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Praise for HUMANIZING HEALTHCARE and Summer Knight, MD, MBA

“Everyone is excited about the digital transformation of healthcare, the fourth industrial revolution, and online meeting offline. But in order for all of this technology to make a difference in real people’s lives, we need to concentrate on the human in the middle. Humanizing Healthcare is a road map for the future of health assurance for us all.”

—Stephen K. Klasko, MD, MBA, President and CEO, Thomas Jefferson University and Jefferson Health

“Dr. Knight’s call to hardwire humanity at every point of care is essential to ensure that patients remain at the center of everything we do. Healthcare can be confusing and complicated, and is often needed when people are at their most vulnerable. It is our collective responsibility to be a trusted advisor, ensuring they feel supported through every step of their care journeys. An important piece of that is approaching care holistically to address critical drivers of health—namely, health equity, food security, and mental well-being.”

—Patrick Geraghty, President and CEO, GuideWell Mutual Holding Corporation, Florida Blue, and GuideWell Group, Inc.

“Advances in all sectors of healthcare should be defined by how they improve patient health and the consumer experience. In Humanizing Healthcare, Dr. Knight makes clear that advances such as AI and ever more sophisticated analytics hold the potential to create an ecosystem of care for a healthcare future that’s more efficient and more patient-centered. The technology is poised to enhance the human touch in medicine by enabling healthcare providers to be more connected to their patient, and not a screen.”

—Blasine Penkowski, Chief Strategic Customer Officer, Johnson & Johnson Healthcare Systems

“A key goal of Humanizing Healthcare is to activate consumers to drive appropriate care decisions as they do in other consumer industries. Sharing a near-term view of what is possible when we leverage digital health, interoperable data, artificial intelligence, and advanced analytics, this book helps healthcare business leaders and technology leaders by creating a common vernacular with which to drive forward together.”

—Marvin Richardson, Chief Information Officer and SVP, Blue Cross Blue Shield of IL, MT, NM, OK, and TX

“Dr. Knight has skillfully presented the guide to an evolving future in which consumers are finally in the driver’s seat for their own healthcare journeys. We’ve reached the inflection point at which digital health is creating a unified, personalized, and mobile health experience, connecting all stakeholders and giving equal voice to patients. Humanizing Healthcare is a must-read for anyone striving to make our most important industry live up to its promise.”

—Kristen Valdes, Founder and CEO, b.well

“Drawing on transparent and unvarnished stories of her patients’ and her own experiences, suffering, and joy, Dr. Knight highlights how the North Star of humanizing healthcare must be realized. Her framework gives us hope in a future in which all industry players can work together to create an ecosystem of value for healthcare consumers and professionals alike.”

—Richard Snyder, MD, Chief Medical Officer, Independence Blue Cross; and Member of the Board of Directors, American Hospital Association

“A blueprint for truly transforming healthcare built upon real life experiences, Humanizing Healthcare goes beyond the use of technology as it focuses stakeholders on supporting the healthcare consumer, caregivers, and clinical teams through connected partnerships for the individual’s health journey.”

—Anthony Lombardo, Chair, Morristown Medical Center Advisory Board; and former COO, Bracco Diagnostics, Inc.

“As healthcare must transform, Dr. Knight lays out a path that defines the approach and addresses the cultural shift and macro changes required to humanize healthcare—which involves addressing all aspects of human needs, including physical, emotional, nutritional, social, and financial—at a timely juncture for the industry.”

—John Agwunobi, MD, MBA, MPH, CEO and Chairman, Herbalife Nutrition; Admiral, US Public Health Services Commissioned Corps; and former Assistant Secretary of Health, Department of Health and Human Services

“While encouraging all healthcare stakeholders to align on humanizing healthcare as our collective North Star, this book articulates how we can achieve this person to person, within the culture of our own organizations and our industry. Beyond this audacious goal, Dr. Knight gets tactical, sharing how we can begin taking action immediately.”

—Joseph R. Cunningham, MD, President, Blue Cross Blue Shield of Oklahoma

“Humanizing Healthcare is a North Star that informs how the healthcare system can transform across pharma, biotech, healthcare providers, health plans, medtech, digital health . . . and the list goes on. The book brings to life how all of these sectors can work together in the future of health to support consumers as individuals, with the goal to optimize healthfulness even for those who have chronic and challenging conditions.”

—Greg Reh, Global Life Sciences & Health Care Leader, Deloitte

“Dr. Knight advocates for leveraging machine learning, artificial intelligence, and digital care activation platforms to automate many of the nonclinical activities of doctors and nurses, giving them more opportunity for patient interaction and care, which is the goal of humanizing healthcare.”

—Monica Berner, MD, Chief Clinical Officer, Health Care Service Corporation

“Using real-life examples, Humanizing Healthcare helps readers to visualize the future of health and how technologies, such as artificial intelligence and advanced analytics informed by interoperable data and machine learning, will transform the healthcare experience for all stakeholders. As a digital health leader, I appreciate this viewpoint, which helps my peers to co-envision a world of health access that seemed fanciful but is actually attainable today and in the near term.”

—Heather Cox, Digital Health and Analytics Officer of prominent national health plan

“Humanizing Healthcare lays out a care model of the future—providing greater access and improving care through telehealth, digital tools, and interventions—to include incorporating behavioral and physical health. Most importantly, it advocates for the patient’s natural support network to improve healing and recovery through emotional support.”

—Douglas Lehrman, Managing Director, Junction Health Partners
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To the memory of Nancy Van Vessem, MD

When I was a young doctor, Nancy noticed me and supported my potential as a healthcare innovator. She encouraged me to step out of the norms of medicine to build out my ideas on caring for people as loved ones and clients rather than patients as commodities. She bolstered my courage in setting out on the path of innovative care delivery, becoming the chief medical officer of Florida, and eventually starting a series of businesses including digital health. She also had insight into my personal life . . . and showed her pride in my accomplishments, despite my flaws. She was my hero and springboard. Throughout the years, I’ve reached out to her to connect on career and personal advice.

Nancy, like so many primary care physicians, dedicated her life to her community, treating client-patients who loved her as I do. On November 2, 2018, Nancy was brutally murdered while meditating and caring for her body in a local yoga studio. An armed gunman opened fire, killing another woman and injuring five others . . . and then killing himself. He had previously been investigated by police for abnormal behaviors toward women.

Three daughters have been left motherless; a challenging journey to ask of anyone.

Nancy will always be my hero.

Our hearts are broken.

Her love of others lives on through me.
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Preface

A Road Map for Healthcare and Life Sciences Built for People

I started writing this book in 2017 while sitting next to my son, Nikolas, in a small hospital room that felt like a jail cell after his sentencing. It began as an exercise to relieve the fear, fatigue, and frustration I was experiencing. I needed to get my emotions out in writing so that I could keep my composure dealing with the reality of our shocking situation.

Most of the prose was on a platform I set up to include the growing “army” of family, friends, and neighbors who were helping our family to navigate this hellish journey. After almost a year of treatment, Nikolas died days after his fourteenth birthday of a rare cancer. I gave myself permission to submit to the deep grief that I intuitively knew was upon me, having previously lost loved ones—my mother as a teen and my son’s father when in my thirties—and having learned the hard way how ignoring loss only comes up in inconvenient ways later in life. Several months later, fighting a sense of failure and hopelessness, I picked this book back up to focus on how we—as the industry of healthcare and life sciences—could change healthcare for the better. How could we make these experiences more compassionate, comfortable, convenient, and affordable for both patients and their families?

As I reflected on my satisfying medical practice of the late 1990s and 2000s, this book became more ambitious. I remembered the love our clients, staff, and I shared as together we identified the reasons behind our patients’ conditions and diseases and strived toward health. Our approach for people with diabetes varied significantly, based on the clients’ willingness to change lifestyle, their family involvement and support, their economic situation, their cultural norms, and other factors. We didn’t have the data-driven insights that today’s systems can generate and share with clinicians. But we did have a focused, highly motivated, and multilicensed team ready to pull on community resources from our town.

Our team got into the details. One of our clients with diabetes, John, was a cross-country truck driver. When he learned that he was diabetic, he shifted into action. He wanted to avoid medication, so we scheduled him for a consultation with a nutritionist. Armed with his new information, he committed to documenting his blood sugar levels four times a day over his next three road trips in a booklet we gave him. He called in from the road to share the numbers with Nurse Anne. He prepacked his meals, and when he did eat at a truck stop, he said that he was ruthlessly descriptive of how he needed his food prepared. Knowing John, my guess is that he was evangelizing his new eating preferences with other men at the counter.

John made good progress, but his numbers had some unexpected discrepancies. When John was on the road, his numbers were stable and within normal limits. But when he was at home, his blood sugar levels would escalate and then stabilize again when he was on the road. Perplexed, I asked John pointedly what he was doing at home. We went through his day, and we talked about his spouse, whom he described as thin, but I kept coming up with no answers.

Then, through no genius of my own, John gave us the answer on his next visit. He brought our team a gift—a cake, and no ordinary one at that. It was a one of the most exquisite cakes I had ever laid my eyes on. It was a work of art that John had decorated with frostings, jams, and flowers—and the taste! I don’t know what was better, to look at it or to taste it.

I asked John where he got this baked wonder, and to my surprise, he said that he made it himself. He said that he bakes a new and different beauty every time he comes home. Baking is therapeutic for him and gives him a grounding calm as he transitions back home from on the road. Ironically, his wife, while she loves the visual appeal of John’s creations, is not a sweet eater, so he has to eat the cakes himself before he takes another trip!

He told us that he would entertain himself while driving by thinking about a new twist he could use in his next creation. He knew his cakes were works of art, but he doubted that he could get the level of enjoyment that cake baking brought him if he actually did it as his job. So he had figured out this routine of driving and baking that destressed him from the road.

John’s wonderful gift was also his sabotage. His hobby, his calming activity, was also his challenge in managing his diabetes. And it wasn’t me who solved the problem—it was my team, clinicians and office staff, brainstorming with John while hanging in the staff kitchen enjoying the cake. They all agreed that John would continue to bake his cakes but that he would donate them to a local orphanage for the children who might not have such beautiful treats.

These and other experiences with clients reinforced my belief that healthcare needs to treat the whole person, with all his or her idiosyncrasies. At the time, people said that it was crazy to integrate health and wellness into the science of medicine. Now that healthcare costs are no longer sustainable, these ideas about attention to the individual consumer are gaining respectability.

For the past several years, I’ve been working on how to incorporate the individual, their personal preferences, and the influence of the environment into healthcare—a possibility that is the result of emerging technological capabilities, interoperable data, machine learning from massive data lakes, advanced analytics, and artificial intelligence. What could the healthcare system of the future look like? Much of my career, from serving as a primary care doctor to running healthcare startups, from serving as the chief medical officer of the state of Florida to working as a leader in a major consulting firm, has prepared me for this book. But I’ve also spoken with dozens of researchers and other experts, along with regulators, executives, and people on the front lines of healthcare (many are listed in the Acknowledgments).

This book presents a vision for healthcare that truly respects individuals and the people in their lives. Parts of it might feel utopian, but I’ve been bolstered by research showing that informing and activating consumers leads to better outcomes. As scientific medicine achieved amazing results in the twentieth century, we lost sight of a basic truth: the most effective treatment comes from compassionate people in a relationship. Family doctors once had such relationships with their patients, but that time is gone because of pressures on supply, demand, and economics.

To get that concept of vested caring back into interactions by the healthcare industry, we need to look to the past—bringing family, friends, and other volunteers into caregiving by including them as members of the health team. And we need to look to the future—taking full advantage of digital technology to provide expert insights and advice at reasonable cost. We’ll always need skilled physicians for specialized care, but we can make healthcare sustainable—and more humane—by reshaping the care team and meaningfully drawing in this “free army” of people’s own natural support network for the chronic conditions and disabilities that absorb most of our healthcare budgets.1

This new model will also reduce much of the waste in healthcare. With the savings we can achieve with these steps, we could afford healthcare for all Americans in the United States, one of the wealthiest countries in the world.

Progress will also depend on aligning financing to combine health with social services that address health equities and barriers to care. Researchers are finding that the majority of healthcare costs come not simply from a disease in isolation but from shortcomings in the broader health of an individual—mental, social, dental, and financial. And in order to gain a truly consumer-centric system for the long run, we need better education of everyone on the dynamics of health and life.

Healthcare deals with life, death, trauma, and illness, so it has complicating dimensions absent in other industries. It has many stakeholders and much complexity in how these stakeholders react and interact during episodes of stress. Yet change is possible—the industry has evolved significantly over the past 50 years, as has the healthcare business model. We have lost our patience and the good news is that significant progress is at the doorstep as you will soon read.

So here’s what you can expect in this book:

•   Chapter 1 sets the stage with the story of the treatment of my son Nikolas. It was a harrowing ordeal for all of us, from the initial admission to the hospital to the months of invasive testing and procedures. On paper, Nikolas received good care, but the actual experience was awful, relieved only as our family and friends stepped up to be present with us.

•   Chapter 2 describes the current state of healthcare in the United States. After briefly delving into the affordability crisis, it surveys the 3 + 1 key drivers of change in the industry. Then it explores the seven trends resulting from those drivers. Although the industry is moving in a better direction than before, those advances are not enough to make healthcare both sustainable and humane.

•   Chapter 3 lays out the principles and vision of humanizing healthcare. This approach is fundamentally centered on healthcare consumers (or clients, as I call them). This approach calls for a therapeutic alliance between the clinical team (physicians and other professional staff) and the “home team” (the client and his or her natural support network of family, friends, and other volunteers).

•   Chapter 4 tackles a major challenge for this approach: activating consumers so they take responsibility for their care and put pressure on payers and providers to deliver truly consumer-centered healthcare. We need to position consumers to drive their treatment choices and purchasing options. Some payers and providers are already working on making this happen because they’ve realized that consumer-centered care is actually in their interest. We need consumers to step up as well—and I expect they will as the industry gives them the same degree of transparency, information, and control they already have in shopping, entertainment, and other consumer-centric industries.

•   In Chapter 5 describes a full vision of humanized healthcare as though we were setting it up from scratch. It may take us a decade to get there, because a lot needs to change, but we need an endpoint to work for. Hence, this is just one of many options we can create for our future. Along with the healing touch of loved ones, digital health—bots, teleconsults, and a sophisticated software platform—would be fundamental to this new approach. Instead of traditional clinics and hospitals, we’ll rely mainly on healthfulness hubs, part digital and part bricks and mortar, where high emotional intelligence quotient (EQ) humans and machines work together to support consumers.

That’s the positive message.

•   Chapter 6 gets sober. Healthcare is changing no matter what we do—it just can’t continue on its current path. We’re going to use more digital technology, and doctors will be less involved in primary care and other areas. We have a choice: we can let current trends continue and see healthcare become ever less humane, or we can make the effort to build an industry that is truly centered on the consumer—putting consumers like you and [[p8]]me in the driver’s seat with better results for everyone. (For those who cannot make their own decisions due to various maladies, we can activate their natural support network through a digital platform.)

•   As an aid to readers, Chapter 7 elaborates on some of the key terms in this book. If you’re ever wondering how or why I’m using a term, you can skip over to Chapter 7 to get an answer. Chapter 7 also serves as a restatement of the model I’m advancing.

I’m finishing this book in the midst of the COVID-19 pandemic, as it’s going to print we have just started vaccinating frontline healthcare workers and the more vulnerable populations such as the elderly. Though no one is pleased with the coronavirus, it has shone a public spotlight on the challenges and the inadequacies of our current healthcare system. The industry is a house of cards, spending too much money on treatments instead of focusing on socioeconomic challenges, lifestyle choices, and unsafe living conditions, which cause or negatively impact the majority of chronic conditions. At one point I even wondered if the crisis would accelerate virtual health so quickly that this book could become irrelevant. But it’s clear that while the pandemic has helped us to accept remote care, we still have a long way to go in creating a truly consumer-driven care system.

For the past year, I’ve been a leader in the healthcare transformation practice at Deloitte Consulting. My clients and colleagues have helped with this book by asking tough questions and broadening my perspective on what’s possible thus sharpening the concepts in the humanizing healthcare model.

Lastly, this book represents only my ideas on the future of health and not necessarily those of Deloitte or its leaders.

I hope you will read this book and join us in humanizing healthcare. You can find out more at http://humanizing.healthcare. All proceeds from this book are going to the non-for-profit, 1HumanKind, a foundation our family and friends set up in honor of my son’s tenacity for life to promote humane care and compassion for everyone celebrating mosaic families and addressing health equities.


Note: You’ll read our and we rather than I or me throughout the book for two main reasons. First, I value teamwork and have had conversations with an expansive list of experts on this topic even beyond those individuals quoted or listed in the Acknowledgements. Second, even with consumers wanting change, it will require all of us within the healthcare and life sciences community to create an industry-wide transformational movement to humanize healthcare.






1

The Road to Humane Care

THE RIDE TO HELL

2:31 a.m., December 3, 2016. A sound rips the quiet night. My head jerks up so fast it might snap off my neck. It’s the alarm . . . I think . . . for an emergency happening in our community. Time to jump into my gear and boots and run to the truck, pulling up suspenders before even waking up.

It stops. I realize I was dreaming of a past life in fire and emergency medical services (EMS), following in the footsteps of people I admire—volunteers and career men and women, answering the call of need.

The shrill sounds again. My hand gropes for the menacing sound as the fog of sleep lifts and I realize it’s my phone rather than an EMS alarm. Reality comes back to me. I’m no longer the cocky firefighter/paramedic upstart who rushed to the scene with a mix of excitement and anxiety about what awaits us. That life fades away. . . .

Now I’m a mom, an executive, a physician with a business degree, the head of our household. Each room has a loved one tucked away. Twin 1 and Twin 2 on the third floor; they recently turned thirteen. My twenty-something cousin Josue lives with us, having recently emigrated from Cuba via Mexico, and is studying English as a second language. We are proud of him: as a young adult, he works every odd job he can to save money to become independent while preparing for the process to attain his green card. My son Liam is away on an adventure in Oregon in his gap year between high school and college. There’s also Josue’s brother Jochy, my other cousin who arrived previously from Mexico to join my healthcare startup. He lives independently, seventeen minutes away, and fortunately comes every day to work and visit.

There it goes again, the third ring!

“Hello?” I say in a questioning, perplexed, and perturbed fashion as I answer the phone.

“Dr. Knight! This is Nikolas Knight’s mom, right? Summer Knight?”

“Yes!” I quip back, suddenly fully awake. “What is going on?” (Has something happened to Nikolas? Wait, he’s upstairs right above my room in his bed. I tucked him in just hours ago!)

“Thank God you picked up!”

“What?” I said with chilling calmness.

“Nikolas has no white blood cells and very few platelets. You must immediately get him to the emergency room!”

Dropping the phone on my bed in terror, I bound up the stairs taking four steps at a time (I’m short, so two is my usual) to Nik’s room. While I answered the phone as “mother mommy,” I enter my son’s room as “doctor mommy.”

“Nikolas,” I whisper, afraid to startle him. I can see his form in the shaft of light from the hallway. He’s sleeping on the bottom bunk. “Nikolas,” I whisper more urgently. He’s not moving, and my clinical neurons begin to light up as I wonder if he’s had a stroke and cannot respond or if he’s already . . .

I switch on the light in his room to assess his breathing, prepared to call for help and pull him off the bed and onto the floor to start BLS (code for basic life support, aka resuscitation).

His arms cross over his head, and he moans as he covers his eyes from the onslaught of light.

Then slowly, he peeps over at me.

“Mom, are you okay?” He starts to sit up.

I feel a mixture of relief, joy, and terror all at once. Nik is okay . . . now. I’m sure my son is going to be okay . . . or is this “dead man walking”? No white blood cells: how can he fight infection? No platelets: how will his body stop bleeding? How did this happen to my child?

“Hey, relax, Wolf,” I say, referring to his on-the-field nickname. “Lie back down,” I say because I don’t want Nikolas to whack his head on the bunk—a not uncommon occurrence for my growing, gangly, athletic son who usually pops out of bed. Just like that, I became a mom again.

“What’s wrong, Mom?”

“Nikky, do you feel okay right now? Do you feel like you did when you went to sleep?”

“Yeah Mom. Just tired. Why?”

“Nik, those blood tests showed you have low platelets—the things that help your blood clot, like when you get a scrape. Also, your white blood cells, which fight infection—those are down as well.”

“What’s that mean, Mom? Is that why I’m tired?”

“I don’t exactly know what that means,” I respond, shaken that as a mom and a physician, I cannot give my own son an answer.

“Mom?”

“Yes?”

“Why are you naked?”

I grab a blanket from his bed and wrap it around myself. “To gross you out from all the farts you make during dinner.” He chuckles as middle school boys should do. I smile back and say, “Be careful—don’t bonk your head. Get dressed. We are going to the hospital,” as though this is just a routine activity.

I run back downstairs to throw on clothes.

I call to Josue to help me to get Nikolas to the truck. Despite his increasing fatigue, Nikolas was running around the day before kicking the soccer ball around. Now I just want to cover him in bubble wrap and carry him to the car like fine china. Josue, Nikolas, and I get in the truck. Nik insists on the front passenger seat because we’re going to “his event.” We spar with him on this choice, but he insists. I try to put him in the back seat, but he won’t have it. “I turned thirteen, I earned it!” he says in joking defiance.

There was no way I was calling an ambulance:

•   Time. It would take longer to contact the crew and for them to find our home than if we just deadhead to the hospital.

•   Destination. Most ambulance crews are directed to the closest available hospital. Nikolas’s situation indicated a specialty hospital; we would pass others along the way.

•   Bullheadedness. I just bought “Truck” the day before because Nikolas wanted to go surf fishing. Since I’d driven ambulances before, of course, I’m qualified (note sarcasm in retrospect)!

Josue retires to the back seat and texts his brother Jochy as we pull out.

I grasp Nik’s hand.

As we cross US1 into Philly, we fly soundlessly down the road in our truck bubble. No radio. No talking. Just three people. Sitting in silence, deafened by our thoughts.

West Philly is renowned as a tough inner city. The most direct path between our home and our destination is a road called Lancaster. The avenue is wounded from years of hot summers and freezing winters. Potholes that you could lose a fender in. Gouges from all the equipment rumbling down this two-lane, heavily relied upon route. The tar is ribbed from traffic plus two sets of trolley tracks embedded in the road both ways, which vehicles also drive on.

And the trash. The sidewalks have been largely ignored by the city. Only the independent store owners sweep up the trash from the night before, which seems to reaccumulate on the sidewalks and in the street every morning.

There are no cars out. Just us maneuvering potholes and scanning to ensure that someone drunk or stoned doesn’t stumble in front of us to cross the road. We’re making good time.

I catch a flash of light as we whisk down the road. About three blocks later, I see the blue and red lights behind us.

I’m not stopping. I think I said it in my head, but it must’ve been out loud because suddenly Nik is craning his head backward.

The truck keeps its pace as a car pulls out in front of us. At this point, I become the truck, and Truck becomes me. We float across the double line and back into our lane, passing the car without losing momentum. As the pursuing vehicle realize Truck is indifferent to its presence, it begins to make its presence known. It also pulls around the car that Truck passed and then follows Truck around the next. As we settle back into our lane, Truck accelerates. As the pursuing vehicle moves into the oncoming lane, Truck senses the challenge. Truck doesn’t have the speed, but it has the mass. Truck floats into the oncoming lane in front of the blue and red lights. . . .

“Mom! You have to stop!”

I snap back to my audience. There was my dear son looking at me imploringly. “Not now.”

I pull my foot from the accelerator and ask, “Are you sure? We’re nearly there,” knowing I could have outmaneuvered my pursuer until we got to the turn.

“Please stop,” he says quietly, “I’m afraid for you.”

My mind is in the next scene. Of course, he’s afraid for me. There’s a terror of something I don’t want to know. Something Nikolas doesn’t yet acknowledge, ripping through my mind and coursing through my blood. He may be afraid for me, but I’m terrified for him.

My cousin is in the back seat. He doesn’t have his green card with him. As a mom, I’m trying to save my child, but I’ve just put them both in jeopardy.

I’ve stopped the truck in the middle of the road for several seconds, and now it’s in park. My child is white—a pale that has been growing over the past few weeks.

I put my driver’s license in my hand, open the door, slide down onto the road, hands above my head. I’m facing toward the rear of the vehicle, looking into the barrel of a drawn gun of a young male police officer. “Don’t shoot me in front of my son,” I say quietly.

He’s tense . . . then puzzled.

His partner has come up the passenger side of the vehicle and around the front on the other side of the open door. “Hands on the vehicle!”

“My son is ill, and they are afraid he will start to bleed. He has no platelets or white blood cells to fight infection. I have to get him to the hospital! We don’t know what’s wrong. Either I’m driving him in the truck or you’re driving him in the truck. But we are going now,” I say firmly, hoping the conviction in my voice demands cooperation rather than him shooting me.

A woman’s voice says, “Eric, this kid looks really sick. He’s gotta get to the hospital.” She can see Nikolas in the light of the truck. As I turn to look at him, his eyes now look tired, as though the weight of the woman’s words has exhausted him.

The gun is holstered, and the officer says, “You will get in your vehicle. You will wait until the squad car passes you. You will follow as we lead.”

“Yes, sir.”

I get back in the truck. Before I get the seatbelt on and back in gear, the squad car whips past us, and now Truck is the pursuer. I believe that having the police in alliance makes me calm down . . . or maybe it was the gun in my face that reminds me of my mortality. Nonetheless, although we’re going a similar pace as before, I initially find it challenging to keep up.

The police vehicle turns us into the emergency driveway. As we park, the security guard tells us to move the truck, but the officers say they’ll watch it. I leave them my keys and bring Nikolas in. This moment of stepping over the threshold of the emergency department (ED) door changes our lives forever. Welcome to our home; welcome to our hell.

The staff whisks Nikolas into an isolation room. “We have this room ready for our compromised kids,” a nurse says. It’s a positive-pressure room, which causes a continuous airflow out of the room to protect people who have weakened immunity.

The isolation rooms are next to the code and trauma room. Another child is brought in as we arrive and is whisked directly into the code room. Though Nikolas is critically ill, this child is in extremis.

The officers come in to check on us while Josue moves the truck. I hand the male officer my driver’s license, expecting to be handcuffed. To our amazement, he asks Nikolas how he’s doing. He’s trying to make small talk and console us, but we can all feel the tension of the medical staff coding the child in the room next to us. The eerie feeling of death wafts over us.

The male police officer says, “That’s a beautiful truck your mother drives!”

“Yeah, she got it yesterday.”

“What? And she drives it like that?”

“She had one where we lived in Florida.”

I join in. “We left the other truck when we moved up north. I thought it would be challenging to park in Philly.”

“Well, when we saw you come down Lancaster—new Suburban, deeply tinted windows, flying down the road—we thought you were a drug deal gone wrong. Imagine our shock when Wolf-Mom gets out the truck.” We all half-heartedly smile.

Wolf whispers, “How did they know your nickname?”

A BODY TO BE TREATED

From the ED, we were admitted onto the oncology/hematology unit. “We” because even though my son was the official patient, our family is a unit, and we were all affected. Nikolas is a social person, and we committed to him that he would never be alone on this journey. His care affected me, his siblings, and our extended family and friends over the ensuing year. Even neighbors we didn’t know became involved in a significant way. The healthcare consumer is not a single “patient” but rather a group of people interested in and supportive of the individual’s health and well-being.

Nikolas’s case was rare for adults and nearly unheard of for children. It took the clinical team more than a week to generate a formal diagnosis. Because Nik lacked white blood cells and platelets, the clinical team initially thought that he had aplastic anemia, which means that the bone marrow isn’t working properly—a potentially fatal disorder requiring a bone marrow transplant. Unfortunately, Nikolas’s diagnosis was even worse: mature peripheral T-cell lymphoma (PTCL). Lymphoma is a cancer of the lymphatic system, which is part of the body’s germ-fighting network and includes the lymph nodes, spleen, thymus gland, and bone marrow. Lymphoma can affect all those areas as well as other organs throughout the body. Some types are more forgiving for children because there are well-established treatment protocols that can achieve a permanent cure. But PTCL is extremely rare with fewer than 700 children diagnosed worldwide, extremely aggressive, and there is no standardized treatment or cure. Effective treatments have not been established; hence, the hospital had no standard PTCL protocol. So the doctors resorted to treating Nikolas on a standardized chemotherapy treatment with which they were familiar—in essence taking a “best guess,” shotgun approach to treatment.

The staff members we initially interacted with on the unit were empathetic and spent time explaining what would happen during the stay. The initial doctor was a pediatric oncology fellow, which meant she’d finished her residency in pediatrics and was focused on her extended training on cancer treatment. She walked us through the decision-making tree, all the testing needed to formalize the diagnosis and preparations such as establishing a line underneath Nik’s skin to access his vascular (blood) system easily and frequently. Nikolas ended up having blood tests and infusions on a daily basis for much of his journey. He also needed surgery to tap into his bones, including his spine to draw on the fluid around his brain to determine whether he had cancer in his neurologic system. This doctor answered our questions and responded with care and empathy.

Because of the rarity of Nik’s condition, we met a dizzying number of doctors in that initial week. They would make time to explain and answer our tough questions—even anticipating the questions we couldn’t think of. Because of the rarity of his condition and this academic/clinical approach, we felt we were in the right place for Nikolas’s care.

But the IQ of the approach does not always match the very important EQ emotional quotient referring to emotional intelligence. In other words, optimal clinical care includes both intelligence of the system—doctors and computer supported diagnosis and treatment algorithms—with emotional compassion and empathy. With the diagnosis of PTCL, the situation changed. For such a rare condition, Nikolas’s care moved from these empathetic, collaborative doctors to the chairperson of the pediatric oncology department. Some of the staff said that it was an honor to have her, but the tenor of the relationship and treatment changed dramatically. She had a command-and-control style, and our questions seemed to annoy her. At several points, I even felt ridiculed, told to stop being a doctor and just be a mom. I explained that as a concerned mother with a medical education, I might ask questions that were tougher to answer than other parents. But then often she declined to take the time to answer my questions, saying she had to go to a meeting and turning on her heels and walking out of the room.

With a cancer diagnosis, it’s not just about the pain and discomfort that’s already happening in your body. It’s also the discomfort of the treatment, which can make people feel sicker than the cancer itself. It’s also about what’s going on in your head. How fearful are you? Nikolas, as a young teenager, suddenly had to grapple with his own mortality and possible impairment. He had to deal with issues that would challenge a mature adult: should he harvest his sperm because the treatment would likely leave him sterile? Should he shave his head now or let his hair just fall out?

Nikolas and I wanted to have a relationship with his doctor, but we felt a stark distance between her and us. She would come in, demand something of Nikolas, become frustrated if he questioned her, respond sharply with him, and then turn on her heels to leave without asking if we had questions. We wanted to build trust with a goal of optimizing Nikolas’s health.

Eventually, Nikolas and I scheduled a formal conference with his attending oncologist. We explained the importance of a relationship with her, that we were entrusting her with his life, and we were feeling left out of information sharing. Nikolas said that when she just began to examine him without asking permission, he felt assaulted, as though he was being treated not as a person but as a disease. She responded that she was too busy and needed him to submit to the requests.

Nikolas told me that he felt she didn’t have his best interests at heart; it was as though her reputation, and maybe even the chance of publishing a case review about him, mattered more than his care. Without that relationship, Nikolas became outright uncooperative at times, channeling his teenage rebelliousness. He refused to answer questions or offer his arm for a pulse check or blood draw unless the nurse said “Please.” His mood darkened; everything became harder. Many of the staff had not yet had children and hence had little experience with teens and criticized me for not controlling my son. They failed to realize that Nikolas was a young adult who was trying to assert his independence and ownership of his body and care plan.

Another problem was that while the healthcare system treating Nikolas had a pediatric oncology department, it did not have expertise in PTCL. I found the national expert physician on PTCL at another hospital, but he was an adult doctor. After he and I spoke, he agreed to consult monthly with our local doctor. Later I learned that our doctor agreed to only a single brief call.

OUR NATURAL SUPPORT NETWORK

Thankfully, we had an army of family and friends to support us in our journey. But that blessing came with a challenge. We tried to keep the army coordinated and updated on prognoses and treatment plans while maintaining our normal family activities. Fortunately for the past fifteen years, I’ve helped to create digital health platforms. I had recently moved to a new area of the country as cofounder of a startup, FirecrackerHealth, to create a digital experiential platform with a benefit of enhancing communication for patients and providers. Called “Fuse,” it aimed to bring together all the information about an individual’s health, treatment, and related finances. In that way, healthcare consumers and their natural support network (NSN) of family, friends, and other volunteers could collaborate with the care team regardless of location.

We were beginning to work with companies to sponsor the platform for their employee caregivers as well as with healthcare systems. When Nikolas became ill, we quickly adapted the platform to put him at the center of the system and gave access to our natural support network as well as his clinicians and the care manager at the health plan.

While the professionals had access to the entire system, we created three levels of access for the natural support network. Level 1 gave access to the entire system including clinical (provider) and financial (health plan) information. Besides these two stakeholders, we also granted this level of access to me, my sister, and a close friend.

Level 2 did not include the clinical or financial details, but it gave access to all scheduled appointments, events, and to-dos where our natural support network could participate and help. For example, those who have access at level 2 might receive a message through the system from me saying, “Hey, we are still at the infusion center because Nikolas is having a negative effect from the chemotherapy. Katryana [his twin sister] is home alone. Can someone gather her for dinner and get her off to basketball practice?” Eventually because of the regular interruptions, our network put together a sign-up page so that a different member brought dinner every day, and another was available to carpool Katy to her activities, disrupting her world as little as possible while her twin brother received treatment.

Level 3 offered visibility only to our blogs. We would post daily about what was happening—updates, our feelings, challenges. We toggled on the capability to add images, especially emojis on how Nikolas was feeling. The people at level 3 could comment through a social media–style layout.

Each level of our network was important. Level 3 people were those who wanted to call, text, or email inquiring about Nikolas but because of my life as a single-parent entrepreneur whose life had suddenly spiraled out of control, I just couldn’t respond. So I would add the well-wishers to level 3 as well as anyone else who truly wanted to engage with us. When any of the level 3 people got into a position to help, we shifted them to level 2, where they could volunteer for tasks such as running to the pharmacy to pick up a new medication or bringing a lunch to the hospital (the food was terrible!). Contrary to conventional wisdom, people of all ages participated on the platform—age wasn’t a factor.

For that matter, the platform can work for individuals whether or not they themselves participate. Nikolas initially made suggestions as I blogged or added pictures. He was a teenager and understandably wanted control of much of the content we posted. He enjoyed seeing comments on our blog posts—but was flummoxed when the network would say, “You must be so bored in the hospital. What can we do? Do you want board games, books, video games?”

He was shy about these overtures. “Why are people asking if I want things when I don’t even know them well?”

I told him that people are compassionate; they really want to help. “When you allow others to help you, it makes them feel part of the solution. It makes you feel better for a diversion and makes them feel better because it’s something they can do. Serve them by allowing them to give to you.”

When a women’s group in our neighborhood gave a new, hard-to-find video game console, Nikolas initially wanted to return it or donate it to the hospital’s teen center. But we convinced him to keep it, and it gave him hours of relief from the reality of his treatments.

Most of the clinicians we worked with seemed to enjoy this minipilot and willingly involved themselves with the platform. The chief oncologist and a few other doctors refused to interact with it, citing the lack of sponsorship by the hospital or concerns with Health Insurance Portability and Accountability Act (HIPAA) compliance—a legitimate concern that we addressed during the enrollment process making it compliant with HIPAA and rules governing protected health information (PHI) and personally identifiable information (PII).

The best moment for the platform took place with the oldest physician on the care team, the specialist in pediatric bone marrow transplants. With her agreement, we scheduled an informational conference call using the Fuse platform for level 1 and 2 participants. The specialist shared several documents to educate us on the procedures, including rules on interactions before and after the transplant. NSN members had to review the materials before reserving a slot for the conference and prelog their questions in the chat as they were registering. Nikolas and I attended the meeting in person, whereas everyone else joined virtually—more than thirty people prepared to support our family. The specialist reviewed what would occur during bone marrow transplant and answered the questions that were already in the chat. She then asked for any additional questions, of which there were a few, and we ended the conference within her slotted time period.

For healthcare leaders, pause for a moment here and consider that thirty-two friends and family joined a live conference about a high-risk procedure, asking questions in an efficient manner so that everyone was on the same page in terms of expectations and how they could support the entire process and Nikolas. Imagine the impact on the consumer experience and health outcomes, not to mention reduced confusion and uncertainty in the family, and even the funnel of patient referrals to the healthcare system based on this experience. I’ve had other physicians ask whether such interactions would reduce medical malpractice claims. In the end, this seventy-year-old doctor, who was retiring that year, teared up and said that she had never had such a big audience for a child, with so many people asking how they could help, such a line of well-thought-out questions, and a sense of community. We were new to our community, and I can guarantee you that there are many others out there who could stir up such a mighty army of volunteers as we did if they just had the type of system we had put in place.

While the platform was centered on Nikolas, it also supported me. Because of our network, unlike other parents on the oncology ward, I got the time and space to maintain my physical and mental health, and Nikolas was never alone in the hospital. The platform connected the clinical providers with the electronic health record, biometrics when we were at home, his combined clinical care plan and personal life plan, medications that shifted weekly, and a virtual health tool set that enabled meetings across multiple facilities. It also enabled a large network of family, friends, and other volunteers who could sign up for tasks or care updates.

Care team members who joined Fuse received another benefit. Healthcare has a tendency to turn human beings into bodies to be treated, and the platform reminded the providers that patients have thoughts and feelings as well as financial and life struggles. Care team members were able to see a side of our family that they would have never experienced without the platform . . . as well as how much we cherished those who were compassionate toward us. By joining the platform, they created a therapeutic alliance with us and began to care for Nikolas and me as his primary caregiver in a more holistic manner.

GRIEVING TO HUMANIZING

During those hospital stays, while Nikolas slept, I began to write this book. With our network engaged on the platform, we received a rich level of invaluable support. The support of our NSN improved Nikolas’s quality of life during a dire time, and without them, I might not have survived the ordeal. Because it integrated our clinical care team and our natural support network, it brought together the physical aspects of treatment and care, the financial challenges we experienced, with emotional support for our entire family—Nikolas as the patient, myself as the primary caregiver, and Katryana, all suddenly and significantly affected by an illness that changed our family dynamics forever.

Nikolas received tremendous in-person and virtual support, I kept my health and sanity, and Katryana had some semblance of a normal life. The platform as an ecosystem drew together our providers and supporters in a way that felt natural for everyone. We used it for several months, and it created a community around Nikolas for all those involved in his care.

Ever since I began practicing medicine, I recognized the value of creating therapeutic alliances that draw on a patient’s natural support network of family, friends, and volunteers to optimize health, especially those with chronic or complicated conditions. The platform enabled us to reduce Nikolas’s hospital stays: the digital platform and virtual health capabilities such as televideo visits and sharing of biometrics provided his clinical care team with the confidence to trust that he was safe at home.

It has been my experience as a clinician and reinforced as a parent with a critically ill child, that most families don’t want their loved one to be discharged from the hospital because they are anxious about managing such care at home. Due to the severity of his condition, the clinical staff often wanted us in the hospital, yet we did not want to be there. Nikolas’s mood would deteriorate; there was no place for us to exercise to take the edge off our energy. We felt like we were caged tigers and the zookeeper would come in just as we were calming down to incite us again for a blood pressure check or a needle poke in the arm.

Our natural support network allowed us to manage both at home and in the hospital, and the platform really became the glue that kept us together as we moved between home management and inpatient hospital care. Even while we were in the hospital, we leveraged the platform daily. Although Nikolas’s situation was not typical, our experiences convinced me that we can humanize healthcare and that the future of health will be far different from how it is experienced today. These premises and our experience spurred me on to research the ideas in this book as well as to reach out for perspectives from many collaborators as indicated by the list of “coconspirators” in the Acknowledgments, all of whom contributed in some way to the development of this book.

• • • • •

As preparation for bone marrow transplant, Nikolas had to have his spleen removed on November 1, 2017. After more than two weeks in the Pediatric Intensive Care Unit (PICU), he rallied from surgery and was extubated on his birthday. That day he was gotten out of bed and the physical therapists had him sitting in a chair. Within two days, he was walking with assistance—a miraculous recovery. After the doctors saw how well he was doing, they began plans to discharge him from the PICU. Unfortunately, due to the length of time without immunity, Nikolas was overcome by bacteria that naturally occur in all human lungs. He squeezed my hand one last time. I held him in my arms as his heart took its last beat. Nikolas died on November 29, 2017, days after his fourteenth birthday.

• • • • •

I had already started writing a “business book” about humanizing and transforming healthcare before Nikolas became ill. The journey began with blogging, then an article and a number of speeches from the stage as I was building my latest startup, FirecrackerHealth. Through the writing and interactive speaking events, I was working to articulate what a compassionate yet highly efficient and effective, collaborative healthcare system could be for the humans—patient-clients, clinicians, professionals and staff. I had built such a system years ago in my own practice and later in a small healthcare system. But with today’s technology, I could now see a clear path to scale therapeutic alliances for entire populations of people.

Pivoting from my executive career track, I took the risk of another startup and knew our team was on the right path as our first-year revenues had already hit seven figures, which is admirable for a NewCo. Our team was feeling great, catching the attention of healthcare systems and health plans, realizing a vision for healthcare that I believe in. However, Nikolas’s illness crashed into this equation, and within weeks I had to admit to myself, my team, and my clients that in the end, my most essential calling is to be mom—to be at my son’s side.

I actually didn’t write the paragraph about Nikolas’s last month and death. The editor interviewed me and added it, saying, “People are going to wonder; they will ask even if you are not ready.” However, as part of my grief process, I wrote the full story of Nikolas and our family’s journey with the intention to never publish it. I did so because it was one more way of channeling the pain—and sometimes the nuggets of joy—in my struggle to choose life after his death. I have suffered significant guilt. If I had made different decisions on his treatment plan, could he have survived? Why did he—a vibrant boy with a zest of life who told his doctors, “I’m not afraid to die. I’m afraid to die young”—had to contract such a rare and difficult-to-cure cancer? Why am I forced to live when my child was sentenced to die? I cannot count the number of times I pleaded with the universe to take my life rather than his.

