Health Care Reform Insights

Achieving Real Health Care Transformation:
Policy, Populations, and Partnerships

George J. Brown, MD, FACP

Successful health care reform will require as much focus on addressing the determinants
of health status—the socioeconomic factors of education, health literacy, housing, and
employment—as coordinating efficient and effective care delivery among providers and
payers. The “3P Solution” embraced by Legacy Health in Oregon emphasizes the need to
develop comprehensive national policy. That policy should be based on an understanding
of community populations that successfully motivates collaboration among partners in a
shared, transformative quest to improve the overall health of our nation.

INTRODUCTION—RETHINKING
HeaLTH CARE

It’s time to think about health care in a broader con-
text that includes the social determinants of health.
This is not a new thought. As long ago as 1986, the
participants in the first International Conference
on Health Promotion developed the Ottawa Charter
for Health Promotion. That charter states that “the
fundamental conditions and resources for health
are peace, shelter, education, food, income, a stable
ecosystem, sustainable resources, social justice and
equity.”

More recently, research from the University of
Wisconsin concluded that 40 percent of Americans’
health status is determined by the socioeconomic
factors of education, health literacy, housing and
employment.!

Another 10 percent is attributable to the physi-
cal environment which includes air and water qual-
ity; the “built environment” of transportation, side-
walks, and other infrastructure; and the distribution
of resources such as grocery stores.

Health care needs to catch up to what public
health has known and advocated for a long time:
the social determinants of health are intimately
connected to the overall health of a community and
they are quite independent of the care provided by
hospitals and physicians.
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Underscoring these socioeconomic factors and
their impact on health looms a very real fiscal reali-
ty. Chronic diseases account for 75 percent of all the
money spent on health care in the United States.?

The annual direct costs are staggering: heart
disease and stroke, $78.3 billion; diabetes, $27.1
billion; lung disease, $45.2 billion.3 The annual
direct cost of Alzheimer’s Disease is estimated at
$140 billion.4

The management of chronic disease, much of
which is preventable, is essentially diverting excess
resources into health care at the expense of invest-
ment in equally pressing issues such as infrastruc-
ture, education, and job development.

In addition, a recent Institute of Medicine report
puts the cost of unnecessary tests, procedures
and medications at $210 billion every year.5 That
amount together with the cost of care for chronic
diseases is simply mind-boggling.

Using the analogy of a stream, hospitals tradi-
tionally have focused their efforts downstream—
providing care for acute illness and injury and the
consequences of lifelong chronic disease. A little
further upstream is the realm of the traditional
doctor’s office: illness care, secondary prevention
of events such as heart attacks, and management
of chronic conditions. Furthest upstream is the
domain of public health where the focus has for
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many years been addressing the social determinants
of health mentioned earlier.

Downstream interventions tend to be very
expensive and often occur too late to restore health,
leading to continued costs and diminishing quality
of life. The further upstream an intervention occurs,
the less expensive and more effective it becomes.
Studies have estimated that for every $1 invested in
prevention upstream, somewhere between $2 and
820 is saved in downstream intervention.®

Primary prevention of disease is better than
secondary prevention of subsequent episodes.
Interventions that target vulnerable populations are
better still and overall population health protection
is the ideal.

UNDERSTANDING OUR
COMMUNITIES

The identification of specific populations within
communities is a key imperative in this emerg-
ing social determinant-driven health care context.
Community populations may be defined by a num-
ber of criteria such as geography, income level, age,
ethnicity, exposure to environmental risks, and/or
the presence of people with certain disabilities. The
group of employees of an organization for whom
health care coverage is provided by the employer
is another illustration of a community population.

For example, let’s take a person with diabetes who
is a little overweight and has a family history of diabe-
tes. That individual certainly has unique needs, but it
is not likely that he or she is the only overweight dia-
betic in his or her community. This person also may
be African-American and again, not likely the only
overweight, African-American diabetic. This indi-
vidual and others in his/her community who share
common attributes are considered a “population.”

