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Are our clinics providing
the best value
to patients?



Veronica had a
chronic headache.
She sought relief in numerous
healthcare encounters.

°
But Veronica
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Good Value?

Good Care?




Veronica’s new clinic asked routine
questions about housing risks, identified
her problem, and developed a plan to

address housing risks.

[ )
Veronica got
[ ]
better. So did
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That's Belter Value

That's Better Care




“Why didn’t my doctors ask
about my home before?”

Social

determinants )

matter but have Ll
Health

not been SDOH

research &

infegrated in clinic intervention
practice or health
care systems

Integration Health Care
i L Individual Level
Thls quds II.O 7 Disr;:ase I;l:seaerctlan &
Sfories Iike Intervention
Veronica’s...

Lower value, \ -

substandard care

IOM. 2013. U.S. Health in International Perspective: Shorter Lives, poorer health. Washington DC: The National
Academies Press.



Why aren't we
getting better
value?
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Bradley , E.H and L.A. Taylor, 2013. The healthcare paradox: Why spending more is getting us less. New York: Public Affairs.




Social factors contribute to
60% of premature death

Proportional Contribution to Premature Death

Social
Genetic circumstances
predisposition : 159

30%
exposure Contribution

= of Social
| Health care Factors to
i e Premature

Mortality

Behavioral patterns
40%
Schroeder S. N Engl J Med 2007;357:1221-1228



Lack of social determinants
integration in healthcare is costly

Preventable / T
. Uil
iliness & healt Health

disparities SDOH

. research &
Less effective intervention
interventions
Patient distrust

o megration’ T "eaih Coe
workforce ? Disease Research &
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spending

IOM. 2013. U.S. Health in International Perspective: Shorter Lives, poorer health. Washington DC: The National
Academies Press.



The cost curve bends by
improving care, coverage
& social determinants

Annual health care and program costs minus
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those in status quo scenario ($ billions)

® Coverage

@ Coverage plus care

@ Coverage plus care plus protection

62% cost
reduction

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



High-utilizers:
A sign and symptom of missed opporiun

Figure 1. Concentration of health care expenditures,
U.S. civilian noninstitutionalized population, 2009

Advancing
Excellence in
Health Care

In 2009, 5%
of the
population
accounted for
nearly 50% of
overall US
health care
spending

Top 1% Top 5% Top 10% Top 25% Top 50%

Percentile rank by health care expenditures, 2009

Source: Centerfor Financing, Access, and CostTrends, AHRQ, Household Component ofthe Medical Expenditure Panel Survey (HC-128), 2009

+ Cohen, S. The Concentration of Health Care Expenditures and Related Expenses for Costly Medical
Conditions, 2009. Stafistical Brief #359. February 2012. Agency for Healthcare Research and Quality,
Rockville, MD. http://www.meps.ahrg.gov/mepsweb/data files/publications/st359/stat352.shtml
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Robert Wood Johnson Foundation
“"Health Care’s Blind Side" December 2011
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Redesign the healthcare
workforce to optimize value

By 2020,

Upsireqmlsi
25,000
Comprehensivist
care's - 260,000
450,000

L- HealthBegins



With fresh quality improvement
approaches, providers can feel better
about addressing upstream factors

Provider confidence to address
housing & other social needs (v1.0)

— R 24
i 70%
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Upsireamists
optimize healthcare, value, and
happiness by systematically
improving the ability of clinics
to address upstream problems

W HealthBegins



HealthBegi

1. Mobilize

An online learning neh’rk
growing

’

2. Equip
Workshops for Upstreamists
Community Health Detailing

3. Design
Pariner: Providers, Payers, AMCs, Clinics, Health Tech
ldentifv and Create Oppbortunities




Upsireamist Workshops:
Ql-based training for
clinical upstream interventions

Linda Sharp @ rella_la - May ¢
Workshop for upstreamlsts Galveston, TX
@HealthBegins

3 4 2 View more photos and videos



POPULATION PROBLEM UNIQUE VALUE PROPOSITION | SOLUTION KEY METRICS
EARLY ADOPTERS MAKE YOUR UVP SMART
GOOB
Hees CHANNELS KEY PARTNERS
EXISTING ALTERNATIVES
COST STRUCTURE BENEFIT/ REVENUES:
POPULATION | PROBLEM | UNIQUE VALUE PROPOSITION | SOLUTION | KEY METRICS




What's “addressable” in
healthcare?
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Managed Care Medicaid
Complex Care Coordination

