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Well-travelled: a failure to prevent illnesses or treat them early can lead to expensive emergency care. Photograph:

Comstock

For someone so hopeful about approaches to healthcare, Jeffrey Brenner is surprisingly

apocalyptic. The founder of the Camden Healthcare Coalition envisages a fire-and-

brimstone future, in which a dysfunctional US healthcare system ends up eating itself

alive.

"It's going to get really ugly. We have ageing populations that will overrun our delivery

systems," he warns, citing the state Medicaid agency's budgetary crisis in Arizona, which

led to restrictions on organ transplants. "That's rationing," he points out, warning us to

expect more of the same – much more. "It's going to be hard to crash land this."

Brenner is far away from the blistering heat of Arizona, in Camden, New Jersey, where

he is trying to apply a different approach to cut costs while improving the quality of

healthcare. It was there, working as a family physician, that the former neuroscientist

became interested in using statistics to try to pinpoint healthcare trends.

He worked with local hospitals to gain access to their billing records, and created a

heatmap of high-cost healthcare areas. He narrowed it down to specific buildings, and

found that healthcare costs were highly concentrated, with 1% of the patients in the

region accounting for 30% of healthcare expenditure.

Like applying specific pressure to a wound, Brenner decided that focusing healthcare



on that small contingent could help to staunch the flow of money from the healthcare

system, while also making a real difference for these repetitive 'super-utilisers'. He

asked doctors for details of their costliest patients, and then targeted them.

Brenner found that the problems causing their health issues were multi-layered. These

people flew under the system's radar, beset by social, emotional and logistical issues

that top-level policymakers were blind to.

"The healthcare system is built with the assumption that you can walk around, talk

English, and advocate for yourself," he states. "If you're disabled or don't speak English,

the system really starts to fall apart and doesn't serve your needs well." That can

translate into even more spenging as patients slip through the preventative healthcare

net into the costlier treatment phase.

That remediation may not solve the underlying causes of the health problems at all,

given what Brenner identifies as a lack of joined-up thinking in primary healthcare. "If a

patient comes back for more care that's a billable event. That's a good thing if you're a

chief financial officer. That's a bad thing if you're worried about healthcare costs going

up," he says. No one is accountable to a common goal.

A stitch in time saves dollars

Basic oversights can lead to increased costs later on, Brenner says. A patient might miss

scheduled GP appointments three times because health service transportation is

repeatedly late to collect them, and are then refused further meetings. So then they

begin making costly visits to the emergency room.

"The leading reasons for an emergency visit in Camden are head colds, ear infections,

and sore throats," he points out. These could be dealt with far more cheaply by clinics.

"The fundamental question becomes: is it the patients that are the cause of the problem,

or the system?"

This lack of joined-up thinking extends beyond the healthcare system to other areas,

warns Dr Robyn Tamblyn at the Canadian Institutes of Health Research. "The

healthcare system is the dumping ground for everyone else's policy," she says, citing a

lamentable lack of research in this area.

These policy gaps have a marked effect at the sharp end of healthcare. A homeless

person on a cold New Jersey night might be tempted to go to the emergency room and

complain of chest pain to get a warm bed for the night with a TV, argues Brenner. Thus,

social failures in one area put a disproportionate strain on the healthcare system.

How could those divides be bridged? Dr Sophia Chang, director of the California

Healthcare Foundation's Better Chronic Disease Care programme, identifies three

challenges. The first is identifying the patient base, she says, advocating for structured

mining of claims information to identify critical super-utilitisers.

Then, effective engagement is key. Long-term communication with patients is crucial to

truly understand their problems and gain their trust, she argues.

"The third thing is the kicker," she says, "And that's the financial mechanism." Scaling

up Brenner's model is a problem in a healthcare system where 70% of the practitioners

are specialists. The system needs general physicians who can address patients with

problems caused by a panoply of social and logistical issues.

And yet expanding the use of this practice is the only way to save US healthcare,

Brenner suggests. The baby boomer generation is starting to retire – and this will be

accompanied by an unprecedented strain on the healthcare system. "The boomers I'm

taking care of in Camden are the first cohorts to fall apart," he says.



But maybe there's hope, Brenner muses. "It turns out that if you figure this out for a 55

year-old homeless schizophrenic with a brain tumour, then doing it for a suburbanite

who can't read his medication bottle doesn't look that hard."
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