


Déjà Vu AgainDéjà Vu Again

• Historical Perspective of PC and PHHistorical Perspective of PC and PH 
Integration
– Folsom Report 1967– Folsom Report  1967

• Community Health Centers

– Medicine and Public Health ‐ the power ofMedicine and Public Health ‐ the power of 
collaboration

• AMA and APHA effort 1997

– Primary Care and Public Health: Exploring 
Integration to Improve Population Health

• IOM March 2012 Report



ExpectationsExpectations

• Team‐based careTeam based care
• Improved communication
• Improved data flow & accessImproved data flow & access
• Right patient at the right time
• Patient‐centered aligned incentives – outcomesPatient centered aligned incentives  outcomes, 

quality, cost
• Accountability – outcomes, quality, costAccountability   outcomes, quality, cost
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Why Integrated Models ‐ for the 
id ?provider?

• Improve the quality of care
• Lower the cost of care to the healthcare system
• Reduce unnecessary and duplicated carey p
• Focus on populations of patients
• Improve provider compensationp p p
• Improve work/life balance
• Allowing physicians to do “doctor things” and otherAllowing physicians to do  doctor things  and other 
providers to contribute to the collaborative effort



Why Integrated Models ‐ for the 
h it l?hospital?

 Reduced length of stay
 Lower cost per case
Decreased adverse events
 Reduced operating costs
Higher employee retention ratesg p y
Decreased malpractice claims
 Increased market share Increased market share



What is Public Health?What is Public Health?

• Variety of Definitions depending on theVariety of Definitions depending on the 
context.
– Public health focuses on– Public health focuses on 

• populations instead of individuals, 
• prevention, andprevention, and 
• considers health outcomes in context of the big picture.



Clinical Prevention and Public Health: Actual Causes of 
D thDeath



What are Determinants of Health?What are Determinants of Health?

• Income and social • Personal healthIncome and social 
status

• Social support networks

Personal health 
practices and coping 
skillspp

• Education
• Employment/working

• Healthy child 
developmentEmployment/working 

conditions
• Social and physical 

• Biology and genetic 
endowmentp y

environments
• Culture

• Health services
• Gender



Impact of Chronic DiseaseImpact of Chronic Disease

Source: 2010 World Economic Forum



Risk Factors for Chronic Disease in Kansas

Risk Factor Current 
Prevalence

Estimated 
Number  
of Adults

Trend over Last  
Nine Years

Comparison 
with National 
Pattern

Hypertension 28.7% 600,000  Increasing (by 24%) Similar 

High Cholesterol among those 
who were tested

38.6% 640,000 Increasing (by32%) Similar 
who were tested

Smoking 17.8% 376,000 Declined in last 4 
years and now stable

Similar

Diabetes *8.4% *179,000 Increasing (by 42%) Similar

Overweight or Obesity 64.6% 1.4 million OW – stable; OB ‐
increasing (by 33%)

Similar
increasing (by 33%)

Less than 5 times F/V 
Consumption

81.4% 1.7 million Stable Similar

No physical Activity 23 2% 490 000 Declining (by 13%) SimilarNo physical Activity 23.2% 490,000 Declining (by 13%) Similar

Source: 2001‐2009 Kansas BRFSS. Bureau of Health Promotion, KDHE. *2010 KS BRFSS.



The Solution?The Solution?

• Public Health and Primary Care IntegrationPublic Health and Primary Care Integration
– Learn from previous attempts

Utili P l ti H lth M t• Utilize Population Health Management
– Define the “Population”
– Identify Stakeholders
– Determine “Status” and Gap Analysis
– Determine Strategies and Tactics to Address





Public HealthXXXXPopulation HealthPublic Health 
• Benefits of a Population Health Focus

XXXXPopulation Health

– Improves Individual Experience
– Improves Individual Outcomes
– Engages more members of the care team
– Improves provider satisfactionp p
– Lower health care costs over time

• AHRQ’s Concept of Practice-BasedAHRQ s Concept of Practice Based 
Population Health



Population Health in the Future
• Population Health Management -A culture of 

shared responsibilityp y
– Use of multidisciplinary care teams; 

• coordination across care settings; 
• enhanced access to primary care; 
• centralized resource planning for implementation 
• continuous care both in and outside of office visits; patient• continuous care, both in and outside of office visits; patient 

self-management education; 
• a focus on health behavior and lifestyle changes; 
• use of health information technology 

– data access and reporting for communication among providers and 
between providers and patients

• Select Right Focus



Examples
Intervention Levels That Impact Health

Smallest
Impact

Examples

Condoms, eat healthy, 
be physically activeCounseling 

Rx for high blood 
pressure, high 
h l t l

Clinical

g
& Education

cholesterol

Immunizations, brief 
intervention, cessation 
t t t lLong-lasting

Interventions

treatment, colonoscopy

Fluoridation, 0g trans 
fat, iodization, smoke-Changing the Context

Long-lasting 
Protective Interventions

Largest
Impact Poverty, education, 

housing inequality

free laws, tobacco tax 
Changing the Context

to Make Individuals’ Default 
Decisions Healthy

housing, inequality
Socioeconomic Factors

Frieden TR. A framework for public health action. Am J Public Health. 2010;100(4):590–595.






