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Objectives

» Describe the purpose and major steps involved when
using population health management (PHM)
applications

* ldentify data sources that PHM needs for analytics

» Recognize the importance of risk identification and
stratifying and segmenting patient population data
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Terminology

» Accountable Care Organization (ACO)

» Continuity of Care Document (CCD)

» Electronic Health Record (EHR)

» Health Information Exchange (HIE)

» Health Information Technology (HIT)

» Hierarchical Condition Category (HCC)

» Population Health Management (PHM)

» Social Determinants of Health (SDOH)

* Value-Based Payment (VBP) and Value-Based Care (VBC)
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Population Health Management: What
and Why

» General definition of Population Health Management
(PHM)

* Why do we need PHM and how can it help to achieve
the goals of VBC?

« VBC starts with focusing on the patient: Annual
wellness visits as a pillar
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Population Health Management
In Practice

« Medication reconciliation at outpatient visits
Medication therapy management in outpatient settings

Chronic disease management programs for specific
diagnoses

Efforts to reduce preventable readmissions
Post-acute care integration
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Population Health Management
Key Functionality

Collect Analyze, Stratify,
and Segment

Utilize

* EHRs

- » Patient Engagement
« Claims Seek answers to gag

SDOH system-level » Care Management
. questions + Patient Registries
 Public data sets
Labs « Translate into » Referral Management

. actionable groupings » And Others
» Behavioral Health of patients

» And Others with similar
characteristics
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Examples of Population Health
Management Solutions/Vendors

« Standalone  EHR Vendors
(non-EHR vendors) — Epic System Corporation’s
— Cognizent Healthy Planet
— Enli/Cedar Gate — Cerner Corporation’s
— Evolent Health Healthelntent
— Health EC — Allscripts’
— Lightbeam Health Solutions CarelnMotion
— Optum
— SPH Analytics
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Vendor PHM Example

Analyze, Stratify,
and Segment

Utilize

—————

Integrated data across Comprehensive patient data Maximiziag time spent with
the care continuum & actionable insights, including: your most vulnerable
patients
. .
. . .
= : —

Vendor PHM Example cont.

Analyze, Stratify,

and Segment Uitz

eConnectors Universal Data Warehouse Analytics & Care Modules
 Clinical (EMRs/EHRs)

* Claif

< Phama, abs @ “ o

* Patient, Practice

Rosters. Benchmarked Cost, Quality,
* ADTs, HIEs & Utilization
* Immunizations

<
Data Sources ,

2 2 !
) Data Aggregation ) Data Transformation
), 9greg )
A d
:;f:,‘::: Data Validation Business Rules | Risk Stratification \ )
Normalization & Real-time Machine Learning | Predictive Modeling Integrated Workflows & Care
Cleansing Integration Transition between Settings
Advisory Services
PHM Strategic ————————— Transformation and Operational ————————— Care Redesign
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Collect the Data

Data Sources

Data Sources

Public Health
Registries
EHR

* CCDs

* Claims

* Labs
» Behavioral Health
« SDOH

and Aggregation

Health

Information

Exchange Po
(HIE)

Point-to-
point
interfaces

Secure file
transfer
and others

pulation
Level

Patient

Level
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Data Must Move: Health Information
Exchange (HIE)

« EHR data is important...but not sufficient

« Health Information Exchange is essential given the
many sources needed for multiple purposes

» HIE helps build longitudinal care records

» Healthcare Information and Management Systems
Society (HIMSS) emphasizes the importance of HIE
for Value-Based Care
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Data Collection & Aggregation

Today: Evolving Value-Based Care
Early Future

ACOs : Data Sets
« Care management < Retalil

» Social Determinants « General Ledger

* EHR I of Health (cost) “Big Data”
» Claims * Devices (facility) ~ <Pharma Labs

* Patient generated < Other
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Population in Poverty by County

Public Data
Sources and
Insights

Cause of disparity in rate of years of potential life lost \-’]\I .l thb »
African-American vs. white (not Latino) - Female

