


Objec&ves:  

• Answer	  these	  ques,ons:	  	  
• What’s	  different	  about	  SHIP?	  	  
• Why	  is	  that	  be<er?	  	  
• How	  is	  it	  relevant	  to	  people	  in	  the	  room?	  
• Will	  these	  ideas	  really	  get	  legs?	  	  
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SHIP  Planning  and  Design  Process  
Designed	  using	  proven	  models	  of	  :	  	  
• Mul,-‐stakeholder	  engagement	  (Collec,ve	  Impact)	  	  
• Community	  level	  analysis	  (Popula,on	  Health	  Ins,tute	  
Community	  Based	  Model	  for	  Health	  Outcomes)	  	  	  

•  Sustainable	  transforma,on	  (ThedaCare	  Center	  for	  
Healthcare	  Value)	  	  

•  Joint	  problem	  defini,on,	  change	  management,	  
measurement	  and	  sustainability	  (Lean	  Management	  
Methods)	  	  
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“None  of  us  is  as  
smart  as  all  of  us.“  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Japanese	  Proverb	  	  
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AAributes  of  Effec&ve  Health  and  
Healthcare  Transforma&on

1.   Statewide	  Shared	  Vision	  	  
2.   Local	  Leadership	  and	  

Relevance	  
3.   Speed,	  scale	  and	  spread	  
4.   Adap<ve	  Alignment	  	  
5.   Sustainability	  	  



A	  Rich	  History	  of	  Health	  and	  
Healthcare	  Innova<on	  and	  

Improvement	  	  
•  Expanding	  and	  Enhancing	  Mental	  Health	  

Services	  

•  Redesigning	  Wisconsin’s	  Demen<a	  Care	  
System	  

•  Reforming	  Foodshare	  Employment	  and	  
Training	  (FSET)Program	  	  

•  Reforming	  Health	  Care	  En<tlements:	  
Family	  Care/IRIS	  2.0	  

•  Enhancing	  Fraud	  Preven<on	  in	  Public	  
Assistance	  Programs	  

•  Providing	  non-‐emergency	  Medical	  
Transporta<on	  Services	  for	  Medicaid	  
and	  BadgerCare	  Plus	  	  

•  Reforming	  Wisconsin’s	  En<tlement	  
Programs	  	  

•  Lacrosse	  Medical	  Health	  Science	  
Consor<um	  

•  Milwaukee	  Healthcare	  Partnership	  

•  Medicaid	  Complex	  Care	  Ini<a<ve	  

•  County	  Health	  Ranking	  System	  	  

•  Wisconsin	  Ini<a<ves	  to	  Support	  Healthy	  
Lifestyles	  

•  Bellin/ThedaCare	  Pioneer	  ACO	  	  

•  abouthealth	  

•  Integrated	  Health	  Network	  

•  Statewide	  Value	  CommiZee	  

•  Partnership	  for	  Payment	  Reform	  

•  Maternal	  and	  Child	  Health	  Disparity	  Programs	  

•  WCHQ	  

•  WHIO	  

•  WISHIN	  

•  WHAIC	  	  

•  Many,	  MANY	  more	  
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Health	  in	  Wisconsin:	  	  We	  Are	  Living	  Longer…	  
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2014	  Wisconsin	  Health	  Trends	  
h<ps://uwphi.pophealth.wisc.edu/	  
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…But	  Are	  In	  Worsening	  Health	  
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UW	  Popula,on	  Health	  Ins,tute	  
2014	  Wisconsin	  Health	  Trends	  
h<ps://uwphi.pophealth.wisc.edu/	  
	  



  
(Na&onal  health  expenditure  survey  data)
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Source:	  	  Office	  of	  Actuary,	  CMS,	  December	  2011	  

And…Healthcare	  Costs	  Con<nue	  to	  Rise	  	  



COLLECTIVE  IMPACT:  A  MODEL  
FOR  COMMUNITY  ACTION  

Disorder	  
and	  

Confusion	  

Individual	  
Impact	  

Coordinated	  
Impact	  with	  
Alignment	  

Collec<ve	  
Impact	  with	  
Collabora<ve	  

Ac<on	  
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Collabora<ng	  for	  Ac<on	  and	  Results	  



Roadmap  to  Collec&ve  Impact:    
What  does  it  take  to  ACT  Collec&vely?  