As I wrote in the Preface (which, if you haven’t read, I’d highly suggest you do at the end of this chapter before moving on to Chapter 2 as it helps to set the context of this book), based on the losses I had already experienced in other relationships, I knew that for me, the only chance to get to the other side of this tremendous grief of losing my son meant that I had to completely submit myself to it. As I’m finalizing this manuscript, it’s been three years since Nikolas took his last breath. And, it also feels like the first time that I’ve been able to breathe regularly again. I cannot put into words the depth of my grief, anger, sadness; and yet, I would do it all over again just to experience the beauty of Nikolas in my life. I’ve had the opportunity to speak with other parents who have lost their teens to try to find the words, but even when we are together, we can only share and nod in understanding as words are not nearly enough to be worth uttering.

Bear with me on this book. What started out as a business book in 2016 was finished while I was grieving and then fine-tuned during my time at Deloitte surrounded by colleagues who were aligned in many ways and creating their own perspectives on the future of health and life sciences. As mentioned earlier, I had also concurrently harvested the details of Nikolas’s cancer journey from the Fuse platform to create a memoir. I share personal stories from my family and many of my patient-client experiences. There are many influencers, much research, and copious real-time experiences in this book.

Is it a business book? Is it a prelude to the story that most have asked me to share of Nikolas’s last year of life but that I’ve been reluctant to tell? Is it a book about my passion to humanize healthcare? It’s all three: a business book about humanizing healthcare in which, unfortunately, its author has unearthed the most dramatic of examples within her own life.

In manuscript form, this book has been reviewed by a number of colleagues, and during their feedback, I’ve been surprised as each has shared different takeaways. As I am re­reading the book for final review, I realize that it’s a book of many tones. Whereas Voltaire is known for his interpretative quote, “Perfection is the enemy of good,” in writing a book relevant for the times, perfection is the enemy of done! I had to recognize that my goal for the book was to introduce what I mean by humanizing healthcare and to share that it is now possible to do so in a scalable fashion with the will to make it a cultural imperative, a willingness to change traditional workflow and clinical team configurations, supported by new technology capabilities. This book is imperfect. But my objective is not a “bestseller”; rather, it is that this book will create conversations and foster debates and become another catalyst on our industrial journey to create a cultural revolution to humanize healthcare—and to do right for each other in sickness, injury, and health.
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The Current State

This chapter explores the forces and trends behind the transformation that is currently occurring in the healthcare industry with relevant implications in its associated life sciences sector. The macro forces are referred to as the 3 + 1 Key Drivers that are significantly disrupting healthcare. These drivers have created a number of trends, which are referred to as the 7 Transforming Healthcare Trends. As a preview, the 3 + 1 key drivers disrupting healthcare are:

1.   Regulation

2.   Consumerism

3.   Technology

+   COVID-19

And the seven transforming healthcare trends are:

1.   Value and Responsibility

2.   Consumerism of Healthcare

3.   Care Delivery

4.   System Intelligence

5.   Holistic and Inclusive

6.   Scientific Discovery

7.   Sector Impacts

For readers who are new to healthcare, the information in this chapter will be foundational to understanding the industry and how the key drivers are influencing trends in the marketplace that are beginning to shift your experience today. These trends should become the norm of the future of health when we have gotten to a steady state on the other side of the industry’s revolution. For healthcare leaders, this chapter lays out an organizational approach that I use as teams think through the foundational drivers impacting the U.S. healthcare system at present and to demarcate the inevitable transformational trends that are evolving, with the goal of anticipating where the industry is going to create a strategy that is relevant to both today and the future near and far (which this book illustrates in specific detail in Chapter 5). While the subsections on the key drivers and trends are not exhaustive—frankly, each one could be a chapter or even book unto itself—for this particular book, my goal is to share this organizational approach with your teams as you consider your goals and strategies and how and where you will invest resources in the future.

This is a chapter with several subsections. To connect the drivers and trends to the healthcare consumer, three vignettes involving real people and families from my practice are introduced whom we will follow throughout the book. For those new to healthcare but drawn to the idea of humanizing healthcare, I will define three main types of stakeholders focused on in this book: payers, providers, and consumers, while recognizing there are many stakeholder archetypes beyond these three involved in the healthcare and life sciences industry sectors today such as biopharma and MedTech. Then I will get into more detail on each of the key drivers that have set in motion the seven evolving transformational trends.

I want to bring your attention to some of the nuances between key drivers and trends. For example, the key driver consumerism refers to global consumerism that has evolved most markedly in consumer goods and retail, which has significantly exploded as a result of technology, another of the key drivers. The consumerization of healthcare trend specifically focuses on how this global consumer expectation is changing expectations of healthcare and how the industry is responding to create differentiation and improve outcomes. Another overlap is the technology key driver, which greatly influences the system intelligence trend. You will read other overlaying themes between the key drivers and the healthcare transformational trends, which is essential as the drivers are influencing the evolution of the trends.

The goal of this book is to catalyze an industry revolution using the ideal of humanizing healthcare as the industry North Star. Although the drivers and trends are already making significant headway and an excellent jumping off point for the rest of this book, the premise of the following chapters is that we have a significant way to go to serve the humans in the system—consumers and clinicians. Therefore, for those new to healthcare, take the time to immerse yourself in this chapter for a foundational understanding of the changes at hand in the industry. For healthcare leaders, familiarize yourself with the framework (see especially the table toward the end of this chapter). Other venues may go into greater detail on each of these drivers and trends, but for this book, we have chosen to stay at a higher level on this framework, using it as a foundation to explain what humanizing healthcare means in Chapter 3 and to address the ways this revolution may play out in terms of opportunities for consumers in Chapters 4 and 5. So, let’s get into the framework after these stories of real people.

“JUST ABOUT” TRUE STORIES

Over the course of this book, I’ll be illustrating changes in healthcare through three vignettes. These are fictional cases based on real situations. The first set of vignettes describes healthcare before these 3 + 1 drivers and 7 disruptive trends play out.


Teresa is an 84-year-old retiree aging in place after being discharged from a hospital with diabetes. She lost her husband a few years ago, and her son Raul and daughter Angela are concerned about keeping her healthy. They would like access to her healthcare information, such as her updated care plan and current medication lists. Meanwhile, Teresa’s providers would benefit from knowing when her children are available to help out, either in person or remotely, financially, and so on. But it’s difficult for all of them to get this information.

As for coordination, Teresa’s providers can’t easily work with Raul or Angela to identify gaps or difficulties in care. For example, since her husband’s death, Teresa has said that she doesn’t want extreme efforts to keep her alive, but her providers don’t know this. And without integrating services from various agencies and providers, it’s going to be hard for Teresa to stay in her own home and avoid an assistive living facility. Raul lives a few states away, so there’s little he can do.

Angela lives in the same city as Teresa but is busy with a full-time job and taking care of her own school-age children. Angela is 43 years old, married, and a sandwich-generation* caregiver. She is the family “Chief Medical Officer” and needs an easy way to see to the healthcare needs of all her family members, including Teresa.

Rick is a 58-year-old divorced executive with a successful career in a large organization. He recently lost a sibling to cancer and wants to share his medical issues with his daughter, who lives in another state. Because of his family history, Rick wants to plan for conditions such as memory loss and to ensure that all his “affairs are in order and that his daughter and her family are taken care of.” But his doctors are on different electronic medical systems and records, and sometimes their care plans are contradictory. What can Rick tell his daughter? Ideally, his plans for medical decisions would all be executed according to his preferences and best interest, but his providers have no ready way of knowing his intentions.

Charlie is a 88-year-old retiree who is complaining of hip pain. Though he has terminal prostate cancer, he has a good chance to survive several more years. Despite his overall independence, he appreciates the loving support he gets from his three adult children. He can advocate for himself but feels some “elder discrimination” from the clinical staff. When his orthopedic physician required clearance from his cardiologist to inject medication into his joints, he was at a loss. There was no communication process to gain that clearance. Because of this lack of coordination, Charlie went weeks without receiving an injection—reducing his mobility, severely limiting his exercise schedule, and diminishing his balance, all of which increased his risk of fall and injury. Charlie is frustrated because now he can no longer compete in his beloved Senior Games this summer.



This is the status quo in healthcare today, with people experiencing challenges with the healthcare system because of limited communication, poor information sharing, and lack of coordination among stakeholders.

Before exploring each of the key drivers, let’s define the three main stakeholder groups involved in healthcare to which I refer in this section:

•   Payers are the insurance carriers, self-insured employers, and governments that bear most of the financial risk of insuring individuals. In the strictest of sense, a health insurer is an organization that manages health claim risk in a full-risk capacity. Some large corporations manage health costs by becoming self-insured. These organizations have enough population among their employees, dependents, and sometimes retirees to manage the overall healthcare costs of their population. In such cases, these organizations use an insurance company as a third-party administrator to manage their healthcare benefits, but the employer is the actual end payer.

•   Providers are the organizations that deliver care from individual medical practices to large multiregional and national healthcare systems. They hire clinicians, that is, doctors, nurses, therapists, and other professionals, to administer care.

•   Consumers are the individuals who receive care, formerly called patients (a term I’ll shy from in this book except to add emphasis), from providers and are referred to as members by the payers. As value-based reimbursement models spread in healthcare, organizations will increasingly consider individuals as customers, similar to retail.

Stories setting the stage, check. Stakeholders defined, check. Okay, let’s get into the framework of this chapter starting with the key drivers disrupting healthcare.

3 + 1 KEY DRIVERS DISRUPTING HEALTHCARE

In 2016, I co-wrote an article about three key drivers that were causing gradual change in healthcare.1 These drivers aligned with the usual cadence of change observed in other industries, which typically begins with new technology discoveries leading the change, followed by new business models and then regulatory responses within certain industries. After experiencing multiple industry transformations, patterns of typical change across industries largely follow three phases: recognition that change is needed, disruption and change, followed by industry-wide transformation and adoption of new norms.

Healthcare, however, is different. In the article, we wrote that the industry is transforming as society begins to recognize that our current trajectory is unsustainable and that to make it sustainable, we need to go deep on investing in digital technology and new care models. New business models will evolve, and new entrants will thrive, and because this is healthcare, we require regulatory intervention along the way rather than at the end. When I started writing Humanizing Healthcare a year later, I believed that we were located toward the end of the recognition phase and in the early phase of new business models from disruptors struggling to get a foothold in the market.

For this book, I adjusted the three key drivers in the article to incorporate the significant impact consumerism is having on healthcare. The updated key drivers are regulation, consumerism, and technology. Unbeknownst to any of us, however, these three drivers are actually just the kindling to the inferno of change to be caused by an invisible virus causing the COVID-19 pandemic of 2020–2021.* This global pandemic hit all countries, all races, all classes, and all ages in an unprecedented way. Every human being has been affected due to our connected and collective experiences, both directly and through social and mainstream media.

While this nanoscopic contagion has wreaked havoc, it has also craftily shown a spotlight on the underbelly of numerous industries and health and safety systems, demonstrating that they are not disaster-proof. On the flipside, it has also demonstrated positive aspects of these imperfect systems, including the well-intentioned people working to help as essential workers and volunteers. The pandemic has forged new awareness and public demand for change in healthcare. Healthcare organizations are now under pressure to make foundational changes in their business, relationship with their customers, internal culture, financial risk structure, and care delivery.

Navigating these changes requires competencies not historically found in healthcare. To survive and prepare for the new healthcare economy, organizations are seeking new partnerships to fill needs in consumer engagement, connectivity for all, and technology enablement. They are trying to balance technology centralization with decentralization, along with big data management for population health and preference-based care at the individual level. Centralization comes when data and leverage are held by one part of an ecosystem, such as by payers, whereas decentralization occurs when data is scattered, with consumers holding their own health information and sharing it with whomever and whenever they want.

Business as usual is over in healthcare, and we are now experiencing the evolving disruption of the traditional healthcare business model. Powerful forces—those three key drivers of regulation, consumerism, and technology—are driving the evolution of the healthcare market today. Before 2020, we were making incremental change in healthcare, but COVID-19 has become a forcing function for change. Futurists now see the pandemic pushing us into the next phase of the healthcare industry’s transformation cycle. Using the metaphor of guest invitations, I’ve changed my tune and consider COVID-19 as the “+1” or the unexpected guest at the party—hence the 3 + 1 key drivers disrupting healthcare.

Now let’s dig into the 3 + 1 key drivers disrupting this situation, which are:

1.   Regulation. Governments are working to reform healthcare, which has become unsustainable, with increasing economic implications and mediocre quality and outcomes compared with other nations

2.   Consumerism. After gaining control in other industries such as online shopping, remote banking, movies at home, ridesharing, and shared lodging, consumers now are expecting the same of healthcare.

3.   Technology. While other industries have embraced technology and experienced significant change in their business models, healthcare has been slow to adopt new technologies because of the weight of prior regulations, institutionalism, economics, and lack of competition as a forcing function given the local nature of healthcare

+   COVID-19 (the +1). This is the catalyst as a forcing function for change via the pandemic.

1. Regulation

Healthcare has become unsustainable. The United States spends more on healthcare than any other developed nation at $3.6 trillion in 2018, 18 percent of the gross domestic product (GDP), while it lags on key health indicators such as infant mortality and life expectancy2 (see Table 2.1).

In particular, the United States spends a much higher percentage on healthcare than on social services compared with other nations (see Figure 2.1), which has several implications. For example, the U.S. healthcare system currently rewards treating chronic and complex conditions, acute illness, and injury rather than promoting a robust, more cost-effective approach to prevention and safety. In addition, those most in need—the socially and economically disadvantaged—face greater obstacles to accessing care.

TABLE 2.1 Life Expectancy and Infant Mortality
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FIGURE 2.1 Health and social care spending as a percentage of GDP.

Source: E. Bradley, B. Elkins, J. Herrin, and B. Elbel, Health and social services expenditures: Associations with health outcomes, BMJ Quality & Safety 2011; 20(10):826–831.

Healthcare is a highly regulated industry in the United States, with government programs as the cumulative largest payer3 (see Figure 2.2). The market has traditionally watched government programs evolve before adopting any changes. Attempts over the last 25 years to shape the healthcare system in the United States have come largely through various regulatory interventions. As these regulations emerge, the market reacts. A theme my colleagues and I have experienced in this regulatory driver is that some organizations react to these market regulations with simple compliance, whereas other organizations have moved proactively and aggressively forward to create strategic advantages such as investing and redirection of resources. However, most organizations fall in the former category, with mostly incremental progress from the marketplace, which is one of the reasons I wrote this book.
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FIGURE 2.2 US national healthcare spending with public spending surpassing private spending in 2000s.

In the next two sections, we explore the regulatory journey through two main reform categories: coverage reform and delivery and financing reform.

Coverage Reform

Coverage reform includes regulations such as the Health Insurance Portability and Accountability Act (HIPAA) enacted in 1996 and the Patient Protection and Affordable Care Act (PPACA or ACA) of 2010. This latter major legislation included several pieces including the Affordable Health Care for America Act, the Patient Protection Act, along with the healthcare-related sections of the Health Care and Education Reconciliation Act and the Student Aid and Fiscal Responsibility Act. Overall, the laws aim to transform care delivery with a shift from fee-for-service (FFS) to value-based reimbursement to include the establishment of accountable care organizations (ACOs). There has been significant tension in the United States around PPACA, which included a decision by the Supreme Court in November 2020 on the constitutionality of the ACA. For example, PPACA included a requirement for most Americans to obtain insurance or pay a penalty. Congress zeroed out the penalty starting in 2019. As this book goes to print, the Supreme Court pointed to the legal concept of “severability”—that if a court strikes down one part of a law, the rest of the law can remain valid. Hence even though one area of the mandate has been changed, such as the above-mentioned penalty, that does not disqualify the entire legislation.4 An opposing decision would have had far-reaching implications as the ACA is already deeply entangled with Medicaid and Medicare with concerns that more than 21 million Americans could have lost coverage had it been repealed.

The nonprofit Institute for Healthcare Improvement (IHI) took regulations mandated by the ACA one step further, arguing for healthcare designs that pursue a “triple aim”: improving the health of populations, improving the experience of care for individuals (including quality and satisfaction), and reducing the per capita cost of healthcare.5 The triple aim supports the shift from individual FFS reimbursement to value-based reimbursement in the following three dimensions:

•   Populations. In the past, healthcare focused on individual patients on a transactional basis, meaning payments collected for each visit or service provided. Now organizations are evolving to understand and stratify the needs of entire populations, activate those populations to improve their health, and form productive relationships with patients, families, and the broader community through innovative partnerships. We are in a technology evolution in healthcare to capture, analyze, and act on data to address the risks and improve the health of populations as a whole. 

•   Individuals. At the same time that providers take note of populations, they must also refocus on the person at the center of care. This involves boosting both the quality of the care and the individual’s satisfaction with the care experience. Many organizations are struggling to envision patient-centered care. Common consumer-focused terms such as  patient journey, exceptional patient experience, and engaged and connected patient are new to the industry. Yet organizations with a culture focused on consumers are experiencing the rewards of higher clinical quality and efficiency, a safer patient environment, greater employee engagement, and improved financial results.

•   Costs. We are moving toward a new economy in which providers of healthcare are compensated based on the value they deliver. Value will be calculated by algorithms that measure how care is delivered to individuals at a lower cost while maintaining or increasing quality and satisfaction. This transformation requires new care delivery systems that support doctors and consumers with accurate data on price and quality as they make healthcare decisions.

Delivery and Financing Reform

During this same time period, we have seen the enactment of various delivery and financing reforms, such as the Health Information Technology for Economic and Clinical Health (HITECH) Act of 2009, the Medicare Access and CHIP* Reauthorization Act (MACRA), and creation of the Center for Medicare and Medicaid Innovation (CMMI), associated with the ACA. And most recently, rules on pricing transparency and interoperability are examples of the types of reforms that focus on improving the delivery of care and how care is funded and paid for.

The HITECH Act aimed to promote the adoption of health information technology. The main pillar of the reform is meaningful use, which refers to the minimum U.S. governmental standards for certified electronic health record (EHR) technology outlining how patient health information should be exchanged electronically.6 After many years, most organizations have achieved compliance, but few have yet used EHRs to improve care coordination or the experience. Many clinicians have complained that these advances in recordkeeping have actually decreased eye contact and time with patients,7 thus diminishing the clinician-patient experience.

The ACA tasked the new CMMI with researching, designing, and launching new payment models to address rising costs and improve quality of care. CMMI has developed several models since its launch, covering millions of patients and thousands of providers.8 Building on the ACA, MACRA is a statute that creates a new payment program for doctors treating Medicare patients. This reform was established to accelerate the shift from volume-based payments (the FFS model) to value-based payments. Instead of prospering on illness by paying for every visit and procedure, we are moving to value-based care (VBC) reimbursement with accountability for the individual consumer’s experience and the quality of care and health of the population, as noted in the triple aim. This shift has been adopted to align incentives and prevent costs from continuing to spiral out of control. In the FFS model, the sicker an individual is, the more healthcare providers have prospered because the more often patients were seen and had procedures the more providers received in reimbursement for services. While the goal toward healthfulness of the patient and the prevention of disease is assumed, there are scant financial motivators to focus resources on those activities in the FFS model. This transactional business model actually discouraged a preventive focus unless it created a procedural opportunity, such as a colonoscopy or mammogram. This is not to suggest that providers are not concerned with nor support health; rather, the opposite is true, but their financial incentives have not aligned with a focus on healthfulness, as would be the case in VBC reimbursement.

Consumers have historically had little insight into pricing for care prior to receiving services or ordering medications and supplies from the industry. Another ruling tackling healthcare costs addresses pricing transparency. This rule requires that negotiated rates be posted publicly as of January 1, 2021 for providers; and for payers one year after  finalization of the rule (proposed as of winter 2020 as of this manuscript). The purpose of this rule is to change behavior in the industry to make services shoppable, with consumers having access to total and out-of-pocket costs. Empowering consumers in how they shop for healthcare and coverage is one more step toward creating fully aware consumers.

While information is a key to decision making, accessing this type of information in healthcare has been challenging. Therefore, rules have been introduced to promote the interoperability of health data. The goal is to make health information directly accessible to patients and care teams in an easy-to-access format and to discourage healthcare organizations from impeding access to that information. Interoperability is not a simple undertaking, and larger technology and data companies will help push innovative thinking to improve care delivery and the human experience in healthcare. As noted earlier, expect interesting consequences based on market reactions to this rule.

Some healthcare organizations are complying with these reforms and strategically leveraging this new market information on pricing and data. Others are doing the same with the drive toward a full VBC system. These last two shifts for price transparency and interoperability open the door for collecting data at the population and individual levels. The data will support powerful decision making not just for organizations but also for consumers as we humanize healthcare for individual consumers.

2. Consumerism

We have seen a revolution in consumerism in other industries driven by online retail, banking, and entertainment, as well as digitally enabled transportation (e.g., Uber and Lyft) and home-sharing (e.g., Roomster and Airbnb). But what is consumerism? Consumerism refers to customers’ expectations of control and personalization in their interactions with sellers. Those expectations are now moving to healthcare. For example, consumers have come to expect to be treated as a preferred paying customer with choices. They look for greater access to services and rapid product fulfillment rather than the typical experience in healthcare of waiting for weeks or months for an appointment. They also expect price transparency—which was an important reason for Amazon’s growth as a purchasing destination for goods and hence a motivation for the price transparency rules noted earlier in the regulation section.

Consumerization is well advanced in the retail world. E-commerce enables consumers to find any item, compare prices from different retailers, order products and services immediately, and often receive them the same or next day, if desired. This has caused a shift in power as consumers have gained more choices and more information via comparison shopping on a single screen rather than the past practice of walking in or calling store to store for information on cost and brand quality. Consumers no longer need to travel to a physical store, buy only what the store has in stock at the moment, and pay the price displayed. Even if a retailer offers great customer service and treats the “customer as king,” savvy consumers know to find alternatives by exploring the internet in seconds.

Shoppers can find what they want, get the best price, and conclude their transaction quickly and conveniently—and increasingly they want this in healthcare. It is somewhat ironic that the industry built on caring for humans is actually one of the last ones to shift to a consumer focus.

Like providers and payers, consumers have less time but are more conscientious and desire information to make better decisions. They are asking for options to connect digitally to their healthcare services to get this information. They want to connect with their physician from wherever they are or get care on demand for minor issues. This requires seamless digital platforms—similar to online retailers—where consumers can comparison shop for high-quality and cost-effective care, receive services or schedule appointments, and manage the financial end of the transaction. These digital platforms would also enable consumers to control their profiles, access their health records or care plans, and share data with others.

Consumerization thus represents a shift in the balance of power in favor of consumers, primarily as a result of technologies offering more autonomy and choice. Disruptors and startups are developing and promoting these advances for healthcare, and payers and providers are innovating and partnering. Barriers are falling.

Even before the pandemic, healthcare consumers were taking some charge over their care. A 2019 Deloitte survey found that 39 percent of respondents with major chronic conditions used technology-based monitoring, nearly double the rate from 2015. Three-quarters of consumers want to work in partnership with their provider to decide on treatment.9

While engaging consumers is already a competency in some industries, it is a challenge for many healthcare stakeholders. Concurrently, healthcare payers are shifting the reimbursement model for providers to focus on outcomes more than services. This is a powerful combination that will pave the way for transformed healthcare delivery. As consumers demand their healthcare the way they want it, providers are forced to transform the way they deliver care, which we explore later.

3. Technology

For decades, medicine has been discovering new technologies for testing, diagnosis, and treatment. Yet the healthcare industry has been slow to adopt digital technologies relative to other industries, even with reforms such as the HITECH Act and advancements in virtual capabilities. This is the result of the existing culture of institutionalism, rigid financial models, and (until recently) a lack of competition due to the local nature of healthcare. We are now shifting into an age where the industry requires what I call healthfulness system intelligence potentiated by technology in order to manage populations of consumer-driven care at a precision-medicine, preference-based individual level.

Today’s consumers are used to this preference-based level of engagement, with mobile tools at their fingertips to access and manage information anywhere anytime. Today’s consumers increasingly expect a personalized experience in healthcare, with technologies that seek to recognize each individual, remember his or her preferences, and engage with that person effectively—and via the communication channels the person uses in daily life. These technologies will be at the forefront of taking patient care to its next level. They will help organizations build loyalty and customer satisfaction, which lead to higher patient volumes, greater revenue, improved total cost of care, increased profitability, and an overall higher quality of care.10

Healthcare organizations are turning to new technologies to redefine the patient experience, backed by new technologies such as artificial intelligence to enable this transformation in healthcare—especially through information exchange and connectivity on open, secure platforms. These changes require new competencies.

For incumbents to sustain their positions in the ecosystem, they must develop new partnerships and capabilities in technology. These partnerships will help consumers participate in decision making based on quality and price and help clinicians improve care and overall experience through decision-support tools and digitized care plans. Ultimately, this will allow for greater interaction with consumers and more support for clinicians in order to achieve the organization’s goals with the consumers. An example of these partnerships is the Mayo Clinic’s partnership with Google to leverage digital technologies to improve care and accelerate innovation. Mayo will be using “advanced cloud computing, data analytics, machine learning (ML) and artificial intelligence (AI) to redefine health care delivery, bringing together global providers and consumers to make health care better.”11

The next five years will be critical for technology in healthcare, with leaders emerging from those who use digital technology to innovate and revamp the interactions among consumers, providers, and payers. This approach, coupled with regulatory support and consumerism, can begin to enable a better human experience in healthcare.

COVID-19: The Catalyst

The three drivers we have talked about thus far create incremental change within healthcare. But now COVID-19, the +1 driver, is the catalyst accelerating change. This acceleration has come in part because of the terrified consumer, worried about catching COVID-19 or giving it to another person. Consumers may also be stressed or anxious about the job market or because they are mostly stuck inside and unable to engage in activities they have enjoyed before.

To engage these consumers, healthcare organizations are replacing some in-person care with digital interactions and virtual care. A study by the U.S. Department of Health and Human Services (HHS) published in July 2020 found that nearly half of Medicare primary visits were conducted virtually.12 The temporary regulatory steps taken to encourage virtual care will be just a start as Congress pushes the Centers for Medicare & Medicaid Services (CMS) to expand telehealth coverage.

Not only has COVID-19 pushed care toward virtual and even on-demand digital delivery, it is also moving testing to retail stores—CVS, Walgreens, LabCorp—as physician centers were less able to acquire tests or keep up with demand. This has accelerated a trend around retail health with the likes of Walgreens, which partnered with VillageMD,13 and CVSAetna opening in-store primary care clinics. It has also seen large, nontraditional healthcare organizations such as Walmart14 enter the fray as they begin to sell insurance and open their own clinics in retail stores across the country.

Finally, COVID-19 has catalyzed the consumer demand for data sharing and interoperability, bringing together the traditional drivers—regulation, consumerism, and technology—to push healthcare toward the future. Healthcare organizations are grappling with how they will handle this information to share it with consumers securely and efficiently.

7 TRANSFORMING HEALTHCARE TRENDS

Due to the 3 + 1 key drivers, unprecedented change is disrupting healthcare business models. Healthcare organizations must make sweeping foundational changes in their vision, relationship with their customers (formerly called patients), internal culture, financial risk structure, and care delivery. Only then can they make healthcare sustainable and meet the demands of stakeholders. If they do not do so, traditional healthcare incumbents will lose out to disruptors that offer a better mix of cost, quality, access, and experience.

Navigating these changes requires competencies not historically used in healthcare. To develop these competencies, incumbents are bringing on new talent and forming new partnerships with startups and established technology companies.

To better understand the future of the healthcare and life sciences industry, I’ve delineated the following seven transformative trends that emerge from the 3 + 1 key drivers:

1.   Value and responsibility. Evolving from transactional to experiential, with rewards focused on quality and improved health of population cohorts with individual satisfaction. The power in healthcare relationships is transitioning from payer oversight to providers, with implications for consumers.

2.   Consumerization of healthcare. Moving from patients to consumers of care to customers of healthcare, with continuous connectivity and self-creating data.

3.   Care delivery. Shifting focus from individual health to population health while still incorporating individual preferences. Providers are also shifting from a disease focus to a health and wellness focus, and care is moving out of facilities and into communities, which requires a digital experience.

4.   System intelligence. Connecting silos so data flows easily for smart analysis.

5.   Holistic and inclusive. Addressing all aspects of human needs, including physical, emotional, social, and financial, including drivers of health.*

6.   Scientific discovery. Advancing quickly. Technology and collaboration are forcing functions for the rapid global growth in scientific breakthroughs.

7.   Shifting sector models and archetypes. Moving from large health systems to outpatient care and specialty treatment centers. Care and insurance benefit plans will be specialized and personalized, as will be the therapeutics coming from research and development (R&D).

Healthcare veterans might see these trends as a slow grind, but change is picking up, resulting in part because of the pandemic. For readers who aren’t familiar with the trends, let’s delve into each one. I’ll discuss not just where the trend is going but also its limitations and why we need to go further to truly humanize healthcare.

1. Value and Responsibility

Clinicians are trained to provide care, and they deserve to be reimbursed for their work. In the FFS environment, providers managed their business on a volume-based model: the more patients they saw and the more procedures they performed, the more profitable they were. The new value-based reimbursement motivates clinicians to take more holistic care of their patients, focusing on health outcomes, general satisfaction, and cost of the triple aim.

Most healthcare business models are moving from a transactional to an experiential approach. Thanks to the VBC approach discussed earlier, payers and providers are adjusting their offerings to put more emphasis on outcomes and the consumer’s experience of care. The regulation and economic drivers—intensified by the pandemic and the business recession—are pressuring the industry to take responsibility for creating value. For example, those providers who had already incorporated VBC arrangements fared better during the pandemic than those who were purely FFS based because a portion of their payments is based on population-based outcomes and cost savings rather than on pay as you go in the transactional model, allowing for a longer-term view on consumers as well as revenue earnings. When consumers were avoiding healthcare during the pandemic, providers in VBC arrangements were still able to gain income streams as opposed to those relying on transactional payments only.

Another forcing function is the rising enrollment in government healthcare programs (Medicare and Medicaid), which exceeded half the covered population even before the pandemic, with enrollment expected to increase. CMS continues to implement programming and policies moving populations into VBC arrangements, for example, Medicare Advantage. In addition, the FFS rates for government programs are usually significantly lower than those for commercial insurers. With the incoming price transparency regulations of 2021, many analysts anticipate that revenue for providers may experience further downward pressure owing to the required public transparency of rates. The impacts are still unknown because many non-for-profit providers were already experiencing margins in the low single digits pre-COVID-19.

The financial responsibility for managing healthcare costs is often referred to as risk. The goal of VBC is to essentially align providers of healthcare services with payers in the management of total cost of care and risk. As providers take responsibility for more of the overall well-being and outcomes of patients, they will realign to receive remuneration for services as well as a portion of the savings of the total cost of care.

Yet, while payers have been managing risk for decades, providers’ experience is limited depending on where they are in the country and their relationships in the past with payers and employers. Provider organizations on the West Coast overall have more mature capabilities and have already taken on VBC contracts, whereas risk management as a concept is new to many others to the east. To make this transition, they will need some of the competencies of payers, such as identifying and stratifying patient members to make care management and coordination processes available and scalable beyond the office visit. Providers also need payers to partner with them to make patient data accessible, actionable, and available in the right place for the provider’s workflow for decision making and planning.

Providers under VBC will theoretically be rewarded partially or fully by how much they bend the cost curve while delivering quality care. However with VBC, providers have a special challenge in shouldering the business model shift, as FFS revenue may well decline faster than VBC revenue increases for them. As providers shift to work within the VBC business model, they will need to continue the FFS model at the same time essentially complicating and stressing their operating models. To cope, providers need economies of scale to boost revenue and margins. To get there, they need to make strategic investments in VBC capabilities before the financial inflection point when FFS revenue falls below VBC revenue (see Figure 2.3).
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FIGURE 2.3 The crossing paths of FFS and VBC revenues.

Perhaps because of these concerns, the move to VBC has gone slower than expected. Truly at-risk arrangements require large populations to balance this risk, as well as additional resources to address the sweeping changes required for VBC. But many healthcare systems have been reticent to join in the seemingly inevitable transition because of the significant change required of their business models, new competencies required, and impact on revenues. It might seem that healthcare was buzzing with mergers, acquisitions, and joint partnerships in the mid-2010s after passage of PPACA to accommodate for this new expectation, but many providers still have not activated VBC as intended.

Payers and providers have been negotiating diluted VBC agreements, often more theoretical than actually creating a path to joint responsibility, due to their (understandable) incremental approach. Only a small percent of VBC contracts has providers actually taking downside risk. While in 2021 payers expect only a quarter of claims to come from purely FFS arrangements,15 in its current form, the impact of this shift on health outcomes and consumer experiences is unclear. Besides provider-provider mergers, some large payers have integrated vertically by purchasing clinical practices with a focus on primary care to gain and protect markets. Many formerly independent physicians are now employed by payers; the long-term effects of this trend remain unclear for now.

What’s Missing?

While the shift to VBC has been slower than expected, it has moved healthcare from a “sick care” system to a blended approach that considers health, prevention, population management, and the expeditious resolution of acute events. This is the part that most excites me.

To get there, though, we need consumers more involved in sharing risk and creating value. If we leave these goals to the payers and providers alone, they’ll inevitably focus on their payment models along with health outcomes. Who’s really in charge of health outcomes? Is it the:

•   Healthcare payer,

•   Healthcare provider, or

•   Healthcare consumer?

We all have our opinions, but as an industry, I’d argue that this answer is in flux.

Providers are being asked to share more of the risk of reimbursement with payers. Consumers are also taking on more risk, such as paying a higher portion of costs, such as insurance premiums, copays, and deductibles. However, the current approach aligns incentives between the payers and providers only.

Because health is personal, we need to incorporate consumers into the VBC equation. To control the total cost of care, people need to take better care of themselves via preventive actions, considering their safety and focusing on their wellness and lifestyle. Consumers are the ones who must make the lifestyle changes and be disciplined about going for tests and procedures.

Said differently, VBC is based on individual satisfaction and population outcomes. Wouldn’t it be more effective for consumers to share in the financial rewards of improving these indicators and reducing the cost of care?

To humanize healthcare, the responsibility for outcomes should move not just from payers to providers, but all the way to consumers, with support from providers and plans. This, in turn, will put pressure on health systems to activate consumers rather than simply attempting to engage those who are most ill due to chronic conditions. We need consumers to actually drive their health experiences, decisions, and outcomes. Looking into the future as an industry, we also need to consider drivers of health to support consumers who are compromised because of life situations so they can be in a better position to prioritize their own health.

2. Consumerization of Healthcare

In the past, it could be argued that many professionals in the healthcare ecosystem treated patients simply as passive receptacles, neither in charge of their fate nor able to comprehend the disease process and science behind treatments. Based on the key driver of global consumerism over the past decade, the industry has begun to explore how to create the engaged consumer actively gathering information, understanding and adhering to prescribed care plans, and becoming part of decision making on treatment options. Consumers are even gaining customer status as individuals and their families manage greater responsibility for purchasing choices in healthcare.

Still, consumerization is a difficult concept in healthcare because the industry has not traditionally focused on individual consumers. Meanwhile, most consumers, particularly younger ones, increasingly expect healthcare to work the way other digital markets work, with user-friendly interfaces, clearly defined pricing, and a wide selection of options designed to meet their needs. Their buying experiences with other industries have made them better overall consumers. They want to be clear about what they receive prior to spending their own dollars. This expectation is now being transferred to the healthcare ecosystem.

Tech-savvy consumers are ubiquitous, and personal devices and mobile data networks are increasingly accessible, affordable, and easy to use. Social networking applications have become indispensable personal outlets and business tools for many organizations. Moreover, especially with the pandemic, naysayers can no longer point to an aging population unable to manipulate mobile devices. The baby-boomer generation is using smartphones and social networks to communicate with family, friends, and organizations—they are even zooming. In retirement, they are relying on communication devices and a variety of applications. Recent studies conducted by Pew16 and the American Association of Retired Persons (AARP)17 show that 40 percent of seniors (65 years of age and older) use at least one social medium, whereas social media have even greater prevalence to 69 percent of those in the 50- to 64-year age range. In addition, 62 percent of those 70 years of age and older use a smartphone. This usage increases to more than 8 in 10 for people aged 60 to 69 years. In order to stay relevant, today’s healthcare organizations have no choice but to move at the speed of today’s customers.

If technology is the means, then cost is the fuel for consumers in this trend. In the past, companies covered most insurance costs, rarely sharing the actual healthcare prices with employees. This led to an environment where resources were used rather indiscriminately. Consumers were not incentivized to concern themselves with expense or to choose quality providers beyond the recommendation of a neighbor or friend. More significantly, to find this information was nearly impossible. Employer-provided insurance was a benefit for workers and their families, but it became a negative for the healthcare ecosystem because it effectively removed consumer accountability.

With costs rising unsustainably, employers and payers are passing on a greater share of the healthcare wallet. Thus consumers are paying more out of pocket for both insurance premiums and the direct costs of care, such as co-pays and noncovered services. Employers and payers applied this pressure partly to alleviate their payment burden because the rising total cost of care is unsustainable. They aimed to motivate consumers and their families to shop smarter. They’ve transformed consumers into customers using products such as high-deductible health plans and health savings accounts. They expect consumers to be more thoughtful about spending their healthcare dollars. Yet information sharing to support comparison shopping has lagged, making it hard to find pricing and other key information. For example, the price of magnetic resonance imaging (MRI) often varies by thousands of dollars depending on where the machine is located—hence the significant value of the price transparency and interoperability rules discussed earlier.*

Several years ago, it would have taken an extremely curious consumer to locate and interpret the “Hospital Results Report, 2014” published by the Pennsylvania Health Care Cost Containment Council. The report included a chart on the laparoscopic removal of gallbladders, which showed that nearly every hospital in southeastern Pennsylvania had a similar mortality rate. Yet the cost ranged from a low of $31,000 to a high of $132,000. Though not necessarily the case today, how could this commodity—removal of a gallbladder—cause such variability in pricing?

As consumers demand choice and transparency of price and quality in healthcare, they’re getting help from startups, new entrants, and forward-leaning incumbents. But no business wants to be thought of as offering a commodity. Providers are responding with differentiation—creating a unique combination of services and experiences that appeals to a distinct set of customers.

To do so, many providers are turning the consumer experience into a positive emotional connection. In The Experience Economy, authors Pine and Gilmore call experience the fourth economic offering:18

Companies stage an experience whenever they engage customers, connecting with them in a personal memorable way. . . . Buyers of experiences . . . value being engaged by what the company reveals over a duration of time. . . . The company no longer offers goods or services alone but the resulting experience, rich with sensations, created within the customer. All prior economic offerings remain at arm’s length, outside the buyer, while experiences are inherently personal. They actually occur within any individual who has been engaged on an emotional, physical, intellectual or even spiritual level. . . . While the experience itself lacks tangibility, people greatly value the offering because its value lies within them, where it remains long afterward. . . . Those companies which capture this economic value will not only earn a place in the hearts of consumers, they will capture their dollars.

Providers are looking to create a healthcare experience that consumers can visualize and feel emotionally, with its own set of expectations. Such an experience begins from the first point of contact with the provider and healthcare system and continues indefinitely into the future. Without this differentiation, the good or service becomes a commodity, and sales are ultimately based on price-killing profit margins.

While many of the competencies discussed earlier are new to healthcare, creating an emotionally tangible experience is attainable because healthcare is personal. Future healthcare systems will likely customize the experience to the individual, providing exactly what he or she needs, physically and emotionally. Customized experiences turn into transformational moments, which then become a differentiated economic offering. For example, some healthcare systems have focused on creating a high-end hotel experience with large single rooms, concierge service, chefs offering excellent meals, attentive staff, and space for visiting loved ones. Others are focusing on a senior population experience. Consumers are looking for unique, end-to-end experiences that provide peace of mind, engaging them with an ongoing valued relationship customized to their interest, needs, and preferences.

Consumerism in healthcare thus is an inescapable growing trend. Healthcare consumers are increasingly taking an active role in their care experience and are ever-more empowered to choose their own care alternatives.19 They will increasingly be better informed, more discriminating on price and quality, and increasingly willing to walk away from poor service.

Healthcare systems have also rolled out the patient-centered medical home (PCMH). This is a care delivery model that focuses on coordinating patient care through a primary care physician. The PCMH is designed to provide patients with a centralized care setting that manages the different needs of the patient. A PCMH certification indicates that the provider delivers patient-centered care, team-based methods, population health management, personal care management, care coordination, and consistent quality care. Patients in a PCMH can expect to develop relationships with their care providers, who determine healthcare needs based on medical and environmental factors. Through this value-based care model, a Colorado-based PCMH reported a 15 percent decrease in emergency department visits, an 18 percent reduction in inpatient admissions, and a return on investment of $4.50 for every dollar spent. Another Maryland-based PCMH stated that it saved $98 million and increased its quality scores by 10 percent in one year.

To sum up, consumerization is playing out in these developments:

•   Greater share of the consumer wallet. Individuals shift from passive patients without insights to informed and involved customers.

•   Information. Search engines and social media via mobile devices and the web bring information to consumers at their fingertips in near real time.

•   New delivery models. New entrants (and now COVID-19) are creating more awareness of access and options for care.

•   High-deductible health plans. Aligning with customer cash motivates consumers to consider healthcare options, fueled further by price transparency.

•   Price transparency. Transitioning from nearly impossible-
to-understand costs to clear public reporting is accelerated by regulations.

•   Baby boomers entering Medicare. This generation insists on being involved in their own care and is healthier, better educated, and more accountable for their well-being than previous generations—and now they are entering their high-care years.

•   Uninsured consumers. After the ACA was enacted, the number of uninsured nonelderly Americans decreased from over 46 million in 2010 (the year the ACA was enacted) to just below 27 million in 2016. This occurred through extending Medicaid coverage to many low-income individuals and providing Marketplace public exchanges that included subsidies for those below 400 percent of the poverty level. It also was partially stimulated because individuals and families were required to purchase insurance or be penalized during tax time. When the individual mandate was dropped, the number of uninsured people increased by only 500,000 from 2017 to 2018.20 These numbers indicate that many Americans are willing to pay for coverage who were unable to access the benefit pre-PPACA. Hence even with a zero penalty, the majority kept themselves and their families covered.

