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Rules of Engagement

= Mute your line so that there isn’t interference
for others listening in.

* Please don’t put us on hold.
= We hope you’ll ask us questions.

= We want you to learn something new.
= There are no dumb questions.
= | can’'t guarantee we’ll have the answers, though.

* Please think about and ask questions at the end.
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Thanks everyone for joining us today.  We’re really excited to talk to you about population health, and about how partnerships between local public health departments and health care providers can make a difference and improve population health. 

I’m Phyllis Brashler, a planner with the Public Health Practice section at the Minnesota Department of Health.  Before we get started, I just wanted to review some rules of engagement for today.

Use the Q&A box if you like, or write down questions as we go– we’ll make sure there is time at the end.  You are more than welcome to contact any of us with follow-up questions after the webinar.



Outline

= The big picture: perspectives on population
health and health reform

= The local picture: the value of local public
health department expertise for providers

* Real life examples

= Renee Frauendienst, Director of Public Health,
Stearns County Community Health Board

= Louise Anderson, Community Health Services
Administrator, Carlton-Cook-Lake-St. Louise
Community Health Board

"Q&A
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So for today’s webinar, we’ll start by spending a few minutes setting the stage.  I’ll briefly address the big picture so we can understand the context. Then we’ll get more Minnesota-specific. We’ll talk about the different meanings of population health and some possible connection points.  I’ll share with you the expertise you can find at your local public health department that can inform and add value to the work you do in the clinic so that together we can realize health improvement for individuals and communities.  

After that brief introduction, we’ll spend the majority of our time hearing about real on-the-ground collaborations between public health departments and health care providers, and the impact those collaborations have had for patients and communities.  We’ll do our best to make sure there is time for questions at the end.


Population Health

The United States will not achieve high-value
nealth care unless improvement initiatives
pursue a broader system of linked goals.

n the aggregate, we call those goals the
“Triple Aim”: improving the individual
experience of care; improving the health of
populations; and reducing the per capita
costs of care for populations.

(Berwick, Nolan & Whittington, 2008)
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Population health has become a hot topic in part because it a cornerstone of health reform and the thinking about how to achieve this is not only daunting, but it is evolving every day.  Here, we see it articulated in the Triple Aim.  The US won’t achieve high-value health care unless it improves the patient experience, improves the health of populations, and reduces cost.


Context Matters

What does “population” mean to you?

Where you sit matters.
= Clinic
= Hospital
= Health system

= Public health department
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But what is population health?  What does that mean?  Well – that depends on who you’re talking to, and where they sit.

If you’re at a clinic: you’re probably talking about the patient population – and the management of that specific population’s health.
Hospital: again focused at the patient level, but they may have patients that are drawn from multiple communities or neighborhoods.
Health system: even broader yet, but they are still likely talking about the patients in their health system – there is just more complexity in terms of the reach and the communities from which the patient population is drawn.
For a local public health department: the population of a city (as in the case of Minneapolis) or a county (as in the case of Sterns county, for example). But local health departments can also compartmentalize the population into neighborhoods or regions.  Suffice it to say, they are thinking beyond the patient population of an individual clinic or hospital.

These are very different perspectives—though they are complementary, and we’ll talk more about that as we go.  But it’s important to note that distinction because when someone says the term “population health,” they may not mean the same thing you mean, especially in cross-sector collaboration.

So for the purposes of this webinar, think about what population health means to you, but also what it means to those you would partner with.  In the context of the triple aim, new partnerships will be needed to truly improve the health of patient and community level populations.
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Why do clinics and public health departments need partnerships?  First and foremost, because we know a lot more about what creates health.  You’ve probably seen this before.  We know that access to quality care is important, and the work you do in clinics affects the health of your patients.  But there are other determinants of health that influence your patient before they show up at your clinic with an illness.  These other determinants also affect your patient’s ability to carry out their treatment plans and improve their health status.  No single entity will fully address any determinants of health on their own.  We all need to be in this together if we want to realize true gains in health improvement.