Collec<ve	  Impact	  with	  
Collabora<ve	  Ac<on	  





Organizing  for  SHIP  Ac&va&on  and  
Sustained  Collec&ve  Impact



A	  Community	  Based	  Model	  for	  Understanding	  and	  
Improving	  Health	  Outcomes	  

Source:	  UW	  Popula=on	  Health	  Ins=tute	  
County	  Health	  Rankings	  
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Redesign	  
Community	  
and	  Clinical	  
Care	  Service	  

Delivery	  to	  focus	  
on	  the	  pa,ent/

client	  and	  minimize	  
waste	  

	  

Transparency	  	  
	  makes	  total	  cost	  

of	  care	  and	  
performance	  

measurement/best	  
prac,ce	  known	  to	  
all	  and	  promotes	  

con,nuous	  
improvement	  	  

Value	  Based	  
Payment	  
Models	  

incen,vize	  doing	  
the	  right	  thing	  for	  
the	  pa,ent/client	  
and	  avoiding	  waste	  

Source:	  ThedaCare	  
Center	  for	  Healthcare	  
Value	  

Model	  of	  Sustainable	  Transforma<on	  of	  
Health	  and	  Healthcare	  
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Redesign	  
Community	  
and	  Clinical	  
Care	  Service	  

Delivery	  to	  focus	  
on	  the	  pa,ent/

client	  and	  minimize	  
waste	  

	  

Transparency	  	  
	  makes	  total	  cost	  

of	  care	  and	  
performance	  

measurement/best	  
prac,ce	  known	  to	  
all	  and	  promotes	  

con,nuous	  
improvement	  	  

Value	  Based	  
Payment	  
Models	  

incen,vize	  doing	  
the	  right	  thing	  for	  
the	  pa,ent/client	  
and	  avoiding	  waste	  

Source:	  ThedaCare	  
Center	  for	  Healthcare	  
Value	  

SHIP	  Team	  Organiza<onal	  Alignment	  to	  
Transforma<on	  Model	  

• Popula,on	  Health	  
• Behavioral	  Health	  
• Care	  Delivery	  
Redesign	  

• Payment	  Models	  
• Health	  IT	  
• Measures	  	  
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A	  Disciplined	  and	  Sustainable	  
Approach	  to	  Transforma<on	  

For	  the	  Defined	  Popula-on	  or	  Specific	  Challenge	  
	  	  	  	  	  	  	  Given	  the	  Facts	  (data	  and	  evidence)	  we	  know	  

	  	  	  	  	  	  What	  stretch	  Goals	  (desired	  future	  state)	  are	  appropriate?	  	  
	   	  	  	  	  	  	  What	  Gaps	  exist	  between	  the	  Facts	  and	  the	  Goals?	  	  
	   	   	  	  	  	  	  	  What	  Root	  Cause(s)	  exacerbate	  Goal	  Achievement?	  
	   	   	   	  	  	  	  	  	  What	  Best	  Prac-ces	  will	  help	  close	  the	  Gaps?	  	  
	   	   	   	   	  What	  Be=er	  Prac-ces	  will	  accelerate	  goal	  achievement?	  	  
	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  What	  are	  the	  recommenda<ons	  and	  	  considera<ons	  
	   	   	   	   	   	  are	  there	  for	  successful	  and	  sustaining 	  
	   	   	   	   	   	   	   	  Implementa-on	  

Diabe<cs	  with	  
Depression	  	  
and	  
Diabe<cs	  with	  
Hypertension	  
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Finding  and  Adop&ng  Health  and  
Healthcare  Best  Prac&ce(s)    

  

Health	  
Promo,on	   Preven,on	   Diagnosis	   Treatment	  

Clinic	  to	  
Community	  
Treatment	  
Linkages	  

Long	  Term	  
Care	  

End	  of	  Life	  
Care	  

Person/Pa<ent	  Experience	  

Best	  
Prac,ce	  
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Designing  Health  and  Healthcare  Be&er  
Prac&ce(s)  

  

Health	  
Promo,on	   Preven,on	   Diagnosis	   Treatment	  

Clinic	  to	  
Community	  
Treatment	  
Linkages	  

Long	  Term	  
Care	  

End	  of	  Life	  
Care	  

Person/Pa<ent	  Experience	  

	  
Be<er	  
Prac,ce	  
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Challenges  Ahead:  
• Conver,ng	  Consumer	  Interest	  -‐>	  Consumer	  
Engagement	  	  

• Workforce	  Assessment	  
• Educa,on	  and	  Dissemina,on	  
• Statewide	  Leadership	  and	  Backbone	  	  
• Ac,va,ng	  Local	  Communi,es	  
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How  You  Can  Help
SHIP	  wishes	  to	  speak	  with	  health	  and	  healthcare	  
organiza,ons,	  community	  leaders,	  consumers	  and	  
consumer	  advocate	  organiza,ons	  to	  	  

•  Share	  the	  plan	  	  
•  Address	  ques,ons	  and	  collect	  observa,ons	  and	  
recommenda,ons	  for	  improvements.	  	  

