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How Can We Pay for a 
Healthy Population?
Innovative New Ways to Redirect 
Funds to Community Prevention

Text Chat 

Polling Questions

PowerPoint slides

Audio 

Webinar Technology Overview

If you have problems with the technology 

during the webinar:

� Call iLinc at 1-800-799-4510  OR

� Call Prevention Institute at 
510-444-7738

For Technical Assistance:

Please use the text chat function to let other 

participants know:

Who is participating today?

Source: http://theinnovativeeducator.blogspot.com/2011/11/6-ideas-for-

turning-your-classroom-into.html

1. What city/state you’re in

2. The organization(s) you 

represent

3. If you’re involved the 

State Innovation Models 

grant in your state, type in 

“SIM yes”

Agenda

�Introduction: How Can We Pay for a 
Healthy Population? 

�Presentation of four innovative new ways to 
redirect funds to community prevention

�Q & A

Today’s Speakers

� Janine Janosky, Vice President & 

Head of Center for Community 

Health Improvement, Austen 

BioInnovations

http://www.abiakron.org/cchi

� Rick Brush, Founder & CEO, 

Collective Health

http://collectivehealth.net
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Today’s Speakers

� Kevin Barnett, Senior 

Investigator, Public Health 

Institute

http://www.phi.org

� Maddie Ribble, Director of 

Policy & Communications, 

Massachusetts Public Health 

Association

http://www.mphaweb.org

Photo Credit: http://metes.wordpress.com/2009/01/25/diagonal-crosswalks/

“I diagnosed ‘abdominal pain’ when the real 

problem was hunger; I confused social issues 

with medical problems in other patients, too. 

…I had neither the skills nor the resources for 

treating them, I ignored the social context of 

disease altogether.” 

--Laura Gottlieb, MD

“Funding healthy society helps cure health care” 

San Francisco Chronicle

August 23, 2010

Behaviors & 
Environment

70%

Medical Care, 10%

Genetics
20%

Prevention, 3%

Health Care 
Services

97%

$2.7 Trillion

Current Health Care Spending

Factors Influencing
Health

National Health 
Expenditures

References: Bipartisan Policy Center. “Lots to Lose: How America’s Health and 

Obesity Crisis Threatens our Economic Future.” June 2012

Community Prevention is Cost 
Effective

“…health strategies, interventions, and 
policies applied at the population level can 
advance current approaches to our nation’s 

most pressing health concerns more 
efficiently and effectively than can isolated, 
intensive individual-level actions within the 

clinical care sector.”

-Institute of Medicine

Source: Institute of Medicine. 2011b. For the Public’s Health: The Role of Measurement in Action and Accountability. Washington, DC: 

The National Academies Press.

Community Prevention is Cost 
Effective

“Environmental interventions were generally 
more cost-effective than clinical interventions or 
nonclinical, person-directed interventions; the 
proportion that were cost-saving was higher 

among environmental interventions (46%) than 
among clinical interventions (16%,) or nonclinical, 

person-directed interventions (13%).”

-Chokshi & Farley, NEJM

Source: Chokshi, DA and Farley, TA. 2012. The Cost-Effectiveness of Environmental Approaches to Disease Prevention. N Engl J 

Med; 367:295-297, July 26, 2012.
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“Simply put, in the absence of a radical shift towards 

prevention and public health, we will not be successful in 

containing medical costs or improving the health of the 

American people.” - President Obama

Community-Centered 
Health Homes

How Can We Pay for a Healthy 
Population?

How Can We Pay for a Healthy 
Population?

�Accountable Care Communities

�Health Impact Bonds

�Community Benefits from Non-Profit 
Hospitals

�Wellness Trusts

Janine E. Janosky, Ph.D.

Vice President and 

Head, Center for Community Health Improvement

Austen BioInnovation Institute in Akron

Akron, OH

ABIA: Unique Convergence
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Accountable Care Community (ACC)

• Vision
� To improve the health of the community

• Mission
� Design, develop, implement, and serve as a national framework for 

improving the overall health of an entire community through a 
collaborative, integrated, multi-institutional approach that 
emphasizes shared responsibility for the health of the community.

