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This book is dedicated to the memory of my friend and industry colleague, Thomas J. Main (1955–2018). Tom was a great and humble human being and a healthcare strategy consulting genius. If Tom were still with us in person (he is certainly with us in spirit) he would affirm the importance of this book and tell me how to improve it. I’m listening!




 


I … take thee … in sickness and in health; for richer, for poorer; to love and to cherish; for better, for worse; from this day forward; till death do us part.


—excerpts from a traditional wedding vow




 


INTRODUCTION


FORMING A LASTING UNION BETWEEN YOU AND YOUR HEALTH


In a world where attention spans seem to be getting shorter, headlines dominate 24-7 news cycles and social feeds, and the written word is increasingly replaced with hieroglyphic-like emojis, it may seem futile to write a book. I am reluctantly resigned to the fact that comprehensive long-form thinking has given way to sound bites. As the chairman and formative past CEO of Welltok, the leading enterprise consumer activation company in healthcare, and before that the founder, chairman, and CEO of TriZetto, even my primary occupation of developing data and software-driven solutions to complex problems operates in an environment where snippets of code are produced in short sprints. The truth is, there is a relatively small percentage of the population that relishes solving a difficult problem end to end. And what problem looms larger in the United States than affordable, effective healthcare for an extraordinarily diverse society?


Even among those who can solve demanding problems, a still smaller percentage have the energy and will to document the solution adequately so that others can benefit from understanding the underpinnings of and pathway to it. This book is a sincere and passionate effort to communicate sufficiently, without excessive embellishment, how we will achieve the next major breakthrough in advancing the value of a healthcare system that has heretofore excluded the most important actor in the equation—the consumer. Unfortunately, my message cannot be communicated without a progression of concepts that will help those endeavoring to fix healthcare apply sound principles. Perhaps, then, it is natural that throughout my career as a healthcare information technology leader, I have been told my affinity for teaching is a central part of my leadership style.


In my value system, the greatest respect you can show others is to listen to and learn from what they say, to patiently but convincingly teach them what you think you know that can help them be successful, and to rejoice when a team of people comes together and does both in abundance. At the risk of sounding clichéd, I often refer to a quotation that was on the wall of the jazz band practice room at the University of Illinois in Champaign, where I attended college. My recollection is that it said, “To be truly innovative, you must first be steeped in tradition.” It is a lesson that I have taken to heart throughout my life. To me, it means that you must take the time and demonstrate the discipline to learn what others already know about a subject before you claim improvisational prowess. In other words, in the overused vernacular of business today, you had best understand what is going on if you hope to disrupt or transform something. But I must admit I am a bit confused when I consider that even as the body of knowledge rapidly increases in nearly every subject known to humankind, the rigor that is applied to cementing that body of knowledge in the minds of students and professionals seems to be diminishing.


Today we produce specialists who were never generalists. This naturally creates siloed behaviors. We have the great majority of investment capital in society “managed” and distributed by people who have minimally or perhaps never operated a business or professional enterprise. Higher education without “in the trenches” experience makes it difficult to distinguish important and real innovation from ethereal valuations based on spreadsheet models. And in the past decade or so, we began defining a demigod class system of people called software “engineers” and data “scientists.” But as with athletes, the truly great ones are rare. Similarly, advances in data storage, processing speed, and transfer rates have allowed economists, statisticians, mathematicians, social scientists, physical scientists, and environmental scientists to produce quantitative models that crunch yottabytes of data. But in most cases the data scientists cannot produce accurate multivariate predictions. Of course, even a broken clock is right twice a day, and occasionally fame is earned for a great predictive call—some might call it luck. But accurate predictions are rarely repeated by the same person or team even twice. This is why I like accountants. They do arithmetic exceedingly well, apply consistent rules across a systematic set of variables, and produce answers that are amazingly accurate. And because they have a method to discern what is true and tend to be fact-based, accountants are surprisingly interesting and pleasant at cocktail parties.


