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Population Health Management
• Population health is the health outcomes of individuals in a
group and the distribution of outcomes in that group
• Population Health Management is the ability to define and
understand the health status of every individual patient and
proactively deploy medical resources to support those patients,
whether it is to push resources to them where they are, or
effectively connect them to the optimal resource in a patient
specific manner, accelerated by technology
Focus:
•
•
•
•
•
•
•

Proactive vs. Reactive
Longitudinal coordinated care vs. episodic care
Prevention of disease
Early intervention for illness and disease progression
Dedicated programs for the sickest patients
Improving patient adherence via engagement
Addressing social determinants of health
4
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The Quadruple Aim
Is the delivery of care effective and patientcentered from the patient’s point of view?
Is the range of services we provide meeting the
needs of our patient population and promoting
community well-being?
Are we at being a good steward of health care
resources?
Are we meeting the needs and promoting the
well-being of our workforce?
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Population Health Management:
A Paradigm Shift
Traditional Healthcare
Delivery Approach
• Responsible for patients who
come in for visits
• Care is reactive and largely
initiated by patients
• Care is episodic

Population Management
Approach
• Responsible for all patients on
the panel, including those not
coming in for visits
• Care is proactive with systematic
practice-initiated outreach
• Care is continuous
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Transforming Primary Care
Current
State

Practice Model
of the Future

• Fee for Service
• Visit Based

• Activated Patients
• Outreach Oriented

Patient-centered Access and Continuity
Same Day Access

Team-based Care and Practice Organization
Shared Care Model

Knowing and Managing Our Patients

Chronic Care Pathways & Population Health Outreach

Performance Measurement & Quality Improvement (QI)
Diabetes Support

Care Management & Support
Enhanced Complex Care Management

Care Coordination & Care Transitions
Care Continuum Strategy Implementation
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Transformation to Team-based Care
• Revise staffing roles to align with Patient
Centered Medical Home standards
• Reduce the workload of the physician by
adjusting the responsibility of associates on clinical
teams
• Augment the healthcare team by training and
promoting current staff to new roles
• Revise workflows - responsibility for many visit
and non-visit based tasks is entrusted to the team.
• Improve access - maximize capacity & efficiency
of operations
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Results of Team-Based Care
• Build capacity – grow population served
• Increase proactive population health
outreach
• Serve a populations more effectively
• Support primary care physicians - burdened with increased pt.
acuity, documentation requirements & at risk for burnout
• Increase involvement & accountability of clinical teams in both of
delivery patient care & clinical outcomes
• Further develop a culture of continuous quality improvement.
10
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Primary Care Staffing
Sized Right for Population Served
• Patient Panel (~2000 patients)
– Primary Care Physician
– Advanced Practitioner(s)
– Nurse Coordinator
– Health Coach
– Medical Assistant

• Extended Care Team assist regional
care (10,000 – 20,000 patients)

11
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PCPs are Shifting Focus to Population Health
•
•

•
•

PCP practices are transforming to
focus more on health.
Embracing a coordinated
multidisciplinary team approach to
care.
Individualized, Evidence-Based
Care
Advancing our best & brightest
clinical staff into new population
based roles (e.g. health coaches)
• Engaging in pop health outreach
• Trained in motivational interviewing
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Advanced Primary Care
•
•

•

•

Increase office capacity to provide continuous, coordinated &
comprehensive care.
Implement health management strategies to provide care to larger
numbers of patients and to allow for alternative methods of delivering care
that might be more effective and more convenient for patients.
Strategies include shifting time and resources from in-person visits with a
physician to more team-based services (for example, nurse or educator
visits) and offering non-visit-based care using electronic or telephone
communications.
Approaches may increase access and convenience for patients, while
allowing practices to invest in more robust population health management
activities to improve health outcomes.
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0367

Future Primary Care Physician Schedule Example
• Begin @ 8:00 am with online communication: 3 video visits, followed by
responses to 10-15 patient portal messages.
• Team Huddle @ 9:00 am. Review high risk patient registries & recent
discharges. Plan outreach to those overdue for care.
• 2 Advanced Practitioners – 1st in office seeing same day appts, 2nd making
house calls & rounding in skilled facility.
• Physician - First patient @ 9:30 am. 6 patients each ½ day session visits
supported by team (Health Coach, Social Work, Behavioral Health & Pharmacist)
• Nurse Visits occur throughout the day for education, BP checks & testing.
• Complex Care Management team does outreach to high risk patients weekly.
• 50-100 EHR Tasks throughout the day
• Everyone (except the evening access team) is done by 5:30 PM
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Risk Stratified Care Management Strategy
2-5%
Palliative

Rising Risk
Poorly Controlled
Chronic Condition
= ACTION/ Intervention Care
30%

Low Risk = Prevention/Close Gaps in Care
35%

Healthy = Wellness and Prevention
30%
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Barriers to Transformation
•

Change is hard.