• Metrics
� Result include improved health via higher quality, cost 

effectiveness/saving, and improved patient experience in health 
promotion and disease prevention, access to care and services, 
and health care delivery.

ACC White Paper

http://www.abiakron.org/acc-white-paper

ACC Coalition
Collaborative partnerships  

leverage multi-sector resources to 

improve community health. 

Benefits of partnership:

• Addresses broad range of 

issues with greater breadth 

and depth

• Coordinates services and 

prevents redundant efforts

• Increases public support

• Allows individual 

organizations to influence 

community on a larger scale

• Includes diverse perspectives

• Strengthens connections 

between existing resources

• Provides shared frame of 

inquiry for community health 

concerns

Community 
Members

Medicine

Public Health

Government & 
Philanthropy

Higher 
education

Secondary 
education

Safety-net 
health services

National

Health Coalitions

Academic 
researchers

Health Systems 
& Healthcare 

providers

Alcohol/drug 
services

Mental health 
services

Faith 
community

Community 
programs

• TOBACCO-FREE LIVING
� Prevent/reduce tobacco use and protect people from exposure to tobacco smoke

• ACTIVE LIVING AND HEALTHY EATING
� Prevent/reduce obesity, increase physical activity and improve nutrition 

• HIGH-IMPACT QUALITY CLINICAL AND OTHER PREVENTIVE SERVICES
� Prevent/control high blood pressure and cholesterol

• SOCIAL AND EMOTIONAL WELLNESS
� Increase health/wellness, including social/emotional wellness

• HEALTHY AND SAFE PHYSICAL ENVIRONMENTS
� Improve the community environment to support health

ACC Strategic Impact Directions

and Process Implementation 

� ACC is not dependent upon providers adopting Medicare 

infrastructure

� ACC encompasses medical care systems plus grassroots 

community stakeholders and community organizations

� ACC focuses on health outcomes of the entire population in a 

geographic region

ACC vs. ACO ACC Components

• Integrated, collaborative, 
medical and public health 
models

• Inter-professional teams

• Robust health 
information technology 
infrastructure

• Community health 
surveillance and data 
warehouse

• Dissemination 
infrastructure to share 
best practices

• ACC impact measurement

• Policy analysis and 
advocacy
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ACC Metrics for Success

• Community participation

• Local, regional, and national 

burden of disease (Impact 

Equations)

• Institute of Medicine Specific 

Aims for 21st century 

healthcare

• Primary, secondary, and 

tertiary prevention indicators

• Community intervention 

measures

• Care coordination metrics

• Determinants of health

• Health information 

technology utilization and 

information sharing

• Clinical improvement

• Patient safety

• Patient self-management

• Patient-centered medical 

home measures

� ACC Impact Equation is proxy for overall benefits and costs of ACC efforts 
(macro) and useful in considering specific projects (micro)

� Examines 3 elements: Quality Improvement, Scope of Population Served, 
and Costs of Disease (in Summit County)

� Impact is a function of: 

(Quality Improvement) * (Population Served)    
Disease Burden

ACC Impact Equations

� Alternatively, burden can be measured in terms of Delay of 

Disease Progression, Cost of Treatment, and Loss of Productivity

� This frames ACC impact from population perspective

� Impact is a function of:

(Delay of Progression /                                                             
Total Cost of Treating Disease) 

ACC Impact Equations

� Systemic changes that help move collaborative behavior into the norm

� Sophisticated knowledge management tools to drive positive change

� A knowledge base of policy, financing, and regulatory levers
� focus on health promotion and disease prevention

� coordinated and integrated public health, social service, and health systems

� payment reform

� cost avoidance and cost saving models

ACC Sustainability

Questions for Janine?