Ensuring prerequisite knowledge to foster breakthrough innovation is why I wrote my prior book, The Healthcare Cure (Prometheus, 2011). It was intended to support people who want to advance or successfully navigate the healthcare industry by creating a useful framework of understanding for people trying to figure out the moving parts of the US healthcare system. My professional career initially developed in the information systems consulting business, so I was exposed to methods of applying systems science and information technology to solve complex problems in energy, mining, banking, manufacturing and distribution, pharmaceuticals, and healthcare delivery. Eventually I chose to focus my efforts entirely in the healthcare sector. Building from the expertise I developed over the course of two decades, the primary focus of The Healthcare Cure was conveyed by its subtitle: “How Sharing Information Can Make the System Work Better.” Because the book was steeped in tradition and generalized knowledge, its systematic teachings have held up exceedingly well over the past decade. This is probably due much less to any prescience on my part than it is to the opportunities I have had to experience Malcom Gladwell’s ten-thousand-hour rule across the multiple subjects of healthcare, information technology, accounting and finance, management and entrepreneurship, and leadership. I continue to seek to learn every day. And one thing I keep learning—and I want to say this politely—is that there is a tendency in some of the smartest people I know to assume that their intelligence alone, without regard for the as-is environment and a deep understanding of how it came to be, will drive breakthrough thinking.


The reality is that we need breakthrough thinking if we hope to solve the complex conundrums that form the various sectors making up what we refer to as the healthcare system, but we cannot divorce our solutions, no matter how visionary, from the system as it exists, however ailing it might be. My hope is that naming this book as a catchy sound bite, Not Just in Sickness … But Also in Health, will intrigue readers to delve a bit deeper than usual into the irony of the suboptimal healthcare system we’ve come to expect and accept, a system that produces insufficient value—too little quality for too much cost. It focuses on episodic and chronic care, when what we really need is a system that desires to achieve optimal health for all individuals. We need a system that operates out of a recognition that true optimal health and total well-being include the whole of a person and not only the traditional medical metrics. Such an approach can also eliminate avoidable inequities that plague our population. To be clear, the objective is not to attack or criticize incumbent industry actors. The incumbent entities all developed for sound reasons at various points in time. Rather, there is an important and vital opportunity for every player in both the as-is and the to-be worlds of healthcare to optimize health for all by adding some harmonies and countermelodies to the traditional tune of healthcare that will create a far more complete and balanced composition.
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Part I: In Sickness and in Health


From Sickcare to Health Optimization




 


CHAPTER 1


WHAT IF THE HEALTHCARE SYSTEM WAS DESIGNED TO MAKE PEOPLE HEALTHIER AT A LOWER COST?


It is absolutely possible to substantially improve the health and total well-being of individuals comprising any population—including our nation—while reducing total spend. And while doing so will require some systematic changes to how the healthcare industry operates in the United States today, the road to achieve this is neither radical nor frightening. In fact, nearly every seasoned healthcare industry leader and policy influencer—and I interact with many—already understands that the approach I am explaining is required. Fortunately, this is one of those rare cases where people with diverse backgrounds can readily agree on the “what” once they see it put into understandable terms. Unfortunately, understanding the “how” in terms of making it actionable and real has, thus far, broadly eluded both highly experienced healthcare professionals and individuals who just want to have better health at a lower cost. Let’s explore how we can transform the healthcare system to deliver far more value than it does today and continuously improve that value over time.