There also is a need to go beyond attributes
to identifying and understanding what drives the
health behaviors of specific populations. Much of
population behavior, including health behavior, is
rooted in the community.

According to social learning theory, people learn
attitudes, behaviors, and beliefs either through
direct experience or by observing others in their
community.” If unhealthy behavior is perceived to
be the norm in a social group or community, the
social urge to conform can lead to unhealthy behav-
ior by individuals. The good news is that the reverse
also is true: healthy behavior perceived as the norm
leads others to adopt the same.

The importance of understanding population-
specific health attributes and behavior is most pro-
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nounced in communities of color. Compared to their
white counterparts:

B The infant death rate is more than twice
as high8 and diabetes rates are double? in
African-Americans.

B Native Americans have double the inci-
dence of heart diseaselY and diabetes.11

B Hispanics have higher rates of obesity,12
and are more likely to die from diabetes.13

The explanation for these health disparities may
have some genetic and/or biological basis, but their
relative size seems to indicate that socioeconomic
factors and health behaviors also play a role.

The human toll here is obvious. From a financial
perspective, it is estimated that health care expen-
ditures would drop by more than $57 billion a year
if the prevalence of these and other chronic condi-
tions in minority populations was even just equal to
the prevalence in the white population.14

THE INCONVENIENT TRUTH OF
PERSONAL RESPONSIBILITY

It is ironic that “accountable” care, as it is usually
described and put into policy and practice, makes
everyone accountable—except the patient. It’s an
inconvenient truth that personal behaviors are
responsible for 30 percent of health status, accord-
ing to the University of Wisconsin research cited
earlier.15

To underscore this point even further, the
Centers for Disease Control (CDC) indicates that
there are four major causes of chronic disease, all of
which are “modifiable risk factors”: lack of physical
activity, poor nutrition, tobacco use, and excessive
alcohol use.16
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The CDC further estimates that childhood obesi-
ty has tripled in the United States in the past thirty
years.17 Data from Oregon and Washington in 2009
indicate that 62 percent of adults are overweight or
obese, consistent with national trends.18:19 Sugared
soda is estimated to put 82 million pounds of excess
weight on Oregonians every year.20

Not surprisingly then, $1.6 billion, approxi-
mately one-tenth of Oregon’s annual health care
expenditures, are attributed to obesity.2! Tobacco
use in Oregon and Washington is around 16 per-
cent,22,23 once again consistent with national
trends. According to the Oregon Liquor Control
Commission, alcohol abuse is a $3.2 billion annual
hit on Oregon’s economy.24

What do all these modifiable risk factors have in
common? They manifest as personal health behav-
iors that, without modification, become significant
contributors to the health care burden associated
with chronic disease management.

When it comes to health, most people want to do
the right thing, but sometimes doing the right thing
is difficult. It’s doubtful that anyone wants to have a
life that is shorter or of lower quality than expected.

For instance, the absence of a nearby supermar-
ket with fresh produce can be a barrier to eating
well. Living in a dangerous neighborhood may make
an evening walk for exercise less likely to occur. In
addition, the exposure to harmful health behaviors
is pervasive and well-funded. A single mother of
three working two jobs would likely find it very
tempting to feed her family at a fast food restaurant
for 86; especially when compared to the cost in time
and dollars for shopping, cooking, and cleaning up.

Modification of risky personal health behaviors
requires greater emphasis on health literacy. An
estimated 53 percent of Americans have basic or
below basic health literacy and, therefore, have

16 INSIGHTS ¢ WINTER 2013

difficulty obtaining and using health information
to make informed decisions and practice good self-
care.25

If people can’t effectively participate in their
own care, true transformation of health care is not
possible.

TRANSFORMATION BEGINS AT
HoMmE

Health care transformation, like charity, begins at
home. Legacy Health is one of the founding organi-
zations of Health Share of Oregon (Health Share),
the largest coordinated care organization (CCO) in
the state, providing care to over 40 percent of all
Oregon Health Plan (OHP) members.