Janine Janosky, Vice President & Head of the Center for 

Community Health Improvement, Austen BioInnovations

http://www.abiakron.org/cchi

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net

Health Impact BondsSM

Sustainable Investment in Health

March 6, 2013

identify1 invest2

improve3return4

 Health
Impact 
  BondSM
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© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net

• Developed by Collective Health in 2011 with support from 
The California Endowment and UC Berkeley

• First-ever HIB to launch in Fresno – focus on asthma

• Pursuing asthma bonds in additional markets and 
expansion to other diseases

31

Health Impact BondSM

Raise capital to address the 
underlying social and 
environmental causes of disease, 
in exchange for a share of future 
health care cost savings
(shared savings model)

identify1 invest2

improve3return4

 Health
Impact 
  BondSM

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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What is the evidence-
based intervention?

Can the savings 
be validated
and shared?

Where are the 
hot spots – and 
who is paying?

What is the 
investment and 

risk/return?

Health Impact BondSM

How It Works

4

1 2

3

individuals
institutions

foundations

employers

HC providers

public/private 
insurers

insurance/
financial 
actuary

track record 
of results

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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Asthma in Fresno: A Crisis for Children and Community

20.2% children 5-17 diagnosed with asthma*

Every day, 20 go to the ER and 3 hospitalized for 
asthma

$34.8M per year for asthma-related ER and 
hospitalizations

* significantly higher for some race/ethnicity and socioeconomic groups

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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Asthma: A Business Case for Prevention

Asthma Control: Home-Based Multi-Trigger, 

Multicomponent Environmental Interventions

Economic Review

Cost-benefit studies show return of $5.3 to $14.0 for each $1 invested.
www.thecommunityguide.org/asthma/multicomponent.html

Published online  Published online  February 20, 2012February 20, 2012

Pediatrics Vol. 129 No. 3 March 1,  2012 March 1 , 2012 
pp. 465 pp. 465 -472 -472 
(doi: 10.1542/peds.2010-3472)

Article

Community Asthma Initiative: Evaluation

of a Quality Improvement Program for

Comprehensive Asthma Care

Elizabeth R . WoodsElizabeth R . Woods, MD, MD,  MPH, MPH
a
, , Urmi BhaumikUrmi Bhaumik, MBBS, MBBS, MS, MS, DSc, DSc

b
,,

Susan J. SommerSusan J. Sommer, MSN, MSN, RNC,  RNC, AE-C, AE-C
a
, , Sonj a I. ZinielSon ja I. Ziniel, PhD, PhD

c
,,

Ala ina  J. KesslerAla ina  J. Kessler, BS,  BS
a
,  ,  Ela ine  ChanEla ine  Chan, BA, BA

a
, , Ronald B. WilkinsonRonald B. Wilkinson,  MA,  MA,,

MSMS
d
, , Maria N. SesmaMaria N. Sesma, BS, BS

e
, , Amy B.  BurackAmy B. Burack,  RN,  RN, MA, MA,  AE-C,  AE-C

b
,,

Elizabeth M. KlementsElizabeth M. Klements, MS, MS, PNP-BC, PNP-BC, AE-C, AE-C
f
, , Lisa M. QueeninLisa M. Queenin, BA, BA

b,,g,,

Deborah U. Dick ersonDeborah U. Dick erson, BA, BA
b
, and , and Shari NethersoleShari Netherso le, MD, MD

b,,h

http://pediatrics.aappublications.org/content/129/3/465.abstract

Twelve-month data show a significant

decrease in any (≥1) asthma ED visits (68%)

and hospitalizations (84.8%).

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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Fresno Project Components

Medi-Cal plans

Self-insured employers

Target Population & Savings Analysis1 Funding & Investment

Phase 1:  200 individuals

Phase II:  3,500 individuals
foundations

institutions

individuals

2

Intervention Design & Implementation3Savings Methodology & Validation

Validation:  third-party actuary

4

Actuarial-based savings
methodology using insurance 
claims data:
• Randomized control study
• Baseline/lookback period
• Trend analysis post-intervention

Health Impact BondSM

advisory group

2012 2013 2014 2015 2016

Post-intervention

Pre-inte
rvention

Savings

�Lower ED (30%) 
& hospital (50%)

�Save $7,773 
PPPY

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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Fresno: Reducing Asthma Emergencies
Projections – 1,100 children