Today Healthcare Is Mostly Sickcare


Even if you have a chronic health condition, like I do—I was diagnosed with Crohn’s disease at age nineteen—or you have suffered a significant acute health event, the reality is that you will likely spend less than 1 percent of your life in clinical settings or clinical interactions. Yet what do you picture in your mind when you think of healthcare? Your doctor’s office? The hospital? Not only do most of us think of healthcare in terms of physician’s offices, urgent care centers, hospitals, and pharmacies, but we have also become accustomed to a healthcare system that doesn’t pay a lot of attention to the other 99 percent of our time. Of course, each of us lives in differing patterns from one another. How I spend my time is likely a great deal different than how you spend yours, just as my health needs and my lifestyle patterns are certainly different than yours. Our current healthcare system, one that I long ago termed the sickcare system, focuses almost entirely on the 1 percent and fundamentally ignores the 99 percent. And to be clear, this limited 1 percent time we spend in clinical settings and interactions includes current trends like telemedicine visits and homecare visits. But such care delivery methods, whether in person or virtual, generally share a central theme of the sickcare approach—they exist to fix or treat what ails patients. Because of this mindset, the entrenched sickcare system allocates much of its focus to providing access to services for the costliest and neediest of our population. And let’s acknowledge that the coronavirus pandemic of 2020 exemplified how sickcare thinking dominated our culture, as a new disease threat drowned out long-established vital and important clinical services—and altered patterns in daily living—that negatively impacted far more people than COVID-19.


The sickcare system is primarily reactive. Traditional clinical care was developed to provision and allocate scarce human and technological resources (e.g., doctors and medicines) for when we need care that we cannot provide for ourselves. In doing so, it is a system that, in failing to understand and impact the other 99 percent of our time, also fails to adequately provision solutions to assist us in our everyday living behaviors and choices. Yet—and this is key—it is the behaviors and choices we make nearly every day of our lives that drive 70 percent of our health and well-being status. In fact, while I use the 70 percent mark as the percentage of our total health that is driven by everyday living, many researchers suggest that traditional medical care only accounts for 10 to 20 percent of the modifiable contributors to healthy outcomes for a population.1 At 70 percent, I am being conservative regarding the role that daily living and social determinant factors (health-related behaviors, socioeconomic factors, and environmental factors) play in our total health.
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Because it largely ignores this 70 percent of factors that drive our health status, the sickcare system dedicates nearly all its resources and a substantial majority of its costs to a small proportion of the total population. The result is what is referred to in the healthcare industry as the upside-down pyramid. Data generated by the healthcare industry reveal that about 15 percent of the population produces between 65 and 80 percent of the cost:2
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Driving Better Healthcare Value Requires Expanded Thinking


What are the full implications of whom the current sickcare system serves most often today, and what does this mean to total population health and cost? In my 2011 book, The Healthcare Cure, I introduced a simple equation that is central to understanding the cost and value challenge in the way the healthcare system works:
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The equation was put forth to quantify the idea that if we are to achieve better value in the healthcare system, then we must drive better health status (i.e., outcomes) for every dollar spent. Let’s move this equation forward into today’s world and see if we can use it to inform a better tomorrow.


If you’ll allow me to abbreviate the concept of healthcare value as “Hv” and apply what we’ve discussed so far, another way to express this same equation in our traditional sickcare system is as follows:
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I realize not everybody likes math, but this equation simply says that we achieve higher value if the health of a person or population is good (e.g., normal blood pressure) while costs are lower (e.g., fewer doctor visits, fewer expensive drugs, and avoidance of hospital stays). The current healthcare system was developed to provision access to the items in the denominator because most of us do not hold licenses to diagnose, treat, or prescribe medical care. The current system was also designed to establish limits or controls for utilizing these resources because they are, in simple terms, relatively expensive. As a natural consequence, our society endlessly debates the cost of and access to the sickcare components. It is this topic that led to the concept and development of what we call managed care. It’s a useful debate in some ways, but it won’t solve the healthcare affordability crisis because this equation is incomplete when you just plug the traditional sickcare components into the denominator, as I did above. Remember, these familiar clinical cost components generally drive less than 30 percent of health status, and we utilize them less than 1 percent of the time.