Technology is furthering consumerization as well. While riding the wellness device wave, connected consumers are more willing to share their health information. Many use wearable devices to track their exercise, vital signs, and diet with a desire to share this information. Seventy-seven percent of them believe that these devices change their behavior at least moderately, and those in excellent health (62 percent) or with a chronic disease (75 percent) are more likely to share their data.21

Still unknown is how we transfer the experience consumers have using wellness devices to helping patients embrace health devices. The connected patient refers to the eHealth revolution with data-transmitting wearables, telemonitoring, and telehealth visits. Already in 2018, the millennial generation was pressing this transition forward as 74 percent were interested in telehealth, and now because of the coronavirus pandemic many others seeking care have tried out these digital health experiences.22 We are still at the early stages of wearables in the home for remote monitoring, as this promising industry deals with data integrity and transfer, privacy, and security. We also must explore how to curate the data for healthcare, what algorithms to apply, and how to interpret the data for care planning. Many homes still have connectivity issues beyond either consumers’ or clinicians’ control.

As costs continue to rise—hospital stays in 2017 cost $1.1 trillion,23 with the average readmission costing $14,40024—providers are under financial pressure to reduce hospital stays and prevent readmissions. This need has been met in part with the fast growth in virtual health over the last few years, fueled in 2020 by the COVID-19 pandemic. For example, according to the Journal of the American Medical Association, among commercially insured consumers, telemedicine visits rose from 206 in 2005 to around 202,300 in 2017.25 After the pandemic started, there was speculation that virtual visits were projected to rise from 200 million visits in 2020 for general care to nearly 1 billion.26 A deterrent to the adoption of virtual care was reimbursement for visits from payers to providers. As of 2019, only 10 states required parity from health plans when reimbursing remotely delivered care.27 This has risen to more than 37 states as of this writing28 largely due to COVID-19. The Center for Medicare and Medicaid Services now reimburses for many if not most telehealth visits, and is supporting acute at-home care. These allowances may well continue after the pandemic.29

Payers and providers want connectivity into the home because they believe that it will help them deliver cost-effective care with better customer satisfaction than facility-based care. This is especially pertinent for our aging population. Increased longevity means a rising number of patients with long-term conditions and chronic illnesses. Expanding the range of services delivered to patients in their homes will help keep patients out of hospitals.30 Strong, consistent connectivity is essential now that consumers are embracing telemonitoring and televideo visits supported with home visits by well-trained medical personnel.

I was working on a project involving an integrated healthcare system* with a communications company. During a workgroup session, the healthcare executive told the telecom counterpart: “You [already] go into the home; the last mile; the last inch. Direct to the consumer’s eyeballs. We need that in healthcare!” Providers that are able to engage consumers in self-monitoring to manage conditions in their homes and to change their behavior will have better outcomes.

Geisinger Health Plan, a regional integrated health organization, demonstrated dramatic results in care delivery through the application of technology. Telemonitoring patients has improved the efficiency of care enough to deliver a 3.3 times return on Geisinger’s investment.31 During a meeting with Geisinger executives a few years ago, Janet Tomcavage, executive vice president, chief nursing officer and former head of Value-Based Care Strategic Initiatives, said that getting there depended on software platforms and data analysis to send information to the care team that is actionable and specific for an intervention. The reliability of telehealth technology has evolved since the early years when a third of the appointments were disrupted by poor connectivity or understanding of the technology.

What’s Missing?

The current consumerization of healthcare trend engages consumers to reduce the total cost of care by better adhering to their care plan and making fiscally conscientious choices on their healthcare purchasing decisions. When we apply the humanizing healthcare North Star to this trend, we begin to tap into what is possible for the activated consumer introduced at the beginning of this section, who with the help of technology and a redistributed care team could drive his or her own healthcare consumption, similar to how consumers now purchase other complex products and services online. Truly activated consumers, not just engaged consumers, would willingly connect and share data with providers. They would:

•   Self-monitor with medical as well as wellness devices, curate their data from different sources, and coordinate with both clinicians and their support networks as they aim to “own” their health.

•   Use real-time biometric information to improve treatments for chronic conditions. They would learn when indicators are out of the norm for them personally and how to self-correct, such as by adjusting medications within agreed parameters.

•   Enable clinicians to interact when biometric changes translated by advanced analytical algorithms flag the need for intervention and work with clinicians to adjust the care plan in real time—all of this before biometrics worsen to the point of requiring an in-person intervention.

•   Support remote monitoring, especially in going home from care facilities, in order to gain earlier release and keep people from readmissions into the hospital.

In truly consumerized healthcare, care will shift from the physician-centric model of today to a new model centered on activated consumers.

3. Care Delivery

Most healthcare delivered today is still fragmented, episodic (by appointment only), focused on disease, and largely in-facility. The care model has been oriented around providers, resulting in consumer experiences which are fragmented, transactional with redundancies, misalignment, and disconnected interactions between settings (see Figure 2.4). But care is gradually becoming decentralized, moving from the hospital to the community and from brick-and-mortar sites to virtual care. There is also a shift from individual to population health, but with the hope of better individual outcomes due to precision medicine. The number of clinical touchpoints is becoming more dispersed as care management and care coordination have been introduced by plans to supplement the provider-based care in an effort to better manage chronic conditions and hence the total cost of care.
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FIGURE 2.4 Traditional care model oriented around providers.

Decentralized Sites of Care

Traditionally, providers managed the care of one patient at a time. Doctors had data from the patient’s chart, updated biometrics done in the office or hospital, sometimes biometrics from a diligent patient or family member documenting blood sugar levels or blood pressure, a subjective interview, and an objective examination. Each visit was a snapshot of the individual’s status for that fraction of the person’s life.

In addition, patients had to physically go to the doctor or healthcare facility to receive care. In-facility and in-patient care was not only the predominate site, but for most consumers, the only form of care until the COVID-19 pandemic. Provider business models were focused on in-facility care; reimbursement for virtual health was either minimal or nonexistent, and the workflow of clinicians did not account for remote care.

Now, even complicated care is transitioning from hospitals and offices to the community. Before the ACA in 2010, the hospital profit base was approximately two-thirds inpatient and one-third outpatient. By 2019, this ratio had flipped completely, and the outpatient share continues to rise. There are now nearly 9,000 urgent care centers and 550 free-standing surgery centers.32 Hospitals own a growing percentage of outpatient facilities—including more than a quarter of ambulatory surgery centers.33 And now COVID-19 has greatly increased virtual health and forced many clinicians to offer care according to consumers’ preferences.

Individual to Populations to Individual

Providers are moving beyond individual interactions. They are starting to watch for population health developments while still incorporating individual preferences and interventions. This is a colossal change from our current business-as-usual perspective. To profitably move the cost curve, health systems need enough member-lives to make a measurable impact. They must manage the overall health of a larger population rather than focus on individual care as in traditional FFS models. Improving the outcomes of a group of individuals is referred to as population health, a perspective that has taken root this past decade. What does this mean, and how is this showing up? Again Tomcavage shares her insights, “We want to engage people to make decisions and modify behaviors to improve their health during the 99 percent of time [they are not inside the healthcare system]. We want to put hospitals out of business. Push more care into the home.”

Factors such as access to healthcare, individual behaviors, social environment, physical environment, and genetics are significant drivers of health outcomes. Policies and programs can change some of these health determinants, improving quality of life, morbidity, and mortality based on disparities such as race/ethnicity, socioeconomic status, geography, and gender.34 To do this, providers first need data in order to understand and stratify the needs of an entire population. Then they must activate those populations to improve their health. Providers will have to address not only the medical aspects of care but also these broader health determinants. They must also move upstream in care with stronger preventive medicine and wellness programs to meet individuals at their states of readiness.

Effectively managing population health requires engaging large swathes of the population, managing data, and achieving customizable care coordination and management. Providers must optimize at scale while personalizing so individuals receive care when, where, and how they prefer to engage. Population health management is a new skillset not historically taught in medical school. It requires specialized training in data analytics and data-driven actions. Health systems were not designed around these competencies, and success has depended on building new competencies and aggressively leveraging business partners that enable connectivity and coordination of patient-consumers with their families and the broader community of care.

To effectively manage populations, healthcare organizations must engage and positively empower individuals to change behavior. To do this on a large scale, providers need robust population-level care-enablement platforms. These needs have led to new alliances, with a boom for digital health startups partnering with healthcare systems and plans. We know this transition has permanence and viable revenue because established technology companies are wading into healthcare as well. Those with expertise in consumer engagement see the opportunity.

Clinical Focus

In the past, the industry focused on reacting to fluctuations in an individual’s disease state. We’re now seeing a slow transition from a sick care system to a one that supports wellness and incorporates behavioral health. Providers are entertaining the combination of managing ongoing disease states with promotion of overall healthfulness on both the individual and population levels. This will require greater care coordination and management.

As our society has modernized, people are living longer. Coordinated wrap-around programs are replacing fragmented care with a system focused on triage of a person’s willingness to engage in and adhere to their care plan with care management and coordination support. Caring for at-risk populations is complicated, requiring a team approach that draws on platforms and data while connecting individuals with care providers.

In my work as a physician, my perspective was that the doctor and her team were responsible for supporting patients in care. This included helping people to navigate the system to get lab work, tests, prescriptions and to set up visits with specialists. But this also requires prior authorization from payers, a system put in place to control resource allocation and ensure that a treatment plan is aligned with the rules of the patient-member’s plan benefits. However, as the number of plans representing a client population increases, the job becomes too complex for the usual physician-led team—there just are not enough resources on a typical provider team or an applicable payment model in the FFS system to address the various benefit plans patients may have, and authorization rules for various plans can differ dramatically. This challenge of incomplete care management and coordination was ubiquitous for providers, so payers reacted by creating their own care management and care coordination capabilities as a supplement. The payers often sold these care services as up-sell opportunities for additional revenue streams to employers and unions and other organizations that represented the collective purchasing for large groups of people such as employees. With the boom of the 1990s around disease management (the precursor to care management, focused on singular diseases) and the ownership payers took over care coordination, there are now various regulations in place that make it difficult for a provider organization to build robust care management.

Now, however, providers and plans are not coordinated in their efforts. Consumer frustration arises when advice and management do not align between the provider and the plan’s care management team. The care management team is often frustrated because it frequently does not receive the patient referral during a time window for consumer behavioral change because often the claims information or referral that sends a trigger for care is outdated and past the urgent time for member impact.

What’s Missing?

Despite major improvements, care delivery is still siloed. We need a unified digital and in-person clinical experience with care delivered in a coordinated fashion. The complex needs of today’s healthcare require a team approach to care. We need to move from a doctor-centric model to a consumer-centric model supported by a team approach incorporating stakeholders with differing skills to support customers.

This is also critical from a supply and demand perspective. Post-ACA in the United States, there has been a significant influx of insured individuals into the healthcare system because the law created avenues for access such as the market exchanges and, as explained earlier, facilitated a path for most adults to obtain and maintain insurance. In addition, the large baby-boomer generation was aging into Medicare. Meanwhile, the system that trains clinicians has not responded with a corresponding influx of physicians and nurses. With shortages of clinicians, demand for care outweighs our capacity—a grim example has been the spotlight shone during the COVID-19 pandemic, which has further increased the strain on the system.

Now traditional healthcare is growing in scope, which I fully agree with and support, but our business models are not built to manage. As providers move into at-risk agreements, the scope of care of the population is expanding beyond health to social, environmental, and behavioral support. With baby boomers entering retirement, more patients as a whole have chronic and complex conditions. A team-based approach is required, especially for population health.

There is precedent for this transformation. For example, over my career, high-risk patients with complex renal/kidney care needs have been transitioned from hospital to outpatient dialysis centers, with some patients receiving home dialysis. Likewise, healthcare systems will extend into people’s living spaces with acute care at home, such as hospital at home and skilled nursing facility (SNF) at-home programs. Risk-accepting health systems are looking to apply technology to decentralize other chronic-complex medical issues.

This type of coordinated care outside of institutions will require longitudinal connectivity using a unified digital experience. As VBC contracts increase risk sharing, many providers will want to manage their own patients. They may look to payers for the resources and tools to build out their operations, partnering in a team-based fashion or even by licensing back a platform. In the future, systems will be rewarded for proactively focusing on healthfulness such as preventive care and well-being and reversing disease processes, all activities that reduce healthcare spending.

4. System Intelligence

In the past, health technology relied on complex, siloed information systems to support a narrow FFS model oriented toward transactions. These information systems required significant work and expertise to navigate. Due to interoperability, the collection and analysis of disparate data sets to generate greater insights were burdensome to impossible to accomplish in many situations. What is table stakes today, such as connectivity and the low cost of data storage, has only recently evolved to propel healthcare into cloud computing and connectivity into the home for virtual care. Because of the the recent regulatory changes on interoperability, healthcare ecosystems are expected to become data rich with actionable information readable across the industry. We are presumably transitioning from information ensnared in silos to data available in integrated systems accessible across a continuum. One fascinating area of technology innovation is AI-based nudging. This approach of nudging looks at the science of human behavior and psychology to provide engagement at the right time via the right channel with the right message to help consumers to accomplish a health goal, from closing gaps in care to reminders for healthy eating. In their STEP UP study,35 the Penn Medicine Nudge Unit36 studied different types of behavioral approaches (e.g., competitive, collaborative, and socially supportive) to encourage healthy behavior. They found that each approach was helpful in increasing physical activity compared to a control group. Next, the teams identified behavioral archetypes that existed among the study population to determine which nudge approaches might work best for different types of people.37 Interestingly, the competitive approach was most ubiquitous.

As we think about intelligent medicine, nudging, especially when combined with data science, can be a step toward personalized medicine. Data science can help to behaviorally triage consumers (e.g., identifying those who may need more high-touch interventions), and behavioral science can add understanding of the barriers that keep consumers from doing what they need to do to stay healthy. To accomplish this, organizations are investing in behavioral scientists and in the intelligent analysis of data. They can thereby determine a consumer’s preferences and motivations, to suggest the best intervention for that individual to help him or her lead a healthy life.38

What’s Missing?

Data is erupting from multiple sources including genomics, personal devices and sensors, and consumer behavior (Table 2.2). With interoperability and the expansion of data sources, the capturing of an individual’s comprehensive health and wellness will expand to where clinical is just a fraction of the full spectrum.

TABLE 2.2 Data Sources by Health Factor
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Many technologies are being applied to healthcare and hold significant promise, including:

•   Artificial intelligence. The ability of computers to perform tasks that normally require human intelligence, such as speech recognition and language translation, visual perception, and decision making

•   Machine learning. An application of AI that provides systems with the ability to automatically learn and improve from experience without being explicitly programmed by accessing data to learn for themselves

•   Big data capabilities. Enhanced by advanced predictive algorithms focused on cohort identification, code-set analysis, and reference-data management

•   Blockchain. A decentralized and distributed digital ledger consisting of records called blocks used to record transactions across many computers so that any involved block cannot be altered retroactively without the alteration of all subsequent blocks

•   Cloud computing. The use of a network of remote services hosted through the internet to manage, store, and process data rather than local or on premise, which greatly expands capacity and creates flexibility in agility of systems

This is exciting because it will create many opportunities (see Figure 2.5) to provide further benefit in such areas as:

•   Biomedical engineering

•   Nanotechnology

•   Three-dimensional (3D) printing or additive manufacturing

•   Extended reality

•   Robotics
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FIGURE 2.5 Emerging technologies disrupting healthcare: Application of new-to-healthcare technologies in cloud environments leading to further evolution in innovation.

Integrated and interoperable technology will help empower consumers to make decisions via information and AI nudging. Consumers will have access to and “ownership” of their data, while clinical teams and healthcare organizations will have all the information they need surfaced by AI/ML-enabled technologies. But we have to ensure that the systems encourage consumer control.

Many consumers are demanding information at their fingertips. They want personal interactions while still at home. This means using digital technologies and sharing data with providers. Consumers will agree to enable data to be continuously pushed and pulled, run through machine learning environments to create a full picture of their health, as well as their engagement and scheduling preferences, drivers of health needs, and compliance with care plans.

To sift through all the data we will need to partner with bots, computer partners in care, to deliver the most pertinent information at the time it is needed. This means pushing reminders and notifications to consumers when and how they want to be engaged. For a consumer with heart problems, for example, this could mean delivering healthy recipes before mealtime, ensuring that heart-healthy ingredients are already in the home via delivery, and identifying a nearby gym when they are traveling. For someone who is relatively healthy, this could be a reminder to get a flu shot or to schedule his or her yearly primary care checkup to ensure that care gaps are filled.

From a provider perspective, the technology also lends itself to decision making. Does this mean that machines will replace humans? Not at all. It means that clinicians can partner with AI-capable bots to more quickly and accurately diagnose patients or even identify an adverse event before it happens. It means that providers have another tool to help when determining the right prescription and dosage or when creating or updating a patient’s care plan. This is a partnership where machines can help with repetitive tasks that take the joy out of healthcare and also help to improve safety and quality of care.

5. Holistic and Inclusive

In the past, the quality and availability of care depended on location and socioeconomic status. Providers focused on sick care of the body separate from that of the mind, such as mental illness. Now, with consumer demands, value-based reimbursement models, and emerging digital and intelligent technologies, providers can broaden their scope toward a future focused more on preventative, holistic care.

Holistic refers to considering the whole person and the connectedness of body and mind, wellness and preventative care as well as socioeconomic drivers of health. Inclusive focuses on ensuring that all people have access to basic health and chronic condition care. Without this approach, people are entering the healthcare system with diseases that are already out of control. It is better to address ailments on the front end, where prevention can stop or slow the disease process, decreasing morbidity to the individual and cost to the system.

What’s Missing?

This trend is in its nascent stage for healthcare. Going forward, providers will consider more dimensions about individuals including drivers of health plus what I call the 5 Human Equities: physical, emotional-psychological, relationship, socioeconomic, and purpose.

•   Physical. Your body is your vehicle during life. Care is currently focused on this path, as it will be in the future, but with greater emphasis on healthfulness—wellness, prevention, and safety. And when disease or injury occurs, holistic care will be actively addressed on an individual level, meaning that care will take into account individual variabilities to reverse the disease or recover from injury.

•   Emotional-psychological. Your brain is where all your innovation occurs. We need to better incorporate treatment for mental and behavioral health, ideally in the same clinical setting, according to the National Institute of Mental Health. Adults with serious mental illness or substance abuse disorders have higher rates of chronic illness. While primary care can be a useful access point for patients, it may not be equipped to treat acute or severe mental disorders. As such, a team approach integrating mental health professionals and physical health professionals is a better approach for treating the whole person and ultimately saving lives.39

•   Relationships. Relationships are personal, professional, and spiritual connections with one’s community and networks. A person’s connections are one of the greatest indicators of both happiness and success. The way people communicate and interact with others is critical. Successful people work with and collaborate with other people, building relationships filled with integrity, which is communicated in action rather than words. People with greater social connections have a 50 percent reduced risk of dying early.40

•   Socioeconomic drivers of health. Holistic and inclusive care will also address the drivers of health (DoH)* on an individual and community basis. There has been significant attention to health disparities and health equities globally and in the United States. In other parts of the world, health disparity is usually called health inequalities and refers to health differences that are avoidable, unnecessary, and unjust,41 and are linked to 3 drivers of health to include: economic, social, and environmental disadvantages. Health equity is the commitment to reduce or eliminate disparities. Pursuing health equity means striving for the highest possible standard of health for all people and giving special attention to the needs of those at greatest risk of poor health, based on social conditions. Globally, health equity is a part of human rights. Health equity and health disparities are intertwined. While health equity indicates social justice in health (i.e., no one is denied the possibility to be healthy for belonging to a group that has historically been economically/socially disadvantaged), health disparities are the metrics we use to measure progress toward achieving health equity.42

•   Purpose and measure of success. To feel empowered, most people need a clear vision of purpose and the personal impact they can make in the world—some people use the term legacy. Actively progressing toward a person’s purpose requires developing and implementing what I call a strategic life plan. In my practice, with many of our clients, my team was most effective in shaping beneficial behavior when clients saw the connection between attaining their goals—seeing their grandchildren graduate, running for a public position, achieving a personal goal—with optimizing health. Chapter 5 will address this issue in greater detail. To get to a point where health is connected with purpose, people must be able to consistently meet their basic needs. A significant barrier to this is the socioeconomic drivers of health.

Resources directly impact health. For example, individuals in the top 10 percent of income distribution live 5 to 10 years longer than those in the bottom 10 percent.43 Notably, 88 percent of physicians surveyed indicated that at least some of their patients had a social situation (i.e., poverty, unemployment, etc.) that posed a serious impediment to their health.44 These impacts on health are significant. For example, over half of renters have delayed medical treatment because it is unaffordable for them.45 Affordable health insurance is generally accepted as critical to drive healthfulness and to control healthcare costs. It enables people to get preventive care and chronic condition management before they become critically ill.

When total cost of care is referenced, it is generally considered the cost payers such as health plans and employers pay providers for services. But often lost in the conversation are the costs shouldered by consumers. Insurance premiums, co-pays, and deductibles make it difficult or nearly impossible for many consumers to afford the metacosts related to their health conditions. Reported graphically, I’ve seen in my own practice how consumers, including many elderly on fixed incomes, have to make tough choices on whether to pay rent and buy food versus pay for their medications. This situation has far-reaching implications for both holistic health and finance for consumers. According to a 2019 study published in the American Journal of Public Health, more than 60 percent of the people filing for bankruptcy are doing so in part because of medical bills and health-related expenses. Most of these filers actually have medical insurance through either an employer, a state exchange, or a government program, but insurance did not insulate them from the many noncovered expenses. To compound the situation, people who are hospitalized or have fluctuating chronic conditions are likely to lose wages as they take time from work to recover.

Earlier we described high-deductible health plans, health savings accounts, and other products that have been instituted since the ACA on the premise that if we put consumers’ wallets into the equation, they will better manage their own lifestyles and healthcare options. While this strategy seems effective for some consumers, for their more financially fragile cohorts, this has had challenging implications. The Kaiser Family Foundation reports four common actions of those with medical debt:

•   Seventy percent of those with medical debt say that they had to cut spending on basic necessities (food, clothes, etc.).

•   Fifty-nine percent say they that had to dig into their savings, using most, or all, of them.

•   Forty-one percent say that they took a second job.

•   Thirty-seven percent say that they had to borrow money.

If humanizing healthcare is our goal and we agree that addressing the drivers of health is the right approach, then we also need to include the impact on personal finances as part of the equation. Thus a core goal of controlling costs in healthcare needs to include consumers’ personal economic capabilities and challenges.

6. Scientific Discovery

Medical research has generated impressive advances over the years and continues to drive innovation today and into the future. With global collaboration and automated, intelligent processes, we expect an exponential rate of discovery.

Scientific discovery has historically been expensive, often prohibitively so. But as technology and capabilities are honed, costs decrease, and the services are widely adopted by organizations and consumers. Take DNA sequencing. The Human Genome Project in 1999–2000 cost $300 million for an initial draft of the human genomic sequencing.46 Now consumers purchase DNA kits as gifts to learn about their ancestry and health predispositions for $100 to $200 from retail companies such as 23andMe.47

Over the last couple years, there’s been significant investment in bringing gene and cell therapy to market. Messenger RNA (mRNA), which naturally occurs in cells to translate static DNA genes into active, dynamic proteins that regulate cellular life, is being explored as the body’s own medicine-making factory. Cutting-edge technologies and capabilities will further drive discoveries here.

Of the technology drivers, AI has a large role to play in scientific discovery, as it does with consumer engagement and care provision, as explained earlier. As of December 2019, more than 170 startups were involved in applying AI to biopharma, with many focused on novel drug discovery.48 These new approaches include mass-throughput screening, review of molecule libraries to identify promising treatments, and analysis of real-world data combined with remote diagnostics. These innovations promise to better assess the efficacy of treatments, helping to lower the overall cost of drug development and reduce the time needed to identify appropriate trial candidates.

More broadly, researchers are shifting from studying chronic disease treatment with small molecules to studying rare disease treatment with large, complex molecules. Mass-marketed therapies no longer make sense when we can map the human genome in an hour at low cost and then tailor drugs to each individual’s biology and underlying needs. Precision medicine has been around for decades in the form of specific targets for oncology, but there will be precision therapies for many diseases and conditions that are more effective with targeting of the individual’s phenotype and genotype. A specific example of this shift to precision medicine is emerging with advances in chimeric antigen receptor T-cell (CAR-T) therapy, where a patient’s cells are removed, trained to fight cancer, and reinfused to help defeat the disease. Early results with this treatment have been very promising, and further research is underway.

What’s Missing?

What excites me here is a vision that one day, every treatment can involve precision medicine with therapies tailored to an individual’s body and needs. One area likely to have significant advances is clinical trials. In order to gain a better understanding of treatment efficacy, clinical trials need to be more inclusive. But it has historically been challenging to recruit subjects for trials. Additionally, demographic groups necessary for a diverse sample including ethnic minorities and women were often ignored. Just as there are access issues for care, there are also barriers to individuals to join clinical trials. In a 2019 survey, 75 percent of patients cited structural and clinical barriers as reasons for not participating in a clinical trial.49

Clinical barriers can be overcome through partnering with patient advocacy groups. Structural barriers (i.e., access to a clinic and available trials) may be addressed by virtual health capabilities to meet people where they are to gather biometric data and to survey them remotely. As an encouraging advancement to the approach on trials, my team has worked with pharmaceutical organizations to use remote patient monitoring and diagnostic devices to track necessary data points through a mobile application for seamless engagement between participants and researchers. Another opportunity is in creating clearinghouses where physicians can suggest that patients make themselves available for clinical trials. We can use digital technology to match people with trials in ways that increase the client opportunities for treatment and cure and increase researcher opportunities for securing diverse trial populations. The process is akin to Match.com rather than the current clunky, outdated trial databases and often word-of-mouth approach.

As described in Chapter 1, my son Nikolas’s cancer was extremely rare. Although our doctors tried, they couldn’t identify a doctor with significant experience with the disease, especially in a child. I would have taken Nikolas anywhere in the world to save his life. Through navigation of my networks and my network’s networks, I found one physician who had done some case studies and applied his findings to a small cohort of people in the United States, but all that was in adults, and he was unable to treat children. Nonetheless, he was helpful in advising us. I wondered what would have happened if we had this matching with global reach to find a group working somewhere—perhaps on the other side of the globe—on this same rare cancer. There is some comfort in knowing that this may happen in the future with the technology rapidly evolving today to save both children and adults.

7. Shifting Sector Models and Archetypes

The COVID-19 pandemic has accelerated the spread of remote care as people avoid clinics and doctors’ offices. At the same time, governmental rules are promoting interoperable data capacity, which many hope will lead to a future of open platforms connecting data sets across information sources to empower clinicians and consumers drawing on real-time health insights. Virtual health is on the rise paving the way for the expansion of care at home and on the go. Other industries have already undergone a digital transformation; hence we can expect significant disruption from external players, as well as cross-plays across sectors from legacy players.

Consumer demand will dictate success. The disruption will affect both established healthcare players and new entrants. While there is significant first-mover advantage for health systems that move assertively and quickly offensively and defensively establish market share, outside disruptors have also moved in. Outside players have less at stake historically as they rush in to disrupt the legacy providers, plans, and life sciences companies. Traditional players can drive some of this change by innovating from within, which has incentivized technology giants to partner with them in areas where the legacy players hold the advantage. If legacy organizations aren’t actively driving innovation, new entrants, technology giants, and startups will figure out how to go around them.

Today’s care delivery system is not sustainable. Too many patients lack access or receive care only retroactively as disease advances. The successful care system of the future will be accessible easily and conveniently and have digital and virtual care avenues for care. Patients will have access to their data and work with their care teams to optimize their health. So how will the sectors within healthcare shift as we evolve into the future?

What’s Next?

Healthcare systems were already facing significant financial headwinds in 2019, especially those with large FFS models. With COVID-19, terrified consumers were avoiding healthcare facilities and buildings. The drive toward VBC and the growth of Medicaid and Medicare as lower-margin payers with significant market power and negotiating leverage will likely further degrade providers’ already low margins.

While best-in-class specialty hospitals will continue to address the most serious of illnesses and diseases, multi-billion dollar healthcare campuses will be hard pressed to sustain profitability. Regional hospitals will be challenged to compete with virtual care, localized low-cost care, and care driven by an always-available AI clinical decision model. Leading healthcare providers will have to decide how they want to play in the future. Ralph Judah, a well-known consultant on healthcare disruption, notes that incumbents can push ahead, innovate, cannibalize themselves, and drive change or try to protect their current status while others rush in from the sides.

Judah, along with fellow future-of-health thought leader Neal Batra, share that with radically interoperable data comes improved risk analyses—we’ll better understand consumers’ risks and anticipate their health needs. Couple improved risk analysis with lower routine care costs and we won’t need standard health insurance for the same reasons we don’t insure against other life certainties. With price transparency and actuarial science, we will accurately predict costs. When costs are low, paying a premium to a third party to protect against uncertainty will no longer make sense. Payments for basic wellness, prevention, and chronic condition management will be decoupled from catastrophic healthcare risk pools that are developed to insure against disasters and unexpected events. Hence, insurance carriers as we know them today won’t exist. Already we’re seeing tailored offerings such as Oscar and Clover gaining market traction. These are modular products for individuals, families, and businesses, with greater transparency and more options than consumers have had with more traditional carriers. It is important to recognize that pharmacy benefit managers (PBMs) and health plans don’t exist in other countries as in the United States because they don’t need to. If the incumbent health insurers don’t adjust to market shifts, they will risk losing market share.

We reviewed scientific discovery in the preceding trend, most being orchestrated in the life sciences sector, which will undergo great change because its current approach won’t work in the future given that the modern research process is too expensive and time-consuming, as noted earlier. Most clinical trials as we know them today won’t exist. After all, clinical trials are imperfect workarounds to assess the efficacy of a drug or product because we lack a way to automatically and effortlessly assess the efficacy across millions of people. In the future, we’ll have deidentified, open-access health data commons that enable synthetic trials. We will virtually assess a drug’s efficacy without the years, millions of dollars, and large numbers of patient cohorts required for today’s clinical trials. Already we are creating systems where consumers can opt in so that organizations growing biopharmaceutical solutions can find consumers to collaborate with on drug outcomes. The possibilities are seemingly endless because in the future, today’s life sciences companies could do the R&D to create a compound and then sell the application programming interface (API) to downstream manufacturers who tailor it to individual consumer needs.

We should all be excited about the expanding role of medical technology in humanizing healthcare with its growing inventory and innovation of implantable, embeddable, and ingestible biosensors; advanced robotics; and wearable devices powered by AI. The medical technology of today was unimaginable in 2000 and will be applied in many more settings in the future. Tomorrow’s always-on ecosystems will rely on the ever-evolving medical technology sector for in-home diagnostic and treatment tools, virtual care, automated and streamlined R&D, and surgical tools. All the legacy and nontraditional players will need to invest or partner here.

Government will continue as policymaker and regulator in its role to advance public safety and health equity. It will invest in some of the core infrastructure necessary to enable data sharing and interoperability on a national scale. It will also drive research. And it will take on some care directly, especially for members of the military and rural underserved populations. Finally, it will establish a health safety net, from Medicare to Medicaid to the Children’s Health Insurance Program, working with other financiers to support Americans in need.

These are all good future direction, and we need to pull them all together to create an ecosystem centered on consumers for integrated, coordinated care. An advantage to my profession is that our teams are able to work across multiple organizations within each sector in the health industry, which gives us significant market perspective and intelligence. We work with organizations to proactively and strategically shift resources to reshape their approaches as the market shifts based on the drivers and trends outlined earlier. We also work with organizations that are simply reacting either because there is a significant lack of resources or their leadership may not understand this framework and where healthcare is going in the future. My mantra is that there is a real and healthy threat of disintermediation for all incumbents in healthcare today, so organizations need to prove their value and display agility in the future of health.

BEYOND THE TRANSFORMING HEALTHCARE TRENDS: PAST TO FUTURE

The following table represents each transforming trend in healthcare with an outlook on what healthcare can offer with the humanizing approach described in the rest of this book.
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All these trends are affecting the future of healthcare. They are interrelated; some drivers and trends are causing or laying the groundwork for other trends.

A New Approach

To see how these trends have improved care while still falling short of what we need, let’s revisit the vignettes from the beginning of the chapter, now imagining how the characters would fare with healthcare after the current trends have played out.


Thanks to value-based reimbursement and advanced technologies, Teresa can now stay in her home rather than move to costly nursing home care. Teresa’s healthcare system is motivated to manage her diabetes and prevent her from falling. Monitors will notify her providers of any deviations.

That’s all to the good, but her adult children, Angela and Raul, still struggle to learn about her health developments and care plan. Angela visits regularly and keeps Raul informed, but their assistance is limited because they know only what their mother tells them or what Angela learns by tagging along with Teresa for her medical appointments. Teresa has no ready way to communicate her wishes to her providers, so she’s still susceptible to invasive end-of-life heroics. Her providers would benefit from knowing when Teresa’s children are available to help out, either in person, remotely, financially, and so on.

Angela is having better luck managing the care for her children than for her mother. Value-based reimbursement and new technologies are enabling her to ask her pediatrician the usual concerned-parent questions at any time of the day, without making an appointment. She wishes that she could get the same connections for taking care of her mother and her husband. She’d like alerts for routine preventative care such as physical examination and immunization scheduling, updates on prescription refills, and alerts on gaps in care. Ideally, she’d have a single-application entry point with a consolidated dashboard plus the ability to drill down into each individual family member.

Angela wishes that she could push a button to schedule an appointment for her children’s upcoming school physical examination and immunization. It should be simple to schedule her husband’s screening colonoscopy when the dashboard reminds them on his fiftieth birthday. She’d also like to communicate with home-based caregivers working with her mother on her activities of daily living. But her family works with healthcare systems that aren’t integrated enough to make this happen.

By getting his health plan’s care manager involved, the conflicting advice Rick experienced between his cardiologist and his internist is now clarified and resolved. But he’s still having trouble communicating his health status to his daughter. Without an easy way to learn about changes to his conditions, his daughter gets caught up in her own busy life. As a result, she isn’t checking in and learning about her father’s wishes as he gets older. This leaves Rick uneasy and unsettled, which starts to affect his physical health.

Charlie is making progress as well. His orthopedist and cardiologist connected by phone, and Charlie was able to get the injection for his hip safely. But he’s having trouble understanding the stepped-up medications as he ages into his nineties. He wants to remain active, but he needs more support from his three adult children, and they can’t help him much without easy access to his records. His children also feel dismissed by doctors when they try to advocate for him. For Charlie, as well as for Teresa and Rick, we need the healthcare industry to put them—not providers—at the center of decision making and treatment.



To succeed in this new economy, healthcare systems must attract and engage a greater swath of the population. Once they attract this new population, they must engage individuals and offer them a great experience—only then will consumers be loyal to the healthcare system and its brand. Then the system must influence the behavior of individuals and populations to minimize disease and optimize healthfulness.*

While they have been able to attract a significant number of members, healthcare payers have struggled to engage individuals within their covered populations. People have not traditionally trusted their healthcare insurers,50 so payers’ attempts to promote healthy behaviors have gone poorly.51 Yet there is hope that healthcare system providers will engage individuals and manage their populations where payers have failed. After all, most people will not pick up an incoming call from their health plan but will hustle to pick up the phone when the caller ID shows their own doctor. They trust their doctor and doctor’s team more often than their health plan. The clinical team is also closer to the individual’s health situation because it has real-time access to his or her EHR, is located nearby in the community, understands community resources, and most likely has met the individual in person. Yet engaging healthcare consumers has not traditionally been a healthcare system capability.

Most providers are still making only incremental steps in the transformation of care. Yet the new environment has opened opportunities for substantive changes by new entrants. Also, stakeholders are realigning and partnering around quality, reduced risk, and lower cost of care. The very infrastructure is changing, with hospitals absorbing physicians, hospitals coalescing into healthcare systems, and large systems and health plans merging to better manage risk and costs via vertical integration.

Even ambitious payers and providers, however, are falling short of where we need to go in order to humanize healthcare. The 3 + 1 key drivers and associated seven trends in the industry are certainly driving improvements, but we need to take an additional step beyond engaging consumers and promoting new routes and methods of care. We need to reorient the fundamental model of care itself. Chapter 3 will lay out this change on the conceptual level, and the rest of the book will explain how we can practically apply these ideas over time.
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* Sometimes called social determinants of health.

* People responsible for bringing up their own children and for the care of aging relatives or close friends

* CO stands for “corona,” VI stands for “virus,” D stands for “disease,” and 19 stands for the year 2019—thus COVID-19.

* The acronym “CHIP” in MACRA stands for Children’s Health Insurance Program, which provides health coverage to eligible children, through both Medicaid and separate CHIP programs. CHIP is administered by states, according to federal requirements. The program is funded jointly by states and the federal government.

* A study by the Health Care Cost Institute and funded by the Robert Wood Johnson Foundation found that patient office visits in Anchorage, AK, ($165) cost three times as much as in Miami ($60). A common blood test in Beaumont, TX, ($443) costs almost 25 times more than that same test in Toledo, OH ($18). But that’s cost comparison across the country.

* Integrated health system usually indicates that both the payer and the provider are integrated under the same umbrella structure.

* Another name is social determinants of health (SDoH), which the industry is moving from as the name indicates permanence, whereas drivers of health indicates potential for change by an individual’s change in situation or by a community coming together to address the driver.

* The author has created definitions of healthfulness for both individuals and organizations. For the individual, the term healthfulness is defined as a personal state of physical and emotional well-being that occurs due to the health of one’s body, brain, interpersonal relationships and spiritual connectedness. It is often the holism noted in individuals who have achieved success and impact because of alignment in their professional and personal lives with their purpose while maintaining mental and physical health.




3

Humanizing Healthcare

CAPTAIN OF YOUR SHIP

I began as a primary care physician in 1997. I was a new doctor in Tallahassee, Florida, far from the Midwest where I’d grown up. I enjoyed this part of Florida, including colloquialisms such as “the furtha north ya git in Florida, the deepa South ya are: sweet tea, collard greens, and bless your heart!”

My practice grew quickly, and here’s why: Fresh out of residency, I was younger than most of the adults seeking my care. Because of this, I created a dialogue with my patients. I wanted to acknowledge my expertise about healthcare while also respecting their wisdom about their own health, body, and needs. I treated the people seeking my care as clients, not patients. They would share their knowledge about themselves, and I would advise them on health via my knowledge of the human body and healthcare. 

So I developed a unique approach to initial encounters with my future clients. I believe today that this conversation—in one’s own vernacular—could be a significant way to set expectations in the care team–client relationship. With each new client, I sat down and said:

You are the captain of your ship; your ship is your body. Your job is to keep your ship—that’s your body—in the best possible condition to take you through your life voyage. As far as I’ve experienced, you get only one ship/body for your voyage. You may get the opportunity to swap or tune up a part, but you don’t get a whole new ship/body.

Right now, you are interviewing me to consider whether I qualify to be your “first mate” or “ship/body advisor.” I have expertise in how the human body works. It is my job to advise you on how to care for your body. You are the captain, and it is your job to decide whether you will implement my suggestions. During our relationship, I will advise you, present a relevant care plan, prescribe the most appropriate medications and testing, suggest other specialists needed, and most important, recommend the maintenance that includes preventive care and lifestyle changes.

Because you have free will and are in charge, I will not take over as captain of your ship/body. As you execute your plan for your ship/body, I will not physically stop you from eating extra dessert or bacon, force you to take medications or supplements, or exercise for you. If my advice is not right for you or you choose not to regularly accept that advice, you should fire me.

The response? “You ain’t from around here, are you?” A few people never returned. But those who stayed learned about their health as well as their ailments. We—the client, his or her support network of family and friends, and the clinical team that included me—worked together to:

•   Transfer information to and from the client so that he or she could take more control and responsibility for his or her health

•   Adjust, remind, strengthen, and support the individual’s transformation

Soon my daily schedule was full and we couldn’t take on new patients. As the staff and I came together as a clinical team, this focus on the client as the “captain of the ship” led us to optimize our approach and processes. Although we had double the patients of other primary care practice doctors in the region, we had higher than average satisfaction scores overall. I was perceived as spending, on average, eight more minutes with clients than my colleagues, even though the reality was that I spent less time—I base this assumption on how my staff and I managed the daily calendar and the number of individual visits we convened during that time.

Because we built the practice around clients empowered in our healthcare relationship to be captains of their body, our clients were activated and had clarity on the true status of their health situation and any outstanding differential diagnoses. Together—our clinical team and the clients—developed their care plan and explained and documented our choices. Unlike most clinical environments, the client was in charge of his or her care plan, and as members of his or her team, we helped to measure results and suggest adjustments along the way. Many, but not all, clients achieved significant results because of the environment and culture we created.

To us, it was exciting as clients learned and incorporated real-time care plans that not only slowed disease but for those who changed their lifestyle, even reversed disease. As I reflect today, it was the people we most empowered who ended up visiting us the least because they improved and better managed their health—as it should be.

Let me pause here for a moment to share my background so that you can better understand what has informed my perspective. Because of the results in my practice, my career evolved quickly. I worked with two compassionate and talented colleagues to develop a four-hospital rural healthcare system becoming chief of staff of the system and head of the Emergency Department. Because of that experience, I was tapped as the chief medical officer for the state of Florida’s Agency for Healthcare Administration to improve public health and government health programs. This gave me the experience of managing large populations of vulnerable citizens with a budget that had to be balanced annually.

Due to that experience, I had my first truly entrepreneurial seizure, which resulted in my creating a digital health company to support keeping people in their homes in the community despite complicated health and disability situations while ensuring that resources were appropriately managed. After selling that business, I became the national medical executive of a global health services company focused on innovation, and later was recruited to become head of strategy of another health plan for their private equity organization. In the backdrop of those experiences, I next built a team to create FirecrackerHealth and its Fuse platform as a digital care activation platform as described in Chapter 1.

