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Merging Health and Social Services

Merging health and social care, including prevention, to improve quality
of life and well-being is a form of population health that is especially
effective for the older population. In 1993, the seminal article by
McGinnis and Foege shined light on the fact that the United States needs
to integrate more social supports and prevention into the healthcare sys-
tem." The article claimed that 95 percent of the healthcare spending in
the United States goes to medical care, while only 5 percent is dedicated
to population health measures. McGinnis and Foege make the case that
the imbalance of health to social care expenditure is the reason for the
poor health outcomes realized in the United States. The authors attrib-
uted 40 percent of deaths to behaviors, 30 percent to genetics, 15 percent
to social determinants, and 5 percent to environmental exposures. This
left ten percent of health outcomes attributable to medical care. In the
following years, the quote has been repeated over and over, and the per-
centage of health outcomes attributable to healthcare has been adapted
over time. The highest percentage quoted is 30. Most experts use the
quote that is considered generous: healthcare is only responsible for 20
percent of health outcomes.
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Health is a state of complete physical, mental, and social wellbeing and not
merely the absence of disease or infirmity.> (World Health Organization)

Today people are living with increasing health and social needs over
a longer period of time. In response, best practices in aging shift the
main goal of care from curing illness to improving the quality of life and
well-being in the extra years people live. This goal is often referred to as
shortening the gap between life expectancy and healthy life
expectancy.’

Public and private health systems that serve older adults are steadily
moving toward comprehensive approaches that integrate healthcare with
social supports and prevention. This approach includes non-clinical,
individualized interventions that support the biological, psychological,
social, and environmental needs and honor the priorities of the patient.
The approach also maintains a focus on the social determinants of health
of the patient.

The fact that medical care historically has had limited impact on the health
of populations has been known for many years.*

The interviews summarized below detail interventions that address the
social determinants of health including the condition, accessibility, and
safety of the home, community connection and inclusion,” and access to
healthcare, transportation, and food. The interviewees also describe pre-
ventative programs for chronic disease self-management, medication
management and review, improving function, increasing independence,

and mitigating the risk of falling.

The Home Environment

Staying at home is cost-effective and keeps people connected to their
community supports and activities. The home environment can also
present risk factors that need to be mitigated to preserve function, inde-
pendence, health, safety, and quality of life.
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Access to Care

Access to care is an ongoing problem for older adults who have challenges
leaving and returning home. These challenges are often due to the lack of
adequate transportation and the need for home modifications such as
wider doorways, more supportive railings, and elevators, or ramps.
Bringing care and support to the home and community can improve
access for this cohort.

Access to Transportation

Lack of transportation is a barrier to successful aging in place. In 2015,
an estimated 54 percent, totaling 3.9 million older adults, faced chal-
lenges accessing transportation.® In the same year, an estimated 15.5 mil-
lion older adults lived in communities with poor or no public
transportation.” Older adults without access to transportation are more
likely to remain isolated at home, miss visits to the doctor, and not make
necessary errands including shopping for groceries, resulting in further
physical and mental health decline.

Access to Food

Food insecurity as defined by the US Department of Agriculture is a lack
of consistent access to enough food for an active healthy life.® In 2015,
over eight percent of older adults in the United States experienced food
insecurity.” That percent is projected to double by 2025."° Food insecu-
rity has negative health and well-being implications. Older adults who
are food insecure experience similar levels of inability to perform the
activities of daily living'' as seniors who are 14 years older but are food
secure.'? Food insecure seniors are more likely to be depressed and in
poor or fair health."

Malnutrition' can be caused by many factors including the inability
to afford groceries or to leave the house and travel to a grocery store,
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medications that cause stomach upset, and dental problems including
ill-fitting dentures and tooth decay. Malnutrition in older adults leads to
falls,> physical and cognitive decline, and mortality.'® Sixty percent of
seniors who present at the emergency department arrive at risk for mal-
nutrition or already malnourished.'”