Bear with me as we advance the equation to be more holistic. Consider the following more generalized language:
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This hopefully seems like common sense. Why would anybody choose to do something more complicated and expensive regarding their health if they can achieve the same outcome more easily and at a lower cost? This does beg the question of what the “inputs to health” are. For now, as we’ve discussed, let’s just say that those inputs are far more than sickcare. Because some, if not many, would regard sickcare as a pejorative term, let’s substitute the more encompassing description “clinical care,” and now let’s add room into the equation for those things we do that drive 70 percent of our health and where we spend over 99 percent of our time. Let’s call those things “daily living.” And, so as not to prolong your agony, let’s recast the denominator in the same equation as the following:
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The concept of “daily living” is just as it sounds. What do you do every day? You eat, sleep, work, walk, drive, watch media, and socialize. In other words, you undertake a series of actions as you go about the 99 percent of your life. Many of these actions impact your health status, and almost all of them affect your “total well-being”—but more on that later.


We developed managed care in the United States to put systematic organizing principles around the resources and cost components for the first category of the denominator—clinical care. I personally spent over twenty years of my career building organizations and sophisticated information technology solutions to do just that. Honestly, we’re pretty good at traditional managed care, although there is room for improvement. But even if we were to perfect it, we already know that we would be perfecting those things that drive 30 percent of our health.


What if by systematically focusing on the daily living activities of individuals, which impact 70 percent of our health, we could simultaneously drive more efficient usage of scarce and expensive sickcare resources that impact the other 30 percent? What if we were able to systematically apply the power of modern data and information technology to provision health improvement resources for daily living, personalized to each individual? What if we helped everyone connect to a combination of the clinical and daily living resources they need to achieve and sustain their best health status at the lowest cost? Achieving and sustaining the highest health status at the lowest cost is the definition of “health optimization” that is used throughout this book.


Individual People/Diverse Needs


If we really want to make people and populations healthier at lower total cost, we first must recognize that health optimization is not a one-size-fits-all problem to be solved. That being said, a common systematic approach is necessary to drive personalization at scale across millions or billions of people. Amazon long ago figured out that each of us will fill our “shopping carts” differently based on our interests, our lifestyles, and our needs. But the brick-and-mortar stores that predated Amazon already knew that. In other words, Amazon’s digital innovation was steeped in analog tradition. But amid the many challenges faced by the healthcare industry, it has not yet figured out how to organize the inventory of things that impact 70 percent of our health into a commonly categorized and repeatable system.


Think of it this way: Unlike your local grocery store, the online shopping experience of Amazon, or even the chain convenience store on the corner, the healthcare industry doesn’t know how to sort all of its products and services into shopping aisles. Instead it has traditionally segmented us into sickcare cohorts based upon our clinically diagnosed diseases, or lack thereof. This has been done for the benefit of healthcare providers and health insurers so they can allocate their scarce resources in a way that they understand and attempt to rein in the costs of expensive services, medicines, and supplies. As a result, we live in a world of segmented labels: “He’s type 2 diabetic,” “She’s pregnant,” “They’re obese and hypertensive.”


The healthcare industry has spent the better part of the past thirty years getting the clinical care inputs into categories that can be priced and managed. But we have barely begun to classify and categorize health improvement resources that could be applied to daily living into something that is comprehensible for industry players such as health plans, providers, and employers, much less individual consumers like you and me. Since our daily living is diverse and our needs vary according to our individual situation, the health improvement resources that must be lined up for each of us to achieve optimal health must be varied in a personalized way as well.


Let’s humanize these concepts by considering four individuals that we will reference throughout this book. These illustrations are central to conveying how healthcare needs, health insurance benefits, and daily living social determinants inexorably meld together in real life. In other words, let’s view people as people and not as cohorts of those with traditional sickcare labels.
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Sarah