»

Health System Transformation Critical Path

e Patient centered

* Transparency and
accountability goals

® Shared financial risk
®* Focused on care

management and
preventive care

* Episodic, poorly
coordinated care
®* No transparency

Reference: James Hester presentation for Public Health Institute,

based on Halfon N. et al, Health Affairs, November 2014

Community

Integrated
System 3.0

» Population focused

e Integrated networks
linked to community
resources to address
social determinants

o New payment models
e Learning organizations

that quickly implement
best practices

Partnerships

o Community health Divsion

integrated
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We also need new partnerships because there are policies and processes in place, like the ACA and MN’s health reform, that are pushing health care and public health systems into new territory.  I stole and streamlined this slide from a presentation by Jim Hester, former head of the Population Health Group at CMS, the Centers for Medicare and Medicaid Services.  This describes what he viewed as the evolution of the health system, starting with acute care – episodic and uncoordinated, little transparency– evolving into a more coordinated health system focused on patient-centered care and greater emphasis on transparency, accountability, and shared financial risk, and care management and preventive services.  Lastly he outlined his view of where we are headed with health reform: toward a community integrated system.  He described this system as population focused, integrated with community resources to address what he referred to as “psycho-social and economic needs,” with population focused strategies and population-based reimbursement.  What struck me in his presentation is that he said we need to be moving toward health reform 3.0, but we’re stuck in health reform 2.0 (that second arrow).  Health reform 3.0 reflects that community-level integration and population health focus.  

We are currently in the midst of this change process.  It’s being teased out at a conceptual level by the big thinkers around the country, but it’s being operationalized on the ground, right now, by all of you and all of us, as we navigate our way through this terrain.  Right now you, your organizations, and your partners are trying to sort out what this means for your role in the health system.

More info on 3.0. this model would “mesh clinical care, public health programs and community-based initiatives in a coherent strategy to meet the community’s needs. This is the common denominator among several roughly analogous concepts outlined in other publications” --Healthcare 3.0 (Halfon, 2012), Accountable Health Communities (Magnan et al., 2012), community integrators (Chang, 2012), community quarterbacks for community development (Erickson et al., 2012) and the “backbone organization” of the collective impact movement (Hanleybrown et al., 2012). These publications “begin to identify the structure and functions of a community-level population health infrastructure that we will call a Community Health System (CHS). The CHS is accountable for the health of the population in a geographic area, including reducing disparities in the distribution of health. Its major functions include:

 convening a broad set of key stakeholders such as governmental public health agencies, communities, the health care delivery system, employers and businesses, and the education sector (IOM, 2012) 
 reconciling diverse perspectives and defining a shared vision and goals 
 assessing the needs of the community, identifying gaps and potential interventions and prioritizing actions to achieve shared goals 
 managing a population health budget and allocating resources, and 
 creating the information systems and capability to assess performance and implement rapid cycle changes 



So...

Who’s responsible for creating health?

Living and working
conditions

...We all are.

Source: Dahlgren and Whitehead, 1991
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We all are.  From the individual to the employer to the health care provider to the farmer to the educator to the policymaker.  


®
Partnership can be so much more

than care coordination.

Your local public health department:

= Facilitates community health improvement
plans and activities

= Works with individuals and families
= Has expertise in community engagement

= Knows the social determinants of health
and how policies, systems and
environments affect health

= Has long played an assurance role related
to health services
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One of the obvious ways to partner with local public health – and your organizations are likely already be doing this in some capacity– is to connect with local public health through community care teams and care coordinators regarding individual services and supports.  That is one place where we see and make connections between medical treatment and the other types of support that are needed by a patient to help them stay or get well.  But local public health departments do so much more than provide services, and collaborations between clinics and public health departments can enhance and improve the work of each sector.   

Your local health department:
… Facilitates community health improvement plans and activities. They have a lot of data that they monitor – but they also engage partners to identify community concerns and health priorities. Monitoring community health is one of the essential public health services, so public health staff are always looking at trend data for various health concerns and getting feedback from residents about their health concerns. They can tell you a lot about what health issues are most prevalent in your area. But more importantly, LHDs are required by statute to conduct a community health assessment at least every five years; many do so more frequently to coincide with the hospital community health needs assessments that are newly required of nonprofit hospitals under ACA.  From that assessment they develop a Community Health Improvement Plan that engages community partners to implement evidence-based strategies that will address the top health priorities for the community.  You should be key partners with public health in addressing these health priorities, and connect the health improvement goals you have for your patient population with the health improvement goals of the broader community.  