In 2019, I transitioned to become a leader at Deloitte, where I have worked with colleagues to solve problems across multiple healthcare-related sectors and clients. Our team has created a multipronged market understanding and foresight into the future of health with projections for all sectors of the industry including healthcare and life sciences, with its subsectors in pharma, biopharma, biotechnology, and medical technology. With clients and colleagues, we have had many conversations that have fine-tune my thinking on “humanizing healthcare”; many of whom are appreciated in the opening Acknowledgments.

During these career turns, I’ve broadened my perspective and expanded this client-activated approach into a plan for transforming healthcare generally. I believe that this partnership between the clinical team and consumers, what I call therapeutic alliances, will not only humanize healthcare but also make the industry sustainable into the future.

From these experiences, I developed the following fundamentals of health that seem important to share so that you better understand my perspective, which signficantly impacts the tone of the rest of this book. As a side note, as a quick acronym, my team often refers to me as DSK for Dr. Summer Knight. So here are the “DSK Fundamentals of Health”:

•   We have only one body for our journey in life.

•   Health is personal. It is an intimate issue.

•   Health impacts our physical, spiritual, and mental planes and has significant influence over our connections with others and our financial situation.

•   Health is central to our lives. For most people, health is the largest contributor to personal success.

•   Health is a continuum from prebirth, birth, life, and through death.

•   Our healthcare system and economy would benefit if Americans were trained to stay or become healthy as part of basic education.

•   People are willing to engage in activities and lifestyle changes that prevent or reverse disease if aligned with personally meaningful goals.

•   Even people affected by a chronic or complex condition should be encouraged to optimize their health.

As I articulated in the Preface, my goal is to create an industry-wide movement of living the mantra of humanizing healthcare as our cultural North Star. As an aspect of that, let’s start an online conversation to debate the preceding fundamentals and how they should be applied to the humanizing healthcare conversation at www.Humanizing.Healthcare.

WHY HUMANIZE HEALTHCARE?

A core human element is missing from most healthcare today. Adding this missing element will require efforts beyond the industry, so I’ve been on a journey to share this gap with stakeholders inside and outside of healthcare.

Because it deals with human life, death, trauma, and illness, healthcare has complicating dimensions that other industries do not experience. Over the past 50 years, the industry has evolved significantly, as has its business model. Healthcare industry stakeholders and the complexity of their interactions under stress stresses the human connection.

Providers are less and less able to treat people holistically. In Chapter 2, we discussed the increasing demand due to the influx of patients into the system with advanced healthcare conditions, with a supply of clinicians unable to keep up with the demand. For example, the Association of American Medical Colleges’ latest forecast shows a persisting primary care physician (PCP) shortage of between 14,900 and 35,600 physicians by the year 2025. Doctors increasingly report that they are disenfranchised, exhausted, burnt out, and dissatisfied. They are not finding the joy they expected from caring for patients.1 This situation has worsened during the COVID-19 pandemic.

To protect themselves from legal action, physicians have learned defensive medicine techniques unfortunately leading to higher than necessary test ordering that results in increased costs. Too often we have undignified end-of-life care heroics because of a combination of defensive medicine coupled with lack of time in the clinical workflow to have proactive exploratory conversations with patients and their families about preferred life-death transition before a major event. This takes a toll on clinicians and adds a significant cost to the healthcare system: we spend an estimated 10 percent of an individual’s overall healthcare costs on end-of-life choices that do not address quality of life.2 This taboo topic is further exacerbated by lack of public conversation on whether and how we prioritize extending end of life over quality of living and palliative care.

Patients and their families aren’t satisfied either. They don’t understand their care plans, so adherence is poor. There’s little information sharing, with minimal coordination among stakeholders and a lack of integration across systems.

Before health insurance, healthcare was largely a cottage industry of small businesses. It involved a physician, a patient, and his or her family. The physician treated the patient, and the patient paid the physician directly for services rendered. Because of this close connection, providers and consumers communicated directly about the services rendered. Consumers were directly paying for services, so they could discuss service level and quality and even negotiate on service level and pricing.* They could likely shop for the best pricing for treatment items such as pharmaceuticals and bandages—depending on the supply of these items and of providers in their area. The point is that there was a tangible connection between the provider of services and the paying consumer. This is not to say that the past system was a panacea—while it did provide consumer transparency, there was also a lack of clinicians, clinical resources, and reliable outcomes.

Healthcare is very different today, with more stakeholders and intermediaries involved, such as healthcare systems, community stakeholders, regulators, employers, healthcare plans, biotechnology, pharmaceauticals, medical technology, and third-party administrators to just name a few. This mix makes for complicated relationships. All groups struggle to get the information they need: providers to treat holistically, patients to follow the care plan, and others to understand the transactional flow of remuneration or money.

Whereas in self-pay instances the payer is the consumer, in most other situations, the payer is a health insurance plan, an employer represented by a third-party administrator, or the government via programs such as Medicare or Medicaid. Providers usually must get authorizations, or permission, from payers to ensure payment of many types of services and procedures. Most providers have contracts with multiple payers. A single doctor’s office usually manages several remuneration models with different requirements and prices for the same service. Billing is often confusing to consumers because a provider may send a bill based on the consumer directly paying, then the payer gets involved to pay the contracted rate, and then the consumer is told to pay the difference.

The bills are challenging to understand, and many consumers avoid them. I’ll give an example from our own family. Several years ago, we visited a pediatrician with my son Nikolas for a flu shot, and paid for the service before leaving. A few days later, we brought Nikolas back for a different issue that did not include immunizations. Weeks later the bill arrived, charging for not one but two flu shots documented to have occurred during that second visit. The total bill was under $200. The pediatrician’s office was already using electronic health records (EHR), so I was surprised to see such an error flowing from the EHR.

On the phone dealing with a different issue with our health insurance company, I mentioned this error and referenced the bill for review. My thought was that rather than chasing down someone at the pediatrician’s office, the insurer could address and resolve this minor issue. The representative said that the company does not review bills less than $200, and because the plan had already paid the provider, the company wouldn’t look into the issue. Although this is a minor example, it illustrates the complexities of the financial side of healthcare. The issue hit our pocket because our family was still on the hook to pay the deductible for services not rendered!

Let’s delve into the causes for this lack of integration, starting with definitions. Information sharing involves providing relevant data to stakeholders for a particular individual’s care. Without the proper information—diagnosis, care plans, coordination planning, medication lists, nutrition plans—it is extremely difficult for stakeholders to work in concert and ensure that an individual receives the treatment needed to remain healthy.

As for integration, over many years, the drive to create a competitive landscape in healthcare, combined with changes in finance models and regulations, has pushed healthcare systems to organize themselves vertically. A vertical alignment can bring together insurance, delivery of services, and payment processing, for example. These singular, behemoth systems generally work toward dominance in a region or in multiple markets as they grow horizontally as well. But rather than integrate these activities, the systems have allowed the components to become siloed from each other, and the departments within them often become silos unto themselves. While all these functions may operate under the same umbrella organization, integration has actually diminished in healthcare, creating a fragmented experience for stakeholders.

For example, a consumer may have to work with doctors from multiple sites (silos) using different EMRs (silos). Another consumer may need to work with multiple government agencies such as Medicare, social services, and aging. Many healthcare consumers experience the frustration of interacting with their insurance plan (silo) versus their provider (silo). Consumers feel disconnected, which can be frustrating as well as risk inconsistencies (or worse) in care.

Coordination refers to the organization of activities relative to an individual’s care. Patients, family members and friends, one or more doctors, home care nursing, meal preparation services, case workers, community vendors, governments, and private payers all depend on good information to work together effectively. It is critical to have the most relevant and timely data at hand, such as updated care plans.

Yet, in most healthcare situations, relatives and other personal caregivers are not considered part of the care team. Organizations trying to boost integration in healthcare rarely consider the patient’s family, friends, and volunteers in their planning—yet these are the people who most influence the patient and have the best chance to support behavioral change and adherence to a care plan.

Caregivers are also essential to making healthcare sustainable in the long run. In Chapter 2, we touched on the crisis in the industry: increasing demand because of aging and greater chronic disease along with a decreasing supply of clinicians. Hence healthcare needs to incorporate family and friends into the core delivery model as an army of free and invested caregivers.

To humanize healthcare, we therefore need full integration and a culture of ubiquitous service, where information sharing and coordination occur when, where, and how stakeholders need them. Consumers should have access to all aspects of healthcare from their personal environment—home, work, travel, and so on. This goal requires a cultural revolution in healthcare, breaking down barriers at the regulatory, organizational, and interpersonal levels.

Digital health is a key element for making this happen. We can give patients the tools to optimize their health, which, in turn, will lower healthcare costs and improve outcomes. But this can happen at scale only if we achieve this crucial digital integration. The current transactional model of inconvenient, episodic, in-person interactions leads to a fragmented healthcare experience. In this latter environment, clinicians can’t form a continuously connected relationship with patients.

Technology platforms are crucial in shifting away from a transactional care model to a connected care model. But creating digitally integrated virtual healthcare systems in the current environment is costly, not scaled across multiple programs or use cases, complicated to create, and frustrating to source and manage because of the plethora of disparate vendors and contracts.

Dehumanization of Consumers and Providers

Generally, when people come into the healthcare system, they are at their most vulnerable—acutely sick, injured, or suffering from chronic or complex diseases or conditions. And this is precisely when our current healthcare system fails us.

Referring to the story of my son in Chapter 1, despite being a fierce advocate for Nikolas and highly educated in healthcare, he and I endured the dehumanization that is inherent in healthcare. We had dispassionate doctors rushing through patient care to get to department head meetings. Harried nurses adhered to protocols and checked off boxes without pausing to check in with the patient’s reality: How are you? What are you afraid of most? Do you feel anxious or uncomfortable? Are you feeling safe and cared for? Is there something I could do for you right now that would improve your situation or feelings about the situation?

Nikolas and I could be in a fun, forget-we-are-here conversation or game when a hospital staff member would walk in without knocking and grab my son’s arm to run a routine blood pressure check. At first, his reaction was to politely ask the staff member to ask for permission prior to touching him. This caused frustration for the nurses, who expected unquestioning compliance, which in turn, brought consternation from the no-nonsense nurse manager on the oncology floor of a children’s hospital (do you see the irony here?), who told me the staff members could touch Nik whenever they wanted to in order to meet their protocol. How is that humanizing? As his mother, I gave them permission to treat, not to assault.

When this continued, Nik’s next response was to be outright rude, hiding his arms or speaking with similar disregard for their tactics toward him. Remember, he was a young teen just beginning puberty, seeking the freedom all teens crave. Suddenly, hospital protocols had taken away all his privacy and autonomy. He wanted a cure, but his very saviors were also his adversaries due to their approach to him expecting moment-by-moment compliance.

When the staff continued their treatment, Nikolas would simply pull the covers over his head and shut down—not only to them but also to our family. His shutdowns grew over time from minutes to hours, until eventually he would just disappear under the covers and stay there during visits. While chemotherapy was tough for him, the assaults from routine examinations removed his autonomy. Those aggressive, forced touches were so obnoxious to him that Nik mentally positioned himself to stave off those actions, and battling cancer became a secondary effort.

We also watched as families with far less knowledge of the healthcare system were crippled by curt responses from doctors, staff, front desk people, and even billing personnel. As clinicians seeing patient after patient, we often forget that what we consider to be minor medical issues can be significant personal or family occurrences, such as a broken bone, stitches, or routine surgery.

People are vulnerable in the healthcare setting and require a level of compassion. Sometimes patients and their families seem rude to belligerent to withdrawing. Given my experience, I’ve learned that many of these individuals may be quite pleasant in other scenarios, but healthcare is anxiety provoking due to the very nature of the issues and conditions we are managing. Therefore, healthcare personnel of all types from front desk staff, call center personnel, clinicians, and food services and janitorial staff all need to be trained to recognize and compassionately address the fact that many of these reactions are generated because of the person’s feelings of fear and lack of control. My experience has led me to develop phrases that acknowledge, disarm, and empathize such as, “If I were landing here [such as the emergency room], I’d be anxious about what’s happening. Do you have any similar feelings? If my loved one had this diagnosis, I’d be concerned for him or her. How are you doing?”

On January 2, 2017, my son was on his way to surgery, and the billing desk clerk announced across the waiting room that we no longer had healthcare coverage, that it had been canceled. The hospital required my credit card, or Nikolas couldn’t have the procedure. The crazy part of this story is that he was already unconscious under anesthesia. It took 45 days and a personal call from me to the health plan chief medical officer to learn that this was caused by a New Year computer glitch that affected thousands of families. It just so happened that my child was one of the most critical, and we were the first to realize the lapse of insurance because of the date of surgery. During those 45 days, we went into debt by $400,000.

The worst part is that we dehumanize people when they are at their most vulnerable. In addition, although health is a lifelong activity, we have lost our ability to maintain longitudinal relationships. Scale is not the issue—big companies in other industries have mastered this skill as a critical part of their customer acquisition and maintenance programs.

This dehumanizing affects the clinical staff too—their morale and their physical health. Most of them were called to healthcare to help people, but their training and the sheer number of encounters drives the compassion out of them. One team member under stress can dampen everyone else. A receptionist who was just reprimanded or had a tough encounter is upset and then responds rudely to a patient who was already feeling vulnerable and compromised. This sets the stage for further anxiety for the healthcare visit and potential conflict with the clinicians after the patient has sat in the waiting or examination room stewing. Are you seeing how these patterns evolve?

This environment has significant ramifications for clinicians as well. In 2018, the Physicians’ Foundation surveyed doctors and got sobering results. Three-quarters of doctors at least sometimes had feelings of burnout. Eighty percent said that they were at capacity or overextended. They are exasperated because they report that they spend on average a quarter of their time on nonclinical paperwork. Sixty-two percent were pessimistic about the future of medicine, and almost half planned to change career paths. Half said that they would not recommend medicine as a career to their children.3

The suicide statistics are staggering. Relative to the general population, physicians are nearly twice as likely to kill themselves. In 2018, around 400 doctors took their lives, indirectly affecting more than 1 million patients.4 The rate has purportedly increased during the COVID-19 pandemic, which I can attest to having lost a physician, well-known to our family, practicing in our community who took his life during 2020. His family says that his profession with increased stressors from the virus overwhelmed him.

Healthcare is a business. And due to the nature of the services, patients are the product. Because of the current FFS business model and the discordant supply and demand curves, clinicians rarely have the time to pause to connect. Healthcare business processes do not include time for compassion. Given the unyielding protocols and processes, many of which are necessary and related to patient safety, providers treat people as parts on an assembly line rather than as end consumers and fellow human beings. As a result, clinicians often lack time to show compassion. Yet people under duress need compassion.

But we have the ability to change this. We can infuse clinical business processes with compassion. To do this, we need clinicians to have data connected to the human story, as well as appreciative coaching and a human-centered integration. El Camino Hospital made a point of promoting compassion. Once it made this commitment, says Chris Pratt, El Camino’s senior director of performance improvement, the hospital discovered more than 60 improvement opportunities for compassion. It cut patient complaints in half and raised patient satisfaction substantially.5 There is a business case for a culture of humanizing healthcare.

HUMANIZING HEALTHCARE: A NORTH STAR FOR THE INDUSTRY

There are few industries with such a significant effect on our individual lives, and our families and friends, as much as healthcare. It is a challenging environment but ripe for revolutionary change. There have been numerous and ongoing efforts to overhaul the industry, but nothing has yet cured healthcare of its own illnesses. It continues to injure people—emotionally, physically, and financially. Yet stakeholders want just the opposite. We have the opportunity to inject more compassion into healthcare, which is the humane quality of understanding suffering and wanting to do something about it.

Holding humanizing healthcare as our industry’s collective North Star would benefit all stakeholders—patients, providers, caregivers, executives and staff, shareholders, and the government. Our commitment in this book is to share how a culture of continuously humanizing healthcare would greatly improve the industry, encouraging talented individuals to choose healthcare as their vocation and consumers to trust in the services rendered. It would promote innovation and investment and transform arcane practices that no longer serve our customers—patients and their families as well as payers of healthcare services. This is a journey, so humanizing healthcare aims at continuous improvement across the industry, testing different ways to additively evolve, transform, and “get it right.”

For this concept to work as a North Star, we need a new vernacular for healthcare, some of which I share here and some in subsequent chapters. This chapter defines humanizing healthcare, illustrates how it looks and feels when executed, describes how we can promote this cultural change, and explains the macro changes that must occur to make it happen across the industry:

Humanizing healthcare = hardwiring humanity at every point of care

Humanizing healthcare is a thematic concept. To give it tangible meaning, I’ve created a set of characteristics. Note how together these characterics create a cultural approach to facilitate caring. My hope is that these characteristics are integrated into the cultural foundation of our industry.

Humanizing healthcare is about:

•   Restoring the human connection in healthcare

•   Remembering that health is a personal experience fraught with emotion

•   Empowering healthcare consumers about their health, disease, lifestyle, and care options

•   Injecting compassion and empathy into the science of medicine

•   Activating individual patient-consumers and their natural support network of family, friends, and volunteers as part of the healthcare team

•   Making healthcare accessible, flexible, efficient, and affordable for consumers

•   Considering health as a holistic lifetime approach

•   Recognizing that physical health, mental/emotional health, spiritual health, social health, and financial health are interrelated for human beings

•   Creating healing environments to achieve healthfulness even for those afflicted with a chronic or complex condition

These are the characteristics of a culture striving toward continuously humanizing healthcare. This definition is thus necessarily fluid as stakeholders—providers, healthcare consumers, payers, scientists, behavioralists, and economists—observe and create a humanized healthcare system, test tools that catalyze the culture, and report on successes as well as challenges and failures. I also hope that stakeholders debate, challenge, test, and hence fine-tune each of these characteristics so that as an industry, healthcare gains clarity on cultural expectations. A joint understanding of the vernacular will help to describe the experience people have in the humanized environment, which gives us goals by which to create the framework for bringing on the continuously humanizing healthcare culture of tomorrow. 

The following paragraphs explain further what is meant by each characteristic of humanizing healthcare.

Restoring the Human Connection in Healthcare

In the past, medical and economic advances have led to dehumanization. Now, with new technologies and the changes we discussed in the drivers and trends in Chapter 2, we have the tools and economic incentives to build healing relationships into healthcare interactions. We are at the beginning of this trend, with leaders emerging such as Dr. Stephen Klasko, chief executive officer of Jefferson Healthcare System, who says, “With the current growth in technology-supported intelligence, I value and want to graduate empathetic doctors, rather than people with high Medical College Admission Test (MCAT) scores who cannot connect with patients.”

Remembering That Health Is a Personal Experience Fraught with Emotion

While the issues that bring people into the healthcare system comprise the day-to-day worklife of healthcare professionals, the situation provokes anxiety for consumers. When people become patients, they are at a vulnerable moment. In varying degrees, something about their physical state is causing concern or in need of repair. It is essential that healthcare professionals and staff remember that health is fraught with emotions and a product of what the individual brings to the situation. Acknowledging a person’s emotional needs in addition to addressing his or her medical condition can be pivotal in the healing process.

This can be done simply by asking each patient the questions my son was rarely asked, such as, “What are you most worried about? Are you comfortable? Is there anything occurring now that is causing you fear?”

Empowering Healthcare Consumers with Their Health, Disease, Lifestyle, and Care Options

The first part about empowering healthcare consumers is to give them the information they need when, where, and how they need it. There is a tremendous amount of information available about health, disease, lifestyle, and how those affect an individual’s life. However, this information is not abundantly available to consumers in ways that seem personalized to their situation, and people are often uninformed or misunderstand what can positively and negatively impact their health. There are times when people are more receptive to a message about lifestyle, caring for their chronic condition, and health. Part of empowering healthcare consumers is offering them engaging information at a time when they are most receptive to input.

Think about this scenario: you have told your daughter several times where you keep the car keys. However, your daughter doesn’t digest that information. Now she needs the car. She may have heard the words, but she didn’t comprehend the message because it wasn’t relevant to her at that moment. Now that she wants to borrow the car, the information is relevant. When you tell her where the keys are this time, she will pay attention and consume the information so that she can find the keys. This a simple example, but it parallels how people register information relevant to most things in their lives, including their health. The same dynamic applies to healthcare. Leveraging digital health and AI, health teams can proactively deliver information when the individual is ready to consume it and where the individual needs it, whether at home, in a restaurant, at work, or at the gym.

Injecting Compassion and Empathy into the Science of Medicine

Medicine of yesteryear had an air of intimacy and neighborly knowing that is beyond today’s current healthcare environment. Historically, physicians would come into family homes to care for the ill. As time progressed, healthcare moved from a cottage industry of physician proprietors to the industrialization of healthcare, with FFS payments and escalating costs of care delivery.

In this FFS model, in order to be economically viable, doctors must churn through enough patients in a day to make required margins. Doctors and staff have to move efficiently through the encounter to “get in and get out.” Gone are the days of a “visit with the doctor.” There is scant time for physicians to listen to patients. No time is allocated, and in fact, compensation is lost when a doctor in the FFS model takes the time to empathize with patients.

In developing the humanizing healthcare approach, I learned of a collation of studies showing how compassion translates into improved outcomes and reduced costs compiled by Dr. Robin Youngson. Here are research-based reasons why humanizing healthcare brings value in medicine:6

1.   Changes patients’ physiology. Nonverbal communication of compassion directly affects patients’ autonomic nervous system, breathing, and heart rate variation. It reduces stress and increases peacefulness.7

2.   Increases patient adherence. Adherence to treatment is 62 percent higher when the physician has been trained in empathetic doctor-patient communication.8

3.   Reduces readmissions. Patients given compassionate care in the emergency room are 30 percent less likely to return for the same problem.9

4.   Improves glucose control. Diabetic patients who rate their doctors as “high empathy” have 42 percent fewer emergency admissions to a hospital.10

5.   Boosts immune function. Patients with the common cold who receive an empathetic consultation have less severe symptoms, recover earlier, and have greater changes in interleukin 6 and neutrophil counts,11 which can translate into greater immunity.

6.   Reduces pain. After an empathetic preoperative consultation, patients have better surgical outcomes, better wound healing, use half the dose of morphine, and go home earlier.12

7.   Prolongs survival. Patients with terminal lung cancer with early access to compassionate palliative care have better quality of life, less depression, fewer interventions, reduced cost of care, and survive on average 30 percent longer.13

8.   Reduces mortality. Having a caring doctor cuts the five-year risk of a heart attack more than aspirin and reduces overall mortality more than smoking cessation.14

9.   Improves trauma outcomes. Surgical trauma patients who rated their doctor as “high empathy” were 20 times more likely to report good outcomes six weeks after discharge.15

10.   Reduces health costs. Total costs of healthcare in the whole system are 30 percent lower when the primary care doctor provides “above median” patient-centered care.16

A compassionate mindset can be felt by most patients, and it engenders healing. By leaning into interactions with compassion at the forefront, healthcare personnel—from the front desk to the clinical team to the finance teams—can be part of creating healthfulness. When healthcare professionals train themselves to step in with compassion, they reach another level of therapeutic healing with their patients. It also rekindles their passion for serving people. Abby Green, a physician double-boarded in oncology and infectious disease, said this to me during my son’s ordeal: “It’s kids like Nik who make me want to go back to the research bench and solve cancers like this.”

Activating Individuals and Their Natural Support Network

In Chapter 2, I shared the shifting view of individuals moving from patients to consumers and then to the title of customers when considering purchase decisions. I created a term natural support network (NSN) to refer to an individual’s network of family, friends, and volunteers. In many situations, it is important to expand the definition of the healthcare consumer beyond a single individual to include their natural support network. The reason for this expansion is that for many, health is a shared state that impacts family, and when it goes awry, other human actors such as friends, neighbors, and others are often needed to lean in as important support. Another expression used in this book for describing the combination of the healthcare consumer and his or her NSN is the home team.

In order to boost affordability and improve outcomes, we must create a continuous longitudinal relationship with the individual and his or her NSN. This will require reengineering the approach of the business and service side of the human equation to create personalized support at a scalable level. This approach will include both a remodeling of the care team as well as the use of technology platforms to enable each consumer to fully benefit from his or her personal data and human network to achieve health goals.

Family and friends already influence self-management because daily eating, physical activity, and even stress management often happen in the setting of social activities and relationships. Patients often report that family members help lower stress about self-management and are crucial to their success.17 With the aid of intelligent technological aids—devices, applications, and social awareness—the work and stress of managing a health event or condition are drastically reduced when coordinated with the NSN. Consumers have a better quality of life and a higher likelihood of successfully activating on their care plans to create a go-forward, well-socialized life plan.* Therefore, engaging the individual patient-consumers and their natural support network of family, friends, and volunteers as part of the healthcare team is essential to humanizing healthcare.

Making Healthcare Accessible, Flexible, Efficient, and Affordable for Consumers

Technological aids are important in enhancing the overall experience of healthcare consumers. These components can help to make care accessible, flexible, efficient, and affordable, as well as assist in supporting an individual’s medical journey while reducing confusion and barriers. Virtual health capabilities can improve overall access to care. Other ways providers are creating flexibility is by extending regular office hours, reducing office wait times, and allowing digital completion of medical forms.

Considering Health as a Holistic Lifetime Approach

As the captain of your body, it is ultimately your responsibility to consider your healthfulness over the journey of your life. You’ll want to take a holistic perspective—all aspects of your body deserve attention and maintenance. If the maintenance of any one component is deferred, the overall lifespan of the ship may be compromised. Each person is unique and the resiliency of your health is based on a wide array of attributions from genetics and family history to environmental circumstances to financial capability and lifestyle choices (and probably includes luck!). Considering health as a lifetime approach that individuals drive and manage is another reason to put consumers, not doctors, at the center of care.

Recognizing the Interrelatedness of Physical, Mental/Emotional, Spiritual, Social, and Financial Health

Instead of simple wellness, I prefer to talk about healthfulness as a comprehensive approach to an individual’s life that includes optimizing health whether or not one is impacted by chronic or complex conditions. I define healthfulness as a personal state of well-being due to health in the 5 Human Equities of life including the individual’s physical body; emotional-psychological brain; interpersonal relationships and spiritual connectedness; exploration, understanding, and alignment of one’s purpose; and actively achieving personal success metrics such as financial security. I introduced this concept in the “Holistic and Inclusive” subsection of Chapter 2.

Actively focusing on these equities helps individuals adapt to the constantly changing environment so that they can manage overall health continuously as they travel through life. When we recognize that these aspects are critically important to health, success, and happiness, we can hone in on the human equity that requires attention when life seems to be in disequilibrium at various points in time.

I argue that the ideal of balance is impossible to attain in one’s life. Rather than achieving balance, which indicates a perfect state, I encourage people to manage the flow of life, where they adapt and progress in a positive direction under varying circumstances. Hence healthfulness indicates flow in one’s life rather than balance. Flow means that at times, certain areas of life may need to take the forefront in one’s life rather than other areas. For example, when my son Nikolas became ill, there was no way for me to attain balance. Yet I did focus on flow to manage our situation. While our lives were already demanding, our situation required that I focus on Nikolas when he became ill. When family and friends were able to lean in a bit, I would increase the flow addressing other parts of my life such as attending to my other children and my company, team, and clients. For me, an indicator of healthy flow and healthfulness is when people feel that they are making a difference in the world by aligning their jobs or careers and personal lives around a purpose that is important to them while maintaining mental and physical health. This is not achieved easily, especially when one is challenged with socioeconomic barriers to health.

Creating Healing Environments to Achieve Healthfulness Even for Those Afflicted with a Chronic or Complex Condition

To truly humanize healthcare, we must drop the notion that one’s particular condition is a barrier to achieving healthfulness. Healthfulness is a space that adapts as the conditions in the environment vary, so it seeks flow rather than unattainable balance, which I’ll further address in the next section. To get there, we must encourage and activate individuals with supportive tools and techniques. Creating a beneficial support structure requires a combination of tools, programs, and collective group action. By giving consumers the technology tools to manage their condition, bolstered with relevant information, connectivity to the home team and the health team, and a road map to follow, we enable them to achieve flow despite an ongoing medical condition.

If each of us individually and we as a community are committed to humanizing healthcare, we will cause a cultural shift within and for our industry.

THERAPEUTIC ALLIANCES

Now that humanizing healthcare has tangible meaning, let’s see how people experience it when executed. Having committed to continuously humanizing healthcare, we need a collective vision for it. We defined the consumer and his or her NSN, referring to them together as the home team in the engaging the individual patient-consumers and their natural support system characteristic of humanizing healthcare.

After years of work, my colleagues and I concluded that the foundation of continuously humanizing healthcare is the creation of therapeutic alliances. A therapeutic alliance is a bond between the consumer and the care team based on a mutual sense of caring, a core goal toward health optimization, and trust. It is a relationship that is developed and longitudinally nurtured. As I shared earlier, among many positive benefits to therapeutic alliances is how injecting compassion and empathy into the science of medicine creates better outcomes, decreases costs, and humanizes the experience for everyone—consumers and their NSN and, just as important, clinicians.

Creating therapeutic alliances involves:

•   Integrating the clinical team with the home team

•   Sharing engaging and actionable information with consumers and designees of their natural support network

•   Exploring how individual consumers may be drawing on multiple modalities in their journey toward healthfulness

Only with therapeutic alliances can we achieve a comprehensive community of care with stakeholders concerned about an individual (see Figure 3.1). Including the natural support network is a critical nuance of the new way we must consider the healthcare consumer, not as individual patients. Too often in healthcare clinicians think of someone as an organ or chronic condition and call him or her a patient rather than considering the person as an individual with a broad network of supporters.
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FIGURE 3.1 Therapeutic alliance.

And how can this group of stakeholders from the health industry and the individual’s natural support network share information and communicate and coordinate together? They can use digital technology to coordinate their efforts, with data and other information shared when and how needed with designees.

This information would be in an engaging format allowing the home team to take appropriate action based on immediate needs. The home team can also ask questions on the next best action and gain advice specific to that consumer. The clinical team would need to be open to how individual consumers, influenced by specific cultures, draw on multiple approaches in their journey toward healthfulness.

Let’s explore this last item—the clinical team’s readiness to learn about and understand different healing modalities. As mentioned previously, healthfulness is a comprehensive approach to an individual’s life. Healthcare providers need to consider how individual consumers are integrating their care instructions as well as other modalities for problems such as nonacute ailments, stress, and other maladies. These include a combination of:

•   Conventional medicine. Following the advice of other mainstream allopathic and osteopathic physicians

•   Lifestyle. Diet, exercise, and stress management

•   Behavioral health. Emotional, psychological, psychiatric

•   Supplements. What vitamins, herbs, and other supplements are they consuming?

•   Complementary health. Modalities that consumers follow for cultural or exploratory reasons, such as acupuncture, homeopathy, Reiki, and massage

•   Home remedies

Working in an emergency department in rural Florida, I learned of home remedies used in the South by families with limited access to care. Listening to a nurse triage an elderly man complaining of “pons and risings,” a colloquialism for infections and abscesses, I learned that some of his side effects were due to his home remedy of bleach and gasoline, two low-cost ways people in that region addressed skin infection. Without the openness to exploring home remedies, we may not have been able to quickly understand how to address this man’s health situation.

Consumers often withhold information about nonallopathic modalities lest they be chastised by their Western-trained doctor. By being open to other therapeutics, as this nurse demonstrated, providers can build trust with consumers. The entire clinical team also gets a complete understanding of the individual’s overall care plan. I’ve had colleagues share that they do not integrate complementary medicine of which they lack knowledge or heard lacks scientific basis. Most doctors, of course, will not be experts on all therapies chosen by a consumer and may not understand how different modalities interact. Yet providers must still inquire about whether consumers are using other modalities—because they are—and how these relate to their cultural beliefs on healing and wellness. For a therapeutic alliance to develop, consumers must trust their clinical team and know that their preferences are considered in forming a care plan.

This point is worth emphasizing. Let’s double down on the consumerization trend and consider the healthcare consumer to be the individual at the center of the therapeutic alliance. In the past, doctors were the central decision makers and organizers of care, and they often treated patients with little regard for different cultures and other preferences. In fully humanized healthcare, I envision patients as clients, with doctors as part of the healthcare team in a role more akin to expert consultants and skilled proceduralists. The consumer is empowered in the network to drive his or her own health—taking the central role rather than the physician.

By continuously humanizing healthcare and creating therapeutic alliances, we gain one more benefit. We enlist the efforts of the client’s natural support network, a free army of care­givers to reduce the load on our overburdened healthcare system. But to be effective, the support network will need engaging and actionable information. Together with providers, they will help individuals integrate multiple modalities in their journey toward healthfulness.

Therapeutic alliances not only would reduce costs by sharing information with people in a way that encourages them to take more responsibility for their own health, but they would also reduce the dehumanization rampant in healthcare today.

Humanizing healthcare outcome = creating therapeutic alliances

THE CULTURAL SHIFT

To facilitate the humanizing of healthcare, we need to shift the culture for consumers and the industry sector of healthcare and life sciences. When interviewed, most people are enthused by the vision of humanizing healthcare, but how do we get from where we are today as an industry to this future state?

Here are core actions to propel organizations along the journey of humanizing healthcare:

•   Create a team approach to care.

•   Engage and activate consumers’ natural support networks of family, friends, and volunteers.

•   Anticipate when consumers are most receptive to intervention and how to best deliver care leveraging AI (artificial intelligence) and EI (emotional intelligence).

•   Connect data to the human story.

•   Give individuals greater control over their data so it is easily accessible and shareable at the moment of need.

•   Integrate various care plans into an individual’s life plan.

•   Address taboo topics actively.

•   Develop pathways to effectively address socioeconomic and safety issues that impact health.

•   Guarantee providers time for empathy and compassion.

Let’s delve into these transformative actions.

Creating a Team Approach to Caring for Patients and Populations

The single-doctor approach cannot fulfill the needs of clients in the future of healthcare. This traditional doctor-centric care model that is pervasive in the current U.S. healthcare model is nonsustainable. Changing this model involves reconfiguring clinical teams. An individual’s core care team may include guides, chronic condition coaches, social workers, physicians, nurses, nutritionists, and exercise physiologists. The main connection between the healthcare consumer and the team may be an empowered care guide who helps triage and coordinate individuals to the optimal level of care, the best-fit team member for the situation, access, timing, and the place—virtual or at a physical location—all aligned with prudent financial management.

To increase the efficiency of this shift, the clinical team needs greater connectivity with the healthcare consumer and his or her home team in ways that facilitate better care and integrates into everyday life. The clinical team needs new tools to capture all the members of an individual’s team—ultimately across all facets of the healthfulness continuum. The combined construct of a clinical team and a home team allows for 360-degree care of a person, whether in a facility or at home, work, or traveling. As access to care becomes ubiquitous via new modalities and technology, the lines between primary and urgent care will blur. Consumers will engage when, where, and how they need access to their teams.

Engaging and Activating Consumers’ Natural Support Network of Family, Friends, and Volunteers

People live in families and communities, and this social network affects their lifestyle. The natural support network can also identify problems before a provider is involved. Many mental health issues, for example, could be addressed before getting out of control if a person’s social network had mechanisms for interacting with experts on a clinical team. Often it is critical to incorporate all stakeholders to share and receive information to collaborate on care.

This means providing the tools required to create interactions among the individual consumer, the clinical team, and the natural support network of family, friends, and volunteers requires the ability to sift stakeholders to different designee levels. With a system that promotes healthfulness, the people within an individual’s network can jointly contribute in an organized fashion to the betterment of the consumer and ultimately create efficiencies that a health system cannot do alone.

Anticipating When Patients Are Most Receptive to Intervention and How Best to Deliver Care, Leveraging AI and EI

Stress, anxiety, depression, and lack of sleep can greatly affect health, but we rarely measure these factors. Nor do we use emotional cues modeled for the “scoring” of one’s health. Including them in our concept of healthfulness is key so that we can fully assess individuals when they are ready for change using regular AI-powered surveys and responses to shift to the appropriate venue, such as digital bot versus human interactions to encourage consumers toward a best next course of action or plan. Earlier we shared how research is evolving on best combinations of AI-generated nudges. We need to also incorporate the ability to accurately “read” the individual consumer to consistently delivery the right emotional approach.

Connecting Data to the Human Story

Data is a key element to making the healthcare experience a human one and connecting it to one’s personal story. With the breadth and depth of data available, we have the ability to analyze a person’s history and predict better actions for him or her to take in the future. Data can come from insurance claims, EMR systems, social metrics, genomic sequencing, financial metrics, socioeconomic records, public records, and personal devices. By bringing these data sets together to understand all aspects of consumers’ lives, we can present them with smarter choices for their health and wellness. By empowering them with their own data in a consumable fashion, we not only create better personalized options for consumers but also educate them at the same time.

The challenge with doing this lies in integrating these data sets in consumable form and applying advanced analytics to create actionable inputs delivered to the consumer and his or her clinical team. Currently, the data is not owned or housed by individuals but by the entities that have often had an ephemeral relationship with the person. There are a multitude of sources for each type of data source, sometimes even within a single entity. We need to continue to break down these silos to enable the use of this data by the individual consumer.

Giving Individuals Greater Control over Their Data so It Is Easily Accessible and Shareable at the Moment of Need

Data is the foundation by which to transform healthcare, yet most data is locked within silos such as insurance claims systems, clinical EMRs, and pharmacy systems. These are typically unavailable or not easily navigable for the consumer. As data becomes more available to and consumable by individuals, we must activate this data to create meaning from it that will allow people to take action. The combination of new and existing data sources is also relevant. In addition to traditional healthcare-related data sets such as claims and clinical data, we now can harness entirely new types of data to benefit an individual, such as genomic, financial, social, and device data.

An important advantage of making this data available to the individual is that the person would have the ability to share it “with a push of the button” with other clinical teams, which is especially important during times of need, such as presentation to an emergency room to gather information for critical treatement decisions or transfer between health systems to ensure that the receiving team has a complete picture of the individual.

Integrating Various Care Plans into an Individual’s Life Plan

Healthcare-related care plans are typically reserved for specific acute and chronic conditions, so most consumers do little, if any, overall health planning. A care plan is a well-known concept used in healthcare and social services and usually includes an individual’s diagnoses, goals of treatment, and specific actions such as needed observations and treatment. In the ambulatory setting outside of facilities, there have historically been challenges communicating care plans with all stakeholders, especially the individual and his or her NSN. This problem is amplified when circumstances shift requiring fluidity in the plan as updates and changes in treatment and activities need to occur.

We can integrate multiple care plans into a single life plan. A life plan is a new concept. An example is the MultiDimensional Success program I developed, where individuals create their strategic life plan. To this, we add content from various care plans from sources such as different healthcare specialists and infuse it to create a single life plan. This is a great way to align someone’s health with his or her life goals and objectives. By helping to make health planning part of one’s overall life plan, we can share insights that help people to live healthier lives overall. We can analyze both individual and population data to create plans for multiple life scenarios. By using AI, we can take proactive action such as removing conflicting information between care plans.

Remember Rick from Chapter 2? His rheumatologist told him to drink more water to improve his joints, while his cardiologist told him to drink less water to reduce the burden on his heart. An integrated life plan could flag the discrepancy to his specialist doctors, requesting that they communicate to develop the optimal plan for managing both maladies efficiently.

Addressing Taboo Topics Actively

Society is full of taboo topics, obvious subjects that we rarely discuss because they make us uncomfortable. We consider them messy, disgusting, or dangerous, and often we lack the tools to address a taboo conversation or we worry about the risks.

In healthcare, these topics may imply an issue for a person creating vulnerability that the healthcare system may be unprepared to address or correct. So these topics tend to remain locked up. We don’t deal with or manage them to prevent future problems.

By actively addressing these topics and removing the negative stigma associated with surfacing them, we can holistically empower individuals to create a better outcome for themselves. Taboo topics in healthcare include end of life, sexuality, home safety, financial safety, addictions, and pain management. End of life has significant implications, from understanding individual wishes for the clinical team and family through reducing healthcare costs. Most healthcare expense occurs in the last year of life; much of that care often unwanted by the patient. What if, for example, we celebrated the end of life similar to how we celebrate the beginning of life? This would open up the conversation with families on end-of-life implications and predetermination of decisions.

Developing Pathways to Effectively Address Socioeconomic and Safety Issues That Affect Health

In the “Holistic and Inclusive Trend” in Chapter 2, we explored socioeconomic drivers of health and the intertwined relationship between health disparities and health equities. Health-related socioeconomic needs include: housing instability, inability to maintain utilities, and homelessness; food insecurity leading to hunger and malnutrition; lack of affordable or reliable transportation; lack of steady income through employment or educational opportunities such as high school completion and training for consistent work; not having relationships that provide nurturing, interaction, or support; and physical insecurity such as interpersonal violence in the home or environment. People with these types of challenges will have a harder time managing their health.

As the healthcare industry extends its offerings and manages populations in capitated and value-based arrangements, more investments are being made in addressing socioeconomic needs both directly for patients as well as for the community of which the health organization participates. There has recently been a growing trend toward screening for health disparities and socioeconomic factors with motivation to create pathways for intervention. Programming often requires combined efforts between health and social services to address issues such as social isolation with community health assistants to decrease hospital readmission,18 the complications of interpersonal violence that results in hospitalization through collaboratives with health and state systems,19 and transporation barriers with ride-share entities such as Lyft and Uber. With the summer 2020 attention surge on race challenges and disparities on impact of COVID-19, our teams have been working with all types of health and life science industry clients on addressing diversity, inclusion, and health equities. Leaders are making these topics top priorities for their organizations by using data to target and address needs as well as measuring outcomes.

Guaranteeing Providers Time for Empathy and Compassion

People have multiple reasons for establishing a career in healthcare, but a common motivation is to help others. Their interactions with patients and their family and friends can be critical to their engagement at work. But unlike people-centric markets such as the hospitality or retail industries, healthcare personnel are not trained to cater to consumers. We can get there in various ways.

In general, we can promote continuously humanizing healthcare as a cultural goal on a daily, interaction-by-interaction, and moment-by-moment basis. We can automate certain tasks to decrease administrative burden, create communication opportunities both digitally and in person, and change workflows to give healthcare personnel the time to focus on consumers as well as train the health team in empathy and compassion.

Cultural change is challenging. On an organizational level, it requires conscientious reiteration from leadership and tactical execution by managers and commitment by the people within the entity.

