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Reinventing the way America thinks about, organizes and finances
health and health care systems




Blue Sky Health Initiative

Blue Print and Policy for Long Range Health
System Improvement

New Diagnosis of what ails the Health &
Health Care System

Development of Evidence -based Premises to

Guide Redesign
Development of a Transformation Framework
Research to inform Transformation Goals

Application of that Transformation
Framework to Specific Health and Health
Care Problems

Communication, Networking, and Messaging




Conclusions

Child Health and Health Care System
needs to move from version 2.0 to 3.0

T
0,

T

nIS requires a major change Iin the
perating system

nis will also require new and more

Integrated policy framework that Is capable

of supporting

New and more integrated delivery platforms

Better aligned (cross-sector) service delivery
pathways

More coordinated, integrated and long-term
funding, data collection, performance mgmnt.



Conclusions

Transformation of Child Health and Health
Care System will be accomplished through

Collaborative Innovation

The Transformation process will require

Rebalancing, re-aligning, re-engineering and
re-financing existing services

New partnerships

New Communication Strategy —

Framing the Problems and Solutions as Systems
and not simply Service issues




Child Health 2.0 to 3.0: The questions

Why transform the child health system?
What kinds of reforms are necessary?

What logic should guide this transformation?
What changes need to be made?

What the future system could look like?

What will take to get there?




Historical Context

3 Eras of Health Care




Three Era’s of Health Care

1stEra - 1750 -1950 - Infections
2"d Era - 1950-2010 — Chronic Disease

3@ Era - 2010-Future — Health for All




1st Era of Modern Health

1750-1950

Life expectancy of 47 years in 1900
1900-1950 life expectancy increases 21 years
Dfn: Health as the Absence of Disease
Mechanism: Infections/ Contact/ Single cause

Approach: Modern Medical Care, Public Health
Safety

Finance: Insured Loss + Program Grants

Delivery Mode: Clinic, Practice + Hospital, Public
Health Department

Goal: Reducing deaths




2nd Era of Modern Health Care

1950-2000+

Life expectancy increases from 67 to 78 years

Health as Absence of Disease, Disability and
Dysfunction

Mechanism : Multiple risk factors, Behaviors,
Lifestyle

Approach: Chronic disease management,
disease prevention, community care

Finance: Pre -paid health benefits

Delivery Mode: Health Maintenance Organization

Goal: Prolonging Life
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39 Era of Modern Health Care

2008 -7

Life expectancy 78>>>>85+
Health as positive capacity to achieve life ’s goals

Mechanism: developmental processes, social
networks, psychosocial relations, gene  —
environment transactions across the life span

Approach: Life Course Health Management and
Health promotion

Finance: Investment in health capital

Delivery Mode: Health Development Org. run by
Health Outcomes Trust

Goal: Health for all




Disease Progression

1 = current practice
2 = current capability

3 = future capability
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Source: Snyderman R. AAP presidential address: the AAPthadransformation of medicine. Journal of
Clinical Investigation. 2004;114(8):1169-1173 (shipp




Risk Assessment for Prospective |

Risk assessment decision support

Late chronic

Symptoms

Low risk High risk Early chronic

Years

Personalized health plan

Wellness education and ~ Wellness education and Individual-focused; integrated provider
Internet and health Internet and health systems. Focus on quality of life and palliation
provider guided provider guided at appropriate late stages
planning for all planning for all

Source: Snyderman R. AAP presidential address: the AAPthadransformation of medicine. Journal of
Clinical Investigation. 2004;114(8):1169-1173 (shipp




The Evolving Health Care System

Focused on acute -

and infectious Increasing focus on
disease chronic disease Increasing focus on
achieving optimal

Germ Theor Multiple Risk
/ P health status

Medical Care Factors

Complex Causal

Chronic Disease
Pathways

Insurance-based .
Mgmt & Prevention

financing

: : Investing in
Reducing Deaths Pre-paid benefits sopulation-based

Prolonging prevention

Disability free Life :
Sability | Producing Optimal

Health for All




Why Transform the Child Health
System?

