 2013; Mirelman et al., 
2012; Rubenstein, 2006; Shumway-Cook, Baldwin, 
Polissar, & Gruber, 1997).

The U.S. Preventive Service Task Force (Moyer, 
2012) recommends exercise, physical therapy, and vita-
min D to reduce the risk of falls. Exercise interventions, 
in particular, have demonstrated high success in reduc-
ing the risk of falls (J. T. Chang et al., 2004; Rubenstein, 
2006). Some novel approaches of exercise, such as Tai 
Chi and videogames (Nintendo Wii), have been tested. 
These interventions are considered low cost and have 
demonstrated success in reducing fall risk and improv-
ing physical functioning with the added benefit of par-
ticipant enjoyment (Bieryla & Dold, 2013; Jorgensen 
et al., 2012; Li et al., 2005). These interventions also 
demonstrate that across the continuum of health, there 
are a number of opportunities to reduce risk and improve 
well-being.

Psychosocial interventions. Several interventions aim to 
improve psychological or social well-being; however, 
these studies demonstrate mixed results (Hogan, Lin-
den, & Najarian, 2002; Netz, Wu, Becker, & Tenen-
baum, 2005). Physical activity and mindfulness training 
interventions have significant effects on psychological 
well-being (Carmody & Baer, 2008; Chiesa & Serretti, 

2009; Netz et al., 2005; Penedo & Dahn, 2005). How-
ever, many mindfulness interventions are related to 
chronic pain or high levels of stress (Chiesa & Serretti, 
2009; Morone & Greco, 2007). Interventions to improve 
social well-being for older adults have also shown some 
benefits (Dickens, Richards, Greaves, & Campbell, 
2011). One meta-analysis reviewing social well-being 
interventions for older adults found that the most suc-
cessful were those that used a theoretical approach, 
group support, and had active participation (Dickens 
et al., 2011). In addition, the use of technology interven-
tions have also been successful in improving the psy-
chological and social well-being of older adults (Jones, 
Ashurst, Atkey, & Duffy, 2015; Shapira, Barak, & Gal, 
2007). One study found that older adults who completed 
an Internet-use training program reported greater con-
tact with friends and family, less loneliness, and better 
mental well-being (Jones et al., 2015). As these pro-
grams demonstrate, the overlap of clinical and psycho-
social determinants and outcomes demonstrates the 
need for a more comprehensive and integrative model 
addressing health and health promotion across the con-
tinuum of health.

Disease management interventions. Disease management 
(DM) programs were originally developed for high-cost 
patients dealing with a specific chronic disease such as 
diabetes, asthma, or congestive heart failure (CHF). 
Their purpose was to implement evidence-based prac-
tice to reduce cost by reducing emergency room visits 
and hospitalizations, improving quality of life, and 
improving clinical outcomes (Shelton, 2002). However, 
a number of reviews and meta-analyses have found that 
DM programs generally do not reduce cost and have 
limited health outcomes (de Bruin, Heijink, Lemmens, 
Struijs, & Baan, 2011; McCall & Cromwell, 2011; 
Pimouguet, Le Goff, Thiébaut, Dartigues, & Helmer, 
2011; Savard, Thompson, & Clark, 2011). However, lit-
erature supporting the benefits of DM programs indi-
cates that they can improve quality of life and reduce 
cost especially for two of the most expensive and com-
mon conditions: CVD and diabetes (Chodosh et al., 
2005; Griffo et al., 2013; The Look AHEAD Research 
Group, 2010; Tricco et al., 2012; Yu et al., 2004).

Cardiac rehabilitation programs target individuals 
who have experienced or are at risk of a cardiac event 
(heart attack, angioplasty, stent surgery). The program 
provides a supervised exercise program, education, and 
counseling to improve health and prevent further cardiac 
events (Fletcher et al., 2013). Research has demon-
strated the benefits of cardiac rehabilitation to improve 
clinical outcomes, increase physical activity, improve 
quality of life, and reduce mortality (Lavie, Berra, & 
Arena, 2013; Lavie & Milani, 2011; B.-J. Martin et al., 
2012; Oldridge, 2012; Shepherd & While, 2012). 
Cardiac rehabilitation is most effective for patients who 
adhere to the program (B.-J. Martin et al., 2012), yet 
interventions to increase adherence have mixed results 
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(Antypas & Wangberg, 2014; Karmali et al., 2014). 
Factors that improve adherence include self-monitoring, 
action planning, and individual counseling (Karmali 
et al., 2014), as well as strong social networks, social 
support, and self-efficacy (Tkatch et al., 2011; Woodgate, 
Brawley, & Shields, 2007).