$8.5M savings 
opportunity

• Bond investors provide 
upfront capital

• Agreed interest rate 
and payback period

• Evidence-based 
intervention by 
qualified service 
providers

$3M upfront
investment

Home-based
multi-trigger, 

multi-component 
asthma intervention

$3M principal + interest repaid to bond investors

Intermediary/infrastructure costs

Most of savings is retained/re-invested by financial stakeholders 
(plus ongoing savings after first year)2012 2013 2014 2015 2016

Post-intervention

Pre-inte
rvention

Savings

• Payers share 
validated savings

return on 
investment

4

identify opportunity1 invest in prevention2

improve outcomes3

• Reduce ED visits (30%) 
and hospital stays 
(50%)
� Medi-Cal health plans

� Self-funded employers
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© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net

• Asthma and COPD

• Diabetes prevention

• Mental illness (especially with comorbidity), addiction/recovery

• Superutilization/ED/readmission reduction

• Onsite/location-based clinics and telehealth

• At-risk prenatal/maternal

37

Health Impact BondSM

Potential Applications

© 2013 Collective Health LLC

Rick Brush | rick@collectivehealth.net | 860.712.2242

collectivehealth.net
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Rick Brush | rick@collectivehealth.net

Web: collectivehealth.net

Twitter: twitter.com/collectivehlth

Questions for Rick?

Rick Brush, Founder & CEO, Collective Health

http://collectivehealth.net

Hospital Community Benefit: 

From Random Acts of Kindness to 

Community Transformation

Paying for Prevention Webinar

Prevention Institute

March 6, 2013

Kevin Barnett, DrPH, MCP

Senior Investigator

Public Health Institute

Overview

• Brief History
– Inception / Impetus for IRS CB definition

– Evolution of practices and policies

• Impact of ACA (It’s déjà vu all over again!)
– 990H, Section 9007, and transparency

• New tools and studies

• Geo model of CB

– Changes in reimbursement - Implications

– Challenges and opportunities

• Public Pay shortfalls and evidence-based medicine

• Emerging leadership in the field

Community Benefit Defined

IRS definition - The promotion of health for class of 

beneficiaries sufficiently large enough to constitute 

benefit for the community as a whole.  

– Reference to a defined community suggests a 

population health orientation

– Determining the minimum size for the “class of 

beneficiaries” needed suggests accountability for a 

measurable impact.

IRS Rulings 69-545 (1969) and 83-157 (1983)
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Historical Tendencies in Practice Areas for Improvement

• Programmatic

– Small scale, often poor geographic targeting

– Lack of coordination across programs

– Lack of infrastructure for program monitoring

– Lack of community mobilization / leverage

• Institutional

– Lack of governance/oversight

– Lack of knowledge/support among leadership

– Lack of quality improvement mechanisms

– Lack of integration with core institutional functions

Evolution of National/State Policies

• IRS redefinition of charity 1969/83

• Local class actions in 70s

• Intermountain Health Care – 1985

• Two models of state statutes: UT & NY – 1990

• National congressional initiative (Roybal/Donnelly)

• Other state approaches TX, MA, CA, PN, NH

– Commonalities and distinctions

• IRS Field Advisory 2001

• Yale-New Haven case (2005) – the game changer

• Congressional hearings (2006-2009)

• Illinois Supreme Court ruling on Provena

• IRS 990 Schedule H

• National Health Reform and the coming change

ACA § 9007 (a)

• An organization meets the CHNA requirements with respect 

to any taxable year only if the organization—

– ‘‘(i) has conducted a CHNA which meets the requirements of 

subparagraph (B) in such taxable year or in either of the 2 

taxable years immediately preceding such taxable year, and

– ‘‘(ii) has adopted an implementation strategy to meet the 

community health needs identified through such assessment.

• A CHNA meets the requirements of this paragraph if—

– ‘‘(i) takes into account input from persons who represent the 

broad interests of the community served by the hospital 

facility, including those with special knowledge of or 

expertise in public health, and

– ‘‘(ii) is made widely available to the public.