The 11 organizations that comprise Health Share
are working together to address the fundamental
question of health care transformation: Can we
collectively improve health outcomes and the care
experience for patients and save money as we're
doing it?

This OHP, or Medicaid, population represents a
microcosm of the region served by Health Share:
Clackamas, Multnomah, and Washington counties
(Tri-County). It provides a laboratory for learning
more about population health, including the oppor-
tunity to teach the population about its own health.

Ultimately, the learning from this initial endeav-
or with OHP members will be used by the Health
Share partner organizations to transform care for
the greater Tri-County community.

As a member of Health Share, Legacy Health
also is participating in a grant initiative, called
“Health Commons,” which is funded by the Centers
for Medicaid and Medicare Innovation. Health
Commons aims to improve care and manage costs
in the Medicaid population by focusing on the heavi-
est users of services.

This approach, driven by the fact that 25 per-
cent of Medicaid patients account for 85 percent
of Medicaid costs,2¢ addresses several components,
including emergency room utilization, hospital
readmission risk and behavioral health. There is a
community outreach component that connects all
of the patients cared for under this grant to com-
munity services that are intended to augment health
care and ultimately help decrease utilization.

At the local level, Legacy Health helped fund
a detox center at Central City Concern (CCC), a
Portland organization that provides extensive ser-
vices for the uninsured, ranging from health care to
housing to employment assistance.
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The presence of this detox center provides police
with an appropriate alternative to hospital emer-
gency rooms as a destination for the care of inebri-
ated homeless people. CCC provides this population
with medical attention and a safe place to stay and
sober up along with subsequent help finding hous-
ing and work and staying sober. This leaves hospital
emergency rooms with more capacity to care for
individuals with true medical emergencies.

Another example of community partnership can
be found at the Rockwood Building in Gresham,
one of the poorest areas in the Health Share region.
This building houses a federally qualified health
center called Wallace Medical Concern and Meals on
Wheels and Head Start programs along with mental
health and family services. It also has low-income
housing on its upper floors.

Legacy Health is funding a health literacy initia-
tive targeted at communities of color served by the
organizations housed in the Rockwood Building.
The goal is to improve the health of this population
by integrating health literacy best practices into the
daily operations of the participating organizations.

In addition, the Wallace Medical Concern clinic
is working with the Emergency Department at near-
by Legacy Mount Hood Medical Center (LMHMC)
to direct uninsured Hispanic patients cared for at
LMHMC back to Wallace for ongoing health care
services.

At the organizational level, the Legacy employee
health plan has been restructured to encourage
healthy behaviors and discourage unhealthy ones.
The new plan is intended to improve care and
reduce costs by requiring employees with chronic
disease conditions to participate with a care coor-
dinator and/or health coach in the management of
those conditions.

If an employee chooses to not participate, reim-
bursement for his/her cares decreases dramatically.
Similarly, employees and their dependents who
smoke are now paying more for their health care
coverage.

FINANCIAL REALITY: ANOTHER
INCONVENIENT TRUTH

Currently, the fiscal challenges of health care are
being addressed one biennium at a time in terms of
government programs and in real time relative to
commercial insurance programs. The public coffers
are effectively empty.

The business community and commercial insur-
ance ratepayers are making up the difference. This
cost shifting takes resources away from the business

www.willamette.com

community, precluding its
ability to make other invest-
ments for the public good.

In Oregon, the Medicaid
budget for the 2011-2013
biennium had a $646 million
shortfall due to reductions in
both state and federal fund-
ing. That gap was filled by

“Simply put, it is
just no longer real-
istic to think that
unlimited demand
can continue to be
met with limited

the first installment of a fed-
eral commitment of $1.9 bil-
lion successfully secured by

resources.”

Governor Kitzhaber to help
ease the transformation of
care.

In return, Oregon committed to reducing the
rate of growth of Medicaid spending by 2 percentage
points a year. This would save about $470 million
in the next biennium and $1.1 billion in the 2015~
2017 biennium. Achieving these savings while main-
taining quality and access is the work of the CCOs.