Chronic Disease Self-Management

Approximately 80 percent of seniors have at least one chronic disease
and 68 percent have two or more."® Chronic disease self-management
empowers older adults with knowledge and planning to keep their
chronic illnesses in check and to manage the associated conditions.
Validated programs have shown to improve quality of life and lower
health system usage and cost” by significantly reducing emergency
department visits and hospitalizations.”® On average, the number of
chronic illnesses that people live with increases with age.?! As the num-
ber of chronic illnesses a person has increases, so does the likeliness of
poor functional status* resulting in declining ability to perform the
activities of daily living.?

Medication Management

Almost one half of all prescriptions in the United States are for older
adults.?* The more medications one takes, the higher the risk of adverse
drug reactions.”?** Older adults are at a higher risk for adverse drug
reactions.” Ten to 30 percent of hospital admissions of older adults are
attributed to adverse drug reactions.”” That number rises to 33 percent
for people older than 75.° Adverse drug reactions result in high health-
care usage and costs and cause substantial morbidity and mortality.”’ An
estimated 40-50 percent of seniors who are aging in place and receiving
home- or community-based care are not taking their medications prop-
erly.® Approximately one half of adverse drug reactions in older adults
are preventable.”?
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Function and Independence

Independence, aging in place, and quality of life are heavily dependent
on the ability to perform the activities of daily living (ADLs). Having the
ability to perform the ADLs is the number one factor of quality of life for
those living with dementia.>* Limitations in performing ADLs are pre-
dictors for early nursing home admission, frailty, and mortality.*

Older adult falls are increasing and, sadly, often herald the end of indepen-
dence. Healthcare providers can make fall prevention a routine part of care

in their practice, and older adults can take steps to protect themselves.*
(Tom Frieden, MD, MPH, former Director of the CDC)

Falls

The World Health Organization considers falls to be a major global pub-
lic health crisis.’” Falls are the leading cause of death and injury for older
adults.”® Globally, the over 37,000,000 falls that are severe enough to
require medical attention are responsible for more than 17,000,000 dis-
ability adjusted life years® lost.** Falls can also result in costly nursing
home admissions.*! In the United States, one in four people age 65 and
older fall annually, sending an older adult to the emergency department
every 11 seconds.®? After a fall, a person is twice as likely to fall again.®®
The average cost of hospitalization for a fall of an older adult is over
US$30,000.00 and 800,000 older adults are hospitalized annually as a
result of a fall.* The annual medical costs of falls of older adults in the
United States are estimated at US$31 billion.”® The benefit for home
modification interventions to prevent falls for older adults has shown to
be at least 12 times the cost of the intervention.“ That benefit increases
by 60 percent for those who have already experienced a fall.#

The American health system does not invest in social services and preven-
tion the way it should. Partners in Care is trying to impact that allocation.
(June Simmons)
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June Simmons, Partners in Care Foundation*®

June Simmons is the founder of the Partners in Care Foundation and a
cofounder of the national Evidence Based Leadership Council.*’ Partners
in Care collaborates with providers to pilot interventions for prevention
and chronic disease self-management. After the proof-of-concept phase
of the interventions, Partners in Care encourages health system uptake,
with the goal of making the evidence-based programs standard
protocol.

Any payer is happy with cost savings and better health outcomes.

Readmissions

In her interview, June noted that more than 15 percent® of patients
insured through Medicare are readmitted to the hospital within one
month of discharge, costing Medicare US$26 billion annually”’—
US$17 billion of that is deemed preventable. The Partners in Care
Transitions Choices™ program is designed to prevent readmissions by
engaging home and community care networks to provide follow-up care
and social supports such as transportation and food. Additionally, they
conduct risk assessments to prevent medication conflicts and falls. The
care team also provides chronic disease self-management coaching.