Elements of 990, Schedule H
• Part I: Financial Assistance and Certain Other Community 

Benefits at Cost
– Organization-level financial assistance policies; application of policies to individual 

hospital facilities 

• Part II: Community Building Activities 
– Charitable activities not to be included in the financial totals of the hospital.

• Part III: Bad Debt, Medicare, and Collection Practices 
– Section A – Bad debt and financial assistance totals 

– Section B – Medicare shortfalls along with estimates of the portion documented as 

community benefit with criteria and methods used to derive these estimates

• Part V: Facility Information
– Breakout of organizational costs and processes for each hospital facility

• Part VI: Supplemental Information
– Narrative descriptions of community benefit initiatives, criteria, methodologies, and 

processes identified in other parts of the form.

Defining Community - IRS Language

• “ …a hospital organization may take into account all 

the facts and circumstances in defining the community 

a hospital facility serves.  Generally, Treasury and the 

IRS expect that a hospital facility’s community will be 

defined by geographic location (e.g., city, county, or 

metropolitan region).”

• “…a  community may not be defined in a manner that 

circumvents the requirement to assess the health 

needs of the community by excluding, for example, 

medically underserved populations, low income 

persons, minority groups, or those with chronic 

disease needs.”
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Use of GIS Public Data Platforms

• Emerging opportunities to substantially reduce the cost and 

time investment in collecting data on unmet health needs and 

demographics through use of public data platforms.  

• Helps to present findings in user-friendly format and enhances 

the potential for engagement of diverse community stakeholders.  

• Frees up time and resources for a more in depth focus on 

building shared ownership for health with diverse 

stakeholders and developing collaborative approaches that 

produce measurable outcomes.  

• A public data platform at www.chna.org was launched in 

December 2012 that is free to users and offers the potential to 

accelerate the data collection and analysis process. 

CHNAs: the Next Generation

• Not a “check the box” exercise, but an 

integral part of the CHI process:

– Engage diverse stakeholders

– Build shared ownership

– ID concentrations of unmet needs

– Set priorities (collaborative)

– Establish baseline to monitor evidence-based interventions 

– Opportunity to leverage limited resources

– Build platform for shared advocacy

– Share accountability and credit

+

CHNA/ CHA
Implementation 

Strategy/ CHIP
Implementation

Hospital, 

LPHAs, United 

Way & Others 
COLLABORATING § 501(r) Requirements,

Form 990 Schedule H

Community Benefit

26 USC § 501(c)(3), IRS Ruling 69-

545

Accountability Mechanisms

Community Health Improvement: 
A Framework to Promote Best Practices in 

Assessment, Planning and Implementation

-Using Explicit Criteria and 

Processes to Set Priorities 

(use of evidence to guide 

decision-making)

-Assuring Shared 

Investment and 

Commitments of Diverse 

Stakeholders

-Collaborating Across 

Sectors to Implement 

Comprehensive Strategies

-Arranging Assessments 

that Span Jurisdictions

-Using Small Area Analysis 

to Identify Communities 

with Health Disparities

-Collecting and Using 

Information on Social 

Determinants of Health

-Collecting Information on 

Community Assets

Key Issues to Address 

to  Promote 

Alignment between 

Accreditation, 

NP Hospital CB, and 

Other Community-

Oriented Processes

Improved 

Community 
Health 

Outcomes?

Assuring Shared Ownership of the Process among Stakeholders (e.g., formal agreements)?

Assuring Ongoing Involvement of Community Members 

-Participatory Monitoring 

and Evaluation of 

Community Heath 

Improvement Efforts

T R A N S P A R E N C Y

Monitoring 

& EvaluationData and Analytic Support Platform

Accreditation Requirements

State and Community-based Analyses of CHNA/Implementation 

Strategy Public Reports

Reports

Community Building Category

• Category of charitable activities developed in a 1997 

monograph1 that focus on addressing the root causes of health 

problems in local communities.  Examples include:

– Physical improvements (e.g., housing, street lights, graffiti removal) 

– Economic development (e.g., job creation, small business 
development)

– Social support (e.g., child care, youth mentoring, leadership 
development) 

– Environmental improvements (e.g., park renovation, toxic cleanup)

– Coalition building 

– Community health advocacy 

Barnett, K., “The Future of Community Benefit Programming, The Public Health Institute

IRS Adjustments on 

Community Building

• Acknowledgment at IRS that initial ruling based upon a poor 

understanding of importance in community health improvement.  

