Health Systems Learning Group: Charity Care Break Out Group

1. How (does this Framework) move (our hospital/health system) from being a provider of services to a (i.e., one of many) steward of community health?  Sub- questions include, but are not limited to:  
· Which elements of this Promising Practice can my hospital/health system control and for what can/should we be held accountable?
· What changes in our hospital/health system structures and functions are needed to effectively implement and sustain this Framework?
· What internal/external changes in financing incentives are needed to implement and sustain this Framework
Group Responses:
Building a Community Benefit Infrastructure
· Rethink missions and visions of the hospital or health system – many are still “acute care” focused and ensuring community is part of the mission and vision is vitally important. 
· Need to better integrate where community partnership staff report, ensuring a clear distinction between community health promotion, community benefit and community relations.
· Establish a role of the board or board committee with responsibility and accountability for community benefit.   
· Ensure the competencies of staff charged with community benefit at the facility, e.g., knowledge/experience of populations and communities in the primary service area, demonstrated skill in partnership development, expertise in review and interpretation of population health data and information, knowledge of public health concepts, expertise in the design and implementation of project monitoring strategies, demonstrated knowledge of clinical service delivery. 
Community Health Needs Assessment

· Include as active partners a representative body of individuals, groups, and organizations that have an interest in health outcomes, can act to improve community health, or have access to resources (e.g., funding, expertise, community groups) including the other health partners in the community.  
· Seek opportunities to improve hospital, physician, and community relationships to better understand  social determinants of health and other multi sectorial work while enhancing capacity to respond to identified issues. 
· Include the community health needs assessment as a key foundation for understanding communities and as a key instrument in health system strategic planning.
· Collaborative partners should narrow their field of vision.  Existing data reports, program experience, and dialogue among partners can reveal promising study areas, such as the need for jobs, affordable housing of homeless patients who frequent the emergency department (Methodist Health System example), as well as pockets of high utilization for ambulatory care sensitive conditions.
·  Implement  community based participatory research to engage the community more fully. 
· Key stakeholders from the community should be engaged in the process, including the residents of the community, particularly to identify unmet health priorities of importance to them. 
· Align community health metrics with other stakeholders for a collective impact.   

Assets Assessment and Alignment
· Fair and equitable sharing of high cost demand for care from among the uninsured and underinsured should be openly planned for among the health partners of a community and a standardized method of calculating and reporting expenses for uncompensated care should be established and followed.
· Assets in the community, when working together building community, can have a collective impact on the unmet needs of the community.
· Based on access issues, consider an Incentive for doctors to see charity care patients and to manage their health. 
· With the need to balance population health approaches with individual patient needs, develop a set of core measures and hold stakeholders accountable for achieving them.
· Look into partnering with businesses, schools, other organizations to contribute/partner on health programs  and develop a  common set of metrics to demonstrate that these strategic partnerships reduce health disparities.
· There is opportunity for health systems to partner with insurance companies, local government, and local businesses to develop policies and agreements to share the responsibility of improving the health of the community they share in common.

 
Community Benefit Program Planning
· Align governance, management and operations in the development of a comprehensive community benefit strategy.
· Establish the business case for community benefit by demonstrating how utilization of unreimbursed services impact the bottom line.  Establish the mission imperative to address those unmet needs within the resource limitations and capacity of the hospital.
· Focus efforts to address identified health disparities.
· Identify appropriate partners from among the assets of the community to address prevention, basic needs, primary care and mental health access in a way that is consistent with the lifestyles and life circumstances of the community’s residents.  


Population Health Models
Defined Populations and broader Community Populations
· Design and capture elements of a patient’s record based upon integrated care – holistic, spiritual, social determinants and medical care.
· Need to ensure that there is integration of health information systems of all health systems so patients have a seamless health record. 
· An opportunity to create formal data agreements with health departments, mental health agencies, and various post-acute providers (e.g., SNF, home health) to create consistent patient health records across the continuum.
· This may also be an opportunity to create formal data agreements with health departments, mental health agencies, and various post-acute providers (e.g., SNF, home health) to create consistent patient health records across the continuum.