Contact:	  
Julie	  Bartels,	  	  
SHIP	  Program	  Manager	  
jbartels@createvalue.org	  
920-‐309-‐2216	  
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Karen  Timberlake
Connec,ng	  Health	  Care	  Transforma,on	  
and	  Popula,on	  Health	  Improvement	  
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What Should We Consider? – Diabetes and Hypertension 



What Should We Consider? – Depression and Diabetes 



Community	  
Condi,ons	  

that	  Facilitate	  
Health	  

Best	  and	  Be<er	  
Clinical	  Prac,ce	  

Peoples’/Pa,ents’	  
Health	  Needs	  and	  

Goals	  

Payment	  Models,	  Health	  IT,	  Measurement	  



The  Big  Ideas

• Op,mize	  health	  and	  interrupt	  disease	  progression	  

• Make	  smarter	  investments	  to	  promote	  health	  and	  
health	  care	  value	  
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Op&mize  Health  and  Interrupt  Disease  
Progression  -‐  Gaps  and  Root  Causes  
• Our	  culture	  (beliefs,	  norms,	  tradi,ons)	  and	  
community	  environments	  make	  unhealthy	  choices	  
easier	  than	  healthy	  ones	  

•  Mass	  marke,ng	  (McDonalds	  all	  day	  breakfast,	  alcohol,	  etc.)	  
•  Public	  and	  private	  sector	  policies	  do	  not	  consistently	  
promote	  health	  

•  Consumer	  demand	  for	  healthy	  choices	  is	  low	  

• We	  respond	  to	  disease	  rather	  than	  developing	  a	  
proac,ve	  approach	  to	  op,mizing	  health	  

•  The	  health	  care	  delivery	  and	  payment	  system	  (all	  
par,cipants)	  priori,zes	  treatment	  over	  preven,on	  

•  Communi,es	  lack	  sustainable,	  adequate	  resources	  to	  
support	  health	  promo,on	  and	  disease	  preven,on	  
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Make  Smarter  Investments  to  Promote  Health  
and  Health  Care  Value  -‐  Gaps  And  Root  Causes  
•  The	  health	  care	  reimbursement	  system	  does	  not	  yet	  
hold	  providers	  accountable	  for	  maintaining/improving	  
the	  health	  of	  pa,ents	  

•  Historically,	  the	  health	  care	  system	  does	  not	  encourage	  
ac,ve	  pa,ent	  par,cipa,on	  or	  provide	  holis,c	  care	  
responsive	  to	  pa,ent	  needs	  

•  Produc,on	  based	  reimbursement	  and	  compensa,on	  –	  
connec,ons	  between	  care	  coordina,on,	  e.g.,	  and	  produc,vity	  
not	  well	  understood	  

•  Policy	  barriers	  to	  covering	  non-‐tradi,onal	  providers	  
•  Purchaser	  reluctance	  to	  pay	  “extra”	  for	  what	  “should	  be	  
happening”	  

•  Community	  services	  and	  resources	  are	  underinvested	  in	  
and	  are	  funded	  in	  fragmented,	  short	  term	  ways	  

•  Services	  are	  not	  profitable	  
•  Isolated	  impact	  model	  of	  funding/inves,ng	  in	  individual	  
organiza,ons	  in	  siloes	  

•  Probably	  too	  many	  organiza,ons	  chasing	  too	  few	  resources	  
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Big  Ideas   Strategic  Focus  Areas

• Op,mize	  Care	  Delivery	  
•  Improve	  People’s	  Ac,ve	  Par,cipa,on	  in	  their	  
Health	  and	  Health	  Care	  

•  Expand	  Primary	  Care	  and	  Behavioral	  Health	  
Integra,on	  

• Connect	  People	  to	  Community	  and	  Social	  
Resources	  

• Reduce	  Dispari,es	  Linked	  to	  Poor	  Health	  and	  
Health	  Care	  Outcomes	  
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Connect  People  to  Community  and  Social  
Resources  -‐  Gaps  and  Root  Causes  
  
• Historically,	  communica,on	  between	  health	  
providers	  and	  community	  services	  has	  been	  weak	  

• Organiza,ons	  are	  onen	  disconnected	  and	  siloed	  
• Pa,ents	  are	  not	  typically	  referred	  to	  community	  
resources	  to	  address	  needs	  beyond	  immediate	  
physical	  or	  mental	  health	  care	  

• Payment	  typically	  does	  not	  support	  coordina,on	  
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Connect  People  to  Community  and  Social  
Resources  -‐  Recommended  Best  Prac&ces  
•  Increase	  understanding	  of	  community	  resources	  available	  
to	  address	  iden,fied	  needs	  

•  Hub	  and	  pathway	  models	  with	  clinical	  environment	  as	  hub	  and	  
referral	  pathways	  to	  commonly	  needed	  community	  resources	  

•  Exis<ng	  community	  resources	  and	  roles,	  e.g.,	  211	  Helpline,	  
Community	  Ac,on	  Program	  agencies,	  public	  health,	  service	  co-‐
loca,on,	  etc.	  

