
Population Health Colloquium
20 March 2018

Griffin Myers, M.D., M.B.A.
Co-founder & Chief Medical Officer



REBUILDING HEALTH 
CARE AS IT SHOULD BE

Personal
Equitable
Accountable



• Primary care centers for adults on Medicare.
• In medically-underserved communities (i.e.,>50% dually eligible).
• Located in high-density, low-income areas to create access. 
• Integrate primary care, care management, transportation among other services.
• Fully “at-risk” for all cost of care.

CONCIERGE WITHOUT A FEE



25
CENTERS 
(37 by December)

6
MARKETS 
(8 by December)

11
HEALTH 
PLAN PARTNERS

1,200
OAKIES

42,000
PATIENTS

5
YEARS

140
PROVIDERS



WHAT DO WE MEAN “FULL-RISK?”

Serve >50% dually 
eligible patients in 

communities with poor 
access to care.

Oak Street is 100% 
accountable to what 

patients need, all cost of 
care.

Enables Oak Street 
to invest in 

interventions that 
don’t add up under 

shared savings.



WHAT IS 
POPULATION HEALTH?
Are we talking about the same thing?



Delivery of evidence-based 
care to a population

Must create measurably 
better health outcomes



WE THINK ABOUT 
DELIVERING 
POPULATION HEALTH AS 
CLOSED-LOOP CYCLES
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Measure what is 
going on, i.e., 
create/capture data

Analyze the 
data to 
generate 
actionable 
insight

Communicate the 
insight with 
caregiver(s)

Act on the 
insight, i.e., 
facilitate 
behavior 
change in 
caregiver(s) 
and/or
patient(s)
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onPlatform = Architecture + Routines + 
Culture





LET’S TALK ABOUT TWO 
REAL EXAMPLES
1 Supporting Our Inpatients
2 Supporting Targeted Benefits



SUPPORTING 
OUR INPATIENTS
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Census pulls from a 
variety of sources 
(e.g., plan lists, 
authorization feeds)

Local teams add 
admissions as they 
occur.
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Data is aggregated in 
the warehouse and 
integrates care team 
experience with the 
patient

Scrubbed and sorted 
to maintain consistent 
fields for diagnosis, 
site, LOS.

Alerts programmed 
for extended LOS, 
high-risk cases, out- 
of-network.
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automatically notifies 
the team every day of 
census and status.

Team members add 
information as 
available.
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Communicate

Medical director leads 
team huddle to review 
census and make 
recommendations.

Canopy app guides team 
through evidence-based 
interventions, such as:
•Post-discharge visit (with 
transportation)
•Medication reconciliation 
by our pharmacists
•In-home assessment by 
Complex Care Team







SUPPORTING 
OUR INPATIENTS

Results 

15% Year-Over-Year Reduction in 30-Day 
Readmissions



SUPPORTING 
TARGETED BENEFITS



SUPPORTING TARGETED 
BENEFITS

What is access? 

Transportation?
24/7 phone line?
Evening/weekend hours?
Cultural competence?

I CAN’T DO THAT 
INSULIN



SPECIAL NEEDS PLANS (SNPS)

Medicare SNPs are a type of Medicare Advantage Plan 
(like an HMO or PPO). Medicare SNPs limit 
membership to people with specific diseases or 
characteristics. Medicare SNPs tailor their benefits, 
provider choices, and drug formularies to best meet the 
specific needs of the groups they serve.



Measure Warehouse 
aggregates data from 
outreach events, 
enrollment, EMR, 
claims, health plan 
plan contracts
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Proprietary algorithms 
identify opportunities 
where patients may 
benefit from exploring 
plan options



Share

Canopy app notifies 
team when a 
theoretical benefit- 
optimization 
opportunity exists



A
ct

Team notifies patients of 
options available

In-center experts available 
to connect patients as 
desired by patient

Plus: when a problem 
arises (“I can’t afford my 
insulin”) providers have a 
resource in the clinic to 
support these patients







SUPPORTING TARGETED 
BENEFITS

Results 

94% of patients with qualifying criteria for 
comprehensive coverage met with an 
licensed, third-party expert

NOW I CAN 
AFFORD MY 
INSULIN



OTHER CORE INITIATIVES:
Behavioral Health & Telepsychiatry

Home Visits

eConsults

Medication Management & Pharmacy

Post-acute Management

End-of-Life & Advanced Care Planning

Pain Management



POPULATION HEALTH IS NOT
A business function.
Reaches across traditional silos and must be cross-functional.

A health coach or care manager.
Must be a choreographed effort by a team.

An EMR or software product.
Necessary but not sufficient: tools are required to coordinate and structure care.

A fee-for-service exercise.
Only works in a full-risk model where accountability exists to fill patient needs.



MUST DELIVER BETTER OUTCOMES.
For our patients at Oak Street:
•40+% reduction in hospitalizations.
•92% Net Promoter Score.



SUMMARY: THE OAK STREET 
APPROACHOurs is a de novo model focused on a specific patient population.

We’re highly structured to ensure consistency and scalability.

We see minimal variation in results across centers, regions, plans.

Our model is financially sustainable, improving over time and vintage.

Rebuilding healthcare as it should be.



WHAT’S UP NEXT 
FOR OAK STREET?

Delegation for more integration between plan-provider functions.

More custom apps to structure process, eliminate variation.

Obsessive focus on social determinants to support our patients.



THANK YOU
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