« High Utilizers

ACQOs

Preventable hospitalizations tfor
Ambulatory-Care Sensitive
Conditions

Public Hospitals, CHNA, and
Community Benefits
Community Health Teams
Clinic-level redesign & learning



Clinical opporiunities - Seainseon
to leverage upsiream interventions
and achieve the Triple Aim

Community-Centered Health Home

. « Clinic, public health, policy and community

Communl’ry- stakeholders coordinate to address upstream
Centered social and environmental conditions. Upstream

Rx-> Engage clinic staff and patients in data-

Health Home driven advocacy

Accountable Care Organizations (ACOs)/
Medical Neighborhood

« Clinical “neighbors” share costs and/or savings
to coordinate care for a population. Upstream
Rx - Include social service providers in ACOs.

Medical Neighborhood

Patient-Centered Medical Home (PCMH)
Clinic primary care redesign to improve access,
continuity, and coordination. Upstream Rx->
Use QI framework to integrate upstream data
and interventions in redesign

Ambulatory Intensive Caring Unit (AICU)
Intensive multidisciplinary outpatient care
management for complex, high-utilizer patients.
Upstream Rx—-> Use QI framework to integrate

upstream data and interventions in redesign

R. Manchanda MD
TOpIEt Yy GO e




Vermont’'s Community Health Tea
are part of the PCMH
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PCMH 2014 is a big opportunity for

NN~

B HealthBegins

upsiream integration

Health Literacy Assessments

Behavioral health conditions

High cost/high utilization

Poorly controlled or complex conditions
Barriers to Self Care

Social determinants of health
Community Resource lists

Referrals by outside organizations,
practice staff or patient/family/caregiver



Social Determinants are coming to EMRs:
IOM Phase 1 Recommendations

Individual Factors

Sociodemographic

» Sexual orientation

« Race/ethnicity

« Country of origin/U.S. born
or non-U.S. born

» Education

* Employment

» Financial resource strain:

Food and housing insecurity

Individual-Level Social Relationships and

Living Conditions

* Social connections and social isolation

» Exposure to violence

Psychological

* Health literacy

 Stress

* Negative mood and affect:
Depression and anxiety

» Psychological assets:
Conscientiousness, patient
engagement/activation,
optimism, and self efficacy

Behavioral

* Dietary patterns

* Physical activity

* Nicotine use and exposure
» Alcohol use

Neighborhoods/Communities

*» Geocodable domains; Socioeconomic and

race/ethnic characteristics

IOM. 2013. U.S. Health in International Perspective: Shorter Lives, poorer health. Washington D@#lihe. N.%E’engq#ws

Academies Press.

- -



Recommended Approach
to Social Domains in EMRs

Cus ized
C Ity




UPSTREAM Screen Find Referral EMR Community/
Resource Manage Integration Patient

TOOLS Participation
SAAS

Healthify + + + #

Health

Leads + + L #

Help Steps + +

Purple Binder + +

Aunt Bertha/ +

OneDegree

Community

Detailing- HB u u

HealtheRX + + /_ +
Enterprise - + + + + +/-
Built
County / +

Other



“Community Health Detailing”

A participatory curriculum for
CHWs/activated community residents

-Combined with community-driven
resource mapping

*A“Yelp for Health” web application helps
providers find resources

-Community ‘details’ healthcare providers
to improve care for patients with social risk

factors B®,caiinogins



Community Health Detailing

rained over 100 high school ‘detailers’
Y elp for Health” tool now at UCLA




Learners: increased self-efficacy to address
social needs and improve healthcare

| am confident that | could help clinics to take better care of patients with social

needs

Disagree [3|———

— Strongly Diza [5]

— Strongly Agre [3]

Agree [13]——

Strongly Agree 3 13%
Agree 13 54%

Disagree 3 13%
Strongly Disagree 5 21% -

| am confident that | could find the best services to help someone if he or she had a social

need that wasn’t being dealt with

Agree [16]

Disagree [2]

‘ — Strongly Diza [1]

strongly Agre [5]

Strongly Agree & 21%
Agree 16 67% -
Disagree 2 8%
Strongly Disagree 1 4%



Advance Triple Aim by supporting
“Upstreamist” approaches in
healthcare

/ Public

Health

SDOH research
& intervention

Upstream Health Care

Individual Level Disease

Integration Research & Intervention



To improve social determinants, it is
necessary, but not sufficient, to
engage and transform health care

We can't get health care as a right
without addressing social
determinants

We can’t get health care right
without addressing social
determinants of health



Better Care and
Better Value are possible
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