• The most recent IRS instructions include indication that “some of 

these activities may also meet the definition of community 

benefit,” 

• Three basic criteria in instructions justify reporting as a CB:

– CHNA developed or accessed by the organization; 

– Community need or a request from a public agency or community group

– Involvement of unrelated, collaborative tax-exempt or government 

organizations as partners. 

• Many hospitals have provided support for community building for 

decades, and are encouraged to report these activities as CB.  
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Implications of Schedule H
• Significant expansion in transparency regarding the charitable 

practices of tax exempt hospitals

• Will be comparative analyses conducted at national, state, MSA, 

county, municipality, and congressional districts.  Examples:

– Language in charity care policies, and budget levels established

– Billing and collection practices (e.g., eligibility criteria, thresholds)

– How community is defined in geographic terms and includes 

proximal areas where there are health disparities.

– How solicit and use input from diverse community stakeholders.

– Connection between priorities and program areas of focus. 

– Explanation of why a hospital isn’t addressing selected health needs.

– Volume of charitable contributions in each category.

Building a Seamless Continuum of Care:

Ambulatory Care Sensitive Conditions

• Recent move by CMS to cut reimbursement for re-admissions 

within 30 days for a range of conditions presented a set of near 

term challenges for hospitals to develop strategies to support 

patients after discharge.

• Opportunity to “bend the cost curve” by reducing preventable 

ED and inpatient utilization.  

• CB programming can build institutional capacity in this area, and 

make better use of limited charitable resources.  

• Research by John Billings established framework of ambulatory 

care sensitive conditions (ACS) in the 1990s. 

• More recently, AHRQ re-designated ACS metrics as Prevention 

Quality Indicators. 

Near Term Potential Savings

• In 2002, half of Medicare beneficiaries treated for 5+ 
conditions, and accounted for 75% of Medicare spending.
Thorpe, KE, Howard, DHl, “The rise in spending among Medicare beneficiaries: the role of chronic disease 
prevalence and changes in treatment intensity,” Health Affairs (Millwood), 2006:25(5): 378 – 388

• Estimated costs for preventable hospitalizations for 2004 
were $29 billion, approximately 10% of total hospital 
expenditures.
Russo, Allison, et al, “Trends in Potentially Preventable Hospitalizations among Adults and Children, 1997-
2004,” Statistical Brief #36, Healthcare Cost and Utilization Project, AHRQ, August 2007

• Readmissions on 18% of all hospital stays - $12B (80%) of 
which are potentially avoidable.
Miller, M., Executive Director, Medicare Payment Advisory Commission, Report to Congress: Reforming the 
Delivery System, Testimony to Senate Finance Committee, September 16, 2008

Community Benefit and Health Reform

Primary Prevention
Community Problem Solving

Community-Based
Preventive Services

Clinical Service Delivery

PAYMENT MODELS
Fee for Service Episode-Based Partial---Full Risk Global Budgeting

Reimbursement Capitation
INCENTIVES
Conduct Evidence-Based Expanded Care Reduce Obstacles to
Procedures Medicine Management Behavior Change
Fill Beds Clinical PFP Risk-adjusted PFP Address Root Causes

METRICS
Net Revenue Improved Reduced Preventable Aggregate Improvement 

Clinical Outcomes Hospitalizations/ED in HS and QOL
Reduced Readmits Reduced Disparities Reduced HC Costs

Near Term Challenges:

Public Pay Shortfalls

• Medicaid shortfalls already larger figure than a 

larger figure than charity care in many markets

– Medicaid expansion is certain to increase figures

– Parallel reduction in disproportionate share funding

• Potential to preclude investments in prevention

• Need for in depth analysis to separate out

– Under-reimbursement, particularly for complex cases

– Unnecessary tests and procedures / defensive medicine

– Practice patterns inconsistent with protocols / evidence-

based medicine

• Opportunity for shared advocacy

Opportunities:

