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Provider Based Population
Health: No need to reinvent the
wheel



improving the experience of care,
improving the health of populations, and reducing per capita
costs of health care.

population

health management
®

ah!
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Prospectively Paid
Bundles

. Shared Savings

Fee for Service

Pay for Performance

Provider Financial Risk




Touch the most people or the most

cost?

Complex Case Management
High complexity patients

Chronic Condition Management
High risk patients

Selt-treatment
Patients with moderate risk

Wellness & Prevention ®
40% Patients with low risk

(% of Population) ah !

Source: Kaiser Permanente and La Fe Hospital data
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PHA publications

e Outcomes Guidelines Report, Volume 6, 2015

A Population Health Guide for Primary Care
Models, 2012



-

PHA Definition of Population Health
Management
|
|
|

A population health management program
strives to address health needs at all points
along the continuum of health and well-being
through participation of, engagement with and
targeted interventions for the population.

The goal of a population health management
program is to maintain or improve the physical
and psychosocial well-being of individuals
through evidence based, cost-effective and
tailored health solutions.

Source: Population Health Alliance, Outcomes Guidelines
Report, Vol. 6, 2015.



HIT Framework
| Regional Data Liquidity

"ACOs, IDNs,
HIEs, RHIOs*

Systems and Person Level
Databases

EHR, Lab,
Claims, Big Infrastructure and

Data Services

Processing

Systems* ,
Rules Engines,

Decision Support
Tools, Interventio
Level Databases

Communication
Enabling Devices

Home Health
Hubs, PHR,
Monitoring
Devices, IVR,
loHT*

End User
Medical Devices

Cell Phones, Smart
Phones, Tablets,
Wearables, Computers,
Digital TVs*




Population MonitoringAdentification I Step 1 - Identify

4‘ Step 2 - Assess

mﬂsn;ﬁmthn I Step 3 - Stratify
Care Continuum

No or Low Risk g Maderate Risk - High Risk
Health Management Interventions

Step 6 Health Promation, Health Risk Care Coordination/ Disease/Case
P Wellness Management Advocacy Management

Gather ' ' Step 4

Feedback Engage &
Organizational Interventions
& Improve Tailored Interventions ! Intervene

(Cultute/Environment)

Community Resources

e E—_

Operational Measures

) 4 Step 5
Program Outcomes
Measure
PyCiSOCE Behavior Clinical and ‘ Productivity, Financial

Outcomes Change Health Status Satisfaction, QOL Aiteamiae Outcomes




Population Montoring /identfication

Health Assessmant?

HRA Medical Claims Lab Data Dher
Incentives & Rewands

d—— Risk Siratification? e——- = InCENLiva Raward

Enrodiment’ st
Healthy Health/Ematianal Cheonic lliness End Of Life Engagement| o

Risk '
Enroliment/Engagement Strategles

¥

Commumication and intervention Delivery Modalites'?

E-mail Telephone IntzmetIntranet Social Media Face-to-Face Visits

¥

Patient-Cantarad Intansantions’

—eeeeeeeee———— Health Continuum — -
Organizational Interventions » Progeam Referals (Extemalfintemall
CubsrafEmidomment « Integrated U oondinated Components

Health Promation, Hialth Rask Care Coondination Diszasal

Wellness, Management Case Man t
PTEVENTIVE S2NCEs Admoy ——=t

Guality Improweme nts Based on Frocess Learnings and Elutn:nne]

Tailored Intervention=*

¥

lmpact Evaluation
Program Cutcomes

Health Stztus and
Chinical Qwrtcomas

Health Behavios Ir
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saff-Managemeant { qualrt::.-nf _ | Productivity
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T patientnonder |
" ant/Provider |
Screeningf Preventive . T
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¥
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Includes Demographics, Registry, EHR, Medical
and Rx claims, Patient/Consumer Segments

Population Monitoring/Identification

All relevant and available information

Health Assessment’

HRA Medical Claims Lab Data

‘ What is Impactable? Risks Conditions
Clinical Status and Gaps?
-— Risk Stratification? —
Healthy Health/Emotional Chronic lliness End Of Life