Healthcare Financing
· Payment for non-emergency care in the emergency departments of hospitals needs to be commensurate with the care provided, rather than at the highest cost.
· Non-emergency use of the emergency department of a hospital should be dis-incentivized, but will require a major societal and culture shift that can be brought about by education, improved access to primary care in the community, 24/7 hotlines available for education and appropriate referral.
· There may also need to be more direct involvement of EMS in designing the framework for these populations as EMS systems greatly vary in resources and protocols. 
· Discourage advertisements that promote utilization of the emergency department, e.g., “30 minute wait.”  Instead promote primary care access in the community. 
· In integrated ACO type of environment focus on risk reduction and keeping patients out of the hospital.  We need to develop metrics around programs that support patients self care, connecting with PCP post discharge and measuring the potential savings.  This would quantify the cost/benefit for programs such as Transitional Care Management, community based disease mgt programs etc.
· Provide metrics on chronic care focused diagnosis readmissions and the associated penalties.  The avoidable cost of readmission and cost of penalty could be compared to the cost of the infrastructure put in place to prevent readmission.  In reality the penalties are not significant financially at present but there is the cost of being on the public list of institutions that do poorly in controlling readmissions.
[bookmark: _GoBack]

Advocacy
· Use the Hospital Association and AMA to advocate for Community Health
· Need to redefine geography of where health services are provided – out of the hospital and into the community, with a primary focus on specific areas with disproportionate unmet health needs.

2. How will the Framework help my organization build the right relationship to other stewards, e.g., one that involves mutually reinforcing activities, building capacity, and a commitment to shared outcomes?
3. How will the Framework help my organization balance our competitive orientation with a commitment to collective betterment?
4. What skills and competencies (including people skills) and knowledge (including culture) are needed to effectively implement this Framework?  (refer to infrastructure notes)
5. How do we demonstrate the value of this Framework (i.e., measurement)?  How do we frame and communicate the value of this Framework in a manner that speaks to diverse audiences?
Group Responses:
· Spiritual/faith component to comply with chronic disease management on behalf of the community
· Incorporate the built environment to support healthy practices
· Develop better relationships with stakeholders who lack access to a healthy lifestyle/environment
· Better alignment of resources to provide behavioral health care/substance abuse prevention and treatment in communities
· Social Justice call for health systems to work together/collaborate
· Need CEO leaders and diverse board members with a collaborative focus to work together to tackle this issue
· Increase engagement of clinical health professionals who will serve as champions/leaders in health promotion/disease prevention efforts. 
· Need diversity on community boards, advisory councils, etc. Diversity not just in traditional senses (race, ethnicity), but diversity in leadership. 
· Tap creative and innovative thoughts of communities and health systems. Encourage self-assessment and self-knowledge. 
· Create a one page document for CEOs that consists of a fact sheet of chronic disease management cost analysis in zip codes of economically challenged areas. Use document to create a powerful argument to diverse audiences as our charge. Balance communication in a meaningful way, including not only the financial burden, including impacts of ill health on the local economy, but also the human burden. 
· Affirm our beliefs as health care organizations with a conscience.

3rd Breakout Session Assignments
1. Review and discuss lessons learned and anything missing from the practices/strategies
2. Review supporting evidence for impact or outcomes
3. Examine replicability in different settings
4. Review of scale and sustainability issues
4th Breakout Session Assignments
· Establish process (e.g., use of criteria) and person(s) responsible for additional Promising Practice documentation
· Review agreed-upon criteria for Promising Practices in each Working Group
· Identify and be prepared to report out on next steps, including Working Group call schedule
End of Conference Deliverables
· Defined Working Group titles, content focus, and charge
· Develop criteria for designation as a HSLG Promising Practice 
· Designated Framework and established process for documentation
· Established process/next steps for each Working Group
· Draft “Menu” of CEO recommendations for a new framework