•  Leverage	  “connector”	  roles	  to	  help	  facilitate	  connec,ons,	  
e.g.,	  peer	  specialists,	  community	  health	  workers,	  case	  
managers,	  	  parish	  nurses,	  etc.	  

•  Enable	  collabora<on	  through	  warm	  handoffs	  that	  include	  
follow	  up,	  feedback	  loops,	  common	  informa,on	  systems,	  
and	  a	  connec,on	  that's	  maintained	  with	  referring	  clinic	  

• Work	  with	  payers	  and	  purchasers	  to	  build	  both	  support	  and	  
demand	  for	  these	  approaches	  
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Pathways	  to	  A	  Healthy	  Bernalillo	  County	  
	  

STEP	  1	  
NAVIGATOR	  (CHN)	  IDENTIFIES	  
CANDIDATE	  FOR	  PATHWAYS	  &	  

BEGINS	  TRUST-‐BUILDING	  

	  
STEP	  2	  

CHN	  CONDUCTS	  RISK	  SCORE	  
ASSESSMENT	  

{BENCHMARK	  1}	  
	  
	  

STEP	  3	  
CHN	  AND	  CLIENT	  PRIORITIZE	  
PATHWAYS	  –	  APPROPRIATE	  

REFERRALS	  MADE	  
	  

STEP	  4	  
CHN	  CONTINUES	  SUPPORTING	  
CLIENT	  AND	  FOLLOWS	  UP	  WITH	  

REFERRAL	  AGENCY	  	  

STEP	  5	  
CHN	  CONFIRMS	  THAT	  SERVICES	  

WERE	  RECEIVED	  	  
{BENCHMARK	  2}	  

STEP	  6	  
CHN	  FOLLOWS	  UP	  WITH	  

REFERRAL	  AGENCY(IES),	  CHECKS	  
CLIENT	  SATISFACTION,	  REVISITS	  
NEED	  FOR	  HEALTH	  CARE	  HOME	  

STEP	  7	  
FINAL	  STEP	  (HEALTHY	  

OUTCOME)	  
{BENCHMARK	  3}	  



Can  You  Be  the  Connectors?
• DHS	  Chronic	  Disease	  Preven,on	  and	  Control	  

•  CDC	  funds	  
•  Million	  Hearts	  
•  Other….	  

•  Local	  public	  health,	  local	  hospital,	  CAP,	  FQHC,	  
United	  Way,	  etc.,	  plans	  

•  Local	  nutri,on/physical	  ac,vity/other	  coali,ons	  
•  Local	  funders	  
• Hospitals/clinics/payers/employers	  and	  SHIP	  



	  
Community	  Health	  Transforma<on	  Planning	  	  

Work	  Flow?	  

Define	  the	  
Problems	  

Fact	  Finding	  
and	  Informa,on	  

Sharing	  

Shared	  
Transforma,on	  

Goals	  
Development	  

Performance	  
Gap	  

Iden,fica,on	  
and	  Analysis	  	  

Best	  and	  Be<er	  
Prac,ces	  

Iden,fica,on	  
and	  Analysis	  	  

Be<er	  Prac,ces	  
Implementa,on	  
Requirements	  

and	  
Considera,ons	  
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Ø  Conveners/facilitators?	  
Ø  Partners?	  
Ø  Funders?	  
Ø  Data	  sources?	  
Ø  Local	  ini,a,ves?	  
Ø  Connec,on	  to	  state	  priori,es,	  state	  ac,vi,es?	  
Ø  Collec,ve,	  rather	  than	  accidental,	  impact?	  



Funding the Work: 

•  Program-related philanthropy 
(community foundations, 
United Way, WCHF?) 

•  Charitable hospital community 
benefit 

•  Pay for success or social 
impact bonds/investments 

•  Community development 
financial institutions 

•  Prevention and wellness trusts 

•  Local government – public 
health, human services, 
transportation… 



SHIP Best/Better Practices Menu 

Implementation Support System – 
Your Name Here! 

Implementation Partners 

Adapted From:  Interactive Systems Framework, Centers for Disease Control & Prevention 


