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But Veronica  
was still sick.  

 

Veronica had a chronic headache.  
 

She sought relief in numerous 
healthcare encounters  

 



Good Care? 
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Veronica  
and her home 

got better. 

Veronica then presented to a clinic that 
asked her routine questions about housing-
related risk factors, identified her problem 

and developed a treatment plan. 



Better Care 
 



As we implement health reform, 
are we missing critical 
opportunities to address the social 
context of disease and achieve 
the triple aim? 





At the intersection of medicine 
and the social determinants of 
health,  
 
the current standard of care isn’t 
good enough 



Better Standard Obscured  

 A biomedical worldview combined 
 with perverse structural & policy 
 incentives have defined our current 
 standard of care 

 
– Preventable illness & health disparities 
– Avoidable costs: > $1.24 Trillion (2003-

06)  
– Less effective interventions 
– Patient distrust and mis-engagement 
– Workforce recruitment & retention 

problems 

Public  
Health 

Medicine 



Will ACA Innovations Improve  
Health Where it Begins? 

• Likely to improve biomedical care, but may 
not be enough to improve population health 
– Enabling Services are inadequately 

evaluated, funded, and costs are rising 
– Data and funding to support other clinic-

integrated public health interventions (e.g. 
housing, food insecurity, etc) are limited 

– Few structural incentives to integrate and 
coordinate public health interventions and 
medical care 



 
 
 
 
 
 

Glimpses  
of a better standard  
of care are out there 
 
 
 

  
 
 
 
 
 
 
 
 
 
 



60%  
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Schroeder S. N Engl J Med 2007;357:1221-1228 

Contribution 
of Social 
Factors to 
Premature 
Mortality 

 Social factors contribute to 
60% of premature death  

 



“Closing the Gap”: WHO Conceptual Framework  

 

SOCIAL DETERMINANTS OF HEALTH AND HEALTH 
INEQUITIES  

 

 
SOCIOECONOMIC 

& POLITICAL  
CONTEXT 

 
 
 

  
 
 
 
 

 

Governance 

Policy 
 

Macroeconomic 
 

Social  
 

Health 

Cultural and 
Societal norms 

and values 

Education 
 

Occupation 
 

Income 
 

Gender 
 

Ethnicity / Race 
 

 

Social Position 
     Material Circumstances  
 
     Social Cohesion 
  
     Psychosocial Factors 
           
     Behaviours  
    
      Biological Factors  

 

Health Care System 

DISTRIBUTION 
 

OF HEALTH 
 

AND 
WELL-BEING  
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Place and Health 
 Zip code more than important than genetic code 

Source: Mitchell & Popham, The Lancet 2008 



 
The field of 

epigenetics is 
helping us to 
understand 

how 
zip code, and 

other social 
and 

environmental 
factors, shape 
genetic code 



Addressing social factors  
can save more lives 

Bobby Milstein, Jack Homer, Peter Briss, Deron Burton and Terry Pechacek. Why Behavioral 
And Environmental Interventions Are Needed To Improve Health At Lower Cost. Health Affairs, 
30, no.5 (2011):823-832 

140% more 
lives saved 
(8.6 million 
lives)  



The cost curve only bends 
by improving care, coverage  

& social factors 

Bobby Milstein, Jack Homer, Peter Briss, Deron Burton and Terry Pechacek. Why Behavioral 
And Environmental Interventions Are Needed To Improve Health At Lower Cost. Health Affairs, 
30, no.5 (2011):823-832 

62% cost 
reduction  
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Robert Wood Johnson Foundation 

 “Health Care’s Blind Side” December 2011 



 Treating people without tackling 
the conditions that make them 
sick is a losing value proposition 
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The sickest, costliest patients  
often have unmet needs  

in the social & built environment 

• Cohen, S. The Concentration of Health Care Expenditures and Related Expenses for Costly Medical 
Conditions, 2009. Statistical Brief #359. February 2012. Agency for Healthcare Research and Quality, 
Rockville, MD. http://www.meps.ahrq.gov/mepsweb/data_files/publications/st359/stat359.shtml  

In 2009, 5% 
of the 

population 
accounted 

for  
nearly 50% 

of overall US 
health care 
spending 
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http://www.meps.ahrq.gov/mepsweb/data_files/publications/st359/stat359.shtml


As we implement the 
Affordable Care Act, we have 
an opportunity to reimagine  
our healthcare workforce  
in order to improve care,  
improve health where it 
happens, and lower costs 



Smart medicine starts upstream 



A better healthcare 
workforce model 

Population- 
level Impact 

By 2020, 
 
25,000 
 
 
 
260,000 
 
 
 
 
450,000 



 
 
Upstreamists ensure that their 
healthcare systems systematically: 
 
-Ask about where patients live, work, eat, 
and play  
 
-Address upstream problems at patient, 
clinic, and population levels 
 
-Build bridges with upstream actors (i.e. 
those who work where health happens) 
using a data-driven approach and a 
unique blend of skills.  