Risk
Where is the intervention effective?
p ®
L. Y
ah!
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Set Outcomes Goals

e Now that you have the baseline data what outcomes
do you want to see?
— Clinical improvements
— Reductions in Gaps in Care
— Improvement in preventive screening rates
— Cost reductions
— Service utilization changes
— Adherence to meds, to office visits, other services
— Quality of Life improvements
— Risk reduction

— Satisfaction improvements



Value to consumer/patient/family
[

Enrollment/Engagement Strategies

¥

Communication and Intervention Delivery Modalities'2
Communication mode preference,
Impact emet/Intranet Social Media Face-to-Face Visits

Patient-Centered Interventions’

— Health Continuum —

Organizational Interventions * Program Referals (ExtemallInternal)

Culture/Enviomment * |ntegrated/Coordinated Components

Health Promotion, Health Risk CareCd What does the person need,
Wellness, Management Adi

Prayentive Services now, later, ongoing?
What alternative care delivery is

Tailored Interventions? possible?

How can | maximize outcomes
while minimizing cost?
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1. Patient Population Identification

Predictive

Maodeling
Health Risk  Receptivity & On-line
Assessment  Willingness Portal,

/ Biometric Virtual Tools
Screening

Employer

Based Social
On-site Metworking

Programs

Patient

Telephonic/ Engagement Mobile

Virtual Technologies
Health

Provider Monitoring
Based Devices
Programs

Incentive Gaming
Programs Motivation

ulting LLP. Ce gagement Acrass the Health Care Spectrum. Presentation a
1,in San Fra .
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Forum 11
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Program Impact Evaluation
-Leading and Lagging
indicators of health change

across the population
" -Operational, clinical and
Operational Measures Impact Evaluation financial outcomes

Program Qutcomes
.......................... > Health Status and

Psycl!usﬂcia! | Clinical Outcomes
oners Health Behaviors — ¥

-Time to impact

e

: Self-Management | D”i:if[:'?'_ (| Productivity
.................. » | * P 5 ~ )
. Satisfaction :

i ] \, Patient/Provider / .
Screening / Preventive ~— A ) \
Services — _— v

R E R R o o o }. SEM{E Utili!aﬁﬂ“

§

Financial Outcomes

Time frame for Impact

ah!




Figure 8. Leading and Lagging Indicators

LEADING INDICATORS: Forecasts outcomes we care about

Identification, stratification, and methods of offering engagement
Enrollment (initial engagement)
Sustained and Activated engagement ... life-long

Behavior change ... maintanance

Processes of care (taking a blood pressure, monitoring HbAlc, prescribing a drug)

Adherence to treatment.... medications

Achieving clinical targets (e_g., blood pressure, HbAlc, LDL cholesterol, BMI)

LAGGING INDICATORS: Outcomes we care about

Morbidity (chronic conditions, exacerbations, disease progression)
Mortality

Functional status

Cuality of life and well-being

Productivity (absenteeism, disability, and presentesism) and performance

Healthcare claims cost
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Program Measurement & Improvement Tips

e Start with a limited group of outcomes indicators
e Make sure you can collect the data

e |dentify leading (early) and lagging (later) indicators
(to see if you’re going in the right direction)

e |let the data lead you (be scrupulous in how you
analyze, use and present the data)

e |fit's not working, make changes and re-measure
 |terate, iterate, iterate to success



Patient Population Identification

Health Assessment

Risk Stratification

Engagement

Patient-Centered Interventions

Impact Evaluation

Use eligibility/administrative data to push
updated "population list” to clinicians

Assess customer base demographics, values
and special needs

; rs, at-risk individuals in
Uld'tIC'rI

patient g
Prioritize at-risk patients for clinicians
Identify and offer tailored interventions
for segments

Support engagement o

population

Help patients access care and
interventions appropriately

f greatest
s for health

im [_-r= vement

* Use analytics to understand and improve
population health interventions impact

Push "scorecard” to individual clinicians

ecome aware of all patients in managec
B f all patient ged
population

Use validated tools to assess patient health
risks, preferences, activation and values within
defined patient panel

Prioritize at-risk patients and intervene to

decrease both acute and long-term risks
ppropriate patient support based
and segment