Type 2 diabetes is a serious growing health concern. 
In 2010, the Centers for Disease Control and Prevention 
(CDC, 2011) reported that 27% of adults 65 and older 
have diabetes, which is a significant cause of other seri-
ous health conditions including kidney failure, heart dis-
ease, and stroke. One of the strongest risk factors for 
diabetes is obesity; therefore, improving one’s health 
behaviors and health lifestyle are the most effective 
ways to reduce risk for and manage diabetes (Knowler 
et al., 2002). A number of studies have demonstrated 
that diabetes self-management education (DSME) can 
be effective in preventing and managing the disease 
(Haas et al., 2013; Stellefson, Dipnarine, & Stopka, 
2013). However, older adults are underrepresented in 
clinical trials related to diabetes management and treat-
ment, and there are different guidelines for treating dia-
betes and its comorbidities for older adults (Kirkman 
et al., 2012). Factors that contribute to the success of 
DSME programs include high levels of social support 
and self-efficacy and the use of theory-based or technol-
ogy-based programs (Byrne et al., 2012; Ceriello et al., 
2012; Cotter, Durant, Agne, & Cherrington, 2014; 
Rosland et al., 2015).

The lack of consistent results for DM programs high-
lights the need for a more comprehensive approach 
rather than targeting just one disease or health behavior 
(Krause et al., 2006; Shelton, 2002). The overlap of both 
the determinants and outcomes of multiple chronic con-
ditions indicates that health behavior, risk, and DM 
interventions and programs are not independent and 
should be addressed with a more integrated approach. 
Programs attempting to do this are small in nature and 
the feasibility of implementation on a larger scale is 
unknown (Krause et al., 2006). Furthermore, some 
research demonstrates that an increase in conditions 
may actually decrease the likelihood of completing a 
DM program such as cardiac rehabilitation (Forhan, 
Zagorski, Marzonlini, Oh, & Alter, 2013). Therefore, a 
number of challenges need to be addressed when con-
sidering comprehensive PHM programs.

Case management (CM)/care coordination interventions.  
Chronic DM becomes more complex as individuals move 
along the continuum of health to the very ill category. Multiple 
chronic conditions require a multidimensional approach to 
addressing the health needs of older adults, especially with 
concurrent medical episodes (Boyd et al., 2005). In CM pro-
grams, case managers help organize the health care needs of 
high-cost individuals by coordinating a multidisciplinary team 
to provide high-quality care, and thus help improve quality of 
life and reduce costs prior to and post hospitalization 
(Hickam et al., 2013). Individuals are identified for 

these programs through Hierarchal Condition Category 
(HCC) risk scores, which are derived from medical 
claims (McCall & Cromwell, 2011). CM programs are 
endorsed by the Centers for Medicare and Medicaid 
Services (CMS) and covered by Medicare although 
their limited impact on reducing cost has been docu-
mented (McCall & Cromwell, 2011; Schore, Brown, & 
Cheh, 1998).

CM program success is frequently determined by 
reduced hospitalizations (Askren-Gonzalez & Frater, 
2012). Key factors, identified through CMS data, that 
contribute to successful programs include frequent in-
person contact, assistance in communication between 
patients and their providers, education, medication man-
agement, and extensive transition care after hospitaliza-
tions (Brown, Peikes, Peterson, Schore, & 
Razafindrakoto, 2012). Additional variables that con-
tribute to the success of CM programs include the length 
of time engaged in the program and focusing on indi-
viduals with the highest risk (Hawkins et al., 2015; 
Peikes, Peterson, Brown, Graff, & Lynch, 2012). There 
is also a significant need to include a mental health com-
ponent in these programs (Bao, Casalino, & Pincus, 
2013; Zulman et al., 2014).

Although CM programs can be beneficial, they pri-
marily target those at the end of the health continuum 
(consequently a relatively small percentage of the 
population). Importantly, there is little focus on qual-
ity of life and lifestyle modifications that could restore 
quality of life post hospitalization and reduce repeat 
episodes, ultimately reducing cost. Individuals should 
not have to wait until they are at the end of this con-
tinuum to receive comprehensive quality and effective 
care. Therefore, when developing a comprehensive 
PHM program for older adults, all of these compo-
nents could have the potential to promote successful 
aging independent of an individual’s objective health 
status.

Conclusions and Recommendations

The current health trajectory for older adults is to treat a 
condition or disease as it is diagnosed and to treat it 
solely from a medical perspective. There is little empha-
sis on the subjective or psychosocial components that 
significantly influence health. The integration of both 
the subjective and objective concepts of health is neces-
sary to consider in health management programs and 
research for older adults. PHM programs have yet to be 
strategically incorporated into successful aging initia-
tives for older adults. Implementation of PHM programs 
requires (a) successful program designs, (b) distribution 
mechanisms and proven access for older adults, (c) 
funding through existing agencies (e.g., Medicare, 
health plans), and (d) a comprehensive evaluation of the 
successful elements of a PHM program.