Opportunities to align 



• Preventable hospitalizations for 
Ambulatory-Care Sensitive 
Conditions 

• Medi-Cal Managed Care 
• Complex Care 

Coordination/Super-utilizers 
• Medicaid Health Homes 

• ACOs 
• Community Health Teams 

Opportunities: Medi-Cal  



Hennepin Health, Minnesota 
- Several county organizations share 

financial risk (a medical center, health 
plan, social services organization, and 
Federally Qualified Health Center) 
 

CHCS - Advancing Medicaid Accountable 
Care Organizations: A Learning 
Collaborative 
  (Maine, Massachusetts, Minnesota, New 
 Jersey, Oregon, Texas, & Vermont) 
 

Medicaid ACOs 



Vermont’s Community Health 
Teams 



To improve outcomes and 
lower costs, healthcare needs: 

 - Training & Tools 
 - Resources & time 
 - Incentives 
 - Actionable data 
 - Networks & support 
 - A cultural shift 
 - The power of community 



 
 

 
 
 
 

Goal 
 

Equip 25,000 Upstreamists with tools 
and training to transform care & 

improve lives of 25 million Americans 
by 2020 







 
 
 
 
 
 
 
 

Online learning collaborative 
for Upstreamists 

 
Healthbegins.org 

640 members & growing 



Community Health Detailing: 
Using a community-powered  

“Yelp for Health” 



HB Mapper: Find help for patients with 
social needs 



Online training modules 



HealthBegins Roadmap for 
Upstreamist interventions 

DESIGN:  
Step 1: Define Population and Its 
Needs 
Step 2: Identify Intervention  
Step 3: Design Evaluation Plan 

IMPLEMENTATION  
Step 4: Pilot Intervention Project 
Step 5: Collect & Review Data 

SPREAD 
Step 6: Celebrate Success and 
Spread 



Tiers of Health Care Setting Interventions 
on the Social Determinants of Health 

III. General Population 

III. Hospital influences policy and 
programming interventions outside hospital 
• Lobby for increased cigarette taxes 
• Promote healthier benefits food packages  
• Advocate for local street re-design 

II. Hospital promotes interventions directed 
towards hospital population 
• Provide on-site Farmer’s Markets (Kaiser) 
• Offer physical activity subsidies or 

programs for members (eg on-site gym) 
II. Hospital Population 

I. Patient-Level 

I. Hospital incorporates interventions 
directed towards individuals 
• CHWs do home safety/health assessments 
• Medical Assistants refer food insecure 

patients to county benefits programs 
• Clinic provides free legal services to 

patients with legal needs 



Geomapping 



With tools and training, clinicians 
and care delivery systems can 
better address social factors 

Provider confidence to address health-
related housing and other  social needs 
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A better standard of care is possible 



 
 

 Available on Amazon Kindle, Nook, 
Ibookstore, and via TEDBooks app 

“For all those concerned with the 
health and well-being of the poor or 
otherwise marginalized, of the frail or 
the elderly, of those bent under the 
weight of serious illness, The Upstream 
Doctors offers important ideas and 
examples of solutions to their current 
predicament —and thus to our own.” 
 – Paul Farmer MD PhD 



There are approximately 65 million 
caregivers in the US.  
Many family caregivers lack a simple way to 
keep track of their loved one’s care.  
 
CareHuddle.com provides a web-based 
application to help family caregivers keep 
track of a loved one’s care.  
 
Expand capacity to address patients’ health 
and social needs 

Propietary/ Confidential 

Leverage power of caregivers 







The Social Determinants of Health 
 
– The conditions in which people are born, grow, 

live, work and age, including the health 
system.  
 

• These conditions are shaped by the distribution of 
money, power and resources at global, national and 
local levels, which are themselves influenced by 
policy.  

 
– Major contributor to health inequities  

 
• “Health inequities are unfair and avoidable 

differences in health status seen within and between 
countries often over generations.” 
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