•

It’s hard to rebuild when the plane is in
flight.

•

Transformation requires role changes.
We become comfortable in specific roles.

•

If it isn't broke, don't fix it.

•

Physicians are reluctant to move beyond
what is comfortable.

•

Incentives are not completely aligned to
encourage new model.
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Population Health IT
• The EHR will be the primary tool used
by providers to manage populations.
• Patient Panel Reports
• Providing Virtual Care
• eConsults with Specialists
• Patient Portal – patient interaction,
self scheduling
• Identify Care and Condition Coding
Gaps
• Ingestion of outside sources of
clinical, social, ADT and claims data
• Plus – supplemental tools for PHM

18
Confidential

Panel Management
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Proactive Outreach & Self Management Support

20
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Care Companion

Questionnaire Task

Flowsheet Tasks

Education
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Advanced Analytics & Population-Based Reporting

Use data to understand total cost of care

22
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The Post-COVID19 New Normal
•
•
•
•

Regulatory flexibilities due to pandemic (hospital @ home, telehealth)
Increased percentage of telehealth visits. (15-25%)
New workflows (Virtual TCMs, AWVs & CCM)
Acceleration of population health activities
•
•

Dedicated time & workflows to support population health outreach
Maximizing team-based care

• Expansion of in-home care
•
•
•
•
•

Mobile teams supporting televisits
Self-management support
Home visits
Telemonitoring
Hospital @ Home
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Steps of Care Transformation

Community partnerships & systems

Successful population health
management requires a clinically
integrated infrastructure with
development of key capabilities

Integrated Behavioral Health

Virtual care delivery

Patient and family engagement tools
Clinical decision support
Support systems and shared decision making
High Value Network contracts

Risk-based population stratification
Post-Acute Care relationships
Disease / Condition Management for key diagnoses, including behavioral health
High-risk Care Management
Transitions of Care, Readmission Avoidance
Practice Transformation (Team-based Care, Patient Centered Medical Home Principles)
Population Management (Proactive Outreach, Addressing Care Gaps)

16m
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Payment Model Transformation

Level of Financial Risk

Near Term:
Align payer & provider incentives by sharing risk, assigning
accountability, and encouraging care coordination & efficiency.

Current: Move more providers to value-based reimbursement,
including bundled payments and gain shares

HIGH

Historical:
Majority of reimbursement is FFS-based, with some
gain shares & performance-based reimbursement

Shared Risk
Shared Savings

MED

Full Risk
Global
Capitation

PCP Capitation

Performance
Based Contracts
Fee for Service

LOW

26
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Payers are Expanding Value-based Reimbursement
• The transition to VBR has gained
significant momentum
• The push to 2-sided risk is inevitable
• Population health management
competencies are critical
elements in the value
transformation framework
• Care transformation will follow
changes in payment model
• Administrative leader, clinician and
team engagement is essential for
success

Transition to
value-based reimbursement (VBR)

27
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Success in Value Based Payer Models Requires Focus on
Core Population Health Management Activities

Access
and
Prevention

Core
PHM
Principles

Pos t-Hospital
Care and
Transitions

Emergency
Room
Follow-Up

Quality and
Risk Gaps

High Value
Specialty Care

• EHR optimization and
workflow redesign
• Actionable data at the point
of care

Additional Initiatives Layer On
Behavioral Health
and
Social Needs

• Panel Management vs
Episodic Care

• Coordination across the
continuum of care

Medication
Management
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Provider Networks are Coming Together to Deliver Value
•

•

•
•

Clinically integrated Networks (CINs) and
Accountable Care Organizations (ACOs) are
legal structures that facilitate sanctioned
collaboration among health care providers to
achieve the quadruple aim
Allows health systems and providers to come
together to contract with payers as the payment
and reimbursement environment evolves further
into value based models.
Allows scaling of costly analytics and population
health management strategies/technology
It is learning healthcare network where clinicians
share best practices to improve health outcomes
and reduce spending
29
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The Physician Partners of Western PA, LLC
A Clinically Integrated Network
# PPWPA PROVIDERS
4000

350 medical practices across
3 states and 23 counties

Physician Led,
Professionally
Managed

Regional
partnership of
physicians who are
collectively
committed to
improving the
quality and
efficiency of care
delivered to the
patient population
we serve

3000

2403

2588

2920

3442

3350

2000
1000
0

2017

2018

2019

2020

2021

30
Confidential

Areas of CIN Collaboration
Readmission Reduction/TOC
 Post-discharge follow-up
within 7 days
 Longitudinal follow-up with
patients at high risk of
readmission