THE MACRO CHANGES REQUIRED TO HUMANIZE HEALTHCARE

Earlier we outlined actions we can take both from an individual through an organizational basis to humanize healthcare. But carrying it across an entire industry takes macro changes such as:

•   Change management increasing opportunities for compassionate care

•   Liberal application of digital health

•   A collation of personal health information that follows the patient

•   Interoperability of data

•   Payment renaissance

•   Public policy developed and measured on humanizing healthcare

•   Unbundle verticals allocating funding based on population and individual socioeconomic needs

•   Commitment by consumers to optimize health even if affected by a chronic condition or disability

To accomplish our goal, we need a combination of policy, technology, and workflow changes that drive the right incentives for healthcare ecosystem partners to deliver care in ways that matter to us as humans. Let’s explore some of those topics.

Change Management, Increasing Opportunities for Compassionate Care

There are significant opportunities for improvement via reengineering workflows on the clinical and business aspects. It is challenging to inject positive change, but we must overcome unyielding processes, where comfort is the norm and people resist trying new things. For example, before the COVID-19 pandemic, there was limited reimbursement for virtual health. Because of the quarantine, it became essential to offer telehealth-based care. After the rush to establish televideo, organizations now need to evaluate virtual health offerings to scale, build out use cases, and incorporate a blend of both digital and in-facility interactions into clinical workflows.

Liberal Application of Digital Health

As noted in the technology driver and system intelligence trend, digital health is on its way to becoming the new infrastructure of healthcare rather than the current brick-and-mortar hospital facility infraststructure of today. This transition has occurred in other industries, such as retail, where consumers are able to interact with brands both virtually (online and through applications) as well as in-facility shopping. It’s interesting that although the needs of consumers accessing healthcare services may have greater urgency, they can instead purchase a home good or clothing fashion online faster than they can access their clinical team, sometimes waiting hours to days with repeated requests, a situation that rarely occurs in retail. Thus we need a liberal application of digital health that connects all stakeholders at their specific designee level to gain access and share actionable data and information. Only then can we be sure that people gain the information and care they need.

A Collation of Personal Health Information That Follows the Patient

An area of debate has been how to make available an individual’s entire health record from various sources for uses such as visits to the emergency room or urgent care, consultation with specialists, and simply having all information together as the consumer and his or her clinical team manage care. The best scenario would be a situation where the record incorporates many data sources, including clinical, claims, local demographics, and health equity information. A significant challenge is that data is being created on individuals often without their knowledge. Therefore, a single repository may not be an accurate goal rather than a collation of the data. There continues to be work done on what a longitudinal personal health record (LPHR) could ultimately become, where consumers “own” a complete set of their records and give access to clinicians and others at various levels. As individuals’ data becomes ubiquitous through tools such as health and fitness apps via personal devices and smartphones, we can aim for everyone to have access to their own health data. By partnering with 14 large health agencies in 2019, Apple Health kicked off its journey to join in solving this problem of connecting consumers with their EMR repositories.

Interoperability

Fortunately, we have seen regulatory movement on interoperability over the past decade, include a significant shift for 2021. This is to chip away at the problem of data held in separated repositories for decades. Even within a single organization, due to legacy systems there have been a signficiant number of interoperability challenges. Sharing data between organizations such as plans and providers has also been slow to evolve, even as the healthcare industry transitions to VBC relationships. These VBC arrangements were slow to take off in part because providers needed the data and analytics capabilities held within the financial system of the plans, such as what services, images, and pharmaceuticals consumers actually received, in order to have a full picture of whether consumers were following their care plans or working with several different specialists. Much of this information can be elicited through analysis of claims data.

Today, a goal must be to ensure that data is easily transferable to the betterment of consumers and to improve communications between the clinical team and the home team. We need systems to unbundle their verticals and share data based on population and individual needs. Without government intervention, progress has been so slow as to stifle innovation and fall short of consumers’ needs. One part of the solution has been the creation of standards-based application programming interfaces (APIs) such as Fast Healthcare Interoperability Resources (FHIR), which has gained considerable momentum.

Lastly, we need to include the data generated from individual consumers and pull that additional information into the LPHR, whether medical or socioeconomic, using advanced analytics to surface actionable changes and trends. This will require interoperability of personal and medical devices, which depends on connectivity, including medical-grade connectivity where appropriate.

Payment Renaissance

We spent some time on this complicated topic in Chapter 2. Though basic preventive care is key to long-term healthfulness, current payment models have poor to negligible reimbursement for this work unless associated with a procedure. There hasn’t been a silver bullet to addressing this issue because even VBC plans have been less than transformative.20 An important option to consider is rethinking insurance altogether. There have been plans considered and options tried such as a standard flat rate for primary and preventative care, leaving healthcare insurance for high-acuity chronic care, unexpected illness, injuries, and catastrophic events.

We also need payment models that support changing sites of care, such as remote care as a viable choice in delivery of services inclusive of the technology costs of implementation and training.

Public Policy Developed and Measured on Humanizing Healthcare

Some existing legislation and rules actually get in the way of the human connection in healthcare. While we pointed out shifting legislation that is on trend with market reaction in Chapter 2, moving forward with the humanizing healthcare lens is essential. This may require some rethinking on how HIPAA and meaningful use rules may need to shift to support sharing with the consumer’s natural support network. Legislated EHRs promised better healthcare but have also gotten in the way of therapeutic bonding. With so many resources focused on implementing these regulations, how can we learn from those experiences into the future to better humanizing healthcare?

Unbundle Verticals, Allocating Funding Based on Population and Individual Socioeconomic Needs

Finally, we need to unbundle resources from verticals, for example, allowing the fluidity of resources in government programs and healthcare services so that we can allocate funding based on population needs. We should give providers the freedom to transform care delivery with supportive reimbursement structures. Money and resources should follow the person and populations of persons with collective demographic needs, such as challenging health drivers that create inequities. Ideally at the local level, we would also see more programming bringing resources together to address the whole person’s needs, such as health, social, safety, and financially related issues.

Commitment by Consumers to Optimize Health Even If Affected by a Chronic Condition or Disability

To get this commitment, we need a consumer-oriented brand for humanizing healthcare that individuals recognize, trust, and believe in. This is critical to delivering the message of humanizing healthcare to all populations, consumers, providers, and other stakeholders in the healthcare ecosystem in a way that empowers, motivates, and activates them. Consumer orientation is key, as consumer associations will inform and drive reform as they become educated and understand what they need and can attain from a more responsive healthcare industry as whole. By driving the message of humanizing healthcare, we can help drive the goal of educating consumers, promoting reform, and shifting healthcare from a transaction-based model to human activated.

THE VALUE OF HUMANIZING HEALTHCARE

Humanizing healthcare is a business imperative with real return on investment, as illustrated earlier. As the industry evolves, no organization has completely cracked the code on humanizing healthcare. In the future healthcare economy of consumer-directed population health and value-based reimbursement, addressing this problem is critical for the industry on a measurable basis. Doing so will improve outcomes while reducing costs and therefore boost net income. It will also improve the satisfaction of consumers and providers—thereby attracting more customers and staff. We would reduce the per capita cost of care while improving the experience of providing care.21 Besides the financial payoff, humanizing healthcare thus would achieve the goals of the triple aim.

We also have a long-term but tangible metric for humanizing healthcare: the creation of therapeutic alliances. These alliances improve adherence to care plans by getting all stakeholders on the same page—consumers would now understand why they’re taking a pill. We would likely also lower the prevalence of medical malpractice cases.

This section sketched out humanizing healthcare in a general way. The rest of this book explains how we can achieve this ambitious goal.
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* Offering money, items such as eggs and meat, or services could all be considered a form of reimbursement in this scenario.

* See Chapter 7, “The Vernacular of Humanizing Healthcare,” for a definition of care plan.
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The Human at the Center of Healthcare

The Chevy Suburban I bought in 2016, the day before the ride to hell (see Chapter 1), came with a free subscription to the OnStar digital platform. Every month, OnStar sends me an automated report of the truck’s status. Besides any areas of concern, it updates me on tire pressure, engine temperature, and miles per gallon, along with prompts to schedule the next maintenance check. I don’t always act on those messages, but I appreciate the updates and nudges. And I can share that data with my Chevy dealer if I want to. From what I can tell, most car manufacturers offer this service now.

This is for a vehicle I use only a few hours a week. But I don’t have the equivalent for the vessel I rely on 24/7—my own body. We have the technology—plenty of people are already walking around with Fitbit, Apple Watches, and other body sensors pushing information to the cloud. If we can set up user-friendly platforms for car health, we can do it for human health—where they will have a much more profound impact and return on investment.

The issue is our model of care. As healthcare moved from the traditional practice of patients hiring their community doctor directly to the current ecosystem with payers managing the risk of populations of patients, people became a mass—individuals became commoditized. Once we were commoditized as patients, our care model became firmly provider centric.

Patient engagement and patient activation have been a part of the healthcare lexicon for at a decade or more. Yet those terms are still rooted in this provider-centric model of care delivery. The terminology is patient engagement and activation rather than consumer engagement and activation and emphasizes how the patient can adhere to the doctor-created care plan.

As discussed in Chapter 3, people want a holistic approach to their care. When the health industry focuses on wellness first in a value-based care environment, all stakeholders win including the consumer. With this approach, we will consider the spectrum of human needs—the 5 Human Equities discussed in Chapters 2 and 3—moving beyond physical health to include emotional-psychological, interpersonal relationships and spiritual connectedness, socioeconomic, and purpose. We will also meet people when and where they need support at different sites of care including virtual. And we will create therapeutic alliances leveraging data from various sources and engaging the individual’s natural support network (see Figure 4.1).

Patient engagement and activation have metrics, referred to as patient activation measures, which gauge the patient’s self-reported knowledge, skills, behaviors, and confidence for self-management of health and chronic diseases with survey statements such as:
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FIGURE 4.1 A new approach to the consumer.

•   When all is said and done, I am the person who is responsible for managing my health condition.

•   I know what each of my prescribed medications do.

•   I understand the nature and causes of my health condition.

•   I am confident that I can figure out solutions when new situations or problems arise with my health condition.

From a practical perspective, Patient Activation Measure-13 (PAM-13)1 gauges a patient’s ability to comprehend his or her role in the plan created by his or her provider.

To humanize healthcare, consumers must do more than this. It is our own body, and we already have the lead on how we manage ourselves. And as explained in the “captain of your ship” story in Chapter 3, consumers must hire a team they trust and that communicates well with them. The clinical team is their partner in the health journey, but consumers own the outcomes by taking action on advice. Consumers can express their control by disagreeing with or simply choosing not to incorporate the suggestions of the clinical team. However, consumers must activate themselves on their healthcare journey and embrace that health is a central part of their lives. Together with their clinical and home team, they must engage in their healthcare decisions. To effectively engage, they must demand more information and control over their health outcomes. Surveys suggest that most people already want to do this:2

•   Nine of 10 consumers prefer to be in control of medical decisions.

•   Sixty-four percent of consumers take steps to learn about their health condition instead of relying solely on their doctor.

•   More than half of consumers are very or extremely likely to speak up when they disagree with their doctor.3

This chapter focuses on activating consumers so that they take ownership of their health. Then Chapter 5 describes the future state of fully humanized healthcare with therapeutic alliances.

First, however, let’s explore why humanizing healthcare is urgent now. The trends laid out in Chapter 2 may seem challenging enough for the healthcare industry. Why add the vision laid out in Chapter 3? Why not let the trends first play out and then work on therapeutic alliances and other elements of humanizing healthcare thereafter? The answer is that we need to adopt the North Star of humanizing healthcare now rather than in a decade or two. The seven trends in Chapter 2 are creating a window of opportunity for reshaping the industry, but that window will close in a few years after the healthcare ecosystem makes investments in new industry structures and processes. Now is the time to bend those changes in a humanized direction.

Humanized healthcare is fundamentally centered on the activated person rather than the current provider-centric model discussed in Chapter 2. As consumers, we need to insert ourselves into the transformation of healthcare so that we get changes truly designed with consumers in mind. We need the healthcare ecosystem—particularly providers and plans—to cede responsibility to consumers for many parts of their healthcare journey by empowering us with essential information so we can be activated consumers, as in other industries and aspects of our lives. This is the journey of this section.

ENGAGING CONSUMERS IN A NEW HEALTHCARE ECOSYSTEM

Imagine a world where health and wellness are self-driven, and consumers feel accountable for their personal health outcomes. Consumers receive healthcare on the go or in the privacy of their homes, at work, or at school. Care is first digital for triage, information sharing, and coordination, followed by virtual encounters, and when face-to-face interventions are needed, consumers can access user-friendly local health centers. Only the sickest people require hospitalization because in many cases of illness or injury we can receive hospital-level care at home. The activated consumer seeks wellness, choosing lifestyles that support their health goals making regular adjustments as suggested by their healthcare data and clinical team, akin to the OnStar example.

Today we are accustomed to seeking care primarily when sick or injured. This is partly because healthcare organizations have historically been oriented toward, and financially focused on, disease rather than wellness. For health, most consumers tend to be reactive rather than proactive and consider their healthcare industry ecosystem as partners only in sickness, not in health (sounds like miscoordinated marital vows). The industry has trained us to this expectation with minimal capabilities in consumer engagement in a FFS environment, where procedures and treating illnesses are rewarded with higher reimbursement. Legislation and regulations over the past decade have been laying groundwork for change toward coverage for wellness, prevention, and even integrating behavioral health services. But we have not accomplished the goal of creating a healthcare infrastructure that allows consumers to activate regardless of how they are affected by the drivers of health. As noted in “The Macro Changes Required to Humanize Healthcare” section of Chapter 3, this change will require allowing the money to follow the individual, which has been proven in such programs as the Program of All-Inclusive Care for the Elderly (PACE), rather than the usual agency silos.

With humanizing healthcare, I believe that the healthcare industry and consumers can begin to align on the continuum of healthfulness and healing. Research and experience clearly show that preventive care, lifestyle choices, and the social aspects of life are powerful drivers of long-term health outcomes in terms of both cost and quality. The 3 + 1 key drivers are now beginning to reorient and even reward payers and providers that help consumers optimize their health by offering preventive care, addressing the behavioral impacts of health, and identifying the socioeconomic levers that affect health. A key step to realizing this is to transition from today’s episode-based interactions to continuous connectivity, where consumers can reach their clinical teams whenever and however they need to.

Engaging healthcare consumers is critical. Only then can the industry move consumers as a population to embrace preventive care, screening, and wellness—the most cost-effective healthcare activities. Only then can we identify disease early, to decelerate or reverse the disease process through personal insights and incentives. Only then can we effectively manage chronic conditions, especially lifestyle-acquired or lifestyle-impacted conditions that require continual adjustment by consumers. Only then can we detect subjective concerns and objective biometric patterns that signal eventual emergency room visits and hospitalization if left unchecked, before they happen. Only then can we engage family and friends when discharging patients from facilities, which is crucial for ensuring a smooth transition of care aligned with a clear understanding of an updated care plan that keeps people from bouncing back to the hospital. And only then can we attract new consumers as a proactive move in today’s competitive climate—having attracted them by showing how well we have cared for their loved ones.

Engagement is a challenge for even the strongest consumer brands under the best of circumstances. Healthcare organizations must make deep-seated changes to rise to the occasion. They need capabilities to engage with consumers at a population level, but with care delivered based on individual preferences, 24/7 via mobile, in people’s home, on the go, and at work and as they move into healthcare facilities. These interactions will need to be both synchronous and asynchronous via text, audio, video, and digital apps and platforms. In 2016, I had the opportunity to visit with Dr. Todd Rothenhaus while he was the Chief Medical Officer and Senior Vice President at Athenahealth (he’s now CEO of Cohealo), and I remember despite our focused conversation on the role of technology that as we were parting ways he shared, “The last mile for healthcare is patient engagement.” Healthcare consumer engagement is a key for humanizing healthcare for both the patient outcomes and the clinician satisfaction.

Who Is the Consumer of Today?

Payers and providers are working to stratify and engage patients, but they tend to focus on the most complex healthcare patients. They do this to hold down the cost of care and minimize their risk for this subset of patients in an environment with limited resources. But how did those consumers become so ill? Could the healthcare ecosystem have intervened earlier in their lives to support prevention of the disease altogether? In the future, we must shift toward activating consumers on prevention.

Healthcare systems therefore need to dramatically shift their relationship with the individuals and the populations they serve. Above all, they must go beyond traditional episodes of care to create an ongoing longitudinal therapeutic alliance with consumers, as described in Chapter 3. This shift will bring to bear basic marketing concepts of building customer loyalty with the organization (and brand) in order to engage the consumer in a service—his or her own healthcare. To engage consumers to take an active role, we need to recognize that healthcare consumers are not one size fits all. There are many ways we can characterize healthcare consumers. For purposes of this discussion, I choose the level of activation consumers will engage in on their health journey as to their approach to wellness and health conditions for the following list of archetypes:

1.   The activated consumer. Whether or not they are affected by a health condition, activated consumers drive their own healthcare. They are interested in education and using digital tools such as engagement platforms and biometric devices and will do well with access to data and an evolved clinical team structure that encourages them to take an increasing level of responsibility.

2.   The engaged consumer. While late to react, engaged consumers usually have a chronic condition and are willing to make lifestyle and health changes and may even have hopes of reversal of the disease impact or even a cure. They need more support from their clinical team as they become educated and learn to manage their condition and their life. They are willing to engage in platforms to communicate with their health team, use tools such as biometric devices that automatically share data, and become more knowledgeable of and engaged with their care plan. They could shift into any of the other archetypes based on a number of factors, including their aptitude, resilience, and results.

3.   The unengaged consumer. Otherwise known as nonconsumers. They have a number of reasons to occupy this archetype: they may feel invincible and in denial that disease will affect them (especially young-adult males); some may face socioeconomic barriers such as transportation and struggle to meet other hierarchical needs such as working too many hours; or they may simply be uninterested. Unengaged consumers may have a diagnosed health condition, but they are unwilling or unable to undertake and sustain a lifestyle change or treatment.

4.   The defeated consumer. These consumers have given up. They have an overwhelming sense of hopelessness because of their diagnosis and believe that their path back to healthfulness is limited.

And there is also a new number 5.

5.   The terrified consumer. These consumers used to avoid healthcare for a variety of reasons, such as loss of control, white coat anxiety, and fear of bad news. But now their numbers have grown during the COVID-19 pandemic as people neglect healthcare either to avoid illness from the virus or because of reticence to burden the healthcare system further.

These archetypes are high level and illustrative and not meant to be exhaustive. But each group will need to be activated differently and on a timeline that fits their unique disposition. In addition, some consumers may migrate to other archetypes depending on their situation. Providers and payers need to create new relationships with consumers that take into account who they are as people and their belief systems—as influenced by their consumer archetype and their social construct. Providers need plans that address consumers’ circumstances.

This naturally happens within a significant relationship. Providers must develop a partnership rather than their long-standing reliance on the one-way doctor-patient relationship. In addition, because healthcare frequently involves other family members, providers must also appeal to natural support networks as the home team joins the clinical team in providing much of the care. The healthcare industry will need to look to other industries such as retail and banking to create experiences to encourage engagement—another reason for providers to gain competency in customer experiences.

We are all different, so personalization is essential. Some of us are motivated to optimize our health, whereas others lack this motivation. We also differ in what motivates us to focus on and improve health. Some of us make excuses or are in denial about our health or our choices. Some of us are in difficult situations that get in the way of addressing our health, such as poor working conditions or living situations, addictions, tight finances, or different types of health inequities. Some of us have purposely chosen a lifestyle that is our preferred way of operating even if we know it is unhealthy. Sometimes those choices are out of convenience because we are in denial or do not care about the impacts or simply feel invincible. For others, some are too overwhelmed to care for ourselves or feel that we can fix problem behaviors over the next few months or years before they make an irreversible impact on our bodies.

All that said, most of us have a general understanding about what is healthy versus what is unhealthy. Healthy is balancing our inputs and outputs, brushing and flossing teeth to keep our most important body entry (our mouths) as clean as possible, eating balanced foods broad in nutrients, getting enough fiber for healthy intestines, exercising our muscles including our hearts, exercising our brains with learning, socializing, love, and quiet. We also have a general idea of what’s unhealthy: smoking/vaping, overeating, eating without variety such as low-nutrient and fried foods, and indulging in substances such as alcohol and other drugs. At least by young adulthood, most of us have been exposed to these insights.

To activate consumers, we must have systems in place in which to meet a population of people where they are with their individual perspectives, preferences, current capabilities, health and family histories, ability to access resources and points of interest (or curiosity), and willingness to change and take action on how they navigate the healthcare ecosystem. This requires considerable change in healthcare from where we are today. We need systems that provide preference-based communication, personality- and behavior-based messaging/scripting, and a longitudinal care record from all sources—physicians, care management and coordination personnel, laboratories, radiology, insurance, and billing. Credible information is essential to support a consumers’ quest toward healthfulness, swift resolution of illness or injury, or better control of chronic disease.

As for the consumers who decline support or are in denial about their lack of health, such as uninterested or defeated consumers, we need behavioral analytics to identify them in order to offer a differentiated approach. These are solutions that cull through patient responses (or lack of response) and indicate where they are in this spectrum and then help create appropriate interventions.

As discussed in Chapter 2, healthcare systems must gain competencies swiftly and with a measurable return on investment. Over time, therapeutic alliances will engage and convince consumers to adopt healthier behaviors, which will reduce their need for high-cost care.

The goal is for activated consumers not to wait for troublesome symptoms before seeking care. Instead, they would seek an always on and accessible health team partner to provide insights into well-being and support. Rather than today’s reactive care with retrospective data, consumers would expect prospective care with predictive data and personalized advice.

Consumer Engagement: Creating Continuous Connectivity from Episodic Interactions

Consumers are accustomed to seeking care primarily when they are sick, even though research and experience clearly show that preventive care and the lifestyle and social aspects of life are powerful drivers of long-term health. This consumer behavior is exacerbated by the historical orientation and financial focus of healthcare organizations on disease rather than wellness. Not only do healthcare organizations tend to be reactive, but they also have historically lacked capabilities in consumer marketing and engagement. They need to dramatically shift their relationship with individuals and the populations they serve. Above all, they must go beyond traditional episodes of care to create an ongoing longitudinal relationship with consumers.

This shift will bring to bear basic marketing concepts of building customer loyalty with the organization (and brand) in order to engage the consumer in a service—his or her own healthcare. The healthcare industry will need to look to other industries such as retail to create experiences to encourage engagement—another reason for providers to gain competency in customer experiences.

Because of the economics of the shift from FFS to VBR, healthcare systems must implement these competencies swiftly and intelligently with a measurable return on investment, such as consumer stickiness. The systems need to engage and convince consumers to adopt behaviors that improve health, resolve disease and injury, and tightly control chronic illness in ways that reduce their need for high-cost care.

Today, most individuals connect only episodically with their clinical providers. In my practice, it was an average of one to two hours per year for healthy people who prioritized prevention and wellness, which is 0.02 percent of the total hours per year. By contrast, individuals interact with health-related content far more often through the internet (we have all heard the term Doctor Google) and other online resources and applications. With the shift to VBR, healthcare stakeholders will want to better engage and inform consumers with accurate and correct information. This means that healthcare systems must be available at all access points—smartphones, tablets, the web, and television—when consumers need their support and must be more engaging and interactive than current search engines and social media platforms advising on health. The systems must be available in ways that they have not been before to capture their customers’ mindshare and offer value aligned with personal preferences.

So what are health organizations doing about it? In a poll by MGMA Stat in 2018, 90 percent of healthcare organizations polled offered patients a portal for access to their personal health information, and 43 percent accepted patient-generated health data.4 These numbers are now likely much higher because of the pandemic. However, a poll by the American Medical Association (AMA) found in 2019 that most adults (63 percent) who had a healthcare visit in the last year have not visited their patient portal.5 So what are the barriers? There will be a learning curve as more healthcare information becomes available.

For example, although the number of electronic health record (EHR) portals has grown, few consumers are prepared to understand the details in these records. This is a challenge to overcome as we transition to consumers as “owners” of their health records, as noted in the five-year plan of the Office of the National Coordinator. Access to healthcare information through the internet has also empowered consumers. Social media, which create greater connectivity, inducing friends and family to weigh in on issues, offer individuals reasons to care with actions to take.

Early adopters have moved to healthcare engagement via their devices. They already know that innovative technologies are improving access to quality healthcare and providing a means to better understand and manage their own health. From an information perspective, search engines have already transformed the perception of the doctor as all knowing, as patients brought reams of printed research to their visits beginning in the 1990s (whew, I could tell you stories!).

Chapter 3 explained the importance of creating a therapeutic alliance with consumers. Not only will this alliance induce greater adherence and better wellness care, but it will also generate a larger pipeline of future customers for the provider or plan. These future customers (or group of attributed lives) will need to learn to become better consumers of the healthcare ecosystem. In order to create this therapeutic alliance between healthcare systems and healthcare consumers, both need to offer each other more. Whereas the first part of this section focused on what healthcare providers must do optimize the relationship, what do the systems need from consumers?

The Activated Healthcare Customer

Activated consumers are informed, engaged, quantified, and above all accept responsibility for their own health. This responsibility involves codeveloping and adhering to care plans, which includes taking prescribed medications, participating in follow-ups, and maintaining healthy lifestyles at home. They are active members of the care team. They understand the impact of their individual behaviors, lifestyle choices, and social situations on their health outcomes and efforts to improve those outcomes.

Activated consumers are connected and offer data from clinical settings such as testing, specialists, and pharmacy; from lifestyle and social activities; and from biometric monitoring—all into their comprehensive, digitally portable health record. Activated consumers make this information available to providers, along with their designated natural support network, and the data is analyzed to improve health outcomes. The focus is first on healthfulness and prevention and then on reducing the impact of disease through positive behaviors, lifestyle, and socioeconomic aspects. They strive for a complete understanding of medications and other interventions. They make informed decisions that balance cost and quality with personal preferences. They are active members of the home team and overall healthcare team. These are the characteristics of an ideal healthcare consumer.

Recent data suggests that consumers are changing their behavior, including putting on wearable sensing and tracking devices across all age cohorts (see Table 4.1).

TABLE 4.2 Broad Acceptance of Health Wearables
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Even at this level of consumer adoption, systems are not yet in place to support even the most conscientious consumer to achieve this ideal. How can a healthcare system best support consumers to do this? The answer started with the transformational healthcare trends of care delivery but must go further, as noted in Chapter 3, with the humanizing healthcare North Star.

TRANSFORMING THE RELATIONSHIP

Many experts consider a transformation in care delivery, especially a shift from in-patient to ambulatory and virtual care, to be essential to reducing costs and making healthcare sustainable. But I see these changes also as vital in moving consumers toward the ideal described earlier. Health systems need to meet their customers where they are.

This is all the more true now as consumers are increasingly preferring the convenience and safety provided by a virtual environment. Even prior to COVID-19, it was difficult to navigate the physical buildings in healthcare systems, and now many people want to avoid waiting rooms altogether. Yet it can be even more challenging to gain entry via virtual contact and get the right resources expeditiously and efficiently. Although healthcare systems quickly adopted interim virtual capabilities, they now must work on the process to scale these systems and more importantly to use change management techniques to incorporate virtual care into their already demanding workflows and schedules.

In particular, healthcare systems need to take activities they have traditionally done to the patient and transform them into collaboration points. In triaging patients, for example, clinicians use data from health records to get to a disposition and eventual diagnosis. They inform the patient of the recommended course of action and then treat the patient. To create a therapeutic alliance, healthcare systems need to shift from subjecting patients to the healthcare environment and instead work collaboratively with them as customers of healthcare services.

I’ve learned that consumers want outcomes in a way that is meaningful to themselves and their home teams. Here is their voice:

1.   Triage. “Rapidly and efficiently respond to me to determine the immediate next actions for my illness/injury.”

2.   Data. “Have all my data available for decision making by anyone, from anywhere I request, as simple as with a push of the button. I should have constant access to my complete health record and the ability to give access to others easily.”

3.   Disposition. “Help me understand my healthcare situation (such as the primary or differential diagnosis) so that I feel that I am getting the best diagnostic care and treatment options possible.”

4.   Care plan development. “Help me understand the care plan so that I gain control over my illness or injury or resolve it completely. Make it easy to adjust my care plan based on changes in the illness, medication, or available resources such as caregiver support and finances.”

5.   Care network. “Share my care plan with my natural support network and those I specify as my designees, and update everyone synchronously.”

6.   Information. “Empower me and my support network with timely and effective communication, education, and other information through two-way, continuously available communication.”

Transforming the healthcare industry requires a strong consumer-clinician relationship, which is a core goal of humanizing healthcare. Successful relationships depend on collaboration. Consumers are demanding engagement by their healthcare system as the price of their loyalty. They increasingly expect convenience and transparency on cost and quality (and now regulatory changes are forcing price transparency). They want a degree of control over their own situation and seek an engaging experience that will inform them in a comfortable way as they deal with situations that are typically unpleasant.

Responding to these consumer needs requires a significant departure from business as usual for the healthcare industry, depending on shifts in culture, operations, and technology. Providers need a new way of doing business, with communication systems that attract new customers and engage them in an ongoing long-term relationship. To differentiate themselves, providers must give consumers access at an individualized, preference-based concierge level to triage decisions. They must also coordinate a rapid-care response to determine immediate next actions and support in terms of their illness or injury via an omnichannel entry point (i.e., text, call, or app) to meet the needs of activated consumers.

Health systems should offer collaboration tools to enable consumers to obtain information and fully participate in their care and to engage their full home team through an appropriate level and view of the data. This includes connectivity between the healthcare system and consumer on all digital devices and wearables. This connectivity will improve programs such as care management, remote monitoring, and virtual care delivery. A key is to make pertinent content available at the right time to consumers in a push-pull using nudges in a just-in-time format. The healthcare system will want to be the point of expertise for the consumer in order to reinforce the relationship and the healthcare organization’s brand. Systems will also want to create insights through robust data collection, aggregation, and exchange with analytics supported by AI and machine learning (ML). Doing so will result in data-driven decisions based on actionable data and appropriate information exchange.

Providers thus need to undergo major change in their care delivery models, in their attitude toward healthfulness, in preparing for value-based care, and in bringing healthcare to consumers. They need to build their brands and invest in consumer engagement and care delivery transformation despite the uncertainties of the shift from FFS to VBR described in Chapter 2, as reimbursement models are still equilibrating to fund the required investments in technology. Though this new approach requires significant changes in operations and in the clinical culture, it leads the healthcare system to a continuous relationship with the healthcare consumer—as in a therapeutic alliance. It provides a highly visible vehicle for brand expansion and connects hospitals with consumers and the wider community. Finally, it facilitates population health level care management and coordination while respecting individual consumer preferences. All these actions decrease the commoditization of healthcare.

To survive and prepare for this new healthcare economy, providers are rethinking their business models. They are scaling through mergers and acquisitions, forming accountable care organizations (ACOs), and creating their own insurance products. They are even seeking partnerships with organizations outside of the old healthcare world—such as big tech and startups—to supplement and round out their competencies in connectivity, consumer engagement, and technology enablement. Meanwhile disruptors are at their heels, threatening to massively shift healthcare in ways that better fulfill consumer needs.

Healthcare systems are exploring ways to educate their doctors and other health professionals to provide consumers with a better experience. As we expand the care continuum, we are redesigning the delivery of care for people in their homes and other settings away from the hospital—acknowledging the need to decrease the total cost of care and improve access and convenience. Partnerships are essential to decentralizing healthcare and managing the extensive data associated with individual and population health, which will be a critical part of consumer engagement.

Providers seek a collaborative environment with loyal consumers who care about their health and participate in their own care. The challenge is to move more people into the activated consumer archetype. The win-win is a healthy population, with chronic diseases handled before they become critical and require expensive hospitalization. Providers focus not on “heads in beds” but on taking healthcare to where the consumers are. They integrate their disparate efforts into a continuum of ongoing care so that consumers feel as if they are part of a strong relationship with all their providers, and their natural support network is included, all oriented to healthfulness. Change will be required on both sides. As noted by General Eric Shinseki, retired chief of staff, U.S. Army, “If you don’t like change, you’re going to like irrelevance even less.”

ACTIVATING THE HOME TEAM

We love my father-in-law, a 93-year-old World War II veteran. He regales us with stories about his childhood, losing his mother to tuberculosis (TB) when he was eight, not knowing his father, spending a year alone in an asylum for TB himself, and eventually landing with his strict aunt who at age 50 took on a large family of children, raising them in a small home next to the train tracks. He enlisted in the military at age 17. You’d be amazed that he turned into such a solid human being despite such early adversity. I call him PJ for “Papa Joe.”

PJ had been living in a retirement community for three months during the COVID-19 pandemic when he fell to the floor in his apartment. He’s an athlete with shelves of trophies, so unlike many people, he spent the night struggling to get back up. We couldn’t get in touch with him in the morning, so we called an ambulance. At the hospital, we learned that PJ was extremely ill with rhabdomyolysis, which means that his muscle cells were breaking down. Rhabdomyolysis in the bloodstream can poison the kidneys and lead to death if not treated adequately. After several days in the hospital, we invited PJ to our home to recover rather than the planned discharge to a skilled nursing facility.

Because of the pandemic, the doctor told us that it would be best to discharge PJ by ambulance. When he arrived at our house, we realized that if we had sent him to an assisted living facility, even with good care, he was so weak that he likely would have died. Our care for him was built on our love for him. The first 72 hours at home seemed tentative. I held his head and would massage his back. My spouse and kids took turns sitting vigil with him during the first three days until he could sleep on his own. I’ve seen this story play out over and over with other families.

As the healthcare industry shifts from FFS to VBC, the next challenge is already evident from other industries: create transformative change by empowering healthcare consumers and leveraging their personal relationships—their natural support network of family and friends. An analogue for this success has been campaigns such as friends and family marketing by phone companies to draw in more customers from an initial line.

Incorporating the NSN not only supports the person in care but also recognizes that a person’s health affects his or her family and friends, both directly in actual living and (for biological relatives) through genetic health inheritance. It is therefore necessary to incorporate the NSNs through communication with the clinical team at the proper preference level. The NSN approach is also essential because to truly improve health, most of the effort must come from individual consumers. Care plans often involve significant lifestyle and behavioral changes—a daunting and complex challenge, especially for ill or injured individuals, and usually requiring the support of loved ones. Providers therefore must empower and educate both their clients and their NSN.

After all, living with someone with a chronic condition or disability affects many aspects of family functioning. On the positive side, it can broaden horizons, increase family members’ awareness of their inner strength, enhance family cohesion, and encourage connections with community groups or religious institutions. On the negative side, the time and financial costs, physical and emotional tolls, and associated logistical complexities have far-reaching effects.6 Besides working with clients and their natural support networks of my practice, I know this personally having had family members who dealt with chronic health conditions including two aging relatives living in my home, a remote family member living in her own home aging-in-place into her nineties, and a child with a terminal illness.

Two articles from the Institute for Healthcare Improvement (IHI) share an interesting perspective. “The paternalistic model of care is the way we’ve organized ourselves, simply to get the work done,” says Jim Conway, an IHI senior fellow with a long career in hospital administration.7 But it’s a model that’s increasingly being rejected. Learning to work with patients and families as true partners in their own healthcare is neither easy nor intuitive, but pressure to do so is increasing. The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) has joined the Institute of Medicine (IOM) in setting goals concerning patient involvement. Data shows that patients with strong support networks have better outcomes than those without.8 People become more engaged in their own care when they have others supporting them in the healing process. Our family experienced this through the healing of my father-in-law. With an activated care network, these natural supporters enthusiastically participate. True healthfulness requires consumer activation beyond simple consumer engagement.

ACTIVATING CONSUMERS WITH MULTIDIMENSIONAL SOLUTIONS

How do we empower activated consumers? In this section, we address three core elements that must evolve to support this empowerment. First is a clinical team that responds to individuals according to their chosen method of interacting, their healthfulness and chronic conditions, their mental and behavioral capabilities, their ability to shift behaviors, and their support systems. The team needs to render this level of individual focus while also managing a large population of individuals.

Second is a platform by which consumers can access information to optimize their health, whether they are currently affected by a medical condition or not. This information flow should anticipate needs and surface solutions logically through a unified access point rather than requiring them to flip through portals of multiple organizations or multiple applications and channels of a single organization. This fluidity of information availability must be accessible to the rest of the home team designees as well.

Third is a fluidity of care delivery, including the sites of care, in a systematic manner that supports the optimization of healthfulness, that considers the whole person, and that recognizes the connectedness of mental and physical well-being, social connectedness, and financial stability.

A health system may have some of these capabilities already, but to support it all on a population level requires systems that help identify, sort, and prioritize consumer needs, similar to consumer product sites that evaluate shoppers’ readiness to purchase and surface information to support their choices. Healthcare systems need to adopt the same types of customer relationship management systems to track interactions with consumers accordingly. The industry needs to understand when patients are ready to change a behavior that contributes to their chronic condition, such as stopping smoking after a heart attack, accessing care for a preventative screening procedure, or obtaining a second opinion to make a critical decision as quickly as possible. The industry needs tools such as AI coupled with human emotional intelligence to anticipate when patients are most receptive to intervention and where and how best to deliver that care. Because of the niche nature of healthcare technology, the fragmentation of the health ecosystem, and a historical lack of competition, however, we still need to stitch together various technologies to provide a complete solution. Our goal is to create a unified, seamless experience that consumers can easily navigate to meet their healthcare needs, and this presents challenges.

Beyond immediate care needs, providers can help by integrating a consumer’s various care plans into an overall healthy life plan. This plan could even address taboo topics unrecognized by the care team and NSN such as end-of-life preferences for care. It could develop pathways for addressing socioeconomic and safety issues that affect health. Above all, it could connect data to the human story of each consumer and free up providers to have time to offer empathy and compassion. Customers would be empowered to make decisions via information and AI nudging, having access to their complete data profile, and the care team would have all the relevant information surfaced by AI/ML-enabled technologies to support their clinical work.

This vision is of a healthcare industry that most people would want to be associated with—providers, consumers, and payers. Is it possible to make these transformations in today’s healthcare climate? The answer is a resounding yes—by intensifying three current developments, a triad of key elements. The first key element is for us culturally to accept consumers as the captains of their health—because they are. No matter what we try and how we change our internal designs and approaches, ultimately, consumers decide what they will do. The reality is just as I explained to my clients in the “captain of your ship” conversation: “I will not go to your home and haul you to the gym. I will not sit with you in the morning to ensure that you take your medications. I will not be at dinner to redirect your menu order. Because you, my Client, are ultimately in charge of your life.”

The second key element is to integrate consumers and their NSN home teams with the clinical care team. The third is for a digital care activation platform to inform and coordinate these teams into a unified health team, which we will discuss in depth in Chapter 5.

BUILDING IT ALL TOGETHER

Humanizing healthcare will be an evolving process of push and pull. We need the healthcare industry to activate consumers to take responsibility, but we also need consumers to take the initiative and demand better information and control. Some of today’s consumers are experiencing the benefits of being activated consumers. We see them across generational age groups wearing devices that monitor their activity level and nutritional intake. We see them taking an active role in maintaining their healthfulness, both healthy individuals and those managing the complexity of chronic conditions. We see the delivery of virtualized healthcare accelerated as a result of the COVID-19 pandemic. We defined four archetypes that have unique characteristics, needs, and expectations and will have different activation journeys.

But this is a book about humanizing healthcare, so let us address real humans instead of archetypes. When real humans describe their ideal consumer-provider relationship, they value providers who listen to and hear them, care about them, and most importantly provide clear perspectives on their health and accurate options for treatment. In words, the patient, provider, and caregiver might say:

•   Patient. “Let me know that I am not alone to manage my condition—that there is a team that includes my doctor and my family encouraging and helping me on my health journey.”

•   Doctor. “Let me know that my patients are managing their care and that everyone is working together to adhere to the care plan, remove barriers, and address socioeconomic issues that may get in the way of care.”

•   Caregiver. “Let me know that everyone is working together to care for my loved one.”

Communication and collaboration create greater consumer and clinician satisfaction.

Many consumers are now using technology to monitor their health and fitness and even order prescription refills. The COVID-19 pandemic drove a higher utilization of virtual care, and we need providers that support continuing this approach after the pandemic. If this trend continues, we will see greater activities directed toward device monitoring from our homes and on the go with data ingestion and reaction from clinical teams.

As healthcare consumers gain confidence in using technology tools to obtain information about their health, they can use that information to leverage intelligent systems to make healthy lifestyle decisions. Healthcare consumers can become more knowledgeable and hence directive about their own care. Armed with this new capability, they can take an active role in how their care plans are developed and managed. As a result, and as the captains of their bodies, consumers may become more confident to discuss treatment plans and even share with their doctors when they are skeptical or disagree with advice and how they will participate in the plan going forward.

Earlier in this chapter, I chose action orientation as the consumer archetype criterion. However, there are many ways to evaluate a population. Before 2020, healthcare leaders said that we cannot lean too quickly into the technology age because the elderly and older baby boomers will not adapt to virtual visits. However, as we saw in Chapter 2, their adoption of both smart devices and social media is significant, and hence, remote care really is within the grasp of this generation.

Nevertheless, taking control of one’s healthcare also depends on mindset. For example, the “silent generation” was born between 1928 and 1945, so the youngest would be 75 years of age as of this writing. Older female baby boomers recall a time when they were unable to get a credit card in their own name without their husband’s written permission. Those cultural influences extended into healthcare to the point that women making reproductive healthcare decisions often needed written permission from their husbands. Today we see those things as ancient history, but they still pervade many people’s experience and hence expectations. This is why we need awareness of and sensitivity to both healthcare consumers and clinicians and of the perspectives they bring to healthcare interactions. While our millennial and generation Z peers may be confident in questioning healthcare recommendations, the “silent generation,” by contrast, may be less prepared to make these demands because in their lifetimes they’ve experienced a patriarchal approach to healthcare.