Also looming is the imminent expiration of the
hospital and premium taxes in 2014. Loss of those
revenues and the corresponding federal match
would take another $2.6 billion out of the 2013-
2015 biennium, and more in following years. This
would significantly compound the transformation
and sustainability challenge.

Until sustainability is achieved, the funding gap
will have to be made up by Health Share and the
other Oregon CCOs along with continuing the cost
shift to commercial insurance ratepayers.

CONCLUSION—THE 3P SOLUTION

True health care transformation must move beyond
transactions and acute care. It is a long-term
endeavor that will require ongoing cooperation
among many participants. We must address the
“3Ps”: policy, populations, and partners.

This will no doubt involve numerous hard con-
versations that should result in definitive and
sustainable solutions for balancing the fundamen-
tal health care equation of demand vs. resources.
Simply put, it is just no longer realistic to think
that unlimited demand can continue to be met with
limited resources.

A rational national policy that sets acceptable
levels for population health, patient experience, and
level of cost should be developed. That policy should
lay out standards of care for certain conditions as
well as a fair and effective methodology for the allo-
cation of care.

Once community populations are identified,
health care providers should learn everything
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they can about those populations such as general
demographics, socioeconomics, type and preva-
lence of disease, cultural implications, availability
of access to health care and how those factors influ-
ence people to engage in harmful health behaviors.

The goal is to provide meaningful, culturally
relevant information, tools and services that change
health behavior in a way that improves the health of
any given population.

Successfully addressing the issue of behavior
change requires expertise that goes beyond the
conventional communication approach: “If we just
explain it to them, they will change.”

Social scientists, and increasingly those mar-
keting professionals who practice behavior change
or “social” marketing, say that communication is
necessary, but not sufficient to change behavior.
Barriers should be removed and the offer of value in
return for behavior change must also be part of the
approach.27

Higher deductibles may help in some cases while
lower deductibles may help in others. Offering
incentives is another value offer tool that has shown
promise. The greatest potential gains, however, lie
in removing barriers to behavior change.

The primary care health home is a key venue for
this new way of communicating with patient popu-
lations. In these health homes, a physician leads a
team that focuses on individual patient needs as well
as the needs of populations. This requires engaging
patients as active partners, treating them as equals,
and empowering them to make informed decisions
with reasonable clinical guidance.

Technology supports this approach through the
use of automated telephone calls, text messages, and
e-mail. Patient web portals allow patients to access
key information, correspond with health home pro-
viders, make appointments, and refill prescriptions.
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Technology is augmented by care coordination
whereby trained staff reach out to patients with
reminders, advice, and proactive assessment; this
coordination is a critical component of managing
patients with chronic disease.

In addition to mastering behavior change and
communication, a truly transformed health care
system must know how to deliver care beyond tradi-
tional health center or clinic locations. That means
knowing where the population of a community gath-
ers and interacts. These naturally occurring “hubs”
are often places such as community centers, church-
es, schools, and hair salons. Wherever they are, these
hubs are vital links to the populations being served
and, as such, represent the best opportunities for
successful outreach to a given population.

All of this requires providers, payers, the com-
munity, government, private business, community
organizations, and patients to collaborate as part-
ners in the transformative quest to improve the
health of a community. Health care providers can-
not solve these problems on their own and neither
can the government.

Health care providers are being asked to make
major changes in their fundamental business mod-
els. In a transformed health care system, empty
hospital beds will be better than full ones and fewer
tests and procedures will be better than more.

As with health behavior change, knowing it is the
right thing to do does not make doing it any easier.
It will take time to retool the current health care
business model, especially given its size and com-
plexity, while reducing resources.

In the meantime, it is imperative that everyone
understands the macroeconomics of health care,
especially the cost of failing to improve the health of
the community. Failure to change unhealthy behav-
ior and prevent it from developing into chronic dis-
ease carries a tremendous long-term price tag, both
in human and financial terms.
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