Risk Accuracy
(Diagnosis Coding)
 Code to highest level of
specificity
 Address Chronic Conditions
during AWVs and other
patient encounters

ED Utilization Reduction
 Patient education
 Access
 Post-ED visit follow up

Annual Wellness Visits
 Preventive care plan
 Address care gaps
 Health behavior and social
determinant screening

High Risk Pt. Engagement
 Focus on top 25 high
cost/high risk patients
 Encourage enrollment in
complex care management
 Referral to Care
Management/Disease
Management

Quality Performance
 Address care gaps at each
visit
 Pre-visit planning /
Huddles
 Team-based care
 Proactive outreach

Pharmacy Interventions
 Generic prescribing
 De-prescribing
 Therapeutic interchanges
 Referral for Pharmacy
Education

Care Alignment
 Keep care within the CIN for
tighter care and cost
management
 New specialty referrals to
aligned facilities/providers
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Aligning Compensation with VBR
Value Base
Reimbursement

•
•
•
•

% of AHN Revenue from VB
Reimbursement Increases

Physician Value-Based
Compensation

Clinician financial incentives must be aligned with the new market
requirements for value.
Clinician compensation must keep pace with changes in payer
reimbursement.
FFS contracts are being augmented with population & value-based
contracts.
As % of revenue from VBR increases, clinician compensation should
shift away from volume (wRVU) model.
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PCP Compensation in a Capitated Environment
•
•
•

•
•
•

Recognize PCPs are on the front lines of healthcare
Grow population being served. (Market Share)
Compensation for role as population health managers –
promoting health, managing chronic conditions &
collaborating with other clinicians.
Recognize PCP’s influence on overall care when
equipped with tools & financial incentives to succeed.
Recognition for achievement of value based metrics.
Share in the gains and the risk - Increased upside
potential earnings, but poor performance could come
with some loss of income.

PCP
Compensation Example

Value Metrics
Base + Panel Size

Volume
Metrics

Aligning Compensation with the Triple Aim
• Compensation must be aligned with market requirements for value.
• Value Based Compensation recognizes providers who deliver quality care &
service at the reasonable cost.
• It rewards the effort involved in working as a team to provide evidencedbased, coordinated care to a panel of patients.

Quality

40 Points
• Medicare Advantage STARS
• Pediatric/Adult/Senior Quality
• Annual Wellness Visits %

Cost /Utilization & Risk
40 Points
• Total Cost of Care
• Utilization Metrics
• Risk Score Accuracy

Service

20 Points
• Patient Experience Survey
• Citizenship Activities

100 Total Points (50 Practice & 50 Provider Level)
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Accelerating Transition To Value-Based Care
• Potential exists for payment models to
accelerate value-based care delivery
• Transition from value-based payments
anchored in a fee-for-service architecture.
• Move towards population-based payments
which have the greatest potential to improve
outcomes and lower costs.
• Prospective payments are needed in primary
care to offset lost fee-for-service revenue.
• Robust, interoperable data exchange is a
prerequisite for value-based care.
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01560
36
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The Case for Capitation

Shifting Risk to Providers

• Population-based payment system Providers receive a risk-adjusted fixed per
person monthly payments that cover all
necessary health services over a defined
time period.
• It rewards for waste reduction
•
•
•
•

The financial incentive the “do more” is removed.
It shifts the financial risk of the cost of care from insurers to providers.
Savings can be reinvested in changes needed to bring down cost.
Strong incentives to focus on prevention of disease so that medical
services aren’t needed in the first place.

Health Care Payment Learning and Action Network
• Government & Commercial Payors
Aligning on Transition to 2-sided risk

Percentage of Population Segment in 2-sided Risk Models

• “Our Goal: Accelerate the percentage
of US health care payments that are
tied to quality and value in each
market segment through the adoption
of two-sided risk alternative payment
models.”
• The share of health care payments administered via alternative payment models
has increased from 23% in 2015 to 36% in 2018.
• Medicare can serve as a catalyst for payment reform, but fundamental changes in
the delivery system will not occur without multi-payer alignment.
38
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Population Based Payment
•
•

•
•
•

Providers need to continuously improve care delivery processes—
and this requires an investment.
Revenue beyond what practices currently receive from office visit
fees is needed to build an effective Population Health Management
infrastructure.
Payors are willing to make the investment in that infrastructure but it
comes with an expectation of downstream reduction in cost.
Studies have shown that capitation can lead to fewer unwarranted
hospitalizations, test and procedures.
Quality and outcomes are improved by reducing process variations
which can eliminate waste and bring down operating costs.