… They work with individuals, families, and numerous community groups, including hard to reach populations or populations with complex needs. They coordinate services across program areas that provide a variety supports for individuals and families, like food and nutrition support, home visiting services, and child and teen checkup visits. Sometimes, the people they serve in their programs are the same people you’re seeing in your settings. If you need patient input or feedback, or if you are trying to work with a hard-to-reach population, use your partnership with LPH to help you reach those patients and engage those patients.  If you need to reach out to culturally specific communities, LPH can help.  This may be particularly helpful for Accountable Communities for Health, which typically target very specific (but often hard to reach or engage) patient populations.

… Has expertise in community engagement.  Public health is a collaborative endeavor—we rely on partners to support and complement our efforts. LPH relies on input from the community to prioritize its activities, to identify it health needs, to develop and implement effective strategies, and to guide its efforts.  They are community conveners – and as such, they are able to provide a neutral ground for planning and policymaking when there are multiple stakeholders.  They represent the interests of the community.  ACH’s, for example, were intended to be community driven, to meet community needs and priorities.  Your LPH department can help you achieve this vision by connecting to community groups and engaging community residents in whatever way your ACH project defines “community.”

… They know the determinants of health and understand how policies, systems and environments affect health and health-related behaviors.  They can help you with practice facilitation and quality improvement.  They can help you address organizational practices.  They know the evidence-based practices that work to improve health.  They also understand and are able to help others think about the full range of determinants of health – income, race, and other social conditions like housing and the environment – and are working to engage community stakeholders to address these determinants. They can connect you to community-level initiatives to address these other determinants of health that affect your patient population.

… Finally, one of the functions of governmental public health is to help assure access to preventive health services – it’s a role they have played since the earliest days of public health.  For some, this means providing direct services where those services are otherwise unavailable in a community.  For others, this means helping residents access existing community resources or insurance coverage.  It also involves monitoring the health care system – paying attention to the availability of health providers, for example, and understanding where there are gaps.  In this sense, they are health strategists for the community – assessing and prioritizing community health needs, analyzing the health system’s capacity to meet those needs, mobilizing partners to address system-level concerns, and filling gaps when needed. 


Collaboration: a win-win

* Providers can:
= Better connect with patients and the community

= Participate in strategies to address community
concerns that impact patient health

= Leverage the skills and capabilities of LPH

= Public health can:

= Incorporate the work clinics do to improve health
Into their Community Health Improvement Plans

= Create alignment between sectors to maximize
Impact
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Because we know that there are multiple determinants of health – that include both access to care and more structural social determinants – to truly improve health for patient populations and communities more broadly is by working together. Identifying points of connection and common ground, creating alignment where it makes sense, and committing to improve health for everyone.  This is how we’ll achieve the Triple Aim in Minnesota.


»

How Partnership Makes a
Difference:

Examples from Local Communities

* Renee Frauendienst, Stearns County

= _ouise Anderson, Carlton-Cook-Lake-St.
Louis Counties
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I’d like to turn it over to my colleagues in local public health to give you some good examples of how they have partnered with clinics to improve population health – at the clinic and community levels.

Renee Frauendienst is the Director of Public Health for Stearns County, and Louise Anderson is the Community Health Services Administrator for the Carlton, Cook, Lake, and St. Louis Community Health Board.

Renee, we’ll start with you.  Can you give us an example of how your local health department has partnered with clinics to improve health for patients as well as the community?

Louise?


Questions?

= Phyllis Brashler, MDH
phyllis.brashler@state.mn.us
651.201.3877

= Renee Frauendienst, Stearns County CHB
renee.frauendienst@co.stearns.mn.us

* Louise Anderson,

Carlton-Cook-Lake-St. Louis CHB
louiseA@communityhealthboard.org

This presentation was supported by funds made available from the Centers for Disease Control and Prevention, Office for State, Tribal,
Local and Territorial Support, under grant # BO1OT009029. The Preventive Health and Health Services Block Grant provides flexible
funding to states to address emerging public health needs and other health priorities. The content of this presentation are those of the
author and do not necessarily represent the official position of or endorsement by the Centers for Disease Control and Prevention.
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