Nursing Home Avoidance

Nursing homes have become the default post-discharge route because
Medicare reimburses for up to 100 days of nursing home stay after hos-
pital discharge. Without safe, coordinated, multidisciplinary care
available in the home, many patients have no option other than nursing
homes (skilled nursing facilities) for recuperative care upon hospital dis-
charge. Because nursing homes also offer permanent “custodial” care, it
can be easy to become “stuck” there and never make it back home.
Nursing homes are not the best option for many post-hospital patients,
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and they also have high rates of readmission. The Partners in Care transi-
tions program enables hospitals to discharge patients directly to their
homes.>® The program results in improved customer satisfaction and cost
savings. The net savings to Medicare from 30,000 people who partici-
pated in the care transitions program are estimated at US$21 million.

One of the biggest issues in healthcare is the lack of coordination. This lack
of coordination greatly affects medications management.

Medication Review

The goal of the Partners in Care medication review programs is to reduce
adverse drug reactions. June mentioned that, according to the Centers for
Disease Control, those 65 and older are at twice the risk of going to the
emergency department due to adverse drug reactions, compared with all
those under age 65. Older adults are also 7 times more likely to be admit-
ted to the hospital from the emergency department than other cohorts.
June also noted that nearly 177,000 seniors experience emergency depart-
ment visits and 100,000 are admitted to the hospital each year due to
adverse drug reactions. The HomeMeds and HomeMedsP/us medication
safety programs target older, frail people living with multiple chronic
conditions who have recently been discharged from the hospital or nurs-
ing home. This cohort takes many medications and is at a high risk of
complications. They are also often under the care of multiple specialists
who might not be coordinating the medications they are prescribing.
Hospitalizations generally result in the doctor prescribing more
medications that have potential conflict with others the patient has at
home. The prescriptions might be duplications with a different name,
color, or shape than medications the patient is already taking and will
continue to take after discharge.

Partners in Care designed software to support their medication review.
The medication library is updated regularly because medications change
often. The evidence-based algorithms detect certain medication conflicts,
potential adverse effects like risk for gastrointestinal bleeding, falls, dizzi-
ness or confusion, and duplications. Any potential medication-related
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problems are reviewed by a pharmacist who then makes recommenda-
tions for any needed changes to the patient’s primary care physician.
Partners in Care provides online training and periodic reviews with orga-
nizations that implement HomeMeds as part of their care plan. To date,
the HomeMeds and HomeMedsP/us programs are operational at 73 sites
in 20 states.

Certain classes of drugs, such as psychotropics, cardiovascular medications,
and non-steroidal and-inflammatory drugs, are especially dangerous and
problematic when used improperly.

During her interview, June shared some stories from the medication
review field. One older gentleman who started falling when he returned
home from the hospital was dedicated to taking all his medications.
Unfortunately, he was taking them all at once at breakfast so he would
not forget any. The falls were occurring because he was taking multiple
doses of blood pressure medication at the same time and one of his medi-
cations was a sleeping pill. Another patient wanted to be sure to follow
the instructions to take her medications with food. The directions on the
medications were to take them three times per day. Because the patient
only ate one meal per day at lunchtime, she was taking all of her medica-
tions at one time.

The HomeMeds program is a medication safety review. The
HomeMedsPlus program includes psychosocial, functional, fall-risk, and
environmental assessments with the medication review. A care manager
uses the information gleaned from the assessments and review to design
individualized care and service plans. The assessments are a form of
upstream prevention that address the social determinants of health such
as a hole in the roof or lack of food, transportation, or temperature
control.

Although the assessments and the services delivered can be relatively
simple, they have profound impact (Fig. 9.1). A recent pilot program
resulted in a 22 percent lower rate of hospital readmissions and a nearly 13
percent lower rate of emergency department visits. The estimated cost sav-
ings from hospital avoidance was 53 percent. In addition, 77 percent of
the patients needed equipment or home modifications to improve their
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Fig. 9.1 Results of HomeMeds PLUS Pilot Program. Source: Partners in Care
Foundation

ability to live safely at home. The medication reviews revealed medication
problems for 63 percent of the patients visited. Fifty-four percent of the
patients visited had psychosocial risk factors including depression, issues
with caregiving, and financial concerns. June noted that the outcomes
might seem surprising because the patients visited were receiving high-
quality medical care, but this highlights the importance of addressing
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non-medical issues to avoid hospital readmissions. June also mentioned
that she was encouraged by the fact that 84 percent of the patients who
were offered HomeMedsPlus accepted and completed the program.
Partners in Care uses clinicians who are already visiting the home to
conduct the assessments and medication reviews. This saves on time and
transportation costs. Non-clinicians can also conduct the review. June
suggested that possibly volunteers or meal delivery people could be
enlisted to conduct the reviews to keep the costs low and improve access.