Total Cost of Care

PCP
(3% of total
spend)

Professional (29%)
Specialty
(26%)

Pharmacy Spend
(28%)

Facility Spend
(43%)

Population Based Payment
•

•
•
•
•
•

Maintain or increase revenue through
capitation and shared savings while still
offering all care needed by patients.
Reduction in number of office visits
needed to generate revenue.
PCPs have greater flexibility to deliver
care aimed at population health and quality
Enables practices to increase capacity and take on more patients by
replacing some routine care visits with non-visit-based care strategies.
Provider enabled team based care — visits with advanced practitioners,
dieticians, telephone/video visits and online portal communication.
Overhead costs go down as the number of patients served goes up.
41

Value-based Reimbursement (VBR) in Western PA

•
•
•
•
•

Western PA remains primarily FFS (>93%)
Commercial payers have hospital & ambulatory VBR programs
CMS Comprehensive Joint Replacement Model (CJR) is
Mandatory in 6 WPA counties
Bundled Payment for Care Improvement – is voluntary
5+ ACOs with % of covered lives in bottom quartile nationally
42

Future CMS Payment Transformation
•

Payment models will prioritize health equity, paying
for health care based on value instead of the
volume of services provided, and delivering personcentered care that meets people where they are.

•

Drive our delivery system toward meaningful
transformation using the levers of Medicare,
Medicaid and CHIP combined with
public/private partnerships.

•

“From here on, the [CMS] Innovation Center will embed equity in every aspect of its models
by seeking to include more providers serving low- and modest-income, racially diverse
and/or rural populations; the Innovation Center will aim to ensure everyone has access to
providers at the leading edge of transformation.”

•

Among the approaches to closing gaps will be efforts in areas such as behavioral health,
social determinants of health and other facets of whole-person care delivery
https://www.healthaffairs.org/do/10.1377/hblog20210812.211558/full/
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Predominant Future Value Based Payment Models
Population-Based
• Total Cost of Care
• Shared Savings → Shared Risk with Primary Care Capitation
• Bonuses based on quality → Quality as the gate
• Benchmarks adjusted by risk of patient panel (beyond HCC)
• Allow increased flexibility in care delivery/access points
• PCP Models → Expansion to specialists with chronic condition focus
(e.g., endocrinologists, cardiologists)
Bundles
• High-cost procedures and conditions
• 90-day episodes - triggered by a procedure or acute admission
• Chronic conditions
• From benchmark based discounts → Fixed episode price
• Increased use of mandatory bundled payment models
• Incentive to improve quality and reduce costs
• Site neutral across inpatient, outpatient, and ASCs

Population-Based Payment

Alternative Payment Model Built
on FFS Architecture

https://hcp-lan.org/

44
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Are We Reducing Wasteful Healthcare Spending?
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Future Measurement of Outcomes
• Quality Performance Reporting
• Current: Primarily claims based reporting
• CMS is phasing out Web interface (audit-style) reporting
• Shifting to electronic clinical quality measures (eCQMs)
• CMS proposes All ACOs be required to report through eCQM
by 2024
• Commercial payers will likely follow
• Health equity/social determinants of health (Gravity Project)
• SDOH Standardized Domains, Interoperable data sets
• ICD-10 Z-codes for reporting
• Patient-Reported Outcome Measures
47
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Be the change you seek…
• External forces are shaping the care delivery
model through payment reform.
• Those in healthcare have the opportunity to be an
internal force to create customer (payer & patient)
value.
• Administrator and Clinician leadership is needed to truly transform.
• Resist change and lose the opportunity to lead this societal
transformation
• Engage at local, regional and national levels.
• This is our time to make a positive difference.
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Questions?

Appendix

History of Capitation in the U.S.
•

Had its debut in late 1980s into 1990s

•

HMOs - usually owned & managed by insurance companies

•

HMOs primarily paid majority care delivery through FFS and per case
methods & passed along a portion of capitated payment to PCPs.

•

Mandated primary care physicians act as gatekeepers.

•

Insurance company, removed from patient-clinician interactions, were
making health care decisions.

•

Authorizations from the insurance company were required for referrals to
specialists, surgical procedures, imaging, and hospitalizations.

•

Consumers feared their health plans were more interested in saving
money than providing them with the quality care they needed

•

Physicians rebelled accusing health plans putting profits before patients.

What is Different This Time Around?
•

Payments go directly to providers and eliminating
the insurers’ supervisory role

•

Includes quality measures & standards of care.

•

Care paths and “appropriate use criteria” are built
into clinical workflows encouraging shared decision
making between physicians & patients.

•

No “gatekeeper” role for PCPs

•

Care coordination will be embedded within an
integrated care delivery organization.