Offer patient-specific care plans and ancillary
interventions based on identified patient
needs, preferences, activation, values,
capabilities

card” to understand and
improve perfermance relative to others

* Identify areas for care improvement

Link self to medical home and organization

Increase awareness of health risks and
conditions

Increase understanding of health risks and
conditions
Understand condition severity

stand how behaviors affect risks and

Participate in defining customized care plan

Receive information and support tools to
become activated in care

Learn how to implement self-care plan to

ze health

Improve health risks and control of conditions




Table 3. Population Health Components - Best Practice Implementation Levels for Primary Care Clinicians

2 3 4 5 &
Risk Stratification Patlent-centered Impact Evaluation
Intarventions
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Level V

Level IV

Level 1l

Level |

Patlent Population
Identification

Clinician receives

i bt
ation i

Epfoloais

Clinician auto-notified
of new or conflicting
info requiring resolution

Valid tools auto- stratify
patients & tion
across all clinicians;
gaps flagged for action

*Medical homa™;
clinician monitors,
optimizes care &
care team mtxgm
settings

Clinician/Patient
collaborative care plan;
17, 2%, 3" prevention
focus; coordinated team

Real-time feedback;
outcomeas r!mn;t&
Pﬂpuhtﬁlh;m!sm'

Patient information
available from all
clinicians - 1D, risks,
condition control

Patient haalth, values,
preferences assessad;
clinician receives info

for consideration

Stratification lists
available based on
claims, HA, labs,
screening info

Clinician engages with
atient in “medical
ome,” coordinates

across connected

settings

Clinician aware of &
responds to patient
neads/preferences
focuson 1°, 2%, 3°
prevention

Clinician receives
patient outcome info;

performance goals set

in peer organization

Clinician registry — key
diagnoses, tests, Hx,
and condition control

Clinician evaluates
health risks based

ON yearover-year
COMmparing assassments

Mew health risks
identified through
health assessments and
via registry lists

Clinician engages with

Eatient focusing on
oth past and newly

identified risks

Clinician focuses on
17, 27, 3° prevention;
strategies for risks
identified

Clinician unaware of
patient outcome unless
directly involved in care

Clinician has patient list
with diagnoses

Clinician asks patients
for baseline haalth
assessment; assesses
patient at the visit

Risk based on "frequent
flier” status & clinician
lists with diagnoses

Clinician engages with
patient episodically at
patient presentation

Intervention basad on
current patient need
and known health risk(s)

Clinician unaware of
patient outcome unless
directly involved in care

Clinician identifies
patient through direct
interaction and hard-
copy records

Clinician assesses
patient at the visit

Clinician aware of high-
risk patients based on
“frequent flier” status

Clinician engages with
patient episodically at
patient presentation

Intervention based on
current patient need
and known health risk{s)

Clinician unaware of
patient outcome unless
directly involved in care




Cross-organizational
alignment to assess pt.
risk of non-adherence

HCPs** review Pt.
adherence responses at
point of care: at-risk
individuals are identified

Validated tools available
to assess individual pt.
med non-adherence

Organization aggregates
data to identify
medication adherence
trends

Organization identifies
adherence interventions
for at-risk individuals
and populations

HCPs assess at critical
points of care to identify
and overcome barriers

Organization collectively
sets targets & goals to
improve organizational

performance

Organization builds
formal database to track
and report trends

Organization offers suite of
targeted assessments
and interventions to lessen
risk

HCPs: a) receive/access
data on their pts.
adherence;

b) Training occurs;

c) Goals are set

Organization links med
adherence to overall
system success

Organization aligns
value-chain to support
ongoing adherence

Organization integrates
data base into daily
provider function

Organization challenges
low HCP performers to
improve outcomes

HCPs receives
incentives or increased
reimbursement based

on adherence

performance
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Building a Diabetes Program

e Who is our Population? All Patients with
Diabetes

e |dentify
— EHR, Claims ICD9/10, referral



Diabetes Identification from Claims Example

Denominator specifications for Diabetes
Type and Number of Codes in ID Frame
e 1 OR MORE ACUTE INPATIENT DISCHARGE WITH

—ICD10 codes in any position: E11.9, E08-E13, E08.42, E09.42, E10.42, E11.42, E13.42, E08.36, E09.36,
E10.35, E11.36, E13.36

* OR 2 OR MORE OFFICE/OUTPATIENT VISITS OR ENCOUNTERS OR EMERGENCY DEPARTMENT VISITS AT
LEAST 14 DAYS APART WITH

— |CD9 codes in any position: Same as above

e OR 1 OR MORE MEDICATION DISPENSING EVENTS FOR THE FOLLOWING

— Alpha-glucosidase inhibitors

— Anti-diabetic combinations

— Insulin

— Meglitinides

— Miscellaneous antidiabetic agents

— Sufonylureas

— Thiazolidinediones

— (Note: Glucophage/metformin is not included because it is used to treat conditions other than diabetes.)
Condition-Specific Exclusions

e Gestational diabetes: Exclude anyone with 1 or more claims with a code of 024.429.