Many are working to escalate the needed changes in population health
management to make the disruptive home and community-based inter-
ventions readily available.

Chronic Disease Self-Management
and Education

Kaiser Permanente and Stanford University collaborated to design
chronic disease self-management education programs. Insurers offer the
program to their patients to improve health outcomes. Partners in Care
provides the programs within a seven miles radius of clusters of patients
because they found that transportation was a barrier to patient participa-
tion. The programs are also available online along with a self-study tool-
kit. Because the evidence-based programs have resulted in cost reduction
through improved chronic disease management, governmental entities
are interested in expanding them throughout the United States.

Why would you address falls without conducting a medication review?
Why address chronic disease without diabetes, or diabetes without hyper-
tension? These programs are meant to work together.

Prevention

Partners in Care collaborated with leaders around the United States to
create the Evidence Based Leadership Council that collaboratively designs
and disseminates evidence-based preventative programs for balance and
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falls, fitness, exercise, and chronic disease self-management. The pro-
grams include: A Matter of Balance,” Healthy IDEAS,” PEARLS,>
Healthy Moves,” EnhanceWellness,”® EnhanceFitness,”” and Fit and
Strong.*® Community organizations offer the programs at the local level
across the country.

Another program that blends healthcare delivery with social support is
CAPABLE (Community Aging in Place—Advancing Better Living for
Elders).

As a nurse making house calls in Baltimore, I have seen patients who had
to crawl to the front door to let me in. Others had to throw me the keys
from the upper window because they could not come down to the first
floor to open the door.®! (Sarah Szanton)

Sarah Szanton, CAPABLE®?

Sarah Szanton is the Director of policy for the Center on Innovative Care
in Aging® and Professor at the Johns Hopkins School of Nursing. She
studies health disparities in older adults and works to eliminate health
and quality-of-life differences for seniors across socioeconomic and racial
lines.

House calls are not the same as treating someone in an office setting. I came
face to face with what mattered to people when I was in their home. I saw
a clear picture of the environment they were living in. I found holes in
floors and shaky bannisters.

The CAPABLE program engages a home repair professional, an occupa-
tional therapist, and a nurse over a four-month period to support the
functional goals and medical priorities of older people who wish to
remain living at home. CAPABLE participants are mostly low-income,
African American people age 65 and older and have limitations with one
or more ADL and two or more independent activities of daily living
(IADLs).* The aim of the program is to improve physical function as
measured by the ability to perform the ADLs and IADLs. This type of
program is referred to a restorative care in many countries because the
focus is on functional improvement. Goal-oriented programs empower
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patients to direct their own care and support through varied, and often
competing, health and social needs. The success of goal-oriented care is
measured, in part, by the ability to meet the goals of the patient.

My patient was the same person. She had lived the same one hundred and
one years. She had the same physiology and biology, yet she needed less
medication because of the physical environment.

Honoring the Goals of the Participant

The CAPABLE team members meet individually with the program par-
ticipant and the occupational therapist designs a work order based on the
participant’s goals. In her interview Sarah noted that the success of the
program is dependent upon the team honoring the goals of the partici-
pant over what the team members think the goals should be. Sarah
believes that the program is successful because participants are engaged
and determined when they are challenged to meet their own goals.
Participant goals might include being able to go downstairs or upstairs in
their home, prepare meals, or take a shower. To support the goal of some-
one who wants to go up and down the stairs, the home repair team mem-
ber will likely install a second bannister, make the existing bannister more
secure, and add brighter lighting to the staircase. The occupational thera-
pist might work on arm and leg strength. For the participant who wishes
to prepare meals, the home repairs professional might widen the doorway
for wheelchair access to the kitchen, adjust counter tops, and install a
refrigerator and stove that are accessible to someone in a wheelchair. For
the participant wishing to shower, the occupational therapist might work
on balance and strength while the home repair team member would
install grab bars in the shower and around bathroom. For most concerns
the nurse would conduct a medication review to ensure that functional
issues are not a result of medication duplication or error.