Besides issues of genderism and agism, the healthcare system is also afflicted with issues of racism. Fortunately, we have seen a national awakening on the inequities of health for different races in the United States and the challenges involved in receiving care that is sensitive to beliefs, race, and other influences. Therefore, our efforts to drive change needs to consider many cultural baselines to decrease and avoid health inequities. Ideally, we will generate a virtuous cycle, where empowerment creates marketplace pressure to serve consumers better. The right care team combination that integrates the home team and technologies such as AI combined with advanced analytics will help to nudge consumers ever further into taking responsibility. Over time, with help from technology and rising health knowledge, we’ll arrive at much of the vision sketched in Chapter 3.
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Healthfulness Hubs

Chapter 4 laid out a vision of the healthcare consumer of the future in a system that is consumer activated and driven. It isn’t enough for the healthcare industry to start shifting toward consumer-centric care as many promote today. We need consumers, which means all of us, to take responsibility and demand greater control over our healthcare. As consumers expect more, and as some healthcare organizations and disruptors develop humanized models, we will achieve a virtuous circle. The healthcare industry will move toward humanized care, putting pressure on the laggards to shift from traditional structures.

Once we gain that momentum, what will be the result? One way to understand the future is to imagine building a humanized healthcare industry from scratch. With SpaceX flying people outside of the Earth’s stratosphere, let’s consider a fresh, new build for healthcare such as might occur if we were setting up anew on Mars. That’s what I write about in this chapter, as though it were a sure thing rather than a projection of the future. However as I explain in Chapter 6, humanized healthcare is not inevitable.

THE TECH VERNACULAR FOR HUMANIZING HEALTHCARE

Terms such as digital health, connected health, and virtual health are often used interchangeably. To describe the future state for the healthcare industry, first let’s align on a common vernacular.

Digital Health

Digital health is simply the convergence of digital technologies with healthcare domains such as monitoring, data analytics, and treatment. In its future state, digital health describes an integrated ecosystem for health that benefits individuals and populations and is easily used by clinicians, data scientists, and administrators to support them.

Digital health goes beyond the technological aspects of how data is configured and flows, to bring to the surface useful information on how to use digital channels to offer care remotely. It also involves the more challenging structural aspects of consumers finding what they need and clinicians moving among different tools to meet the holistic needs of those consumers.

Ultimately, digital health will offer a fully integrated platform where consumers gain access to healthcare and information via multiple entry points for a unified, easily navigable experience. This requires digital health to expand beyond technology to encompass user-friendly design and align with natural workflow processes. It must support virtual and in-facility interactions and seamless integration with other systems. Digital health therefore integrates:

•   Human-centered design

•   Technology capabilities such as:

[image: Image]   Data and interoperability

[image: Image]   Smart computing such as advanced analytics, AI, and ML

[image: Image]   Tools to deliver care remotely

•   Clinical and business process management

•   Value chain management

In its future state, digital health addresses stakeholders, processes, value-chain delivery optimization, data exchange, and technologies that integrate to create a comprehensive ecosystem for a high-quality, interoperable healthcare system. The image to have in your mind is the brick-and-mortar hospital dissolving into a mist of robust virtual interactions that nurture a therapeutic alliance among clinicians, consumers, and their families and friends.

Much of this is already happening as organizations develop their digital ecosystems in an attempt to:

•   Deliver evidence-based medicine (EBM) at the level of population health and to reduce disparities of gender, race, and socioeconomics

•   Optimize healthfulness whether or not a person is impacted by a chronic or complex condition

•   Create a contiguous relationship between consumers and the clinical team, available on a 24/7 point-of-need basis when, where, and how individuals need care

•   Improve the consumer experience while containing and reducing costs

•   Improve the work life of clinicians and staff

•   Boost the efficiency of delivering care so that medicine is accessible, personalized, and manageable on a population basis

•   Deliver care conveniently through remote interactions

People often ask for clarification, asking, “What are the building blocks of a digital health infrastructure?” Let’s delve into the tangible aspects of what to many seems to be the intangible nature of digital health. Getting more technical, digital health is an ecosystem with multiple capabilities, including:

•   Connected health, referring to internet connectivity such as direct connect, Wi-Fi, and cellular technology

•   Microprocessors and integrated circuits

•   Cloud capabilities for scalability, computing, and data storage

•   Healthcare data such as individual demographics, claims data, medical records, population health data, and socioeconomic data

•   Data interoperability and integration capacity among distinct systems for health information exchange and data transfer and collection despite discordant systems and data sets

•   Actionable intelligence involving data through a technology-driven analytical process and decision-support systems that create information that users receive in a manner that encourages decision making and action

•   Virtual health tools that support care interactions, such as televideo, remote patient monitoring, and command centers

•   Access points with engaging interfaces for end users such as providers and consumers via applications and portals

Thus, according to the digital health ecosystem described earlier, connected health and virtual health are components of the total infrastructure. To further differentiate, connected health is the how, facilitating virtual health interactions with technology. Virtual care is the what, delivering services when the provider of care and the consumer are not co-located. For connected health, some people expand the meaning beyond the pure technology play into the realm of connectedness among stakeholders, giving connected health a sociotechnical vibe. The following description of connected health combines both perspectives.

Connected health is a more focused term, emphasizing the interrelatedness of digital health with human beings. Its technical infrastructure brings consumers, families, clinicians, and other caregivers into a closed loop for better care management and coordination. It thus enables a true continuum of care rather than isolated episodes. It also enables the easy flow of data, leading to earlier diagnosis and better interventions.

Virtual Health

Virtual health encompasses connected health plus the tools and platforms to deliver care remotely. Virtual health includes activities such as remote triage, diagnosis, consultation, management, and intervention. It uses televideo and audio tools, remote patient monitoring devices for chronic conditions, image capturing, command centers, and analytics engines.

Virtual health is the umbrella term for the multitude of use cases from simple doctor-patient virtual visits to complex programs such as acute-care hospitalization at home. Virtual health is already being used in several use cases. For example, it extends the reach of specialist expertise by enabling physician-to-physician virtual consults with programs such as electronic intensive care unit (eICU) where remote critical care experts supplement in-person critical care teams with 24/7 surveillance and powerful analytics supporting intensive care units, telestroke programs hasten treatment reducing the morbidity of brain blood clots, and telepsych expertise supports emergency rooms bringing mental health services to areas of need. Consider the terms virtual health and virtual care as interchangeable.

Critical to the future of care, virtual health improves access with convenient, cost-effective care that reduces the hassles of in-person care such as travel time, sitting in waiting rooms with potentially infectious people, and lost productivity. In the future, we will no longer talk about virtual health because it will be the standard, ubiquitous route of healthcare delivery. What social media started, healthcare can further by bringing together stakeholders to boost healthfulness with a true community around a person’s health.

Creating continuity of care is a significant area of virtual health expansion that includes chronic condition management coupled with remote patient monitoring, transitions of care from facilities back to the community, and the integration of plans and providers for care coordination and care management. Virtual health capabilities are essential for efficiently scaling integrated behavioral health with primary care programs. Because of the COVID-19 pandemic, we’ve seen hospital-level treatment in the home with clinically staffed command centers to address higher acuity levels.

A NEW APPROACH

Chapter 3 presented the humanized healthcare system anchored on individual consumers at the center of care and activated with the goal of optimizing their health. Recall that this story is taking place in the future, as if we are already there. Some aspects of what we share may be evolving rapidly based on the efforts of disruptors and some forward-leaning incumbents. Here is what you can expect in a future where healthcare has been humanized:

Access to the system is simple and immediate because consumers have a constant, longitudinal connection via digital health technology. Their health data and other relevant information are available to them at all times, with specific care plans fitting into their life plans. They rely on a DCAP to draw in their NSN, similar to today’s social media but at an approved level of interaction, which in healthcare such people are referred to as designees. This ubiquitous system would proactively nudge the individual with reminders on nutrition and disease prevention such as the scheduling of colonoscopies and immunizations.

Most care would be initiated and often rendered through the DCAP, especially wellness and prevention. Such care includes screening tests that are able to be done at home, remote monitoring of body biometrics (e.g., blood pressure, weight, pulse rate, respiratory rate, oxygen saturation, etc.) using wellness trackers and medical grade monitors.

What about care beyond advice or self-serve? Consider a screening colonoscopy, proven to be cost effective in finding early cancers before significant morbidity. No one wants to get a colonoscopy—or even talk about it—but the DCAP would ease the way by helping with logistics and preparation. Consumers input their preferred times, location, cost, and clinician preferences and receive an appointment added to their calendar. The platform automatically delivers the prep materials and sends alerts the days prior to help consumers appropriately prepare for the test. If a consumer needs transportation to and from the clinic, the platform queries the NSN or activates the consumer’s Uber or Lyft account. The platform also informs everyone as to what to expect after the procedure and provides remote follow-up with reviews of images as needed. Finally, it automatically prompts for the next test based on the current findings, general screening guidelines, and genetic history—transitioning what is a taboo preventative test for most people into a streamlined process with minimal chances for error.

For new conditions, illnesses, or injuries, the platform still relies on a great deal of digital management. Most conditions do not require an in-person check with a clinician and can be supported via AI triage and algorithm-based check-ins that route consumers efficiently to the right level of care. With remote monitoring and diagnoses, followed by virtual care by the consumer’s clinical team, most people will do well—especially when the platform has been nudging them toward better maintenance of their body all along.

For serious or persistent conditions, the platform will add a specialty care advisor. What if someone needs in-person care? With more care managed digitally, resources are freed up to meet consumers where they are, with home or in-facility visits. If a consumer needs to go to a local clinic, the platform will integrate the digital and in-facility environments by coordinating the appointment time, ensuring that the full EHR is available, alerting the NSN, and arranging transportation and any testing prior to arrival. For specialty care that cannot be delivered remotely, such as surgeries, people would go to a specialty center of excellence.

To meet this future vision, the composition of and relationships with the care team will shift. Consumers will interact primarily with a guide,* who helps them use the platform and navigate the healthcare system. Guides are specialists who help with the logistical, financial, and technical aspects of navigation while also paying attention to the socioeconomic drivers of health. Guides are generalists with a high emotional intelligence, that EQ we reviewed earlier, and a commitment to excellent customer service, addressing needs and navigation.

To deliver on this bold approach, we need a new infrastructure with technology platforms, interoperable data pulled from disparate sources, and advanced analytics with AI to surface alerts and next-best actions. We also need to collect data beyond individuals for population-level information to make smarter decision from aggregate data.

A key element is to put decision-making algorithms into the hands of individuals so that they can take “ownership” of and responsibility for their care. The algorithms—accessed by consumers and clinicians alike—will draw on individualized information such as preferences, genetics, history, and socioeconomic drivers of health to combine diagnosis and treatment into care plans that are aligned with each consumer’s life plan. Consumers work with their guides and other clinicians as needed. If the platform finds that a consumer isn’t responding to nudges, it can alert and activate the consumer’s NSN and guide simultaneously for added support.

While starting most interactions with automated computerized responses that escalate to virtual human-clinician care, the platform also supports consumers seamlessly when they transfer care from virtual to brick-and-mortar facilities. The platform provides actions and nudges based on relevant data brought forth by advanced analytics developed from information collected from various sources that continuously irrigate data lakes to continuously refresh the consumer’s personal health record.

For complex chronic conditions, the platform draws deeply on the local health community. Besides the consumer and his or her NSN (the home team), it pulls in a broad clinical health team. The navigation guide helps consumers work across the healthcare ecosystem for complex care plans. The guide works with specialty care liaisons as needed to provide rapid, coherent treatments to ailments that affect multiple body systems. A mobile team might be involved for home care and to reduce time in a hospital. Guides also support consumers with financing questions, whether they are dealing with private payers or governments. Working together, consumers and their guides achieve the therapeutic alliance laid out in Chapter 3.

The preceding is a futurist view. It is humanized healthcare fully realized. The next section delves into the practicalities involved in an illustrative solution I call healthfulness hubs.

HEALTHCARE BUILT AROUND HUMAN BEINGS

Health is a personal and everyday topic, so healthcare as an industry has the potential to become the most impactful service a person buys in his or her lifetime. Yet we have not even scratched the surface of the potential benefits that can be provided. We have the opportunity to address and coordinate many areas of an individual’s life and on the level of population health as well.

I envision healthfulness hubs to deliver on the triad of new care delivery—transformed healthfulness teams, DCAPs—the digital care activation platforms, and fluidity in care provision with sites of care supported by virtual and connected health. The hubs put individual clients at the center, supported by their NSNs and their clinical teams, facilitated by the DCAPs. Clients interact with their NSNs and their clinical teams, flowing from digital to in-person, virtual to in-facility care. The platform, with the assistance of guides, addresses all aspects of health and wellness from clinical through socioeconomics.

The healthfulness hub is a person-centric preference-based healthcare organization enabling improved health outcomes with effective, collaborative treatment decisions about healthfulness, preventive care, acute illnesses and injuries, and chronic conditions. It honors people and understands that an individual’s role as a patient is temporary and minute within his or her overall lifetime. Individuals who seek the healthfulness hub for their care are clients, not patients. Because the hub is committed to being available for clients when they most need or want attention and care, it leverages technology to create a continuously engaged therapeutic alliance.

The hubs effectively drive care to clients—into their homes, their workspace, and their travels. They create a continuous network-aware relationship to meet healthcare needs when, where, and how clients, their families, and caregivers want to connect. Because the DCAP is continuously connecting individuals to their hub, it extends the healthcare organization’s brand and orients its organization as a top-of-mind partner for everyone in the clients’ NSN. The hubs achieve a continuous long-term relationship with clients and their families rather than the fragmented, episodic, and transactional interactions of conventional care. Clients work as needed with providers via the platform coordinating and managing care transitions, referrals, and information exchange.

The hubs thus offer a new care experience for clients and address their full spectrum of needs at the core of treatment. Each of us deserves a holistic approach to our health rather than the current fragmented, transactional approach. We need care built around us as individuals and reinvented to address our human needs—physical requirements, emotional-psychological needs, relationships (both interpersonal and spiritual), socioeconomic issues, and how we derive value such as our purpose or how we measure our own success. We deserve a partnership with our healthcare providers in order to receive trusted advice and care when, where and how they are needed and applicable to who we are as individuals. We deserve to invite loved ones into our care at the permission level at which we feel comfortable. We deserve a team approach because our lives are too diverse for only one provider.

Healthfulness hubs will make care convenient, multidimensional, and engaging. They will proactively address and coordinate many areas of an individual’s life.

This approach is not as far-fetched as it may sound. When I had a primary care practice, my staff and I took a comprehensive approach to our clients. We promoted wellness and preventive care while also managing chronic conditions. We didn’t have a DCAP, yet we gained efficiencies and cared for more people than in a conventional practice. With the DCAP and advances in virtual health, we can achieve the full vision.

The hubs achieve therapeutic alliances by connecting clients’ home team with their clinical team. They create an integrated healthfulness team with everyone involved in the care plan.1

The integrated approach is essential because in order to truly improve health, most of the action must come from the individual. Clinicians often ask people to make significant changes in behavior and lifestyle. This can be a daunting and complex job, especially when the individual is ill or injured, often requiring the support of loved ones. Clinicians therefore must empower and educate clients and, when relevant, their NSN of family and friends.

Humans are multidimensional. Optimizing health, whether or not a person is affected by a chronic condition, must be done with a comprehensive methodology. The healthfulness hub thus represents a paradigm shift, partnering with clients to optimize health. It will disrupt healthcare by:

•   Using a client-centric design including the NSN of family, friends, and other volunteers.

•   Taking a holistic approach to care that extends beyond the traditional physical approach to include other important aspects of being human, such as emotional-psychological, interpersonal, spiritual, and socio­economic needs, as well as how we derive value such as our purpose or how we measure our own success.

•   Incorporating multiple services, including allopathic, integrative, precision health, wellness, and prevention.

•   Recognizing that healthcare and finance are confusing barriers to care, so it mobilizes healthfulness guides to support clients as they navigate the healthcare ecosystem.

•   Leveraging technology to create a contiguous relationship between the consumer and the healthfulness hubs team that is available 24/7 when, where, and how the individual needs care.

Healthcare consumers are yearning for a team of caregivers committed to being connected to them. They want ease in reaching their health team with familiar technologies such as smartphones and associated applications. The DCAP delivers real-time communications, contextually specific content, and information sharing as a constant interaction pathway including the client’s designees. The platform also enables clients to shift to a more intensive intervention with face-to-face virtual care or in-person interaction at an agreed-upon location. Healthcare hubs thus will follow the lead of other industries in empowering consumers and building their relationships.

With these offerings, the hubs are able to realize the vision—better than I would have thought possible back in 1997—that clients are the captains of their healthcare journey. Clients make the decisions and hold responsibility for keeping their ship/body and its operations in good order. A key part of that is gaining access to their own updated and actionable data that will help activate them in their own care management. Those who want to optimize their heath, engage in proactive prevention, and track conditions will be positioned to collaborate with the providers who are invested in their healthcare journey.

Creating a team without walls empowers clients on all aspects of their health and wellness journey, free of the often-intimidating setting of a formal office. Clients can draw on care plans to create a life plan and select a personalized network of providers. Advanced analytics and AI bring relevant data to all stakeholders. Clients manage their wellness, preventive care, and chronic conditions in working with their selected providers. They make informed choices based on price transparency and quality metrics. Integrated digital communication channels share data among all stakeholders—client, provider, and payer.

The Healthfulness Team: Personalized Team-Based Care Delivery with a Guide

A coordinated team approach is essential to support individual clients in the healthfulness hub model. We already discussed the home team at length in Chapter 4, and next, we will discuss the other two core parts of the healthfulness team: the guide and the clinical team (see Figure 5.1).
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FIGURE 5.1 The healthfulness team—the home team, guide, and clinical team comprise the full healthfulness team.

The Guide

There is a core to the healthfulness team, and it is a combination of a navigational guide and a healthfulness (wellness and prevention) guide. The first role is to guide navigation through the ecosystem, supporting nonclinical endeavors such as healthcare finance and socioeconomic drivers of health. The other key role is to guide health and wellness. The guide is a new type of professional trained to navigate the healthcare system on behalf of the client, addressing a variety of issues. The guide is not a clinician or an expert in any of these domains but thrives on helping people solve problems that get in the way of optimizing their healthfulness. The guide is tenacious to get to a disposition on behalf of and in partnership with the client. These roles may be managed by separate individuals or a single individual depending on training, the situation, the setting, and other variables. These two roles of the guide work together to serve the basic needs of consumers, leveraging the DCAP for a digitally leaning first approach, a combination of human + machine coordinated together. The guide may interact with the client and in many instances a representative of the client’s NSN. Guides efficiently pull in additional healthfulness team members as the client’s needs expand beyond healthfulness and navigation.

Best practices in wellness and prevention have been known for decades, with minimal changes over the years except as new types of immunizations and screening capabilities have come forward. My view is that with the DCAP, information about the individual consumer and standards on wellness and prevention can be presented in such a way that the correct messages and timing surface for the consumer via advanced analytics. Using a combination of AI and support from the health- and wellness-oriented guide, consumers can be supported in their general wellness and prevention such as healthy living with nutrition, exercise, destressing, stretching, and balance as well as preventive measures such as getting timely immunizations and health screenings. Because the DCAP is integrated into the consumer’s life and technology, many of the actions will be conveniently scheduled in a way that fits with the client’s lifestyle, as well as automatically providing any needed items such as testing kits with prep time scheduled into the client’s calendar. This is an example of the efficiency and effectiveness of the combination human + machine effect of the guide plus DCAP.

So does the doctor disappear? The answer is no. With this new orientation of the healthfulness team, as described earlier, the essential support of clients by guides and clinical team members practicing at the top of their licenses, we will see the physician’s role move upstream. Evidence-based medicine and associated protocols will be programmed in and presented to clients, guides, and the clinical team in the care plan. Mundane and repetitive tasks will be taken on by bots and AI capabilities and by other professionals on the team, leaving doctors to focus on areas that require client interactions and interventions at the level of training. Primary care physicians will become the complex, chronic condition intensivists who work as a member of the healthfulness team. (A downside is that they will rarely see healthy patients for wellness and prevention, which is something I personally enjoyed in my practice.) The chronic condition intensivist partners with specialists such as cardiologists, nephrologists, and gastroenterologists to integrate their recommendations and individualize complex treatment and care plans. Other healthfulness team members in a human + machine approach handle preventive, wellness, and primary examinations.

Shifting the PCP upstream is critical for the U.S. economy because decisions made by these doctors affect nearly 90 percent of the total healthcare costs due to referrals, testing, and hospitalization.2 This is significant as we recognize that unnecessary care wastes approximately 30 percent of U.S. health expenditures each year, which exceeds $1 trillion annually.3 Shifting PCPs to the role of chronic condition intensivists gives them time to be thoughtful about client disposition, such as which tests are most efficacious and cost effective, which care team members to include, and how to best manage clients to stay in their homes with a combination of virtual tools and in-home visits to significantly reduce hospitalization. This additional available time will make a critical difference in reducing waste and the total cost of care. This approach greatly leverages the most costly and rare resource on the healthfulness team—the physician—across a much greater population of clients.*

The Clinical Team

Clinical providers, including doctors, nurses, therapists, and health aides, together make up the clinical team. The healthfulness team, which is more comprehensive than the clinical team and able to flex around a client as needed, will generally include the client, a guide, clinicians, and the client’s NSN. For example, for someone focused on optimizing their health, teams originating from the healthfulness hub may be composed of a guide, an educator, a nutritionist, a conditioning and performance therapist, a nurse, and a physician. As a client’s situation increases in complexity, additional team members may be added, such as:

•   Care manager for dealing with a new health condition, change in status, or transition of care

•   Behavioral health therapist or psychologist

•   Social worker addressing socioeconomic barriers to health such as food and home insecurity, home and public safety, transportation, education, and employment stability

•   Chronic condition intensivist

•   Disease and organ specialists

•   Proceduralist such as a surgeon or a diagnostician

•   Pharmacist to optimize medication

•   Integrative medicine specialist

When we bring all these stakeholders together—the home team, the guide, and the clinical team—we get the healthfulness team. The healthfulness team is the human cornerstone of the healthfulness hub in the triad mentioned earlier (see Figure 5.1).

Improving overall well-being requires a full healthfulness team. In the hubs, clients are supported by a connected care team supported by a healthcare ecosystem guide to help them achieve their health and wellness goals. With the client as the captain of his or her health, the healthfulness team flexes to keep the client truly at the center. And just as a captain of a ship needs a first mate, the client needs a guide. So how does that work?

Once a client joins a healthfulness hub, he or she gains access to the DCAP and (1) adds his or her home team designees, (2) chooses a guide, and then, with help from the guide, (3) determines the relevant mix of clinicians to support wellness, preventive care, chronic conditions, pharmacy, and potential acute needs with a mixture of digital, virtual, and in-person interaction modes.

The healthfulness team understands the unique goals and issues of the client because the DCAP provides the client’s care plan, life plan, and actionable data. The client feels connected to the guide as the ambassador to this narrow network of chosen providers. The guide helps the client to navigate issues that may require new healthcare financial decisions, sites-of-care options, and other concerns. Guides may direct clients to virtual or in-person visits with nutritionists, mental health specialists, and/or fitness coaches. The guides may support the client in partnership with social workers in researching and accessing services to address socioeconomic and environmental issues. Guides can also help clients shift the care team over time as the clients’ needs shift. A broad team makes a difference: a PWC 2016 Health Research Institute report estimated that relying on an extended care team that includes nutritionists, social workers, and community health workers could save providers $1.2 million a year per 10,000 patients in a value-based payment environment.4

Leading with a “you-centric” approach, the healthfulness hubs surround clients with their own team that is specifically focused on the optimization of their health, creating a relationship paradigm that:

•   Actively engages and cares for clients as individuals based on their preferences

•   Leverages technology for greater access to care and communication with the healthfulness team 

•   Is available when clients need and want care 

•   Offers face-to-face interactions both virtually and in person

•   Optimizes healthfulness whether or not clients are affected by chronic conditions 

•   Recognizes that there are multiple dimensions of clients and hence leverages human-centered design in care solutions

•   Offers multiple programs to empower clients to live their best lives

•   Empowers clients to take charge of their health with on-demand information and responses to questions when they need them

•   Addresses behaviors that optimize health

•   Is personalized and preference driven to meet clients’ needs to optimize healthfulness

With this team-based approach and the DCAP, healthfulness hubs will create a scalable ecosystem to support individual clients as well as populations of clients. This is a critical point because we must optimize health despite the growing population and the shrinking availability of doctors. We must redesign the healthcare team in all disciplines from primary to specialty care. Some first-mover specialties and organizations have begun this process in the United States, but a team approach to care is still in the early stages of evolution.

The Activation Platform = Digital + Virtual + Analytics

Today people use their mobile devices to stay connected with what’s most important in their lives—connecting with family and friends, work activities, personal tasks, information, and entertainment. Yet the healthcare industry has been slow—even resistant—to working with these familiar tools until COVID-19. By contrast, healthfulness hubs incorporate this connectivity into the very fabric of the healthfulness team. Clients will use mobile devices for an anytime connection to their hub using the DCAP. The platform brings the care plan alive in the person’s daily life, connecting the entire healthfulness team—client and home team, guide, and clinical team—and mobilizing the full team, including the most valuable and motivated free army of caregivers from the individual’s NSN. The platform enables the industry to shift much of the care to digital and virtual health, thus augmenting, supplementing, or supplanting traditional brick-and-mortar care offerings to clients.

This connectivity is especially important for patients with chronic or complex conditions. The platform creates a comprehensive approach that improves access to care and information through this virtual front door. It brings the care plan alive in the person’s daily life by connecting the clinical team and the home team. This results in higher value through greater client and clinical team satisfaction, improved quality of care, and lower costs.

The platform puts care into people’s homes, workspaces, and travels—creating a continuous network-aware relationship to meet healthcare needs when, where, and how clients, their families, and other caregivers want to connect. The DCAP features a communication center, a module that facilitates interactions of clients and their designees with the healthfulness team via text, call, or video for face-to-face interactions. Clients can seek real-time advice when they need it, such as, “I’m at a restaurant and need to decide what to order”; “My daughter fell and hurt her wrist. What should I do?”; and “I just feel better seeing a doctor in person. Should I have an urgent virtual face-to-face interaction or go to a brick-and-mortar clinic?” The platform has automated ways to follow up supported by AI and natural language processing (NLP) to ensure that clients are satisfied and, if not, draw out the issue through surveys, perhaps even “asking for your money back.”* It can generate net promoter scores by asking, “Would you suggest the healthfulness hub to a friend or family member?”

Most important may be how the platform directs the “traffic” of care with a module that helps clients and the healthfulness team decide on the specific care and how to access it. This includes pre-visit interactions such as automated AI triage, intakes of concern, symptoms, and biometrics, and facilitating fast answers. It also brings price transparency tools to the surface with personal preferences taken into account on costs versus convenience to help clients and the clinical team select best care options for referrals and diagnostics. It facilitates faster in-person visits by ensuring that the necessary testing occurs prior to seeing specialists.

Let’s get into the DCAP detail.* The DCAP is scalable and cloud based and supports consumer engagement, consumer activation, and access to care. It enables the healthfulness team to maintain a continuous longitudinal relationship rather than the fragmented, episodic, and transactional interactions that currently occur in traditional in-person care. Facilitating real-time communication, contextually specific content, information sharing, and virtual care services, a DCAP augments a continuous and longitudinal relationship between healthcare professionals and consumers. It works with ordinary smartphones and leverages brand-agnostic devices, whether clinical or personal, for remote monitoring and the display of data analytics, as well as the client’s personal health record. It can also share data from different sources as well as client devices with the healthfulness team and apply analytics to surface actionable information and nudges.

Besides the communication capabilities, the DCAP expedites the implementation of multiple virtual health programs† via automated interactive programs on a single platform. These advances include integrating care where we traditionally have been challenged in offering care, extending clinical expertise to supporting clinicians on complex cases, and extending higher levels of acuity into homes and the community. Use cases can be divided into three main areas to include maintaining continuity of care, extending clinical expertise and specialist advice to areas that may not have ready access, and complete transformation of the care model. Some of these use cases are identified in Table 5.1.

TABLE 5.1 Virtual Care Use Cases Enabled by DCAP
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Outcomes from the DCAP

The DCAP improves health optimization. An integrated healthfulness team and home team has a greater ability to improve client health outcomes when the teams are connected and coordinated. Communicating and collaborating occur between clients, the home team, and the healthfulness team.

The platform also improves cost management through better resource utilization, workflow automation, and enhanced collaboration opportunities across the clinical spectrum. Further, it addresses barriers to health by recognizing the client’s socioeconomic impediments to health and activates the patient’s NSN of family, friends, and volunteers, taking a cooperative health approach.

The platform improves the satisfaction of consumer and providers, which attracts new clients and clinicians. The clients and the clinicians appreciate prioritizing care appropriately through improved triage and coordination. There is greater adherence to care plans, and gaps in care are closed, resulting in improved chronic conditions and preventive care management.

The platform also boosts health via comprehensive aging-in-place support for families. Clients and their families feel less stressed when they know they have a therapeutic alliance with their healthcare team. They work together to increase the quality of the care. They attract new clients to the hub from their NSN due to positive brand awareness, whereas physicians and clinical professionals appreciate more quality time to work on care.

Most important for healthcare organizations, the cost of care declines. By keeping people in their homes and smoothening transition-of-care management, readmissions to hospitals fall as a result of care plan adherence and data sharing. Emergency room visits fall because of real-time connectivity to triage teams. Hospital stays are shorter owing to preemptive family care planning that can begin before or on the day of admission.

The DCAP prioritizes care appropriately through improved triage for emergency and urgent care coordination. It directs clients to the lowest appropriate level of care. It improves cost management through better resource utilization and workflow automation and enhanced collaboration opportunities across the clinical spectrum.

Healthcare organizations get a return on investment because teamwork enables professionals to work at the top of their license. More clients are served in a more complete fashion with a federated healthfulness team that leverages higher-cost resources across the continuum. The result is higher value in capitated (a fixed amount per patient paid to providers for care over a period of time) and VBR models through greater consumer and physician satisfaction, improved quality of care, and lower costs. Centers for Medicare and Medicaid Services ratings rise because of improved quality and patient satisfaction scores.

In summary, the DCAP:

•   Augments the creation and maintenance of therapeutic alliances by connecting the healthfulness team with the home team

•   Transforms care delivery around clients, especially for those with chronic or complex conditions

•   Gets everyone involved emotionally, providing the full home team with the ability to understand the status and take an active role in their loved one’s care in a meaningful manner

•   Mobilizes and coordinates this passionate, free army of family and friends

•   Engages clients and their NSNs on one care activation platform for all their healthcare access and information needs

•   Brings the medical care plan alive in the clients’ daily lives, empowering them to integrate it into their life plans

•   Engages clients via automated interactive activation programs

•   Augments an efficient one-to-many capability that the healthfulness team can manage on a population health level

Digital Personal Health Record

There has been a debate in healthcare about whether the health data and associated information about you is yours, the data creator’s (e.g., a healthcare organization), or the data curator’s (e.g., the electronic health record technology company). Beyond this debate, what is clear is that for many people, the information held within their longitudinal health record is essential to their health and safety and thus more important than their driver’s license, which most people carry with them at all times. Often working in the emergency room, I lacked information that could be critical to a person and therefore took risks in decision making because of incomplete patient information. I could have avoided this if I had access to the individual’s health record. So I support individuals having access to their comprehensive health records for their own use and to have the capability to share access with clinicians at the push of a button.

If life were simple, I would say the individual should own their data. But . . . the world of technology is not simple. Also, organizations have collected all sorts of data on each of us from our social media profiles, preferences, what we shop for, our financial scores, our demographics, where we live and our phone numbers, who we are related to, and what we are watching and reading on the internet—and the list goes on. Lots of data is being collect about us all the time in other industries that we don’t even know about. And we don’t own that data. This is a complicated issue. Nonetheless, as a consumer, I want to better understand the information that others know about me.

So I’ll address the personal health record from my perspective as a physician who addresses healthcare consumers as clients. Clients were meeting with other health and wellness providers and choosing treatments they preferred, often beyond what we may have discussed. To get a comprehensive view into an individual’s life, health, and treatments, it would be optimal to have data available from various sources of a client’s life. In addition, because I do not have full insights into who the clients visit and what decisions clients and their other providers make, it would be optimal if clients had all their information available to share with me prior to our next interaction—or maybe even sharing continuously with me so that intelligent systems could surface aberrations or concerning data points that I could proactively address as part of the healthfulness team.

This is a complicated undertaking because data would come from multiple sources, and data isn’t “clean” in how it is delivered. Whereas various providers have records they keep on people, there is currently not a single repository for the individuals’ entire record. Plus, sifting through an entire record would be a daunting undertaking. As a matter of fact, there historically hasn’t been a way for individuals to collect and collate the universe of their records in a single repository with a summary. Worse, significant barriers to doing so are inherent in the healthcare system. 

There is, however, hope on the horizon, with legislation on interoperability ensuring that consumers have access to their records from plans and providers. This will create new opportunities and promote growth of many startups because information can be pulled into apps and then condensed into a form that is understandable by the consumer and his or her clinical team. There have been industry discussions on whether blockchain, the technology behind cryptocurrencies such as Bitcoin, could revolutionize our approach to individual personal health records. Because of the future expectation that more data will originate from consumers and be stored on personal devices in disparate systems, a distributed architecture from a network of gatherable data from multiple sources will require innovative approaches such as blockchain technology to resolve challenges to having a so-called repository of individual longitudinal health information available to them and their clinical teams.

The value would be the ability to pull information from multiple sources, such as different physicians, care systems, types of providers from therapists to wellness specialists, and socioeconomic indicators. If this could come to fruition, then we would need intelligent systems with deep machine learning to draw from these various sources and use advanced analytics to feed into alerts, nudges, protocols, and AI-manipulated care plan shifts not only to help with today’s healthcare needs for individuals but also to anticipate how near-real-time indicators and behaviors will affect health levels. 

Does this sound far-fetched? Well, it’s not. Twenty years ago, we didn’t have electronic records, and today the pace of technology advancement and investment in digital health is staggering. In addition, we have precedence in other industries such as actuarial science and finance using “big data” and analytics systems.

Healthfulness Centers: The Vibe

Healthfulness hubs put clients, not providers, at the center. Clients joining the hub receive messages of healthfulness and self-determination, with support from experts. When clients enter healthfulness hubs, they are greeted immediately and with compassion—a concierge-level greeting by name—that is pervasive digitally, virtually or at the door.

The hubs will likely offer three main experience tracks, which can be followed separately or as a mix:

1.   Healthfulness optimization. This track encourages wellness even for clients affected by chronic conditions. The goal is for clients to spend most of their effort here. They meet with the nutritionist and exercise physiologist to prevent diseases from metabolic disorders, stress, and other lifestyle-driven conditions.

2.   Urgent care. AI-driven bots will handle routine urgent triage digitally, with some people sent to virtual interactions, while others will require in-person visits. Because of the team approach and access to digital personal health records, the hub addresses urgent care issues as part of the client’s full medical situation.

3.   Chronic care. This track relies on remote patient monitoring and connections with the full healthfulness team, among other platform capabilities. Chronic care requires a balance of real-time monitoring and virtual visits, with in-person visits at home or in recommended clinics.

The healthfulness hubs are digitally leaning first, which means clients first access their healthfulness teams through the DCAP. But people will still need a physical place for care and hence will go to healthfulness centers. These centers offer a modern environment that welcomes individuals as members, providing a sense of belonging and attention. Physical healthfulness centers offer consultation rooms where clients meet with their clinical team members to discuss concerns rather than the current traditional approach of “clothes off” before meeting with the doctor. These centers also may have a conditioning center and include space to review healthful living, such as nutrition and wellness.

Healthfulness centers will be developed from inception to be available when, where, and how clients prefer to receive support by offering both face-to-face virtual care and brick-and-mortar experiences in a fashion that:

•   Honors people and considers patients and their families to be clients 

•   Takes a coordinated, multifaceted, and interdisciplinary team approach 

•   Considers the interrelatedness of an individual’s physical, emotional-psychological, spiritual, social, behavioral, and financial life

•   Develops collaborative treatment decisions that are person-centric and preference based

•   Incorporates multiple services, offering a full-service experience including traditional, integrative, precision health, wellness, and prevention

•   Mobilizes guides to address confusing barriers to care such as finance and how healthcare is navigated while ensuring that our population needs are met

•   Coordinates all stakeholders in care—family, clinical team, NSN, social services, health plan care managers, and coordinators

•   Approaches the tough topics such as end-of-life planning and the impacts of obesity and sedentary lifestyles

•   Leverages technology that creates a contiguous relationship between the healthcare consumers and healthfulness hub team that is available 24/7 at a point of need when, where, and how clients need care

A Cooperative Approach

Earlier I said that healthcare as an industry has the potential to become the most important service a person interacts with during his or her lifetime. As an industry, we have not even scratched the surface of the benefits that can be provided. We have the opportunity to address and coordinate many areas of an individual’s life. Because all stakeholders are on a single platform, the healthfulness hubs can create a personalized and engaging life experience with a variety of programs, such as:

•   Care planning. Comprehensive integration of multiple care plans into a single life plan. The information may come from other specialists, behavioral assessments, and education-specific needs such as nutrition and self-management of a disease or chronic condition.

•   MultiDimensional Success. A life prescription we share that clients use to create their own strategic life plans to promote goals, achieve success, and live one’s best life that unifies physical, emotional-psychological, spiritual, social, behavioral, and financial healthfulness. This program incorporates behavioral economics and focuses on personal health and wellness goals at various transition points. I built this program for my clients and everyone who has taken advantage of it expressed significant value for both their health and their life!

•   Integrative medicine. According to the National Institutes of Health,5 healthcare consumers spend nearly $40 billion annually on complementary medicine, yet much of that spending is without the knowledge or guidance of consumers’ health teams. Healthfulness hubs work with clients who choose to combine allopathic and other medicinal approaches. These clients will feel confident in revealing the complementary modalities they are using.

•   Brain care. Thoughts and emotions education and behavioral and mental healthcare integrated into traditionally physical healthcare

•   Family chief medical officer program. A minicourse to increase knowledge on how to best manage your family’s healthcare needs, including the financial aspects

•   Aging in place. Coordinating with a client’s NSN to optimize the senior experience, including activities of daily living, socialization, home maintenance, finance, memory support, and end-of-life and palliative care planning

•   Health edge. The option to participate in innovative medical studies and try out new tools, medical devices, wellness programs, and special programs such as the Choosing Wisely initiative.*

Sharing the Gains?

Healthfulness hubs thus enable clients to control and manage their health by being continuously connected to their teams. VBR models align plans and providers, but in humanized healthcare, it’s clients working with providers that reduces costs. Clients are ultimately the key to outcomes based on personal choices, social behaviors, self-management, adhering to regimens, and choosing the most cost-effective care. Because clients have the main responsibility, shouldn’t they share in the upside of managing costs? Hubs can create an ecosystem of participants collectively delivering and consuming high-quality care while maintaining reasonable costs—a new model in value-based care.

VIGNETTES OF SUCCESS: HUMANIZED HEALTHCARE IN ACTION

Let’s take up the healthcare vignettes presented in Chapter 2 to show the difference between humanized healthcare and where the healthcare system is currently headed. We’ll concentrate on the story of Teresa, the 84-year-old widow with diabetes, hypertension, and situational depression, whose daughter Angela and son Ramon were struggling with supporting her care and keeping her out of a nursing home.


First, some background: Angela is 46, and she and her husband live in the same town as Teresa with their two children, a son who is a junior in high school and a middle school daughter. Angela and her husband both work full time. They feel fortunate that their children have been able to grow up near her parents. Ramon, age 53, is career minded, travels extensively for his job, and now lives with his family several states away in New York City. Although Ramon visits only a few times a year, he is close with his sister and calls her several times a week to check up on “Mom.” The entire family is excited that Ramon’s oldest daughter is engaged and will be getting married within the year. Ramon speaks with Teresa every Sunday. 

Teresa’s family usually gets together two to three times a year: Thanksgiving, the winter holidays, and a long weekend during the summer when they celebrate their parents’ anniversary. 

Teresa lives alone in the small house where she and her husband raised their children. She is on a limited income, reliant on Social Security. Angela and Ramon believe that she is suffering from depression, which seems more pervasive since her husband’s death. Angela is also concerned about what at this time seems to be minor memory loss.

Teresa was discharged from the hospital two weeks ago after a fall. It is uncertain whether the fall was due to the diabetes or hypertension or she simply tripped. Teresa is currently on six medications.

Angela recently confided with Ramon that she is feeling significant caregiver stress. Since Teresa’s discharge, Angela has had increased responsibility for her, including setting meds out, going to doctor’s visits, and shopping. Angela is also concerned about her career. She was promoted a year ago, moving from an hourly wage to a salaried managerial position. Her boss has become concerned about the promotion because Angela has left work several times in the past few months to handle issues related to her mother. 

Ramon empathizes with his sister and wishes he could do more, but living so far away limits his ability to do so. Ramon and Angela have considered having Teresa move to stay with him and his family but concluded that this would be challenging for Teresa as she would be leaving everything comfortable to her—her home, her neighborhood, her remaining friends, and the grandchildren she’s been most involved with. Ramon and Angela did agree to move their mother to a new doctor. They asked for recommendations from the hospital staff and also checked with Teresa’s insurance plan.

They decide to try out one of the new healthfulness hubs. They hope the change can address the medications and help the family figure out what caused Teresa to fall. They also liked the DCAP, which helps individuals, families, and their healthcare team to communicate and work better together.

Casey, a guide from the hub, teaches the Cruzes about the DCAP and how to use it on their devices—phones, tablets, and computer. Teresa did not feel comfortable with the technology and asked that Angela and Ramon be her full designees for the platform. Casey explains that the healthfulness hub reduces visits to the emergency department and readmissions to hospitals, helps clients understand chronic and complex conditions, and enables them to better adhere to care plans. This is because the hubs strive to create therapeutic alliances with their clients. Casey explains the team approach to care, both the clinical team and the home team, all enabled by the DCAP with shared real-time communication.

Casey explains the care coordination dashboards, shareable to-do lists, blogs, medication lists, centralized calendar, secure messaging, educational content, preparedness checklists, vital signs and mental status, notifications, alerts and reminders, and access to the personal health record along with unlimited storage and role-based security. The platform also gives the clinical team insights into clients’ culture, lifestyle, activities, and language to better engage and obtain commitment (hence adherence) to the care plan.