Children are not as healthy as we think

Changing parameters of what healthy
development means

Children are not as healthy as they could,
should and ought to be

Current system Is poorly performing

We have the capacity to do much better




What do we know
about Children ’s
Health

Science of Human |
Development




Life Course Health Development

(LCHD)

Defines Health as a developmental
process

Builds upon Ecological and Transactional
models of Life Span Development

Utilizes a rapidly Expanding Evidence

Base
Life Course Chronic Disease Epidemiology
Neurobiology
Early Intervention Research
Economics of Human Capital Formation
Gene-Environment/ Social Epidemiology




2004 National Research Council and
Institute of Medicine Report

CHILDREN S HEALTH
THE NATION'S WEALTH

ASSESSING AND IMPROVING CHILD HEALTH




IOM/NRC Definition of Children ’s
Health 2004

“Children’s health is the extent to which
iIndividual children or groups of children are able
or enabled to (a) develop and realize their
potential, (b) satisfy their needs, and (c)
develop the capacities that allow them to
Interact successfully with their biological,
physical, and social environments.”

From Children’s Health, the Nation’s Wealth,
National Academies Press, 2004.




Health

Health is developmental
Health develops across the life course

Health development can be represented by
nealth trajectories

Critical/ Sensitive periods

Gene - Environment — Interaction have
different impacts during different periods

Macro and Micro pathways delineate how
toxic environments and risky families get
under the skin




How Risk Reduction and Health Promotion Strategies
Influence Health Development

Risk Factors
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Strategies to Improve
Health Development Trajectories
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Adverse childhood events
and adult depression
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Adverse childhood events
and adult ischemic heart
disease
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How are the
Children?




Child Health System: Past to
Present

Steady Progress in Childhood Morbidity
for traditional medical conditions

Many indicators show improvement
Mortality, morbidity, trends improving

Increasing Rates of chronic conditions,
especially mental health, developmental
and behavioral conditions, & Obesity

Increasing disparities




EXHIBIT 7
U.S. Mortality Rates In Children, By Age Group, 1979-2000

Deaths per 100,000 children

Ages 15-19
~/ g ‘.-'iI-

‘L-_-_-_-'

P Ages 1-4

- hges 10-14

Ages 5-9 -~

1979 1985 1990 1995

SOURCE: National Center for Health Statistics, National Vital Statistics System, www.cdc.gov/nchs/nvss.htm.

Source: Wise PH. “The transformation of child health in the United States.” Health Affairs. 23,
No. 5 (2004): 9-25.




DISCHARGE RATE OF PATIENTS 1-14 YEARS OLD FOR SELECTED

DIAGNOSES: 1985-2000
Source (I1.9): National Center for Health Statistics

Diseases of the
Respiratory System

li Injury

Diseases of the 28.5
Digestive System 25.0
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Changing Pattern of Childhood
Morbidity

Increase In chronic health problems (10-
149%)

Greater recognition of mental health
problems (15-20%)

Greater appreciation of role and impact of
developmental health problems — learning,
language (10-17%)







Children aged 2 to 17 who are
overweight and obese

11978/79 W 2004

Overweight Obese
Source: Statistics Canada's CCHS, 2004 ; CHS, 1978/79




RITALIN PRESCRIPTIOHNS
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UNICEF
Innocenti Research Centre

Child poverty in perspective:

An overview of
child well-being

in rich countries

A comprehensive assessment of the lives
and well-being of children and adolescents
in the economically advanced nations




Dimensions of Avarage Martarial Health and Educarional  Family and Behaviours  Subjective
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OECD countriss with insufficient dats to b includad in the overview: Sustralia, Iceland, Japan, Luxembourg, Mexico, New Zealand,
he Slovak Republic, South Korsa, Turkey.




Children & Youth at Risk
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Severe
Disabilities
. J
12-16%
Special Health

Care Needs
\ / What % are

30-40% thriving ?
Behavioral, ;
Mental Health 30% ?

Learning o/ o
K Problems / 40% *
50% ?
50-60%
Good Enough




How well Is the 2.0
Child Health System

Performing?