Leadership in the Field

• Health Systems Learning Group

– 40 health systems; 400 hospitals from across the country

– Primarily self-funded; support from RWJ and coordination with 

WH Office of Faith-Based & Neighborhood Partnerships

– Commitment to 

• Prospective investment to reduce PQIs and readmissions

• Addressing determinants of health

• Transformational partnerships with diverse community stakeholders

• CB, CRA, and Convergence

– Build on leadership by Federal Reserve Bank of SF & RWJ

– Practical approach focusing on tailoring, strategic geo 

targeting, and applying Collective Impact principles
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Defining the Boundaries
Breaking Down Complex Issues with 

Problem Analysis

Root 

Causes

NT

Causes

NT

Impacts

LT

Impacts

Asthma

En vivo

smoking

Poor

housing

Poverty

Genetic

Predet.

Indoor

triggers

External

Air

Poor HC

Access

Poor medical

Mgmt

Lack of

Knowledge

2nd hand

Smoke

Helplessness

Stress

Immune

Distress School/Work

Absence

Poor Aca.

Performance

Reduced

Productivity

High Svs

Utilization

High

Morbidity

Reduced

Career options

Low self

Esteem

Medical care

dependence

Hospital 1

Faith Community

Resident Coalition

Parks &Rec Dept.

Community 
Development Dept.

Philanthropy

Local Business 1

Bank (CRA)

Shared Metrics
↓ Diabetes PQIs
↑ Food Access

↑ + Options in schools
↑ Awareness/knowledge

↑ Physical activity

Community

Elected Officials

K – 12 Schools

Youth Serving CBO

Actions

Expanded Care Management

Health Education

Policy Development

Business Development

Community Mobilization

Backbone Org. - Integrator

Collective Impact - Obesity

Hospital 2

Local Business 2

Higher Ed

CB 1.0

Imperative for 
program and 
services 
alignment  
with the
needs/location 
of 
commercially 
insured
populations.

Proprietary 
model.

Random acts of 
kindness.

CB 2.0

Enhanced focus
in DUHN 
communities.

Increased emphasis
on social 
determinants.

Limited relevance
to clinical services.

Lack of financial 
incentives.

Collaboration with 
community 
stakeholders.

Doing Good and Doing Well
Community Benefit and the Business Model

CB 3.0

Evidence-based seamless 
continuum of care.

Comprehensive, 
intersectoral approach to 
programs.

Institutional financial 
incentives aligned.

One player in a balanced 
portfolio of investments.

Collaboration with all
Stakeholders.

Contact Information

• Kevin Barnett, Dr.P.H., M.C.P.

Public Health Institute

555 12th Street, 10th Floor

Oakland, CA  94607

Tel: 10-285-5569  Mobile: 510-917-0820

Email: kevinpb@pacbell.net

Questions for Kevin?

Kevin Barnett, Senior Investigator,

Public Health Institute

http://www.phi.org

MASSACHUSETTS 
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August 6, 2012

Today’s Presentation

1. What is the Prevention and 
Wellness Trust?

2. How did we get here?

3. What’s next?

What is the 

Prevention &

Wellness Trust?

Chapter 224/Prevention & Wellness Trust Fund

Why?

� Costs of preventable diseases

� We spend a tiny fraction of our health care dollar on 
prevention

� Preventable chronic diseases comprise a large share 
of our health care spending

� Productivity losses are whopping - $17b stemming 

from obesity alone

� Tremendous inequities facing communities of color 
and low income communities in health outcomes

Chapter 224: Seeks to Tame Costs

� The creation of new commissions and agencies to monitor and enforce 
the benchmark for health care cost growth, placing new scrutiny on 

health care market power, price variation, and cost growth at individual 

health care entities;

� Wide adoption of alternative payment methodologies by both public 
and private payers, including specific targets for Medicaid;

� Increased price transparency for consumers;

� Expansion of the primary care workforce;

