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g« Value Proposition for Population
' Health

« Makes better use of limited resources
 Reinforces the important community role of hospitals
* Reimbursements systems are moving in this direction

« Creates strong partnerships and engagement with
public and private sectors

 Shares responsibility for health improvement

* Hospitals and partners can gain experience with value-
based reimbursement

« Improve the health of two populations that hospitals
are responsible for — hospital employees and low
Income/charity care patients
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/& Adopting a Broad View of Value

« Common focus is on value-based payment models

— Generally within the context of accountable care organizations
(ACOs), pay for performance, and other transformation initiatives

— Hospitals are also accountable for providing value to their
communities
 Activities demonstrating community value:
— Improving population and community health
— Addressing the unmet needs of communities
— Concentrating on the drivers of health (social determinants)
— Serving vulnerable populations
— Supporting public health

* These two perspectives are not mutually exclusive
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j« Population Health: The Unifying Link
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f« . Two Paths to Accountability

» Shifting focus from volume to value encourages
hospitals to re-conceptualize their missions:

— Transformation programs - hospitals assume risk for the health
and health care costs of an enrolled population

— Evolution of traditional community benefit programs into
strategies for improving community health
« If integrated and aligned, the two paths to
accountability can build on and support each other
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g« Health Partners Drivers Program

Key
Outcome

Health

Determinant

o)

Primary
Drivers

Preventive Services
Acute Care
Chronic Disease
End of Life

Cross-cutting Issues

Mission,

Capabilities, Control

Central to Mission
Many Capabilities
High Control

Improved p—

Health Health A?:ti?.:i:t*;c‘ onuse Central to Mission
il < | Behaviors (30%) | < | Diet/Nutrition Shared Capabilities
by a Summary Alcohol Use + Shared Control

Measure of —

2 Community Identified

E ¢ {4096] <«— | Drivers (Advocacy and
Participation) + Aligned with Mission
— « Limited Capabilities
i Community Identified « Limited Control

Environmental «4— | Drivers (Advocacy and
Factors (10%) Participation)
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model that engages partners in all sectors. Frontiers of Health Services Management, 30(4), 3-20.
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A Redefining the Blue H - 2014

» Washington Department of Health and Washington
State Hospital Association

* Objectives:
— Ensure access to prevention, 24/7 ER, primary care,

behavioral health, oral health, long term care, home
care, hospice, social services

— Enable aging in place
— Address rural health disparities
— Achieve the triple aim in rural communities
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ﬁ Redefining the Blue H

« Commu NITY HEALTY
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f«  Redefining the Blue H - Strategies

* Promote comprehensive local community assessment,
planning, and system development

Traditional health care and "non-traditional partners — schools,
employers, economic development agencies

Align incentives and plans,
Develop tools for community engagement and planning
Incorporate patient navigator concepts

Require joint assessment and planning for Department of Health
programs
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g« What Can Flex Programs Do?

« Work with CAHs to develop infrastructure to move to

value

— Develop substantive strategy plans based on CHNA data

— Enhance health information capacity to share data, develop and
use patient registries, etc.

— Support care management/coordination capacity

— Use technology to expand services and capacity

— Support meaningful community engagement and partnership
development

— Support the development of CAH-based learning collaboratives
to target common health issues — chronic disease issues,
behavioral health, substance use

— Identify and implement appropriate evidence-based strategies
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& Examples from the Innovative
' Models Program Area

 Value-based, transformative models involving CAHs

 Use of technology to expand capacity/access to care
— Telehealth, Project ECHO: Hawaii, Idaho, Massachusetts, Nevada,
Oregon
* Preparing for value-based models of care
— Care coordination and management: Colorado, Illinois

— Readiness assessments, global budgeting, supporting vulnerable
CAHs, exploring new models: Alaska, Montana, Pennsylvania,
Washington
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& Examples from the Innovative
' Models Program Area (cont'd)

 Quality reporting and improvement — Primary care and
EMS

— Michigan, North Dakota/lllinois, Tennessee

* Population health
— New Mexico, South Carolina
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j« . Collaborative Leadership

* Building a foundation of substantive partnerships

Understand the needs of the community
Think broadly about potential partners

Understand the interests/motivation of potential community
partners

Identify strengths and resources of the hospital and potential
partners

Mutually establish priority areas to collaborate
Share leadership among the partners

Share data among the partners

Give away credit
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g« Target Priority Issues

e Base activities on a current needs assessment

 Review utilization data and base initiatives around the
data

* Focus on expanding access to care and vulnerable
populations

« Engage board, staff, docs, clinicians, and community

* Establish leadership and accountability

« Work collaboratively to identify priorities and solutions
* Plan, manage, and measure

« Establish business case for programs where possible
— Value to the community
— Reduction in local health care delivery costs
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j« . Delivery System Transformation

« Identify/track target populations and community health
needs

* Align interventions

 Leverage local resources

» Develop new skills needed to meet the challenge

* Move from ACOs to Accountable Health Communities
« Address the “drivers” of health

» Add population-level measures

« Move outside of the hospital walls:
— More than a nice mission statement: requires action

— Strategic priority, leadership, resource commitment, and new
partnerships within the community

_ F_|BX University of Minnesota
Monitoring | University of North Carolina at Chapel Hill
Team | University of Southern Maine



g« Conclusions & Implications

Take a more holistic approach

— Not all population health activities must be charitable or
community benefit activities

A broad-based population/community health
Improvement strategy can build community support
and demonstrate hospital commitment

From value to outcomes: measure benefits/ROI
Building successful partnerships and achieving results
takes time and effort

Hospital and community champions are critical
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Thank You!

Subscribe to FMT email updates, access
publications, and contact us at
www.flexmonitoring.org

This project is supported by the Federal Office of Rural Health Policy (FORHP), Health
Resources and Services Administration (HRSA), U.S. Department of Health and
Human Services (HHS) under cooperative agreement #U27RH0180. The information,
conclusions and opinions expressed in this presentation are those of the authors and
no endorsement by FORHP, HRSA, or HHS is intended or should be inferred.
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