The existing child health service system

Demand greater than services available

—amilies have complex needs - often
peyond capability of any single service

Difficulty accessing services
Soclio-economic gradient of access

Focus on treatment rather than
prevention/early intervention

Episodic contact
Poor quality of Well Child Care




The NEW ENGLAND JOURNAL of MEDICINE

The Quality of Ambulatory Care
Delivered to Children in the United States

Rita Mangione-Smith, M.D., M.P.H., Alison H. DeCristofaro, M.P.H.,
Claude M. Setodji, Ph.D., Joan Ke vy, B.A., David J. Klein, M.S., John L. Adams,
Mark A. Schuster, M.D., Ph.D., and Elizabeth A. McGlynn, Ph.D.



The existing child health service system

Fragmented service delivery

Different sectors (health, public health,
population health, civic)

Different funding streams

Different cultures

Lack of co-ordination

Narrow programmatic criteria for eligibility
Variable understanding of child health issues

Local community generally has limited
accountability or responsibility




How do we get the
health system that
children need?

Incremental vs. Transformational
Reforms




Transforming the Child Health System:
New Paradigm vs. Old System

Child health system was designed for the
first era of health care ( acute, infectious
disease model)

It was upgraded a bit for the 2"® era, with
more regionalization, chronic disease care

Il equipped for this new era
Under-performing
Facing many new challenges







Transformation: Vision & Strategic Goals

Optimizing health for all children is best way to
optimize health of entire population

Informed by the life course health development
(LCHD) paradigm

Recognition of and responsive to the critical and
sensitive periods of health development in

childhood

Heightened vulnerability and risk
Origin of later health disparities
Provide opportunity to enhance health trajectories

Disadvantage during childhood is compounded,
diminishing future prospects, by reducing child
health potential




Child Health System Transformation
Framework

Components

Current
System

Transformed
System

Change
Strategies

Logic

Organization of Health
Producing Sectors

Organization & Delivery
of Individual Care

Medical Education &
Workforce

Market

Funding

Regulation &
Governance

Performance Monitoring




Framework for Change in Operating Logic




Universal Curve Shift
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Universal Curve Shift — — =— = Low income
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Includes:
Physicians, dentists
Schools
Child Care

Education

Civic Society




Child Health System Transformation
Framework

Components

Current
System

Transformed
System

Change
Strategies

Logic

Organization of Health
Producing Sectors

Organization &
Delivery of
Individual Care

Medical Education &
Workforce

Market

Funding

Regulation &
Governance

Performance Monitoring




Converging Service Sector Strategies to Create an
Early Childhood Integrated Service Delivery Platfor

Early Care & Education

Deliberate Opportunities for Cognitive,
Physical, Social and Emotional Learning

Training on Child Health and Development

Training on Maintaining a Safe and
Healthy Early Care Environment

Parent Education/Anticipatory Guidance

Child Observation to identify possible
physical/emotional health problems

Linkage to Community Resources

Medical Home

On-going Assessment of Child
Development

Elicit & Address Parent Concerns

Anticipatory Guidance
Preventive Health Care

Acute and Chronic Health Care

Integration with Community
Resources for Referral

Integrated Senvice Delivery Platiorm; 3.0

Home Visiting
Housing Services
Adult Education

Job & Life Skills
Training

Marriage & Family
Counseling

Case Management

Family Support

Parent Education

Advice from Friends
and Family

Parenting Information
from Media Sources

Anticipatory Guidance
from Pediatrician

Anticipatory Guidance
from ECE Provider

Child Birth Classes
Parenting Classes

Positive Parent-
Child Interactions

Infant Mental Health
Consulting in ECE
Programs

Part C

Mental Health & Socio
Emotional Development




Service Organization for
Early Child Development and Parenting

)+

Parent

Support
Pre/Postnatal Pediatric
Health Care

Care
_ Early
Information Headstart
& referral & Headstart
services
Family

Toy and Events
resource

libraries Play-based

Wile problem solving
Programs




Pediatric Office 2.0

2 (**




18 month visit

Pediatric Care 2.0

C.D — Disability

Screen 4-6 % w/
disability

Screening tools &
Pathway

Pediatric Office
connected to Regional
Center

Pediatric Care 3.0

Optimize
Developmental Health

I.D 30-40%
developmental risk

Screening tools &
Pathway

Pediatric Office
connected:
Child care
Many other programs
Coordination
Regional center ++