� A focus on health resource planning;

� Financing and otherwise supporting the expansion of electronic health 

records and the state health information exchange;

� Medical malpractice reforms; 

� Numerous other provisions including ones pertaining to mental health 

parity and integration, administrative simplification, and health 
insurance premium rates.
Source: Blue Cross Blue Shield of Massachusetts Foundation
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Chapter 224/Prevention & Wellness Trust Fund

�$60 million over 4  
years

�First of its kind in any 
state in the nation 

�Will significantly increase 
funding for community 
prevention activities in 
Massachusetts

�Focus on reducing health 
disparities

Competitive Grants

� Minimum of 75% of funding
� Goals:

�Reduce rates of the state’s most costly 
preventable health conditions

�Reduce health disparities
�Increase healthy behaviors
�Increase the adoption of workplace-based 
wellness programs

�Develop a stronger evidence-base of effective 
prevention programs

Eligible grantees

� Municipalities or regional collaborations of 
municipalities

� Community organizations, health care providers, 
or health plans working in collaboration with one 
or more municipalities

� Regional planning agencies.

Workplace Wellness

� Up to 10% of funds can be used to support workplace 
wellness efforts.

Prevention and Wellness Advisory Board

Members will include:

� State and local health officials

� Experts in health equity, health economics, and 

public health research

� Representatives from the health care and health 
insurance industries and the business community

� Representatives of community health workers and 
public health nurses

� Public health and consumer health associations

Final Financing=$225m

� Assessment on health plans (total=$60m)

� Assessment on acute hospitals with more than $1 
billion in net assets and less than 50 percent of 

revenue generated by public payers (total=$165m)

To fund…

� Prevention Trust: $60 million

� health information technology: $30 million

� struggling community hospitals: $135 million



3/7/2013

14

Timeline - tentative

� Winter 2013 - Appoint Advisory Board

� Spring 2013 - Funding strategy and data 
report

� Late spring/early summer - Release RFP

� July/August 2013 - Award first round of 
funds 

How did we get here?

Framing

�Stand alone legislation to organize around

�Focus on data and cost savings

Criteria for Financing

� Sustainable; unlikely to be diverted to other uses

� Sufficient to impact health care costs and 
population health (e.g, not mini-grants)

� Logical link between funding source and cost 
savings

� Administrative simplicity

� Politically viable in current climate

Worked closely with legislative leaders

�Healthcare Financing Chairs and 
leadership

�Role of Prevention for Health Caucus

�Organized House support - 49 
Representatives signed letter to HCF chair

�69 Reps and Senators signed letter to 
Conference Committee

Built external pressure

�Built off existing local partnerships across state

�Events: press conferences, rallies, lobby days

�Series of “mini-lobby days” to educate/engage 
Reps and Senators

�Open letter to legislators from civic leaders –
over 300 signatures

�Earned media, including event coverage, LTEs, 
and Op-Eds

�Organized support in key districts

�Broad set of allies: faith groups, mayors, business
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Supporters

�More than 100 active legislators

� Legislative Prevention for Health Caucus

�Mayors and town managers

� Local public health officials

� Philanthropic, business, and labor leaders

�Healthcare leaders

� Statewide and local organizations
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“Without a strong focus on 
prevention, we won’t reduce 
medical costs significantly 
regardless of how we pay for 
them. Health and economic 
development are inextricably 
linked… [Healthcare costs] 
are very real barriers to job 
growth.”

Speaking with One Voice
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Legislative Letter to Conference Committee Next Steps

�Implement 

�Protect

�Expand

Questions for Maddie?

Maddie Ribble, Director of Policy & Communications, 

Massachusetts Public Health Association

http://www.mphaweb.org

Questions?

Find this presentation on our 

website at:

www.preventioninstitute.org/pr

ess/calendar/event/405.html 

“You can do more than 

bail out these medical 

disasters after they have 

occurred: go upstream 

from medical care to forge 

instruments of social 

change that will prevent 

such disasters from 

occurring in the first 

place.” 

—Jack Geiger, MD

Photo Credit: Daniel Bernstein
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