We created a new role for nurses. Nurses have traditionally not been
focused on function to the degree that CAPABLE does.
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Outcomes
Functional Improvement

Sarah mentioned that she was initially surprised with the outcomes of a
recent randomized control trial because no other program has realized
nearly the success in functional improvement as CAPABLE. During the
Centers for Medicare & Medicaid Innovation project, CAPABLE reduced
participant disability by one half. Seventy-five percent of the participants
improved their ability to perform the ADLs. The average ADL limitation
reduction went from 4 to 2. The CAPABLE team labeled improvements
as unsuccessful even if a participant went from no ability to perform an
ADL to having only minor limitations performing the same ADL by the
end of the program. Sarah noted that this indicates that the results, as
positive as they are, are conservative. The IADL improvements realized
were also impressive. Sixty-five percent of the participants improved their
ability to perform their IADLs. Sarah put these results into further per-
spective by explaining that this patient population, when not participat-
ing in CAPABLE, is likely to experience further functional loss during
the four-month period.

Another important outcome of improved function is that improved
ability to perform the ADLs and IADLs prevents falls. This is why
CAPABLE was recently named a leading falls prevention program by the
National Council on Aging.

Quality of Life and Mental Health

Participants who are able to live in their homes safely and have the func-
tional ability to remain independent experience improved quality of life
and less depression. On average, the CAPABLE program participants
experienced reduced levels of depression from moderate to mild. This
improvement in mental health is not minor. The difference between
moderate and mild depression could mean the difference in the need for
anti-depressant medication. The improved quality of life of the partici-
pants does not end with them. Their well-being affects their families and
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their communities. Sarah mentioned that many of the CAPABLE par-
ticipants were foster parents. She also acknowledged the benefit of keep-
ing civically minded, caring older adults functional enough to provide
stable parenting for local foster children. It is a win-win for the older
adult and the community. Being a foster parent also fulfills the need for
purpose and generativity felt by older adults.®

Hospitalizations and Nursing Home Placements

CAPABLE participants experienced much lower rates of hospitalization
than the control group. They also entered nursing homes at a rate three
percent lower than the control group, reducing their likelihood of nurs-
ing home placement by 50 percent.

Cost

The CAPABLE program generates health system cost savings that are six
times the cost of implementation. Because of this saving, providers who
receive value-based insurance reimbursements are eager to adopt the
program.

Looking Forward

As health systems around the world reorganize to meet the needs of the
growing older population, it is our hope at ACCESS Health International
that all systems of care for older adults will be designed to treat the whole
person including the biopsychosocial and environmental factors of
health. We also envision increasing efforts upstream with improved pre-
ventative interventions and a firm eye on the social determinants that
drive health system usage, inequity, and suffering. The literature and the
two interviews above provide evidence to support that such a design will
improve access to care and support, reduce health system costs, and con-
tribute to well-being.
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Social inclusion is crucial to the well-being of older adults. Creating
inclusive spaces and communities fills many psychological and social
needs of older adults and has shown to improve physical health. Such
spaces and communities are a powerful antidote to the pervasive systemic
ageist stereotypes and prejudices seen around the world. In our next
chapter, we write about inspiring programs that connect older adults to
their communities and enable a life of purpose, inclusion, learning, and
intergenerational connections.

The full interviews referenced in this chapter can be found at this link:
www.accessh.org/agingwell.
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the permitted use, you will need to obtain permission directly from the copy-
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