DS Community Services Pathway Evaluation

(IDEA Sector

Surveillance Screening Assessment IDEA
Community Services Pediatric Services Peds/HPlan/ Regional

and Resource Sector Sector PHSector —1—> Center for
Developmental

Mid-Level Disabilities
Ass@ssment

nter Other
Specialized
Services

A 4

Child Care/Family
Resource Center

brogram A COORDINATION
%, CENTER




Optimal Health

Trajectory Optimizing Service Jevelopmen
Linkage Pathway

" Lower Health
Development
Trajectory
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Continuity

Network
Connections




Early Childhood System Building Blocks
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Ready to learn




Early Childhood System 2.0: Building Blocks
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Child Health Services Building Blocks
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Child Health Services Building Blocks
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Early Childhood System 3.0
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Child Health System Transformation
Framework

Components

Current
System

Transformed
System

Change
Strategies

Logic

Organization of Health
Producing Sectors

Organization & Delivery
of Individual Care

Medical Education &
Workforce

Market

Funding

Regulation &
Governance

Performance
Monitoring




Systematic Data Collection
For tracking Health Development Trajectories







Physical Health and Well -Being:
Percent students in the bottom 10%




Average Score on the Social Competence
Subscale of the EDI, 2003




Early Development Instrument (EDI)
score and Risk: 4 associated
categories










HIT/S: Promise In the Eye of the
Beholder

Child Health System Transformation
EMR Is necessary but not sufficient

Much of discussion about HIT/S Is about
Improving clinical care ( acute and chronic)

E.g.- child in the ER with life threatening disease

HIT/S can promote better service and system
Integration

Vertical

Horizontal
Longitudinal

HIT/S can facilitate integrating personal and
population health services




HIT & Focus of Reform

1.0 Acute Medical Dx, Tx, and basic Public
Health Protection

Prescribing, charting, linking outpatient and
iInpatient records ,

2.0 Chronic Disease Management and
Prevention

Decision Support for Chronic Disease
Management, Disease and Prevention
Registry,

3.0 Promotion Optimal Health for All

Population Health Systems, Health
Trajectories, Cross sector health impact
assessments




Innovation IS not an
Option

It IS a necessity If we are going to
achieve the CH & D system we
need







Collaborative Innovation
Network (@efiniton)

A network of motivated individuals or
organizations linked by a common vision,
enabled by content expertise, complex
system and web based tools to identify
Innovation opportunities, and to

collectively design, prototype, incubate
and scale up innovations that transform
systems.

A COIN is part R&D lab; part best practice
networker; part system change incubator;
and part opportunity maximizer.




Collaborative Innovation
Networks ( COINS)

Make organizations more
Innovative & collaborative

Make organizations more
agile

Infuse external knowledge
Into the organization

Uncover hidden strategic
opportunities

Release synergies

Help individuals build wider
networks that bridge
organization holes

Provides better access to
evidence based information

Builds personal relationship
to leaders in the field

Builds skills, capacities and
momentum

Reduce costs and cut time to
scaling up




Figure 1. Collaborative Innovation Network

COIN — Child Health

ColN — Financing

oIN — Measureme CLN

CIN
LN
CIN

oIN — Information System




CH& D' 3.0

Celigejoriezl
=upielirie)

New Value Chain

Accelerated
Transformation

Overcame Barriers
Optimized ROI

Data Sharing

Education




Conclusions

Child Health and Health Care System
needs to move from version 2.0 to 3.0

r
0,

T

NIS requires a major change Iin the
perating system

nis will also require new and more

Integrated policy framework that Is capable

of supporting

New and more integrated delivery platforms

Newly aligned (cross-sector) service delivery
pathways

More coordinated, integrated and long-term
funding, data collection, and



Conclusions

Transformation of Child Health and Health
Care System will be accomplished through
Collaborative Innovation

Collective Invention

The Transformation process will require

Rebalancing, re-aligning, re-engineering and
re-financing existing services ( 2.0 to 3.0)

New partnerships,

New Communication Strategy —

Framing the Problems and Solutions as Systems
and not Service issues




Conclusions

Transforming the child health and health
care system

Non-linear
Policy Jolts and Incremental Changes
Innovations Within and Across Sectors
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