Source: Outcomes Guidelines Version 6 Population Health Alliance, 2015
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Diabetes Assessment — More than
gaps In care

e Where they are from a risk level and impact level

e C(linical
— HgbAlc
— Weight
— BP

e Quality measures/gaps in care

— Flu shot, eye exam

 Financial
— Total annual costs prior year
— Costs by various groupings

e Pharmacy
e Other
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Diabetes Assessment (cont.)

e Utilization
— Hospitalizations
— Emergency Room visits
e Behavioral,
— PHQ9
QOL
— SF 12
Activation/Readiness to Change

— PAM
— Prochaska Transtheoretical Behavior Change Model
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Diabetes Stratification

e Stratify
— Simple to complex models.
— How many buckets?

— Think what are the interventions? What do you want to
target?
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Diabetes Engagement

* Engagement
— By Whom/What?

e RN, Coach, other staff or service, face to face, phone,
text, email, mail, social media
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Diabetes Interventions

 Cost versus impact

e |Interventions

— By Whom/What? RN, coach, peer, caregiver,
automated phone text, email, telemedicine, chat

— Intervention method

— Face to Face, Call, digital, IVR, chat, group, email, text, in-home
monitoring,wearable's
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Diabetes Intervention (cont.)

* |ntervention Service
— Education - face to face, telephonic, group, digital,
paper
— Reminders - appointments, medications,
screenings, daily measurements

— Care coordination - including other non-medical
issues affecting ability to adhere



LEADING AND LAGGING INDICATORS OF EHM’S FINANCIAL IMPACT

LEADING INDICATORS EXAMPLES TIME COURSE

Identification, Stratification and Targeting (outreach) | Count/% with risk factors...conditions...etc. Few months

Program enrollment and use of tools Initial enrollment by type of program or tool Few months

Continuing engagement or program completion 4 or more sessions; or (better) program completion 6—12 months

Behavior change (lifestyle risks) Physical activity, tobacco, nutrition, stress 6—12 months

Behavior maintenance 6- or 12-month rates of low lifestyle risk |2+ months

Processes of care % of diabetics with annual LDL testing Six months

Medication adherence % of people with CAD on statins with MPR 807%+ 6—12 months

Achieving clinical targets % of diabetics with LDL less than 100 Six months

Activation (survey or composite measures) Patient Activation Measure or composite performance Six months

Satisfaction with EHM Positive experience and high marks on usefulness 6—12 months

Well-being Gallup-Healthways Well-Being Index 6—12 months
LAGGING INDICATORS EXAMPLES TIME COURSE

Functional status SF-12/36, Activities of Daily Living Six months

Quality of life and well-being SF-12/36, Gallup-Healthways Well-Being Index Six months

Absenteeism and presenteeism Health-related absenteeism and presentesism scales Six months

Morbidity (ER, hospital, procedures) Rates for ER, hospital, and preference-sensitive procedures | |-3 years

Healthcare claims cost Paid or allowed amounts as trends 2-5 years
KEY
- Cor . e s - m H i
CAD: ED Ry Gr:f Y G'S,esse MPR :EGIFGFOHIP{OJS:SES Source — Program measurement and Evaluation Guide: Core Metrics for Employee Health Management
actually are as §v. enced by count of days’ supply dispe _ HERO/PHA Joint Publication
status and quality of; ER: Emergency room
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Session Takeaways

e Caring for populations means changing what we do
and how we do it

e Data is required but it can be done very simply

e Use the PHA Framework to guide best practice
population health management program
development

e PHA offers publications, tools and expert support to
help you develop and improve your PHM programs



FRED GOLDSTEIN

FGOLDSTEIN@ACCOUNTABLEHEALTHLLC.COM
TWITTER @FSGOLDSTEIN
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