Sarah is a low-income, young, single mother living in an impoverished urban community. She works evenings and some nights at a wage that places her family near the poverty level, but her job status does not afford her health insurance. She is reliant on low-cost public transportation, which is not always safe when she uses it. Friends and relatives help with childcare when they are able, but their scheduling is unreliable, and many of these informal helpers face their own problems with poor health, poverty, and substance dependency. She is trying to make ends meet while maintaining her own personal dignity and derives her health benefits through a state Medicaid program. She attempts to manage her type 2 diabetes but does so irregularly and does not easily have access to affordable food that can aid her condition. One of her children is asthmatic. There is a mix of private, largely nonprofit support service programs, including religious and other charitable resources alongside county and local public agencies, available in her community. These resources are difficult to navigate or access, and she has only peripheral awareness of their offerings. If she can put such resources to use, she theoretically has access to health counseling, pregnancy care, immunization programs, and the like. But she has little guidance about how to best use them. Piecing these services together can be the difference between finding a path to at least a modicum of health, well-being, and success and being in a position where she can repeatedly end up in desperate, overdue need of sickcare services. Her life feels like a constant, narrow, and shaky balance beam.
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Fred


Fred is a seventy-five-year-old Medicare recipient whose body is becoming increasingly frail. He has no significant chronic conditions but is becoming susceptible to falls and anything that might compromise his naturally weakening immune system. Despite relatively good health, Fred’s blood sugar level classifies him as prediabetic, his blood pressure is on the high end of the acceptable range, and he has developed minor cardiovascular disease as age is taking its toll. His wife has been recently diagnosed with Alzheimer’s after enduring a multiyear battle with breast cancer. After a lifetime of relying on the normal social and positive relationship support of his wife, extended family, and friends, Fred’s circumstances are shifting. Suddenly the person who has been his life partner is fading in physical and behavioral health, and he must now help provide care and support for his wife. Many of his friends are passing away or moving into advanced care environments. His grown children are geographically scattered, with families of their own. He has Medicare health benefits, and he and his wife live in an independent living senior community, so there is a support system around him. Nonetheless, he encounters a plethora of challenges to knowing how best to maintain his own health and manage their economics. He is not poor, but he is not wealthy enough to afford full-time assistance for his wife, and he constantly wonders if her needs are reaching a level beyond his abilities. He purposefully wants to be able to pass some economic wealth to his children, despite the fact that some of them do not regularly provide him even a conversational relationship or other support. As a result, he underspends on himself, living a life only focused on day-to-day necessities. Fred feels increasingly isolated and lonely, ever aware that his independence is slipping away as he “rounds third base,” but he wants to be responsible and finish strong
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María


María is a middle-class married mother of two with a daughter who is in her junior year of college and a son who graduated from college two years ago. She had her first child at twenty-nine. Her marriage is solid. Both she and her husband work. They have a bit of money saved and put away in retirement accounts. She has the support of the classic commercial healthcare system, with a high-deductible PPO insurance plan provided through her employer, although her out-ofpocket costs seems to increase annually and take a larger and larger percentage of their household economic pie. Of the couple’s parents, one is deceased, and two of the three remaining have significant health issues, with María’s recently widowed mother living in financially precarious circumstances. María and her husband still owe a substantial sum on their mortgage, and their children are accumulating student loan debt, which María hopes to help pay off. Between paying for their children’s college education and assisting María’s mother, the family’s savings are being drained. Normal middle-age health concerns are setting in with creeping weight gain and reduction in physical fitness. María is the quintessential household decision maker on healthcare issues for her husband, children, and, increasingly, all three living parents. As she watches younger coworkers move in and out of positions in her company every several years, María still feels anxiety about job uncertainty, despite her long tenure with her employer, as she is concerned about her lack of technological skills. She expends a lot of energy worrying about whether she should seek out other job opportunities in a less expensive living community, but she wonders if seeking change wouldn’t just create greater instability and uncertainty. Moving would force her to leave familiar friends, community, and service providers behind. Making such a decision is heavily influenced by health insurance repercussions because it is scary to think about maintaining health insurance until she and her husband reach Medicare eligibility at age sixty-five. From all surface appearances, María seems to be living the American Dream, having reached a solid upper-middle-class economic status with a good job, a home, and college-educated children. Yet she and her husband feel themselves being tugged at both ends and worry about long-term economic stability in retirement and the inevitable increases in their cost of healthcare as they age. María can see all the moving parts and has diligently done all the “right things” to achieve the American Dream success formula throughout her life but doesn’t have the time or expertise to organize all the puzzle pieces of her situation.
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Sam