Once on board, Angela and Ramon set up their mother with monitoring for the DCAP. They work with the automated system to provide information to supplement the longitudinal health record the platform has already uploaded from the other providers. With their mother, they decide on the goal of aging in place* and set up an appointment for Teresa to see a physician in person to initiate a care plan.

They go to a recommended healthfulness center, where they meet Dr. Banner. He commits to the Cruzes that he will work via the DCAP with Teresa’s specialists to create an aggregated care plan that is congruent with Teresa’s preferences. He follows through on the platform’s planning process to address such tough topics as home modifications, memory concerns, and end-of-life planning. Following the visit, multiple health team members interact in a coordinated way with the Cruzes on the platform.

After two weeks, the Cruz family has been using the DCAP quite a lot. As Teresa’s designees, Angela and Ramon invite other members, such as family and neighbors, to join. It’s been helpful for Angela, Teresa’s primary caregiver, to have several people on the platform and ready to assist. Teresa is benefiting from the platform without having to participate directly. The Cruzes have used many of the platform’s features and have had questions quickly answered by Casey and Dr. Banner.

With Teresa’s NSN on the platform giving their own feedback, the healthfulness team gains deeper, comprehensive insights into Teresa’s life, including the resources available to assist her. The family has moved most of its conversation about Teresa’s well-being onto the platform. 

Working with the platform has also clarified Teresa’s core wishes. These were logged into her DCAP life plan. She wants to travel to attend the wedding of her oldest granddaughter, and she wants a tranquil life transition that averts hospitalization, saying, “I miss my husband.”

With motion sensors in place in Teresa’s home, the platform alerts Angela and Ramon when their mom is out of bed for the morning. It also reminds Teresa to take her 8 a.m. medications. She then moves to the living room and waits for her aide to arrive. As she does every morning, Teresa uses the senior-augmented tablet to do self-assessments on the DCAP app that collects data on her mood. She then plays a brain game that Casey has scheduled to support her memory. Angela receives a notice that her mom’s meds have been dispensed. She can delve into the status of her mom’s activities of daily living and location as needed.

The home health aide arrives at 8:30 a.m. and triggers an alert via GPS as he logs into the DCAP on his own device. He reviews Teresa’s daily care plan activity and any notes from her healthfulness team. Using the remote monitoring devices, he verifies Teresa’s weight, blood pressure, and glucose level. These readings are automatically transmitted to the platform and distributed appropriately via algorithms. Each task is checked off when completed.

Last week, the platform sent out alerts for elevated blood sugar levels. But with close care management and family involvement, Teresa’s blood sugar level trended back into an acceptable range. Based on this episode, the dietician on the healthfulness team proactively adjusted Teresa’s diet plan. This will require groceries that Angela knows are not at Teresa’s house. 

After lunch, the aide prepares Teresa for her virtual doctor’s appointment. He stands by to answer questions or assist as she checks into the doctor’s virtual waiting room using the televideo capability within the DCAP. The clinical team reviews her vital sign trends, key activities, and notes prior to the visit. 

The platform notifies Angela that the visit is about to occur. She logs in using her mobile phone to join the video call. The doctor posts notes and amends the care plan. Angela posts a journal entry for the home team about the visit. The doctor has ordered a new medication, and the platform has automatically sent the prescription to the pharmacy. Unfortunately, the new medication is not generic, and Angela notes her concern on the network as to whether her mother can afford it.

Everyone is informed at the same time. Living remotely, Ramon is looking for opportunities to help. He responds to Angela and the rest of the home team that he is happy to take care of the cost of the co-pay for the new medication, adding, “Hope it works!”

Angela posts a request for the new medication to be picked up from a close-by neighborhood drug store as well as the groceries the dietician recommended, which she ordered electronically. Angela’s son, Carlos, responds and accepts the request. He will deliver the items after work.

The family is working through two DCAP-facilitated journeys. The first involves modifying Teresa’s home to prevent falls. The platform adds a home-modification specialist to the team, who meets with the Cruzes at Teresa’s home. The specialist recommends a series of steps, such as removing rugs, adding hand bars in the hallway and bathroom, and replacing the tub with a walk-in shower.

The second journey involves end-of-life planning. Teresa has indicated that as she declines, she wants her family near and support only to control for pain, anxiety, and acute symptoms. She has signed a “do not resuscitate” document and seeks a tranquil passing when the time nears. The platform takes the Cruzes through a series of questions and scenarios to better meet these wishes.

The Cruz family is thus using DCAP to assist on several fronts: avoiding nursing home care, helping Teresa gain control of her chronic conditions, preventing future falls, and preparing for life transitions.The DCAP supports the therapeutic alliance developed between Teresa’s home team, guide, and clinical team (see Figure 5.2).
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FIGURE 5.2 The Therapeutic Alliance supported by the digital care activation platform (DCAP).

Charlie is the 88-year-old widow with hip pain. He is in stage 4 prostate cancer with metastases. He also has a blood clotting disorder, for which he takes an anticoagulant medication every day. 

When his physical therapist suggests an injection to decrease inflammation for hip pain, the DCAP notifies the orthopedist, oncologist, and cardiologist on the clinical team. Working through the DCAP, Charlie’s imaging scans are preordered and obtained—and they show no cancer in the hip area. The healthfulness team meets remotely with Charlie to share these results, and they sign off on the injections, contingent on Charlie temporarily going off the anticoagulant.

Charlie receives the shot and gets immediate relief, and he can resume the regular exercise that is a key part of his life. He’s even considering running again in the Senior Olympics this summer.

The DCAP helped make this possible by providing all the data readily to the clinical team. The specialists quickly communicated to clarify the medication changes in preparation for the injection. 

Rick is the busy 58-year-old executive. He has multiple health concerns, including high blood pressure, high cholesterol, mild congestive heart failure, obesity, and osteoarthritis. With the DCAP integrating the various treatments from his health team, however, he no longer gets conflicting advice about water intake. He and his daughter set a care plan, and the platform flags specialists to resolve conflicts. Now neither Rick nor his daughter has to guess on the best course of action.



THE ECOSYSTEM OF THE FUTURE

In Chapter 2, we visited the significant changes occurring across the healthcare and life sciences sectors of the industry. With so much change, our team of experts spent time considering what the healthcare industry will look like over the next 20 years. Though based on a strong understanding of where the market is going, this is a futurist perspective of the general organizational categories based on the logic we have been sharing.* We can expect companies to operate in 10 broad industry areas falling into three distinct, interconnected categories:

•   Infrastructure: platform, data, and insight. This is the infrastructure that forms the backbone of tomorrow’s health ecosystem, enabling it to generate the insights for connecting, decision making, and treating. Everything else will build off the platforms and data that underpin consumer-driven health.

•   Healthfulness services: well-being, prevention, and condition management. These are the most health-focused services comprised of clinicians, guides, care facilities, and health communities connected both virtually and in facility providing consumer-centric delivery of care, well-being, prevention, and condition management.

•   Care augmentation. This includes the discoverers, suppliers, financers, and regulators that support the industry to serve and deliver.

All three categories need to be fully functioning and integrated for the health and life science industry sectors to be coordinated to achieve humanized care. New business models will evolve and are required for success.

Infrastructure: Platform, Data, and Insight

Digital Healthcare Activation Platform

This new world of health will need infrastructure and platforms that serve empowered and engaged individuals in real time. As described earlier, these platform and data infrastructure builders will develop and manage a cloud-based, site-agnostic health infrastructure to link consumers and health stakeholders and set standards for platform components. A healthfulness hub’s DCAP will be the interface that connects consumers with their healthfulness team and home team, as well as local clinics, specialty providers, and centers of excellence. Interactions will be digital first and maximize virtual care before the consumer proceeds to in-facility care. These DCAPs will be interoperable and connected with aligned data sets to share seamlessly across the ecosystems.

Data Steward

Data-gathering organizations will have an economic model built around aggregating and storing individual, population, institutional, and environmental data. They will promote interoperability and ensure privacy and security. The data steward will play a pivotal role in achieving both that the data follows the person and that the individual collates all his or her data for easy access to data related to the consumer’s longitudinal health record. Feeds will go to the data steward on behalf of the individual from a multitude of optional sources and will be made available to the insights engine.

Insights Engine

Some organizations will likely have a business model based on deriving insights and defining the algorithms that power the explosion of actionable data in the future of health. These organizations will leverage data sets from individual to global. With machine learning, AI, NLP, and advanced analytics, these organizations will develop analytical tools and generate data insights that go far beyond human capabilities in care delivery.

Healthfulness Services: Well-Being, Prevention, and Condition Management

Healthfulness Hub Team

These clinicians are chosen by consumers from curated options in a network based on preferences and needs, as supported by the DCAP infrastructure. These teams support well-being and prevention, leveraging guides and technology along with monitoring acute and post-acute care in the home with exceptional fluidity in care.

Healthfulness Centers

These are in-facility centers that are able to receive varying levels of acuity within the community to provide services. The grounding focus and preponderance of well-placed centers anchor on healthfulness such as well-being, prevention, and safety and are designed to create community. There is an evolving step-up in acuity at more centralized centers. Once client needs can no longer be managed at these centralized centers, clients will move to specialty centers of excellence. Although these centers are physical, the DCAP still creates fluidity between digital and in-facility care. It promotes connectivity with the healthfulness team, including the home team. This tie to the community encourages healthy lifestyle behavior support.

Specialty Centers of Excellence

Despite advances, we still have serious disease, which means that we will still need specialty care providers and critical care and highly specialized facilities where people receive advanced care. These operators will provide essential specialty care and interventions when in-home wellness and acuity care delivered by the DCAP or local centers are insufficient.

Care Augmentation

Financier

These operators are an important part in peoples’ lives, managing the money that pays for people’s health. Unlike the health insurers of today, these organizations will create personalized financial products that individuals use to support their care. Healthfulness care—prevention, maintenance, and well-being—will be a basic, perhaps monthly cost. While rewarding those who maintain their basic healthfulness care, the financiers will offer tailored products addressing chronic conditions and catastrophic care. They will also drive reductions in care costs through collaborative, data-rich risk models and share upside self-management rewards with consumers.

Scientific Developer

As described in the scientific discovery trend in Chapter 2, these are already in a significant state of flux. However, the reach will be global, and diversity will be the norm, given the goal of democratizing health equities. Scientific centers will continue to conduct research and generate data insights to aid care, especially in personalized therapy, drug discovery, wellness coaching, and clinical decision support.

Health Product Developers

These organizations will power the consumer health ecosystem by developing and manufacturing wellness and healthcare products from drugs to devices to applications. Their economic models may shift to align with the outcomes of their solution offerings due to the value-based collaborative environment.

Distribution Intermediaries

These are the logistics providers that run the just-in-time supply chain to facilities, businesses, and homes. They facilitate device and medication procurement operations and get products to consumers.

Regulators

Government regulators will help to guide innovation while promoting consumer and public health and safety. They will set standards for healthcare needs, such as how business is transacted and how data is protected when moving fluidly through the ecosystem.

As you read through these roles, you could probably track some current organizations that will have to evolve to keep up or be left behind and some completely new business models. Who will take these roles? Are there natural transitions? Should organizations become their own competitors, cannibalize their own markets, and innovate in spite of themselves? Or is this the space for a new guard in healthcare, where startups and other new entrants will evolve?

A health plan of today, for example, might evolve to become a combination of the individual financier, platform infrastructure, data steward, and insights engine archetypes to meet the needs of its customers. A pharmacy might have its sights on combining distribution intermediary, individualized financier, healthfulness hub, and platform infrastructure builder to fulfill its growth strategy in the future. Similarly, a group purchasing organization might look to take on the roles of distribution intermediary, DCAP, and financier.

As markets evolve to humanize healthcare, incumbents have built-in advantages because of their healthcare expertise, operational efficiency at large scale, targeted consumer base, and existing partnerships with other incumbents. Yet, as in all industry disruptions of the past, incumbents must be self-disrupters. They are understandably hesitant to drive change in a marketplace that they currently dominate, but they are well positioned to lead from the front if they act quickly, given their strong foothold in the existing ecosystem. Incumbents’ decisions will determine whether outside players will partner with them in the transformation or compete and disrupt their existing business models.

New entrants are rushing into the healthcare industry, and they already have a consumer mindset primed to humanize healthcare. Moving assertively, safely, and quickly to establish market share, these new entrants understand that consumer demand will dictate success, challenging the legacy players. In particular, consumer-oriented technology companies adjacent to healthcare are sprinting forward to penetrate the health ecosystem. They have other advantages, such as their digital and technical expertise, deep pockets, access to consumers and their data, and proven analytical capabilities. These tech giants, startups, and other disruptors have little stake in the current healthcare landscape and are incentivized to drive change that wins.

To prepare for the future of humanizing healthcare, incumbents must identify a strategy that aligns with their chosen area(s). Then they can forge partnerships for execution that appeals to the newly empowered and activated health consumer.

WORKING WITH NETWORKS

This chapter started with the premise of building humanized healthcare on Mars. But now let’s consider how to achieve healthfulness hubs on Earth. Key to making this happen in the short term—rather than waiting to build on Mars over the next 20 years—will be connecting the healthfulness hubs with existing healthcare networks.

Today’s networks are run by payers and consist of curated providers with contracts varying in depth of collaboration for varying rates. The spectrum of collaboration runs from out-of-network to basic in-network providers, to preferred providers, to strategic partners, and all the way to full-risk value-based relationships sharing the premium dollar.* In the fee-for-service environment, networks have historically been payer-centric. As the relationship structure shifts and providers take on more risk in the evolving partnership, forward-looking payers looking to partner with providers may consider themselves to be provider-centric. In this well-established ecosystem, how would a healthfulness hub architected around consumers and their NSNs—and thus a truly consumer-centric network—match up?

We can’t know for sure, since the hubs don’t exist today. But let’s see what a transitional network would look like. My colleagues and I have been working with progressive payers on what we call NextGen networks of the future. Many of these payers are considering a transition to a consumer-centric network to create a more consumer-focused ecosystem, with providers collaborating for a seamless unified experience for members. For some, the goal is to create an integrated delivery network with the plan and providers that is so interrelated that the distinction becomes difficult to discern. They expect this structure to reduce the total cost of care as well as improve consumers’ impression of their health plan brand, which can then positively impact their net promoter score.†

A consumer-centric network requires radical interoperability and data capabilities to supercharge its provider network and greater ecosystem. It must simplify, automate, or remove administrative tasks to reduce friction in nonmedical activities such as claims submission and utilization management reviews.

In parallel, the plan builds trust with consumers and providers because it serves as a data steward and insights engine, collecting and curating data to develop insights into consumer needs. It shares these insights with providers to support their services, especially in going beyond sick care to address the socioeconomic drivers of health, to ensure preventive activities and testing, and to close gaps in care such as needed to optimize the management of chronic conditions. Information flows among providers and between providers, consumers, and the plan in a frictionless way. Consumers access care and their data easily and across multiple modalities. Providers are better equipped to anticipate care needs and have better insight into individual consumers to deliver excellent care.

The next step is creating networks within a network, such as within the greater provider network. This means giving consumers the ability to create hyperpersonalized, nested networks tailored to the unique needs of each individual and customizable as needs change. Initially, the consumer chooses providers across the spectrum of health to be accessed digitally, virtually, or physically. This includes comprehensive wellness (fitness classes and meal kits), preventive health (at-home screening tests and virtual wellness visits), acute health visits, and chronic care management leveraging digital therapeutics connected via the DCAP. This nested network is an individualized consumer network built from the plan’s extensive and diverse overall network. Traditional and nontraditional providers can be part of the nested network via different payment models depending on the types of services they provide. As needs change, consumers adjust—they might move from their hyperfocused local network to the larger network when a condition arises for specialty care at a center of excellence.

Another core value of a consumer-centric network is to ensure high-quality care supporting wellness regardless of where consumers live and their local provider’s capabilities. This requires digital technology enabling scalable efficient care pathways and doctor-to-doctor consults that enable generalists to provide specialized care with remote colleague support. Consumers are also offered options to travel to quality specialty care centers without significant financial and family burdens. The definition of point of care is expanded to meet consumers where they are, while providers are unencumbered by rigid reimbursement rules—enabling digital and virtual collaboration that brings expertise to consumers efficiently, even for consumers with health literacy challenges.

Care management and care coordination are important parts of supporting consumers to optimize their health. These efforts help consumers adhere to care plans, add health lifestyle changes, and get services at convenient locations at reasonable price points. Providers have traditionally been the main supporters for consumers in these activities. But with the lack of staff to manage and navigate individuals from multiple payers, the payers themselves have begun taking on these activities. While they have greater resources and technologies systems to supply this service, there is often a lag in receiving notification about the need for support—brought to the surface usually through claims rather than the point-of-service opportunity a provider has. Forward-leaning plans may want to consider “renting back” or sharing their care management and care coordination teams with providers in value-based relationships.

Once achieved, this future network would align well with a healthfulness hub DCAP. Here’s an illustration of a consumer journey through such a network.


KENDRA’S PERSONALIZED NETWORK EXPERIENCE

Kendra is a 60-year-old woman in a rural part of Louisiana. She is employed and married to Cory, who owns a small business. They have an adult daughter, Samantha, who is 25 years old and goes by her nickname, Sam. Kendra is healthy aside from high cholesterol. She practices yoga twice a week and likes to meditate to reduce stress.

Kendra is the captain of her ship—in a network without walls—and is continuously connected with her care team through a DCAP platform. The platform gives her a unified experience threading through her longitudinal health journey whether in person or virtual, shared as needed by her providers and the plan. In addition, Cory and Sam have both made Kendra their designee and Kendra is comforted by insights into her own as well as their preventative care and wellness calendars on the DCAP platform.

On her platform, Kendra sees her personalized healthcare ecosystem. The system combines her medical history, new clinical inputs, claims and financial information, and inputs from her socioeconomic drivers of health and genetics. With advanced analytics and AI, this data is actionable and generates suggestions to further empower Kendra.

When she joined the plan, Kendra chose a hyperfocused provider network to meet her needs. She worked with an interactive gamified process where she picked her healthcare ecosystem guide, her preference for a local women’s health provider, her preferred delivery and community pharmacies, and a virtual nutritionist who shared her love of dogs. Because the plan supports people as they optimize their health, she also picked a trainer and her favorite meditation instructor.

With her data and her network connected, gone are the days of gaps in care. Kendra’s care plan feeds into her life plan with nudges to ensure that she stays in front of her preventive and chronic condition care needs. The system facilitates scheduling and pops health-associated appointments into her calendar. It even automates preordering labs and radiology tests.

What Kendra most likes about her plan is that even though she lives in a rural area, she gets the same level of care as in a major city. As a combination of guide and machine, her network regularly reaches out not just about her health but also about her life. She loves the seamless experience made possible by data interoperability: her provider networks can pull insights from her data that may not necessarily be on her radar. The system cares for her life—for example, when a hurricane approaches, her care guide reaches out to her to ensure that she is prepared and safe.

Change in Care Needs

Through proactive screening, Kendra learns that she has a condition not addressable in her local area. While Kendra and Cory are happy with their local narrow network and digital providers, they decide to meet with their care guide to discuss other options. The guide suggests that Kendra go to a center of excellence where her condition can be swiftly and efficiently addressed. The guide helps Kendra to navigate the network status shift from local nested network to a center of excellence within the plan’s overall network with VBC providers. Her guide also manages the logistics of travel and other socioeconomic factors that may be barriers for Kendra and Cory. Because her health condition was found early due to screening and the swift actions taken by her guide and clinical teams, Kendra’s issue is managed quickly, thereby improving her outcome. Even with the extra cost of transportation, her condition costs the plan less overall. Everyone is more than satisfied, and they are pleased to be part of a network of caring humans supported by efficient, interoperable digital systems.



Humanized healthcare is coming, and it will make the industry sustainable while boosting satisfaction and quality. This chapter has charted a vision of fully humanized care. It’s now up to us to make sure that it happens and speed the process along.
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* Alternative names include care navigator, ambassador, Sherpa, and health concierge.

* In nonteam models, the average ratio is 2,000 patients to one primary care physician. In a team model, ratios are reportedly higher because other clinicians take on many of the physician’s duties. According to physician-to-population factors, the physician staffing organization Merritt Hawkins reports ratios of 1:3289 to 1:4444.In my practice, we were at 4,000 without a DCAP.

* These follow-ups created positive consequences when instituted at Geisinger Health System per David Feinberg, MD, MBA, who noted a decrease in litigious posturing from patients after instituting them (private communication).

* More details on product requirements can be found on www.Humanizing.Healthcare.

† Today, while there are excellent single-source tools on the market, enterprise DCAPs are not yet a product solution.

* A program of the American Board of Internal Medicine Foundation that identifies overused and unnecessary medical services; see www.choosingwisely.org.

* Aging in place is a term used when people choose to stay in their homes as they age rather than move into assisted living facilities or nursing homes.

* Acknowledgment to Neal Batra, Ralph Judah, and our team for challenging and fine-tuning my perspective on the health of the future archetypes.

* We knowingly avoided owned assets in the network section.

† Net promoter score is an index that measure the willingness of customers to recommend a company’s products and services to others and is used as a proxy to measure customer satisfaction and loyalty to brand.




6

Why Humanized Healthcare Can Prevail

HOW HUMANIZED HEALTHCARE IS DIFFERENT

Here’s a reminder of how humanizing healthcare differs from current reforms. It is:

•   Activating consumers to drive much of their basic healthcare because they are well informed through digital AI and advanced analytics supported by a guide.

•   Prioritizing a holistic approach to health equity, wellness, and prevention as a first-line combatant to chronic conditions.

•   Activating therapeutic alliances that integrate the clinical team, guide, and home team.

•   Convening all stakeholders onto a DCAP that creates a unified health experience as the central point of care, relying on intelligent systems for self-service sharing of data and insights to create fluid communication with information surfacing at the right time.

•   Using AI bots and nudges personalized for genetics, family history, personal circumstances, and drivers of health to ease access, such as automating calendaring based on preferences.

•   Connecting services with the financial side of the healthcare equation as is usual for other consumer-facing industries.

•   Restructuring the care team so that clinicians practice at the top of their licenses with near elimination of cumbersome administrative burden and consumers receive the benefit of a more humanized experience with greater touchpoints.

•   Reducing costs by aligning with the army of caregiving family, friends, and volunteers who currently supply nearly $400 billion of free support annually.

•   Integrating separate care plans into a single life plan that clients and caregivers understand, including the trade-offs.

•   Promotes self-determination and self-advocacy with support from a sophisticated data-driven software platform along with high-EQ guides and other professionals.

Put all this together holistically as in Chapter 5, we get a dramatically new healthcare system. Healthcare clients are in charge of their bodies. We make healthcare easy for them to consume, with a clinical team connected through digital technologies. The team includes a care guide or coach to advise them on accessing resources. The software platform helps clients to activate and optimize their healthfulness.

Clients do not have to be healthcare experts to manage their health. We prompt good choices with nudges and information. No longer are clients relying on doctors to tell them what to do; now they are informed enough to decide on their own. The DCAP AI and advanced analytics system and the care guide might recommend bringing in a physician as a consultative subject matter advisor.

This is the key difference between a therapeutic alliance and the patient-centered medical home (PCMH) described in Chapter 2. In the former, consumers as clients are largely responsible for understanding and coordinating their care. They partner with their guide and doctors in developing, advising, and executing on care plans. With AI and advanced analytics support, we can scale therapeutic alliances to a large population level. PCMH still leaves physicians in charge, with patients in a fairly passive state.

Before 2020, therapeutic alliances might have seemed too radical a step. But even when the COVID-19 panic subsides, we will still have many consumers who are skittish (remember the terrified consumer described in Chapter 4?) about visiting clinics. They will be receptive to systems that move them toward the center, with digital technology enabling them to get far more care without leaving their homes or offices. This very skittishness, along with clinics overburdened with lingering care needs from the coronavirus pandemic, will encourage faster adoption of therapeutic alliances via digital technology. Before the pandemic, our team expected that it would take two decades to fully achieve humanized healthcare. Now I’m hopeful that the pandemic has accelerated the acceptance of digital and virtual healthcare to speed up the change significantly.

In the future, we might not use insurance for general primary care. Just as with our homes, insurance doesn’t cover the cost of a clogged drain—that’s a basic maintenance issue. Insurance is there for a catastrophe such as a fire, a major flood, or a tree falling on the house. Instead we will keep health insurance for unforeseen events such as strokes, heart attacks, major surgery, and severe injuries.

In most of this book, I’ve described the current state of American healthcare and contrasted it with a vision of humanizing healthcare. This vision might seem to be the culmination of existing trends in the industry, but it sharply differs from current practices and reforms by making consumers the drivers of their care rather than the doctor-centric care system of today or the consumer-centricity described by many depicting an individual surrounded by clinicians who are doing things to and for the consumer akin to a losing role in a bad western movie shootout.

Skeptics might say, “Why do we need to humanize healthcare now? Yes, our current healthcare system is unsustainable, but why not just let the current improvements and reforms play out? After a few years, and building on these advances, we can then push for consumer-centric care.”

In particular, we could let the PCMH take over much of primary care. Once this is firmly established, we can go the next step and push for truly consumer-activated and consumer-driven care supported by therapeutic alliances. Wouldn’t that be better than adding one more reform idea (and a particularly ambitious one) to the many initiatives already underway, especially in an industry as conservative and cautious as healthcare?

I like the concept of the PCMH, which was originally developed to treat chronic illness. The PCMH provides a home base or resource for a care team and a patient to manage compliance to a care plan. The concept has achieved statistically better outcomes and shown that patients do not have to be healthcare experts to get involved in their health—they can succeed with nudges and concise information. PCHM, as a program, does not engage a patient in staying healthy but teaches him or her how to prevent deterioration of a chronic condition. It is now being applied to primary care, but again with little concern for maintaining wellness and self-driven consumerism.

So why not let the PCMH spread through healthcare and lay the foundations for humanized healthcare in the future? Because the window for transforming healthcare won’t be open for long. Payer and health systems are making major investments in technology, partnerships, and organizational structures. They need input from consumers in order to provide truly consumer-centered care. This is why Chapter 4 emphasized activated consumers fully managing their health and drawing on their clinical team for advice and support, as occurs in other consumer service industries. To truly realize the benefit of decades of regulation and technology innovation, we have to start encouraging consumers now to take responsibility for their own health.

Also, in our COVID-scarred world, clinical teams have had to shift dramatically. With the great influx of patients, clinicians have had to move to the top of their licenses and into higher-acuity care in an attempt to cover the demand-to-supply gap. This shift sets up a jump point to continue the transformation of the clinical team structure as it moves into therapeutic alliances among clients, care guides, and clinicians.

TECHNOLOGY WON’T SAVE US

As discussed previously, healthcare is in crisis mainly because of rising costs, lack of information sharing, and an expanding gap between supply and demand. Americans are getting older, and they’re more likely to have complex or chronic conditions such as diabetes, heart disease, and lung problems. Treatments are improving, but at ever-higher prices. Meanwhile, the ability to supply needed care is not keeping up. Based on the current care model, physician demand continues to grow faster than supply. A shortage of 124,000 physicians is projected by by 2025, with primary care accounting for the largest share at 37 percent.1 This shortage of physicians and other highly skilled professionals has been made worse by rising burnout, which has only worsened with the COVID-19 pandemic.

Technoevangelists say they have the answer: thanks to advances in robotics, remote monitoring, data analytics, and AI, we’ll replace many functions currently handled by human caregivers with machines. We’ll have robots taking on the basic analytical and physical work, relieving clinicians to focus on the care of clients and the art of medicine. Future versions of smart watches will sense when glucose levels or heart rates go awry. With estimates that the doubling time of medical knowledge will be just 73 days compared with 50 years in 1950,2 bots will scan medical literature and, with the help of cloud-based data engines, electronic health records, and remotely delivered vital signs, create differential diagnoses and treatment plans to provide to physicians and clinical teams. Many of these advances may first appear in India or China due to the strong tech industries there, weak privacy rules, dense populations, and significantly worse shortages of physicians than in America. However once the approach is perfected, this digital healthcare will come to the United States and give us better, cheaper, and fully sustainable healthcare.

This is an exciting vision and one that might even humanize healthcare along the way. After all, a leading book on the subject, by Dr. Eric Topol, is entitled, Deep Medicine: How Artificial Intelligence Can Make Healthcare Human Again.3 But Topol’s book has a more cautious argument. He cites recent studies suggesting that AI is actually not as effective as its hype suggests. Digital medicine is good at pattern recognition, which is indeed a crucial part of medicine. But it does poorly at the nonquantitative judgment that doctors and other clinicians often apply to disease situations. Topol expects AI and other technologies not to replace doctors but to complement their work by freeing them from basic pattern recognition and other rote work. Without the burden of the rote work, doctors and other medical professionals can spend more time actually talking with, listening to, and learning from patients.

This means that digital technology will surely improve the quality of care and potentially reduce burnout. But it won’t end the squeeze of supply and demand. We’ll still need a lot of labor.

THE REAL CHOICE

Much of the vision I’ve laid out in this book is, I believe, inevitable. The healthcare ecosystem of the future will look different from what we see today, with new business models within the three distinct categories expressed in Chapter 5 of infrastructure, healthfulness services, and care augmentation. Doctors will become a specialized service, applied only as needed for consultation for complex care and procedures. Repetitive and administrative tasks will be driven by bots. Less costly professionals, along with AI-enhanced tools, bots, and advanced analytics, will exist on digital health platforms and will handle routine care pathways through virtual health by empowering consumers to drive their own healthcare choices. Physician-centric healthcare will become a remote memory.

However, these advances will add efficiency, but they won’t make healthcare sustainable. The resource squeeze upon us is just too great. Without significant change in the role of consumers to cope with the mismatch of supply and demand, governments, employers, and other payers will continue to introduce cost controls that could amount to a level of rationing, further dehumanizing healthcare.

This is one possibility. But if we mobilize now and transform to humanizing healthcare as our collective North Star, we can solve the cost crisis a better way. We can move forward with truly consumer-activated and consumer-driven care that leverages therapeutic alliances. Remember from Chapter 3 that the foundation of humanizing healthcare is the creation of therapeutic alliances, a bond between the clinical team and the healthcare consumer—the individual and his or her NSN of family, friends, and volunteers—based on a mutual sense of caring, core goal of health optimization, and trust. It is a relationship that is developed and longitudinally nurtured. This ideal is possible—it happens regularly between clinicians and patients, and it happened in my healthcare organization because it was the fabric of our culture. However, in order to scale therapeutic alliances, we must leverage the DCAPs.

Therapeutic alliances have three key features to reduce costs that are lacking in the current future trajectory. Both futures have software platforms. But the humanized future uses all the marvels of technology, with a guide and a reengineered care team to enable people to “own” their healthcare and invite their NSN to support them via their activation platform.

With these features, people will feel fully empowered to own their own care, and as they choose to include their NSN, they will be supported and positively influenced by their family and friends who now have a better understanding of their health and wellness situation. Families and friends can better influence individuals than can clinicians. For example, despite being a teacher of biology and nutrition, my client-patient, Judy, was struggling with her weight and became alarmed when she began to have findings consistent with metabolic disorder—high blood sugar and lipid levels, increasing weight, and elevated blood pressure. Because of the diagnosis, her husband, Sam, accompanied her on the next visit. We discussed their family eating habits, which included delicious high-carbohydrate foods and dessert with every dinner. On learning the impact on his beloved wife of 28 years, Sam committed immediately to changing his requests and agreed to join her nutritionist visits and engage in healthful eating. When I next saw them, Joan had safely lost 15 pounds and Sam said that he felt better due to their new diet. He did in one office visit what was taking me years to convey because of his commitment to Judy and a long life together that was more important than daily dessert. This is just one story on how much more invested people are in their wellness, preventive care, and adhering better to treatment plans when their loved ones and friends are involved to remind them why its important to stay healthy.

Remember the free army of natural caregivers introduced in Chapter 3? People want to help each other on their medical journeys from regular healthfulness through supporting each other on acute and chronic health issues. The ever present army of family, friends, and volunteers are influencers toward better health. Obviously they don’t have medical training, so they can’t replace doctors and nurses, but with the right communication medium, tools, and just-in-time information and education, lay people can take on much of the care activities. Consider the example I shared of my son Nikolas in which we provided hospital at home for his acute needs and because his care was documented and available to them on the Fuse DCAP, family and friends were able to relieve me accessing needed information such as medication and treatment schedules through the application on their phones. Because of this capability, they could confidentally fill in for me. We are seeing this with families now as we help our clients implement new hospital-at-home programs. Loved ones often prefer to care for their family members at home as long as they are supported, have the information they need, and have clinicians available even remotely to see the patient virtually and answer questions. The remote monitoring makes everyone feel comforted. After all, a big reason people stay in hospitals is not that they always need highly specialized care but that they need ongoing attention in case anything goes wrong. With these volunteers, coupled with continuous monitoring, advanced analytics, and AI, people can safely stay home and avoid long, expensive hospital stays where there is increased chance for infection, wrong medications, and other errors inherent in large instituations. Most people are willing to help acquaintances in need, and this underused leveraged resource will be essential for making healthcare sustainable in a good way—plus it’s already happening, but without the safety, access, information sharing, and confidence of a DCAP.

With a person’s NSN having better insights, team members will be able to more meaningfully influence their loved one. For every percentage of people who take better care of themselves, we’ll reduce the incidence and cost of chronic disease substantially. Technology by itself won’t help people as much as simply eating a healthier diet, reducing stress, and exercising. By getting people invested in their own health, we’ll prevent the illnesses that threaten to bankrupt the industry or lead to rationing.

We’ll also preserve the human-to-human healing touch, which is extremely powerful. Clinicians are physically touching their patients less and less, mostly because of time pressures. In moving from doctor-centered care, I am not suggesting that we give up on the healing touch and rely on digital machines and cloud-based protocols. Just the opposite: I want to increase the healing touch, and the only realistic way for this to happen is to include our NSNs as part of the team based on therapeutic alliances supported by the DCAP.

In the case of my son Nikolas, his digital platform freed him from the cage of his hospital room, subjected to busy staff who didn’t have time to touch him—or when they did so, they were generally rushing to obtain vital signs, pushing a thermometer into his mouth, and squeezing his aching arm with a blood pressure cuff. We took him home, where his NSN and neighbors could conveniently visit and see him for the young teenager he was rather than an insolent patient. So digital technology actually increased the healing touch for Nikolas.

Three years later, with more robust platforms, the ability to build command centers for remote care, and a COVID-19-exposed cohort of terrified healthcare consumers, we can go further. Technology can humanize healthcare by reconnecting the clinical team with the home team.

EMPOWERING CONSUMERS

Separate from the current economic pressures, we can expect market forces to promote therapeutic alliances. Most consumers are starting to expect being in charge of their retail relationships. In everything from smartphones to clothing, they’re using digital platforms to create customized offerings. For goods and services they can’t customize, they’re comparison shopping and extracting better deals. Meanwhile, healthcare is stuck in a twentieth-century model of dictating to trapped consumers in their most vulnerable state. Historically, providers have been able to offer care with little regard to the convenience and preferences of their customers. That time is ending.

People are already starting to demand consumer-centered care. If an established provider won’t accommodate their concerns, they’re likely to try out offerings from disruptors that do meet their expectations. The quality of care from CVS, Walmart, and telemedicine offerings may not need to match the credentials of a major academic health system. It just needs to reach a basic level—a “good enough” point—because it offers the personal control of getting convenient care when and where needed.

Once these disruptors offer a satisfactory product, many long-time customers of the major health systems will switch over. The systems will have to develop similarly convenient and empowering models or they’ll lose much of their business. Retail healthcare will hasten the marketplace shift toward humanizing healthcare.

We’ve already seen this process play out with local hardware stores losing out to The Home Depot and Lowe’s, mom-and-pop corner stores to regional chains, and shopping malls to Amazon—all with greater access and better costs. Do we need any more evidence that change is afoot? Just look at the significant amount of capital flowing in to fuel healthcare disruptors, especially those combining clinical services with technology.

IT’S GOOD TO BE HUMAN

Finally, we’ll eventually achieve humanized healthcare simply because it’s the best way to care for people. The trend of most areas of modern life is to elevate and empower individuals, from democracy and education to civil and human rights. Therapeutic alliances will continue this trend in healthcare.

We do have to be cautious in employing AI and other digital technologies. Electronic medical records, by bringing screens into the exam room, have deeply tainted the way clinicians and consumers feel about technology. As we’ve learned from other industries, technology is not a panacea; we have to put in the effort to change the hearts and minds of consumers, payers, providers, and regulators to achieve the benefits we need. We need to transform how we educate and employ clinicians focusing on EQ rather than just IQ, pull digital through both the in-facility and virtual spheres of care, and radically change our approach to how we finance healthcare.

As we reawaken and begin to navigate our post-COVID-19 world, we have to treat the gains in digital health not as permanent but as the building blocks to an accelerated journey to a full and balanced healthcare system. Humanized healthcare may not be inevitable—we could instead enter a vicious circle of rationing because of supply and demand inequities, as described in several dystopias. So we need to dare to be human and do the long work of transformation under the North Star of humanizing healthcare.
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The Vernacular of Humanizing Healthcare

My friends and family are frequently entertained by summerisms. Summerisms are words, phrases, and sayings that I have either made up or reengineered to explain my perspective, usually with an extra dose of passion and scoop of love. You probably have someone like this in your life. In this book, we have gone through a number of new concepts, including several summerisms. In this wrap-up chapter, I wanted to summarize the summerisms.

• • • • •

Healthfulness is a comprehensive approach to an individual’s life that optimizes health, whether or not one is impacted by chronic or complex conditions. I define the term healthfulness as a personal state of well-being due to health in the 5 Human Equities of life, including the individual’s physical body; emotional-psychological brain; interpersonal relationships and spiritual connectedness; socioeconomics; exploration, understanding, and alignment of purpose; and active achievement of personal success metrics.*

To me, healthfulness indicates flow (rather than balance) in one’s life. I created a program called MultiDimensional Success in which people go through exercises to create their personal strategic life plan (SLP). The feedback from scores of individuals indicates that when they activate this SLP, they feel that they are making an impact and are achieving success due to alignment of purpose in their professional and personal lives while maintaining their mental and physical health. I love hearing about these transformations! Recall in Chapter 5 when I introduced the concept that we haven’t even scratched the surface on what we can offer people in healthcare in the “A Cooperative Approach” subsection, I introduced the MultiDimensional Success program among other examples.

Because of my work as a business consultant, I created a healthfulness definition that can be applied to organizations to support leaders as they reimagine their cultural impact for humanizing healthcare that demonstrates values and behaviors aligned with their vision and mission, which results in key business success factors such as employee engagement and high customer loyalty leading to sustainability and profitability. This term can be further refined to meet business needs.

Next, we defined the human actors and then the teams in this world of humanizing healthcare. In Chapter 2, I shared the shifting view of individuals moving from patients to consumers and then to include the title customers when considering purchase decisions. I coined the term natural support network (NSN) to refer to an individual’s natural network of family, friends, and volunteers. A core premise of the book is that the NSN represents a free army of healthcare volunteers with estimates of more than $400 billion of services, costs, and deferred salaries to care for loved ones.

In this book, I’ve suggested that we expand the definition of healthcare consumer beyond a single individual to include his or her NSN. The reason for this expansion is that for many people, health is a shared state that impacts families. When it goes awry, other human actors such as friends, neighbors, and volunteers lean in to act as important supports. This is such an important consideration as the healthcare–life sciences sector considers interactions such as outreach, marketing, and growth of pipeline; care plan success and support that impacts outcomes; and addressing health inequities and barriers to health. The NSN also becomes an essential funnel of potential customers who are already informed and experienced with the organization’s brand experience through their interaction via their loved one.

Together the healthcare consumer and his or her NSN become the home team. I also use the term designee as an umbrella term for those invited to participate in an individual’s digital healthcare ecosystem. This descriptor could also include healthcare proxy, agent, or power of attorney to help make decisions for those times when an individual needs someone else to act on his or her behalf. This might occur via a more general access, such might occur by giving your NSN various levels of access on a DCAP to share personal health information, and it might occur between spouses or by the chief medical officer of a family who is a sandwich generation individual looking out for the health needs of aging parents and minor children.

Though touched on in Chapter 3, we leaned on a coordinated team to support individual consumers in Chapter 5. From the business side, the key human actor interacting with the individual consumer takes on the job of guiding the client throughout the health ecosystem, which includes a Sherpa-like partnership of coordination to address needs that touch clinical, financial, socioeconomic, and other supports. The healthfulness guide is a new type of professional trained to navigate the healthcare system on behalf of consumers addressing a variety of issues including socioeconomic barriers to health. The guide is not a clinician or an expert in any of these domains but thrives on helping people to solve problems that get in the way of optimizing healthfulness. The guide is tenacious to get to a disposition on behalf and in partnership with the healthcare consumer. The guide may interact with the individual consumer and in many instances a representative of his or her NSN.

Clinical providers include doctors, nurses, specialists, therapists (physical, occupational, massage, and respiratory), care managers, and care coordinator and health aides. In Chapter 5, we refer to clinicians together as the clinical team. When we bring all this together—the home team, the guide, and the clinical team—we get what I refer to as the healthfulness team. The healthfulness team is the human cornerstone for the healthfulness hub.

With the vernacular of the organizational team outlined, we are able to highlight the foundation of humanizing healthcare, which is the creation of therapeutic alliances. A therapeutic alliance is a bond among the healthfulness team based on a mutual sense of caring, a core goal toward health optimization, and trust. It is a relationship that is developed and longitudinally nurtured. Among many positive benefits to therapeutic alliances, I shared research pieces that showed how injecting compassion and empathy into the science of medicine creates better outcomes, decreases costs, and humanizes the experience for everyone—consumers and their NSNs and, just as important, clinicians.

Lastly, a care plan is a well-known concept used in healthcare and social services. For healthcare, it usually includes an individual’s diagnoses, goals of treatment, and specific actions such as needed observations and treatment. In the ambulatory setting outside of facilities, there have historically been challenges communicating care plans with all stakeholders, especially the individual and his or her NSN. This problem is amplified when plans shift, requiring fluidity in the plan as updates and changes in treatment and activities need to occur. A life plan is a new concept. For example, using the MultiDimensional Success program, individuals create their strategic life plan. To that we add content from various care plans from sources such as different healthcare specialists and infuse it into their life plan to create a single plan. This is a great way to align someone’s health plan and focus with his or her life goals and objectives.