The concept of successful aging is not theoretical; it is 
a practical theory that can be incorporated into the health 
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and well-being of older adults regardless of their position 
on the health continuum. Currently, attention and 
resources often focus on the very ill who are not consid-
ered to be successful agers, rather than addressing the 
health needs of the majority of older adults. Furthermore, 
successful aging does not consider that very ill older 
adults may need more than just management of their 
physical diseases with psychological and social pro-
grams to restore quality of life during and post illness. 
Therefore, perhaps the most cost-effective measures to 
consider include reducing the risk of disease and slowing 
disease progression, which can be achieved most effec-
tively through comprehensive lifestyle interventions. In 
addition, programs that adopt factors shown to promote 
successful interventions, such as frequent in-person con-
tact, multiple modes of delivery, and care coordinators, 
could lead to significant changes in the health and well-
being of older adults regardless of health status. One 
issue to consider regarding a successful intervention is 
the ability to reach the older adult population. Previous 
methods have used telephone or “snail” mail, which have 
proven to be time-consuming, expensive, and have low 
attrition rates (Jancey et al., 2006; Taylor-Davis, 
Smiciklas-Wright, Davis, Jensen, & Mitchell, 1998). 
Many of the successful interventions reviewed in this 
article utilized technology as it has become increasingly 
more popular and effective. In 2012, a Pew Research 
Report (Zickuhr & Madden, 2012) found that more than 
half of older adults are online using smartphones, email, 
and social networking sites. In particular, smartphone 
applications have been successful in health promotion 
(Bert, Giacometti, Gualano, & Siliquini, 2014; Zickuhr 
& Madden, 2012). These applications provide a low-cost 
and easily accessible method to reach older adults regard-
less of mobility or health status. Other technology tools, 
such as web-based programs or videogames, have also 
demonstrated success in health promotion (Cotter et al., 
2014; Jorgensen et al., 2012)

Another point to consider is the growing needs of 
minority older adults. As noted earlier, there has histori-
cally been a significant racial disparity in access to quality 
health care (Miller et al., 2014, Rooks et al., 2008). The 
Affordable Care Act (ACA) provides free personalized 
preventive care for Medicare beneficiaries, a program 
designed to provide better access to quality care for minor-
ities. However, analysis of utilization of these services 
found that African Americans are less likely to use them 
(Hu, Jensen, Nerenz, & Tarraf, 2015). These data demon-
strate that PHM programs will need to be not only com-
prehensive but also inclusive for minority older adults.

On a practical level, comprehensive PHM programs 
designed for the health of older adults are expensive. 
CM programs are funded by Medicare but these pro-
grams are geared toward high-cost/high-risk patients, 
whereas other interventions and programs are funded by 
grants through academic institutions. This leaves the 
question of who will administrate and pay for real-world 
program implementation. However, as noted previously, 

many of the successful interventions have implemented 
low-cost practices such as online programs and in-home 
interventions that are practical and enjoyable. As noted, 
the use of technology in health promotion has demon-
strated its effectiveness in improving health behaviors, 
adherence to management, and health-related quality of 
life (Irvine, Gelatt, Seeley, Macfarlane, & Gau, 2013; 
Joe & Demiris, 2013; Stellefson, Chaney et al., 2013; 
Street, Gold, & Manning, 1997). Furthermore, just as 
millions of older adults purchase supplemental health 
insurance, perhaps an evidence-based, fee-for-service 
health program may be an option for health care organi-
zations to offer.

A comprehensive PHM program would need to move 
beyond the clinical model and focus heavily on the psy-
chosocial components of health and how they may influ-
ence well-being. Stratification would require more than 
just claims data, number of chronic conditions, or pre-
scription drugs. Rather, self-reported survey data that 
measure psychosocial elements such as loneliness, resil-
ience, and self-efficacy, or measuring personality char-
acteristics may provide a clearer picture of what an 
individual really needs. Tailoring programs that target 
these population subgroups, along with an evaluation to 
assess these outcomes, may be most effective for future 
PHM programs.

Health plan organizations might also consider evi-
dence-based, low-cost PHM to promote health and well-
being and as a strategy to help manage health care costs. 
For example, UnitedHealthcare has developed and imple-
mented a pilot health and wellness program utilizing four 
modes of delivery: online, telephonic, in-person classes, 
and discounts for gym memberships. The program, titled 
At Your Best, is available, at no additional cost, to insured 
members covered under an AARP® Medicare Supplement 
Insurance Plan insured by UnitedHealthcare Insurance 
Company, and is geared toward all older adults regardless 
of their health status. Although it is too early to determine 
the success of this program, engagement rates thus far are 
steadily increasing.

PHM for older adults has not yet been fully recognized 
or implemented as an area of health promotion. However, 
the potential to improve health and well-being for older 
adults across the health continuum is viable. These pro-
grams may provide an opportunity to integrate successful 
aging at all stages of health and improve both the objec-
tive and subjective components of health.
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