Sam is a Millennial in his early years in the workplace. His education has allowed him to earn income in a gig economy job using his computer programming skills. He is still single. Frankly, Sam doesn’t pay much attention to his health in any overt way, although he likes eating at quick food establishments that say they serve organic foods. He doesn’t have a primary care physician; rather, he goes to urgent care if absolutely necessary. He listened to his parents and obtained health insurance through his state’s insurance exchange, although he was only willing to pay for the bronze plan. He mostly sees the sickcare system as either rarely applying to his life or capable of exponential scientific breakthroughs that might make any future health conditions solvable. He spends many hours a day playing video games and has only recently begun to notice that he huffs and puffs a bit when he walks up two or more flights of stairs. He vaguely notices that he drinks two to three beers almost every night. While he makes an above-average income for his age, he has no real savings and a significant amount of student loan debt. He did recently spend money on a popular genetic test to learn more about his genome and why he can pee after eating asparagus with no unusual odor. He is confident in his ability to maintain employment because everybody seems to need computer programmers and the company he provides services to keeps communicating how important he and his colleagues are. Nonetheless, he keeps a posting out on a job site in case a better option comes along. Sam is graced with the innocence and vitality of youth and takes his health for granted.




 


Segmentation Is Inadequate: Personalization Is Required


Why have I painted these portraits? Let me assure you it was not to depress you but rather to inspire your thinking! You might even be thinking that the descriptions of Sara, Fred, María, and Sam are pretty incomplete and that there is so much more you would want to know about them. Herein lies a conundrum! I’ve already offered far more detail than the sickcare system players, and the current information systems that support them, are designed to handle. As a result, the current healthcare system would place each of these individuals into segments according to their incumbent business models. These segments, to be clear, are probably best viewed as necessary but insufficient.


Health insurance companies, with a lens on benefit plans, would segment Sarah as a high-needs Medicaid beneficiary, and her kids would likely be part of the Children’s Health Insurance Program (CHIP). Fred would be labeled a “senior” Medicare beneficiary who is approaching frail and elderly status, and his wife might require a SNP, or special needs plan. María is an employer-based commercially insured beneficiary with a spouse and two dependent children and a vehicle they can use to entice her parents into their Medicare Advantage plan. Sam is viewed as an individual commercially insured beneficiary with no dependents. The entities that provide health insurance would be continuously analyzing the revenue opportunities and cost risks for each of these individuals (i.e., the underwriting risks) to understand how to best design benefits programs for them and similar types of people.


Hospitals, with a different lens focused on delivering healthcare services, would view Sarah as being a prospect for birth and delivery with poor reimbursement characteristics; Fred as a hip or knee replacement waiting to happen with a wife who will require significant neurological care; María as a person to ply with pre-diabetes education and programming that would encourage her to use clinical services for her Medicare-participating parents; and Sam as a prospect for their urgent care centers and a potential sports medicine patient.


Today’s healthcare industry players have to create such segments, or they can’t function as systems. We’ll dive deeper into the impacts and practicality of these segments in chapter 3. But for now, let’s just make the point that ideally our healthcare system would first increase its understanding and then never lose sight of the individual as a total person. Of course, we rarely live in an ideal world.


Before we further explore how to optimize health, let me drive home the importance of personalization versus segmentation. All you have to do is change just one variable about each of our four persons to see a profound impact. Give Sarah a dependable daily caregiver for her children; Fred, a caring daughter with some time availability who lives in the same city; María, a husband with a substance abuse problem; and Sam, a chronic illness that causes him significant physical pain. Can you see how these simple variations shift the entire equation? Think about such shifts in these four lives as you read the equation again:
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