Summerisms summarized! Hope that this helps, and I look forward to connecting, debating, solving, and celebrating at www.Humanizing.Healthcare as together we humanize healthcare!

[image: Image]

* The 5 Human Equities were introduced in Chapter 2 in the section “Holistic and Inclusive Trend.”




Notes

PREFACE

1. More than 65 million people, 29 percent of the US population, provide care for a chronically ill, disabled, or aged family member or friend during any given year and spend an average of 20 hours per week providing care for their loved ones to the tune of +$375 billion annually.

CHAPTER 2

1. http://drsummerknight.com/assets/healthcarearticlecomplete.pdf.

2. Organisation for Economic Co-operation and Development (OECD) data, 2015.

3. www.forbes.com/sites/realspin/2015/07/29/for-the-first-time-government-programs-make-up-the-majority-of-u-s-health-spending/#21e3dc15137f.

4. www.nytimes.com/2020/11/10/us/supreme-court-obamacare-aca.html.

5. www.ihi.org/Engage/Initiatives/TripleAim/pages/default.aspx.

6. www.cdc.gov/ehrmeaningfuluse/introduction.html#:~:text=Meaningfulpercent20Usepercent20waspercent20definedpercent20by,improvepercent20thepercent20qualitypercent20ofpercent20care.

7. https://patientengagementhit.com/news/more-face-to-face-interaction-is-key-to-patient-engagement.

8. www.kff.org/medicare/fact-sheet/what-is-cmmi-and-11-other-faqs-about-the-cms-innovation-center/.

9. 2019 Deloitte Healthcare Consumer Survey.

10. The Institute for Healthcare Consumerism: www.theihcc.com/en/communities/health_care_consumerism/the-consumerization-of-healthcare-what-patient-exp_h333dkhj.html.

11. https://newsnetwork.mayoclinic.org/discussion/mayo-clinic-selects-google-as-strategic-partner-for-health-care-innovation-cloud-computing/.

12. www.hhs.gov/about/news/2020/07/28/hhs-issues-new-report-highlighting-dramatic-trends-in-medicare-beneficiary-telehealth-utilization-amid-covid-19.html.

13. www.villagemd.com/press-releases/walgreens-and-villagemd-to-open-500-to-700-full-service-doctor-offices-within-next-five-years-in-a-major-industry-first-0.

14. https://corporate.walmart.com/newsroom/2020/09/17/one-year-in-walmart-health-is-delivering-affordable-healthcare-and-expanding.

15. www.modernhealthcare.com/payment/value-based-health-insurer-contracts-growing-number-not-risk-adoption.

16. ww.pewresearch.org/internet/fact-sheet/social-media/.

17. www.aarp.org/research/topics/technology/info-2019/2020-technology-trends-older-americans.html#:~:text=Today%2C%20smartphone%20adoption%20is%2086,smartphones%20on%20a%20daily%20basis.

18. B. Joseph Pine II and James H. Gilmore, The Experience Economy (Boston: Harvard Business Review Press, 2020).

19. Institute for HealthCare Consumerism: www.theihcc.com/en/communities/health_care_consumerism/the-consumerization-of-healthcare-what-patient-exp_h333dkhj.html.

20. www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/.

21. https://www2.deloitte.com/us/en/insights/industry/health-care/consumer-health-trends.html.

22. https://partners.healthgrades.com/blog/the-millennial-effect-a-generation-changing-healthcare-technology.

23. www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/downloads/highlights.pdf.

24. www.hcup-us.ahrq.gov/reports/statbriefs/sb248-Hospital-Readmissions-2010-2016.jsp.

25. www.healthcaredive.com/news/physician-telehealth-use-up-340-since-2015-survey-finds/552890/.

26. www.cnbc.com/2020/04/03/telehealth-visits-could-top-1-billion-in-2020-amid-the-coronavirus-crisis.html.

27. https://medcitynews.com/2019/12/report-finds-only-10-states-provide-true-telehealth-payment-parity/.

28. https://chironhealth.com/telemedicine/reimbursement/private-payer/#:~:text=Currently%2C%2037%20states%20have%20telehealth,proposed%20or%20pending%20parity%20laws.

29. https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet; and https://www.cms.gov/newsroom/press-releases/cms-announces-comprehensive-strategy-enhance-hospital-capacity-amid-covid-19-surge.

30. http://journals.rcni.com/doi/pdfplus/10.7748/phc2008.09.18.7.20.c6699.

31. Christine Kern, “Telemonitoring Provides 3 to 1 ROI,” Health IT Outcomes, October 14, 2014.

32. www.medicaleconomics.com/view/retail-clinic-boom.

33. https://www.beckershospitalreview.com/hospital-transactions-and-valuation/asc-ownership-trends-in-2017-more-complex-joint-venture-deals.html

34. www.improvingpopulationhealth.org/blog/what-is-population-health.html.

35. https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2749761.

36. https://nudgeunit.upenn.edu/about.

37. https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0239288.

38. https://www2.deloitte.com/us/en/insights/industry/health-care/health-behavior-change-technology.

39. www.nimh.nih.gov/health/topics/integrated-care/index.shtml.

40. https://pubmed.ncbi.nlm.nih.gov/20668659/.

41. M. Whitehead, “The Concepts and Principles of Equity and Health.” Int J Health Serv. 1992; 22:429–45.

42. Paula Braveman, MD, MPH, “What Are Health Disparities and Health Equity? We Need to Be Clear,” Public Health Rep. 2014 Jan–Feb; 129(Suppl 2): 5–8. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863701/.

43. Raj Chetty, “The Association Between Income and Life Expectancy in the United States,” Journal of the American Medical Association 2016;315(16):1750-1766. https://jamanetwork.com/journals/jama/article-abstract/2513561.

44. “Physicians Foundation 2018 Survey of America’s Physicians”; available at https://physiciansfoundation.org/wp-content/uploads/2018/09/physicians-survey-results-final-2018.pdf.

45. https://www.enterprisecommunity.org/news-and-events/news-releases/2019-04_renters-report-housing-costs-significantly-impact-their-health-care.

46. www.genome.gov/about-genomics/fact-sheets/Sequencing-Human-Genome-cost#:~:text=The%20estimated%20cost%20for%20generating,provided%20roughly%2050%2D60%25.

47. www.23andme.com/dna-health-ancestry?nav2=true.

48. From the Deloitte 2020 Global Life Sciences Outlook, a report available at: https://www2.deloitte.com/global/en/pages/life-sciences-and-healthcare/articles/global-life-sciences-sector-outlook.html.

49. Joseph M. Unger et al., “Systematic Review and Meta-Analysis of the Magnitude of Structural, Clinical, and Physician and Patient Barriers to Cancer Clinical Trial Participation,” Journal of the National Cancer Institute 2019; 111(3):245–255.

50. https://www.modernhealthcare.com/article/20170925/NEWS/170929926/trust-in-health-insurers-sinks-to-an-all-time-low.

51. www.rand.org/content/dam/rand/pubs/research_reports/RR200/RR254/RAND_RR254.pdf.

CHAPTER 3

1. T. D. Shanafelt, O. Hasan, L. N. Dyrbye, et al., “Changes in burnout and satisfaction with work-life balance in physicians and the general us working population between 2011 and 2014,” Mayo Clinic Proceedings 2015; 90:600–1613. doi: 10.1016/j.mayocp.2015.08.023.

2. NPR News; available at www.wrvo.org/post/ten-percent-all-healthcare-spending-us-goes-toward-end-life-care#stream/0.

3. “Physicians Foundation 2018 Survey of America’s Physicians”; available at https://physiciansfoundation.org/wp-content/uploads/2018/09/physicians-survey-results-final-2018.pdf.

4. https://www.washingtonpost.com/lifestyle/2020/10/06/doctor-suicide-coronavirus-covid/.

5. www.healthcareitnews.com/news/humanizing-patient-experience-increasing-demand-cxos.

6. Dr. Robin Youngson, “Hearts in Healthcare,” presentation: https://www.racp.edu.au/docs/default-source/about/special-interest-groups/why-is-compassion-and-caring-important-whats-the-evidence-robin-youngson.pdf?sfvrsn=a45341a_2.

7. K. J. Kemper and H. A. Shaltout HA, “Non-Verbal Communication of Compassion: Measuring Psychophysiologic Effects,” BMC Complementary and Alternative Medicine 2011; 11:132; and L. Pereira, M. Figueiredo-Braga, and I. P. Carvalho, “Preoperative Anxiety in Ambulatory Surgery: The Impact of an Empathic Patient-Centered Approach on Psychological and Clinical Outcomes,” Patient Education and Counseling 2016; 99(5):733–738.

8. K. B. Zolnierek and M. R. Dimatteo, “Physician Communication and Patient Adherence to Treatment: A Meta-Analysis,” Medical Care 2009; 47(8):826–834.

9. D. A. Redelmeier, J. P. Molin, and R. J. Tibshirani, “A Randomised Trial of Compassionate Care for The Homeless in an Emergency Department,” Lancet 1995; 345(8958):1131–1134.

10. S. Del Canale, D. Z. Louis, V. Maio, et al., “The Relationship Between Physician Empathy and Disease Complications: An Empirical Study of Primary Care Physicians and Their Diabetic Patients in Parma, Italy,” Academic Medicine: Journal of the Association of American Medical Colleges 2012; 87(9):1243–1249.

11. D. Rakel, B. Barrett, Z. Zhang, et al., “Perception of Empathy in the Therapeutic Encounter: Effects on the Common Cold,” Patient Education and Counseling 2011; 85(3):390–397.

12. L. D. Egbert, G. E. Battit, C. E. Welch, and M. K. Bartlett, “Reduction of Postoperative Pain by Encouragement and Instruction of Patients: A Study of Doctor-Patient Rapport,” New England Journal of Medicine 1964; 270:825–827.

13. C. M. Dahlin, J. M. Kelley, V. A. Jackson, and J. S. Temel, “Early Palliative Care for Lung Cancer: Improving Quality of Life and Increasing Survival,” International Journal of Palliative Nursing 2010; 16(9):420–423.

14. J. M. Kelley, G. Kraft-Todd, L. Schapira, et al., “The Influence of the Patient-Clinician Relationship on Healthcare Outcomes: A Systematic Review and Meta-Analysis of Randomized, Controlled Trials,” PLoS One 2014; 9(4):e94207.

15. S. Steinhausen, O. Ommen, S. Thum, et al., “Physician Empathy and Subjective Evaluation of Medical Treatment Outcome in Trauma Surgery Patients,” Patient Education and Counseling 2014; 95(1):53–60.

16. K. D. Bertakis and R. Azari, “Patient-Centered Care Is Associated with Decreased Health Care Utilization,” Journal of the American Board of Family Medicine 2011; 24(3):229–239.

17. www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/PDF%20F/PDF%20FamilyInvolvement_Final.pdf.

18. Social Work Today, “Social Factors May Affect Hospital Readmissions.” May 12, 2014.

19. Health Research and Educational Trust, “Hospital Approaches to Interrupt the Cycle of Violence,” March 2015.

20. https://revcycleintelligence.com/features/what-is-value-based-care-what-it-means-for-providers.

21. www.ihi.org/Engage/Initiatives/TripleAim/pages/default.aspx.

CHAPTER 4

1. PAM-13 was developed by Hibbard et al. from the 22-item version. “Judith Hibbard et al., “Development and Testing of a Short Form of the Patient Activation Measure,” Health Services Research, Dec. 2005. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1361231/.

2. Altarum Institute, “Survey of Consumer Healthcare Opinions,” Ann Arbor, MI, 2014.

3. www2.deloitte.com/us/en/insights/industry/health-care/consumer-health-trends.html.

4. www.mgma.com/data/data-stories/are-portals-a-means-to-patient-activation.

5. www.ama-assn.org/practice-management/digital/most-your-patients-still-aren-t-using-portal-here-s-why.

6. www.medscape.com/viewarticle/581577_2.

7. Institute for Healthcare Improvement, “Delivering Great Care: Engaging Patients and Families as Partners,” 2012. http://www.ihi.org/resources/Pages/ImprovementStories/DeliveringGreatCareEngagingPatientsandFamiliesasPartners.aspx.

8. Institute for Healthcare Improvement, “Improvement Stories 2017,” Cambridge, MA; available at www.ihi.org/resources/Pages/ImprovementStories.

CHAPTER 5

1. Thomas Bodenheimer, Amireh Ghorob, Rachel Willard-Grace, and Kevin Grumbach, “The 10 Building Blocks of High-Performing Primary Care,” Annals of Family Medicine 2014;12(2):166-71. doi: 10.1370/afm.1616.

2. www.acpjournals.org/doi/10.7326/M16-0961.

3. www.healthaffairs.org/do/10.1377/hblog20180530.245587/full/.

4. https://www.modernhealthcare.com/article/20171212/NEWS/171219966/consultants-warn-change-or-get-out-of-the-way-next-year.

5. https://nccih.nih.gov/research/statistics/costs.

CHAPTER 6

1. www.innovationlabs.com/pa_future/1/background_docs/AAMC%20Complexities%20of%20physician%20demand,%202008.pdf.

2. www.ncbi.nlm.nih.gov/pmc/articles/PMC3116346/.

3. Eric Topol, Deep Medicine: How Artificial Intelligence Can Make Healthcare Human Again (New York: Basic Books, 2019).




INDEX

ACA (Patient Protection and Affordable Care Act), 44–45

Activated consumers, 155, 161–163

Activating consumers, 70, 94, 147–175

by activating natural support network, 167–170

with humanized healthcare, 231

with multidimensional solutions, 170–172

through engagement, 151–163 (See also Engaging consumers)

and today’s types of consumers, 154–158

by transforming the relationship, 163–167

Archetypes, 155–156 (See also Shifting sector models and archetypes trend)

Batra, Neal, 91

Bills for services, 108–109

Business models, 39–40, 48, 56, 166, 237 (See also individual models)

Care delivery transformation, 163–167

Care delivery trend, 55, 71–77, 95

clinical focus in, 74–76

decentralized care sites in, 72

population and individual interactions in, 72–74

transformed to activate consumers, 163–167

Care models, 39–40, 71, 148

Care plans, 135–136, 169, 190, 208, 249

Caregivers, 110–111, 239–240

Center for Medicare and Medicaid Innovation (CMMI), 47

Change management, 139–140

Clients (see Consumers of healthcare)

Clinical focus, shift in, 74–76

Clinical team, 191, 248

during COVID-19 pandemic, 235

dehumanizing effects on, 114

in empowering consumers, 170

in future vision, 186, 191, 194–196

Clinical team (continued):

on healthfulness team, 191, 194–196

in humanized healthcare, 232

new tools for, 132

in therapeutic alliance, 127–131

Clinical trials, 88–89

Clinicians, 38, 106–107

dehumanizing effects on, 114–115

in future vision, 193–194

healing touch from, 240–241

in therapeutic alliance, 127–131

CMMI (Center for Medicare and Medicaid Innovation), 47

Collaboration, 163–167

Compassion, 120–122, 138

Connected health, 178, 180, 181 (See also Connectivity)

Connected patient, 67–68

Connectivity:

for collaboration, 165–166

with consumerization, 64–65

for cost effectiveness, 68–69

DCAP activation platform for, 197–200

from episodic interactions, 159–161

in humanized healthcare, 232

new partnerships sought for, 40–41

Consumerism, 2, 35, 40, 49, 65

Consumerism driver, 35, 41, 49–51

Consumerization of healthcare trend, 55, 61–70

activated consumers in, 69–70

developments in, 65–67

expectations for, 61–62

focus in, 35

positive connection in, 64–65

technology in, 67–69

and therapeutic alliance, 130

Consumers of healthcare, 39

activating (see Activating consumers)

change in role of, 238

commitment by, 144

in current system, 108

dehumanization of, 111–116

empowering (see Empowering consumers)

engaging (see Engaging consumers)

in future networks, 224–229

as group of people, 19–20

on healthfulness team, 191

in humanized healthcare, 232–233

including natural support network in, 247

outcomes meaningful to, 164

responsibilities of, 103–106, 172, 174–175, 190–191

in therapeutic alliance, 127–131

today’s types of, 154–158

Conway, Jim, 169

Coordination of care, 110

Costs of healthcare, 42, 43, 46, 68

and DCAP use, 200–202

in the future, 91–92

and health equity, 85–86

in humanized healthcare, 232

responsibilities for, 60, 62–63

and therapeutic alliances, 238–239

Coverage reform, 44–46

COVID-19 driver, 41, 42, 53–54

for care delivery, 72

and shifting sector models/archetypes trend, 90, 91

for virtual care, 67–68

COVID-19 pandemic, 8, 76

clinical teams in, 235

and doctor burnout, 107, 236

and drivers of industries and safety systems, 40

as force for change, 41

home care during, 168, 182

physician suicide during, 115

terrified consumers during, 156, 233, 241

virtual care during, 173, 174

Cultural shift, 116–118, 131–138

Current state of healthcare, 33–99

impact of COVID-19 pandemic on, 40, 41

main stakeholder groups in, 34–35, 38–39

and new approach to care, 96–99

new technologies and care models for, 39–40

7 Transforming Healthcare Trends in, 33–34, 54–94

3 + 1 Key Drivers in, 33, 39–54

transforming trends in future humanizing healthcare, 94–96

as unsustainable, 39

vignettes of status quo in, 36–38

Customers, 39, 61 (See also Consumers of healthcare)

CVSAetna, 54

Data:

connecting human story and, 134

giving individuals control over, 134–135

ownership of, 203

sources of, 204

Data lakes, 186

Data management, 41

and COVID-19 pandemic, 54

in future vision, 185

and system intelligence trend, 77–81

Data steward, 219

DCAP activation platform, 197–202

in future vision, 183–185, 195, 218–219, 233

guide’s leveraging of, 192–193

for healthfulness hubs, 187–188, 190

outcomes from, 200–202

Decentralized care, 72, 167

Deep Medicine (Topol), 236–237

Defeated consumers, 156

Dehumanization, 111–116

Deloitte Consulting, 8, 31, 104–105

Designee (term), 247

Digital health, 7, 111, 140, 178–181

Distribution intermediaries, 221

Doctors, 115, 236 (See also Clinical team; Clinicians)

“DSK Fundamentals of Health,” 105–106

EBM (evidence-based medicine), 179, 193

El Camino Hospital, 115–116

Electronic health records (EHRs), 47, 143, 160, 203–205, 243 (See also Personal health record)

Emotional-psychological equity, 84, 125–126, 148, 188

Emotions, addressing, 119

Empathy, 120–122, 138

Empowering consumers, 48–49, 119–120, 241–242

health consequences of, 81, 136

in healthfulness hubs, 190–191, 196

with multidimensional solutions, 170–172

platforms/technology for, 74, 81

with their own data, 134, 151

in therapeutic alliance, 130

for transformative change, 168

(See also Activating consumers)

End-of-life care, 107, 136–137

Engaged consumers, 155

Engaging consumers, 122–124, 151–163

with continuous connectivity, 159–161

during COVID-19 pandemic, 53–54

new partnerships sought for, 40–41

nudging in, 78

platforms for, 74

in provider-centric model, 148

and technology driver, 51, 52

and types of today’s consumers, 154–158

Equities (see 5 Human Equities)

Evidence-based medicine (EBM), 179, 193

The Experience Economy (Pine and Gilmore), 64

Experience tracks, in healthfulness hubs, 205–206

Fee-for-service (FFS), 45, 48, 56–59, 75, 120–121

Financial health, 125–126

Financing reform, 47–49

5 Human Equities, 82–85, 125–126, 148, 188, 245–246

Flow of life, 125–126, 246

Fluidity of care delivery, 171

Funding allocation, 143

Fuse, 23–28

Future healthcare ecosystem, 217–223, 237–241

care augmentation in, 218, 220–223

consumer empowerment in, 241–242

healthfulness hubs in, 177–178

healthfulness services in, 218–220

humanizing healthcare in, 183–186, 242–243 (See also Humanizing healthcare)

infrastructure for, 217–219

7 Transforming Healthcare Trends in, 94–96

Geisinger Health Plan, 69

Google, 53

Government, future role of, 93, 222–223

Government programs, 57

Green, Abby, 122

Guides, 185, 186, 191–196, 248

Health disparity/inequalities, 84

Health equity, 84–86 (See also 5 Human Equities)

Health Information Technology for Economic and Clinical Health (HITECH) Act, 47

Health Insurance Portability and Accountability Act (HIPAA), 25–26, 44

Health product developers, 221

Healthcare:

competencies for navigating changes in, 55

evolution of, 107–108

health indicators and spending on, 42, 43

IQ and EQ in, 21

new approach to, 96–99 (See also Humanizing healthcare)

vision for, 4–5, 234

Healthcare industry, 106

current state of (see Current state of healthcare)

and engagement of consumers, 159, 160

in the future (see Future healthcare ecosystem)

humanizing healthcare as North Star for, 35, 116–126

humanizing healthcare vs. current reforms in, 231–235

technology in, 235–237

Healthcare networks, 223–229

Healthcare reforms, current, 231–235

Healthfulness, 125–126, 129, 245–246

Healthfulness centers, 205–207, 220

Healthfulness hubs, 7, 177–229, 248

as cooperative approach, 207–209

DCAP activation platform for, 197–202

Healthfulness hubs (continued):

digital personal health record in, 203–205

as ecosystem of the future, 217–223

and existing healthcare networks, 223–229

experience tracks in, 205–206

and future vision for care, 183–186

as healthcare built around human beings, 186–191

healthfulness centers in, 205–207

healthfulness team in, 191–197

and tech terms for humanizing healthcare, 178–182

vignettes of, 210–217

Healthfulness team, 191–197, 219–220, 232, 248

clinical team on, 191, 194–196

consumer on, 191 (See also Consumers of healthcare)

guide on, 191–196

home team on, 191 (See also Natural support network [NSN])

physicians on, 193–194

HIPAA, 25–26, 44

HITECH Act, 47

Holistic and inclusive trend, 55, 82–86, 95

Holistic approach, 124, 148, 231

Home care, 168, 182

Home team, 123, 167–170, 247

on healthfulness team, 191, 195

for Nikolas, coordinating, 23–27

outcomes meaningful to, 164

in therapeutic alliance, 127–131

(See also Consumers of healthcare; Natural support network [NSN])

Human actors, 246, 247

Human Genome Project, 87

Humanizing healthcare, 101–145

cultural shift needed for, 116–118, 131–138

current healthcare reforms vs., 231–235

in future healthcare, 183–186, 242–243 (See also Future healthcare ecosystem)

as industry North Star, 35, 116–126

macro changes required for, 139–144

and patients’ responsibility in healthcare, 103–106

reasons for, 106–116

7 Transforming Healthcare Trends in, 94–96

terms related to, 178–182, 245–249

therapeutic alliances in, 127–131

value of, 144–145

(See also individual topics)

Ideal healthcare consumers, 162

IHI (Institute for Healthcare Improvement), 45

Inclusive trend (see Holistic and inclusive trend)

Individualized financiers, 220–221

Information sharing, 109

Insights engine, 219

Institute for Healthcare Improvement (IHI), 45

Insurers (see Payers)

Integration, 109–111

Integrative medicine, 208

Interoperability, 141–142

Intervention, receptivity to, 133–134

Jochy (cousin), 12

Josue (cousin), 12, 14, 15, 17, 18

Judah, Ralph, 91

Key drivers, 35 (See also 3 + 1 Key Drivers)

Klasko, Stephen, 118–119

Knight, Katryana, 24

Knight, Liam, 12

Knight, Nikolas, 1, 11–32, 89, 108–109

attitude of attending oncologist for, 21–23

death of, 29

dehumanization in care of, 112–114

diagnosis of, 20

first indication of illness, 12

and flow of life, 125–126

grieving for, 30–31

healing touch for, 241

initial medical team for, 20–21

initial treatment of, 20

natural support network for family and, 23–29

LabCorp, 54

Life plan (see Strategic life plan (SLP))

Longitudinal personal health record (LPHR), 141, 142, 183, 203

LPHR (see Longitudinal personal health record)

MACRA (Medicare Access and CHIP Reauthorization Act), 47–48

Mayo Clinic, 53

Medical debt, 86

Medicare Access and CHIP Reauthorization Act (MACRA), 47–48

Members, 39

Mind-set of consumers, 174–175

Multidimensional solutions, 170–172, 208

Natural support network (NSN), 239–241, 246–247

activating, 133, 167–170

engaging, 122–124, 133

for Nikolas and family, 23–29

in therapeutic alliance, 127–131

Networks, 223–229

North Star, humanizing healthcare as, 35, 116–126

NSN (see Natural support network)

Nudging, 78

Nurses (see Clinical team; Clinicians)

1HumanKind, 9

Patient activation measures, 148–149

Patient Protection and Affordable Care Act (PPACA, ACA), 44–45

Patient-centered care, 46

Patient-centered medical home (PCMH), 65–66, 233–235

Patients (see Consumers of healthcare)

Payers, 38

care misalignment of providers and, 75–76

in current system, 108

in future healthcare, 91–92

in future networks, 224

government programs as, 42

new payment programs for, 48

Payment models, 142–143 (See also specific models)

PCMH (patient-centered medical home), 65–66, 233–235

Penn Medicine Nudge Unit, 78

Personal health record, 140–142, 183, 186, 203–205 (See also Electronic health records (EHRs))

Physical equity, 83, 125–126, 148, 188

Physicians, 115, 236 (See also Clinical team; Clinicians)

Population health, 72–74, 166

PPACA (Patient Protection and Affordable Care Act), 44–45

Pratt, Chris, 115–116

Precision medicine, 71, 80, 88

Prevention, 82

activating consumers on, 154, 162

and current system, 42, 48

with DCAP, 201

in future healthcare, 183, 184, 190–193, 195, 218–221, 225, 241

insurance coverage for, 85, 152

and long-term outcomes, 152–153, 159

payments for, 92, 142

policies and programs for, 73

in value-based care, 59, 60

Pricing transparency, 48–50, 57

Providers, 38, 248

care misalignment of payers and, 75–76

in current system, 108

dehumanization of, 111–116

in future networks, 224–226

new way of doing business for, 165–167

in traditional care model, 71

Public policy, 143

Purpose, 83–84, 148, 188

Regulation driver, 41–49

Regulators, 222–223

Relationships, 168, 239 (See also Therapeutic alliances)

Relationships equity, 125–126, 148, 188

Risk, 57, 77, 91

Rothenhaus, Todd, 154

Safety issues, 42, 137–138

Scientific discovery trend, 55, 87–89, 96

Scientific insights, 221

7 Transforming Healthcare Trends, 33–34, 54–94

care delivery, 71–77

consumerization of healthcare, 61–70

in future healthcare ecosystem, 94–96

holistic and inclusive, 82–86

nuances between key drivers and, 35

in outlook on future humanizing healthcare, 94–96

scientific discovery, 87–89

shifting sector models and archetypes, 90–94

system intelligence, 77–82

value and responsibility, 56–61

(See also individual trends)

Shifting sector models and archetypes trend, 56, 90–94, 96

Shinseki, Eric, 167

SLP (see Strategic life plan)

Socioeconomic drivers of health:

addressing, 137–138

and health equity, 84–85, 137

and healthfulness hubs, 188

in holistic approach, 148

identifying, 152–153

Specialty centers of excellence, 220

Stakeholders in healthcare, 34–35, 127–128, 231–232

Strategic life plan (SLP), 84

created in MultiDimensional Success program, 246, 249

integrating care plans into, 135–136, 171–172, 190, 208, 232

Success, measuring, 83–84, 188

Summerisms, 245

Synthetic trials, 92

System intelligence trend, 35, 55, 77–82, 95

Taboo topics, 136–137

Team approach, 132, 246–248 (See also Clinical team; Healthfulness team; Home team)

Technology(-ies):

cautious employment of, 243

and consumerism driver, 35, 50–51

consumers’ use of, 173–174

for digital health, 178–181

for enhancing healthcare, 124

expanding role of, 93

in future vision, 235–237

Technology(-ies) (continued):

for healthcare engagement, 160–161

in humanized healthcare, 232

new, need for, 39–40

new partnerships sought for, 41

for personal health records, 204–205

platform for empowering consumers, 170, 172

and system intelligence trend, 77–82

for virtual health, 181–182

wearable, 67, 162

Technology driver, 35, 42, 51–53

and consumerization trend, 35, 67–69

and scientific discovery trend, 87–88

and system intelligence trend, 35, 52, 77–82

Terminology, 178–182, 245–249

Terrified consumers, 156, 233, 241

Therapeutic alliances, 30, 105, 248–249

in activating consumers, 156–158, 163–167

in engaging consumers, 161

with healthfulness hubs, 189

in humanizing healthcare, 127–131, 231, 233, 238

ideal, 173

value of, 28, 145

Therapists (see Clinicians)

Third-party administrators (see Payers)

3 + 1 Key Drivers, 33, 39–54

consumerism, 49–51

COVID-19, 53–54

nuances between trends and, 35

regulation, 42–49

technology, 51–53

(See also individual drivers)

Tomcavage, Janet, 69, 73

Topol, Eric, 236–237

Trends, 33, 35 (See also 7 Transforming Healthcare Trends)

Unengaged consumers, 155–156

Value and responsibility trend, 55–61, 94

Value-based care (VBC), 48, 56–60, 141–142

Value-based reimbursement (VBR), 39, 45, 48, 56, 166

Village MD, 54

Virtual care/virtual health, 181–182

and COVID-19 pandemic, 8, 53–54, 67–68, 90, 173, 174

in overcoming barriers, 89

Voltaire, 32

Walgreens, 54

Walmart, 54

Wellness:

as activated consumer’s choice, 151

best practices in, 192

changing orientation to, 74, 152

data on, 79

and DCAP platform, 183

as flow of life, 125–126

focus shifting to, 55

and future networks, 226

healthfulness versus, 125

payments for, 92

relationships and investment in, 239

in science of medicine, 4

technology devices for, 67

in value-based care, 60

Wellness programs, 73

Youngson, Robin, 121




ABOUT THE AUTHOR

Summer Knight, MD, MBA, is a Managing Director in the Life Sciences & Health Care Consulting practice at Deloitte, where her team focuses on humanizing healthcare through consumer engagement and activation, digital and virtual healthcare delivery transformation, value-based care, and drivers of health and health equity. Prior to joining Deloitte, she served as a firefighter/paramedic-turned-physician, Strategic Head of Digital Brands at Aetna’s private equity organization, Healthagen, National Medical Executive on Client Innovations at Cigna, the Chief Medical Officer at the Agency for HealthCare Administration of the State of Florida, and Chief of Staff of a healthcare system, leading the Emergency and Urgent Care Department. A serial entrepreneur, she was also the founder and CEO of FirecrackerHealth, which provided industry clients a best-in-class, consumer-centric virtual healthcare system that improved quality, access, and outcomes while managing costs.

Dr. Knight maintains an active physician license and is board certified in family medicine. Her perspectives on healthcare are informed by the breadth and diversity of her experiences not only as a healthcare professional but as a patient and a sandwich-generation caregiver. She enjoys water sports, basketball, outdoor adventures, and engaging in hijinks with her family. Her ultimate goal is empowering each of us to live our best lives.

Connect with @DrSummerKnight on LinkedIn, Twitter, Instagram, YouTube, and Facebook.

Visit www.Humanizing.Healthcare.

• • • • •

Proceeds from this book go to 1HumanKind, which supports mosaic families and works to improve health equity through diversity, equity, and inclusion.

Learn more at www.1HumanKind.org.


OEBPS/img2.jpg
Care delivery

Intelligence

Holistic and
inclusive

Fragmented,
episodic care;
disease and
pill oriented;
inpatient
focused;
doctor-centric

Complex, siloed,
incomplete
information
requires
significant work
and expertise

to navigate; one
encounterata
time

Care quality and
availability based
on location and
socioeconomics;
sick care

with reduced
emphasis on
prevention

Fluid, coordinated; healthy/
wellness/prevention; ambulatory/
individual in transit or at home;
human-centric realignment of care
team incorporating collaborative
skills approaching the individual as
a coveted client based on culture
and system intelligence; shifting
froman individual health focus to
a population health focus while
incorporating individual preferences;
clinicians shift from disease

focus to optimizing healthfulness;
care moves from facilities to
consumers in the community;
leveraging technology to transition
care services from in-facility to
continuously connected while
mobile or at home; proliferation of
healthcare apps transitioning to
unified digital experience

Integrated and interoperable;
ecosystems coordinating

around value and risk; data rich,
actionable, activating across the
continuum; population based while
incorporating individual preferences
and precision medicine; experience
is smooth, access simplified, and
available via multiple entry points
and modalities; customers are
empowered to make decisions

via information and Al nudging,

they own their data, and hence the
clinical team has all the information
needed, surfaced by Al/ML-enabled
technologies

Democratized, easy access to
affordable, quality care; drivers
of health addressed on a local,
regional basis with federal and
global norms





OEBPS/img1.jpg
TRANSFORMING
HEALTHCARE

Value and
responsibility

Activated
consumer

PAST

Fee-for-service,
value-blind,
transactional
business model,
mal-aligned
payer/ provider

Patient passive
with limited
insights, episodic
care interactions,
paper based to
EHRs owned by
the healthcare
industry with
minimally
actionable data
inputs

HUMANIZING HE

ICARE FUTURE

Reimbursement based on
experiential value and cost
management aligned on improved
health of the population with
alignment of consumer, care team,
and their engaged ecosystem
where the healthcare consumer is
activated to own and drive their care

Continuously engaged, informed,
involved, and connected with &
focus on optimizing healthfulness
even when impacted by chronic
conditions; actionable, intelligent
data sharing from patient to care
system with personalized responses
from care team with real time shifts
to the care plan that integrate with
the life plan





OEBPS/img3.jpg
Scientific
discovery

Shifting sector
models and
archetypes

Slow, poor
transfer of
knowledge and
discovery

Massive
hospital-based
providers

and research
organizations
with one-size-
fits-all approach

Exponential rate of discovery due
to global collaboration and machine
learning

Integrating evolution across multiple
sectors into a coherent offering
centered on consumers





OEBPS/t2.jpg
HEALTH
BEHAVIORS

Tobacco use

Diet and exercise

Alcohol and
drug use

Preventative care
Sexual activity

Disease
screening

CLINICAL CARE
EHRs
Lab systems

Pharmacy
systems

Imaging
Medical claims

SOCIOECONOMIC
Heath literacy
Safety

Economic
stability

Family and social
support

Nutrition

OTHER

Airand water
quality

Genomics
Personal devices
Sensors





OEBPS/t3.jpg
BABY
MILLENIALS GEN-X BOOMERS SENIORS

GEN-Z
(BORN 1997 (BOR! (BORN
OR LATER) 1982-1997) 1965-1981) 1946-1964)  1900-1945)

Agreat 47%
deal/

moderate

amount

Alittle 33%
Not at all 21%





OEBPS/t4.jpg
CON'

Chronic condition
management in

real time supported
by remote patient
monitoring (RPM)
Guide-supported
care coordination and
system navigation
Virtual triage and
urgent care

Closing gaps in care
Transitions of care

Integrated behavioral
health

UITY OF CARE

EXTEND EXPERTISE

elCU
TeleStroke

TelePsych and
behavioral health

Clinician-to-clinician
consult

Remote sitting

CARE MODEL
TRANSFORMATION
Consumer-directed
integration of
healthfulness team
Hospital in the home
Skilled nursing (SNF)
in the home
Healthy community-
integrated services
such as aging in place
Extension of service
lines for facility and
in-home continuity
Employer-healthfulness
team collaboration






OEBPS/t1.jpg
Japan
Switzerland
Norway
Netherlands
Canada

New Zealand
Sweden
Australia
Germany
United Kingdom
Denmark
OECD Median

EXPECTANCY AT
TH, 2018 (AGE)

84
84
83
83
83
83
82
82
81
81
81
80

FANT MORTALITY,
24 [PER 1,000






OEBPS/nav.xhtml




Contents





		Cover



		Title Page



		Copyright Page



		Dedication



		Contents



		Acknowledgments



		Preface: A Road Map for Healthcare and Life Sciences Built for People



		1 The Road to Humane Care



		The Ride to Hell



		A Body to Be Treated



		Our Natural Support Network



		Grieving to Humanizing











		2 The Current State



		“Just About” True Stories



		3 + 1 Key Drivers Disrupting Healthcare



		7 Transforming Healthcare Trends



		Beyond the Transforming Healthcare Trends: Past to Future











		3 Humanizing Healthcare



		Captain of Your Ship



		Why Humanize Healthcare?



		Humanizing Healthcare: A North Star for the Industry



		Therapeutic Alliances



		The Cultural Shift



		The Macro Changes Required to Humanize Healthcare



		The Value of Humanizing Healthcare











		4 The Human at the Center of Care



		Engaging Consumers in a New Healthcare Ecosystem



		Transforming the Relationship



		Activating the Home Team



		Activating Consumers with Multidimensional Solutions



		Building It All Together











		5 Healthfulness Hubs



		The Tech Vernacular for Humanizing Healthcare



		A New Approach



		Healthcare Built Around Human Beings



		Vignettes of Success: Humanized Healthcare in Action



		The Ecosystem of the Future



		Working with Networks











		6 Why Humanized Healthcare Can Prevail



		How Humanized Healthcare Is Different



		Technology Won’t Save Us



		The Real Choice



		Empowering Consumers



		It’s Good to Be Human











		7 The Vernacular of Humanizing Healthcare



		Notes



		Index











Guide





		Cover



		Title Page



		Humanizing Healthcare: Hardwire Humanity into the Future of Health











Page List





		a



		b



		c



		d



		i



		ii



		iii



		iv



		v



		vi



		vii



		viii



		ix



		x



		1



		2



		3



		4



		5



		6



		7



		8



		9



		10



		11



		12



		13



		14



		15



		16



		17



		18



		19



		20



		21



		22



		23



		24



		25



		26



		27



		28



		29



		30



		31



		32



		33



		34



		35



		36



		37



		38



		39



		40



		41



		42



		43



		44



		45



		46



		47



		48



		49



		50



		51



		52



		53



		54



		55



		56



		57



		58



		59



		60



		61



		62



		63



		64



		65



		66



		67



		68



		69



		70



		71



		72



		73



		74



		75



		76



		77



		78



		79



		80



		81



		82



		83



		84



		85



		86



		87



		88



		89



		90



		91



		92



		93



		94



		95



		96



		97



		98



		99



		100



		101



		102



		103



		104



		105



		106



		107



		108



		109



		110



		111



		112



		113



		114



		115



		116



		117



		118



		119



		120



		121



		122



		123



		124



		125



		126



		127



		128



		129



		130



		131



		132



		133



		134



		135



		136



		137



		138



		139



		140



		141



		142



		143



		144



		145



		146



		147



		148



		149



		150



		151



		152



		153



		154



		155



		156



		157



		158



		159



		160



		161



		162



		163



		164



		165



		166



		167



		168



		169



		170



		171



		172



		173



		174



		175



		176



		177



		178



		179



		180



		181



		182



		183



		184



		185



		186



		187



		188



		189



		190



		191



		192



		193



		194



		195



		196



		197



		198



		199



		200



		201



		202



		203



		204



		205



		206



		207



		208



		209



		210



		211



		212



		213



		214



		215



		216



		217



		218



		219



		220



		221



		222



		223



		224



		225



		226



		227



		228



		229



		230



		231



		232



		233



		234



		235



		236



		237



		238



		239



		240



		241



		242



		243



		244



		245



		246



		247



		248



		249



		250



		251



		252



		253



		254



		255



		256



		257



		258



		259



		260



		261



		262



		263



		264



		265



		266



		267



		268



		269



		270



		271



		272











OEBPS/Knight_0202.jpg
Percent

20 |

Percent public
10|

== Percent private

0 — T T T T T T T T T T T
1960 1966 1970 1975 1980 1985 1990 1995 2000 2006 2010 2013 2018 2023





OEBPS/Knight_0301.jpg
Mental
Health

Physician Social

Network

Care

Manager Specialists





OEBPS/Knight_0203.jpg
Margin Sustainability

Time at Which

Capability Investment

Strategies Must
Accelerate

-——7A

Financial
Sustainability
Inflection Point

\ccess to Premium
Dollar Strategies
Must Be Initiated

-

/\/a\ue-Based Care
Business Model
Growth Curve

Volume-Driven FFS
Business Model
rowth Curve

Time





OEBPS/Knight_0401.jpg
Vietual

Community

Workplaces

R e orSchools

Glinics and Samo.
ay Care.

Hospitas and
‘Ovarmight Caro

DATAAGTNATION





OEBPS/Knight_0204.jpg
®-

= S
Ty

o

=

g





OEBPS/Knight_0501.jpg
o Home Team





OEBPS/Knight_0205.jpg
Neural Networks Biomedical Engineering

Mobilty and Sensors | cloud Computing Nanotechnology

I Big Data Capacity

Natural Language Processing

Machine Leaming

Precision Medicine Avtificial Intelligence 3D Printing

Robotics and Drones Virtual and Augmented

Reality





OEBPS/Knight_0502.jpg
‘The Healthtulness Hub

The Healthfulness Team

|

|

The Home. |
Team |
The Natural |

|

|

1

The Cient ‘Support Network The Guide ‘The Ciical Team

ik sifassy

Digitial Care Activation Platform ’






OEBPS/line.jpg





OEBPS/cir.jpg





OEBPS/Knight_0201.jpg
Percent

40

30

2

S

10

ot

{12l M2 il 1

12 | 16 9 8 9 10 9
us

T T T T T T T T
FR SWE SWIZ GER NETH NOR UK NZ CAN AUS

Healthcare M Social care





OEBPS/9781264267279_FC.jpg
“A road map for the future of health assurance for us all.”
—STEPHEN K. KLASKO, MD, MBA, President and CEO,
Thomas Jefferson University and Jefferson Health

HUMANIZING
HEALTHCARE

HARDWIRE HUMANITY
INTO THE FUTURE OF HEALTH

SUMMER KNIGHT, MD, MBA

MANAGING DIRECTOR, DELOITTE





OEBPS/title.jpg
HUMANIZING
HEALTHCARE

HARDWIRE HUMANITY
INTO THE FUTURE OF HEALTH

SUMMER KNIGHT, MD, MBA






