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OUR PROBLEM TO SOLVE



BETTER HEALTH CARE

• Move to value
• Public-private sector effort

• Set goals for Medicare

• Significant Progress
• Bent the cost curve
• Quality and safety improved
• Patient experience improved
• Digital transformation

3Fryhofer SL, Seshmani M, DeSalvo KB, Conway PH. “Progress and a Path Forward”. N Engl J of Med Catalyst. 2017 



BROADLY DISTRIBUTED
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Source: Leavitt Partners Center for Accountable Care Intelligence 



ONGOING MOVEMENT TO VALUE

• Private sector 
• Current Administration
• Congress
• Budgetary pressure 

• Federal outlays 
• State opportunity

www.hcttf.org; www.hcp-lan.org

33 Million Lives

http://www.hcttf.org/


LIMITS TO OUR PROGRESS
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Ahmad, F. S. et al., American Journal of Medical Quality, 2013; Silow-Carroll, S. et al., Commonwealth Fund Synthesis Report, CMWF, 2011; 
Jack, B. W. et al., Annals of Internal Medicine, 2009. Kanaan, S. B., California HealthCare Foundation, 2009.



Distribution of health expenditures for the U.S. 
population, 

by magnitude of expenditure, 2013
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COSTS CONCENTRATED IN A FEW

•Agency for Healthcare Research and Quality analysis of 2013 Medical Expenditure Panel Survey; MEPS 
Statistical Brief 480.
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MEDICALLY & SOCIALLY COMPLEX

17%

52%
67%

16% 30% 28% 26%31%

58%

77%

14% 27%
41% 38%

55%
63%

72%

28%

52%

83% 83%

Age 65+ Female White
race

No
high

school
degree

Income
below

200% FPL

Public
insurance

Fair or
poor

health
status

Notes: Noninstitutionalized civilian population age 18 and older. Public insurance includes Medicare, Medicaid, or combination of both 
programs (dual eligible).
Data: 2009–2011 Medical Expenditure Panel Survey (MEPS). Analysis by C. A. Salzberg, Johns Hopkins University.

Source: S. L. Hayes, C. A. Salzberg, D. McCarthy, D. C. Radley, M. K. Abrams, T. Shah, and G. F. Anderson, 
High-Need, High-Cost Patients: Who Are They and How Do They Use Health Care? The Commonwealth 
Fund, August 2016.

Total adult population

Three or more chronic diseases, no functional limitations

Three or more chronic diseases, with functional limitations (high need)



SOCIAL DETERMINANTS

healthypeople2020.gov; National Alliance to impact the Social Determinants of Health (NASDOH.ORG)

“conditions in the environments in which people are born, live, 
learn, work, play, worship, and age that affect a wide range of 
health, functioning, and quality-of-life outcomes and risks.”  
- Healthy People 2020



DEATHS OF DESPAIR



Our Zip Code Affects Our Health More Than 
Our Genetic Code...

Chetty et al. JAMA 2016;315(16):1750-1766; Weathers TD, et al (2015, July). Worlds Apart: Gaps in Life 
Expectancy at www.savi.org. 



healthypeople2020.gov; Healthy People/Healthy Economy: An Initiative to Make Massachusetts the National Leader in Health and Wellness. 2015. 
Data from NEHI 2013. http://www.tbf.org/tbf/56/hphe/Health-Crisis; www.ucsfsiren.org; www.nam.edu

SOCIAL DETERMINANTS LINKED TO OUTCOMES

http://www.tbf.org/tbf/56/hphe/Health-Crisis
http://www.ucsfsiren.org/
http://www.nam.edu/


FROM THE FIELD



HEALTH BEYOND CLINICAL EXCELLENCE
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www.healthypeople2020.gov; Leavitt and DeSalvo, Modern Healthcare, 2017; adapted from James Rubin, TAVHealth

http://www.healthypeople2020.gov/


APPROACHES TO ADDRESSING SOCIAL 
DETERMINANTS 

• Focused on significant health challenge

• Focused on a specific population

• Focused on a specific social determinant of health
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STEPS TO ACTION

Identify Target Population

Identify Social Needs

Assess Community Resources

Develop Workflow to Support Referrals

Assess Impact



IDENTIFY TARGET POPULATION



IDENTIFY SOCIAL NEEDSPOPULATION SOCIAL 
NEEDS
• SDOH Assessment tools

• Many now available 
• Most focused on “health-related 

social needs”

• Sample tools
• PRAPARE 
• Center for Medicare and Medicaid 

Services 
• Many homegrown

https://nam.edu/wp-content/uploads/2017/05/ Standardized-Screening-for-Health-Related-Social-Needs- in-Clinical-Settings.pdf. 



• Leveraging clinical 
and claims data

• Scraping retail and 
other data

• Create social risk 
categories and 
scores

• Target action



ASSESS RESOURCES



DIGITAL SUPPORTS

• Automating the process  
• Linking to resources
• Closing the loop
• Generating data about met and unmet 

needs
• Creating opportunity to determine 

business case



STEPS TO ACTION

Identify Target Population

Identify Social Needs

Assess Community Resources

Develop Workflow to Support Referrals

Assess Impact



MOVING FURTHER 
UPSTREAM



CHANGING THE CONTEXT

• Go beyond addressing social determinants of care
• Change upstream context – social determinants of health
• Evolving levels of engagement: 

1. Refer to housing agency 
2. Pay for housing supportive services or Air-conditioner
3. Build housing

• Anchor institution concept

www.democracycollaborative.org; www.essentialhospitals.org; www.healthypeople2020.gov/ph3; DeSalvo K, Harris A.  
“Bending the trends.”  Annals of Family Medicine, Jul/Aug 2017

http://www.democracycollaborative.org/
http://www.essentialhospitals.org/
http://www.healthypeople2020.gov/ph3


RESOURCES FOR ACTION



HOW WILL WE PAY FOR THIS?



FINANCING

• Philanthropy
• Community benefit
• Health care dollars

• Private plans 
• Medicaid 
• Medicare
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RETHINKING THE RESOURCES



INNOVATION



INNOVATION 
OF SOCIAL 
SERVICES



HEALTH WITHOUT HEALTH CARE

Direct to consumer relationship…

Know their social determinants 
and health needs before they do.



KEY TAKEAWAYS 

1. Begin with better health care – move to value

2. Health beyond health care

3. Build a healthy community 

4. Opportunities for innovation



CLOSING THOUGHTS

•Improving health and bringing value to the health care system will require 
more than clinical excellence
•No one sector can do this alone
•Will require public-private collaboration
•Test and learn…scale…spread
•Stakes are high
•Opportunity window that requires bold, strategic, collaborative and 
accelerated action

•By you – as health care leaders and as civic leaders



Thank you! 
@kbdesalvo
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