Years of potential life lost rate by ZIP code
(2006 - 2015)

YPLL per 100K population Breakdown of YPLL disparity
(2010-2015)

6,383

YPLL Disparity:
2,747

l 3,636

African-American White
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Analyze and Stratify the Data
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Key Ingredient: Analytics

L 4 make it happen?
“Analytics is the

discovery of meaningful What will
patterns in data and is happen?
one of the steps on the
data life cycle of
collection of raw data,
preparation of
information, analysis of
patterns to synthesize
knowledge, and action to
produce value.” ‘

Why did it

Value

— NST Big Data, 2015

sHealth
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Risk Identification and Stratification
C:r:gpll_leishAngl;tke, COPD, others
45%
Increasing Risk
50%
Latent, Lower Risk
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Risk Stratification Example

(1) Low risk, for healthy beneficiaries with limited or unavoidable utilization
(2) Medium risk, for beneficiaries with early onset or stable chronic illness
(3) High risk, for beneficiaries with full onset chronic iliness and rising risk
(4) Very high risk, for beneficiaries with complex needs and/or high costs

Distribution of beneficiary

High Risk Programs

population by risk category
5% Very high —
Y LU Complex Care Mgmt.
High Risk X
©
n: . .
45% % WCCIR e d  Disease Management
Increasing Risk S
2
o, @ ;
50 A) Preventive Care

Latent, Lower Risk
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Risk Algorithms and Insights

+ Johns Hopkins ACG System

» Likelihood of Hospital Admission: Individual additional factors for Extended Stay,
Injury Related, and ICU

« Likelihood of Pt. Being in Top 5% [of cost](Next 12 Mo.)

+ Risk of Poor Care Coordination — Identifies potential cost overruns for patients
who may be using specialists as PCPs

* Unexpected Pharmacy Costs

* NYU Avoidable ED: Utilizes a client-configurable set of “Avoidable” and “Non-Avoidable”
diagnoses to determine appropriateness of venue

« Charlson Comorbidity Index: Predicts one-year mortality likelihood for patients with multiple
comorbid conditions

» Hierarchical Condition Coding (HCC): Communicates patient complexity through ICD-10 groupers

19 sHealth
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Gap Analysis

Diagnosis

» Misdiagnosis

» Missed diagnosis
* Clinical knowledge
* Missed screens

e Miscommunication
» Patient data

Treatment

* Quality Gap
» Documentation
* Clinical knowledge

Payment

* Quality Gap

» Documentation

* Clinical knowledge
* Quality and cost

misses

» Undocumented

risk factors

* Rejected claims
* Coding misses

sHealth
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Insight on Outputs

» Once all the analysis has been done,
what are the primary outputs that will be
translated into action for individual
patient-level care?

— Quality metrics for a facility (hospital, clinic)
— Provider level dashboards
— Ability to drill down into patient level detalil

— Output as close to real time as possible to
enable actions / improvements
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Shifting from a Reactive to Proactive
System with VBC

* Prior collaboration experience
Volume-to-value transformation strategic focus
Clinician champions

Shared governance

Care coordination services

Data access and analysis
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Integrating Health Equity at the

System Level

« What are the analytics that can be performed
to identify disparities?

« What measures can be incorporated to make
accountable improvements? (embedded in risk contracts)

* “The Role of ACOs in Addressing Health Equity”
(NAACOSs resource)

24 sHealth
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Summary

* Review of Population Health Management and the
handoff to Care Management and Care Coordination

» Next session (3) will look at managing patient groups
and direct patient engagement

+ Reference and Resource slides follow this final slide

» A PDF of this session is available with active
hyperlinks to access references and resources
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Developed by Stratis Health, in partnership
with the National Rural Health Resource Center

Stratis Health is an independent, nonprofit organization founded in
1971 and based in Minnesota. Its mission is to lead collaboration and
innovation in health care quality and safety and serve as a trusted
expert in facilitating improvement for people and communities.
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