
Population Health Management 

In 4 Steps…  

January 20, 2015 



Slides for today’s webinar are 

available on the CIHS website at: 
www.Integration.samhsa.gov   

under About Us/Innovation Communities 

 

http://www.integration.samhsa.gov/


Today’s Agenda 

• Welcome  

• Overall Goal for the Innovation Communities  

• Goal for the Innovation Community 

• About Your Team 

• What to Expect from the Innovation Community 

• Participant Expectations 

• Next Steps 



Structure 

Short comments from experts 

Specifics from their point of view 

 

Polling You 

Every 20-minutes 

Finding the “temperature” of the group 

 

Asking Questions 

Watching for your written questions 

 

Follow-up and Evaluation 

Ask for what YOU want or expect 

Ideas and examples added to the 
AOS Resource Center 

 

4 

Our format… 



How to ask a question during the webinar  

 If you dialed in to this 

webinar on your phone 

please use the “raise 

your hand” button and 

we will open up your 

lines for you to ask your 

question to the group. 

(left) 

      If you are listening to 

this webinar from your 

computer speakers, 

please type your 

questions into the 

question box and we 

will address your 

questions. (right) 



Innovation Communities Purpose  
The IC’s are designed to engage organizations in acquiring knowledge &  

skills to implement measureable improvements in a high priority area related 

to healthcare integration. Lessons learned over the course of the IC will be 

compiled & shared with the healthcare field so other organizations can 

benefit.  
 

The IC focuses on topics and approaches that align with the following: 

• Widespread relevance & applicability across integrated care settings  

• Addresses a challenging problem related to integrated care  

• Establishes practical & meaningful performance indicators achievable in a 9 

month timeframe  

• Continuously monitors progress, implementation barriers, & effective strategies 

• Identifies tools & resources associated with successful implementation 

• Records the lessons learned about the systemic & organization specific factors 

affecting the adoption & sustainability of integrated health innovations  



Goals for PHI IC 

• All agencies will be able to define PHM. 

 

• All agencies will develop a plan to operationalize PHM 

in their organization. 

 

• All agencies will be able to use one or more PHM 

approach(es) to more effectively & efficiently provide 

services.  



Let’s do this!!  

1. Identify the Need (Completed!) 

2. Allocate Resources to Address the Need (Completed!) 

3. Conduct an Agency Needs Assessment (Jan-Feb) 

4. Use the Needs Assessment Findings to Develop your 

Work Plan (Feb-March) 

5. Execute the Work Plan with Passion & Urgency 

(March-August) 

6. Seek Out Resources (Dec-August) 

7. Share What you Learn!! (Dec-August) 

 



Defining Population Health Management 

A set of interventions designed to maintain and improve 

people’s health across the full continuum of care—from 

low-risk, healthy individuals to high-risk individuals with 

one or more chronic conditions  

 (Source: Felt-Lisk & Higgins, 2011).  
 

Population management requires providers to develop 

the capacity to utilize data to choose which patients to 

select for specific evidence-based interventions and 

treatments (Source: Parks, 2014). 



Population Health Management 

Strategies for optimizing the health of an entire client 

population by systematically assessing tracking, and 

managing the group’s health conditions and treatment 

response. It also entails approaches to engaging the 

entire target group, rather than just responding to the 

clients that actively seek care.  

 
(Source: Behavioral Health Homes for People w/ MH & S/A Conditions.  

National Council for Behavioral Health, 2012) 
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Approach to better managing all aspects of pt. health from wellness to 
complex care, by assessing health & health provision beyond a single 
episode of care. PHM helps clinicians assess their entire population 
and stratify it into various stages across the spectrum of health: 

• Those who are well & need to stay well by getting preventive tests 
completed 

• Those who have health risks & need to change their health 
behaviors so they don’t develop the conditions they’re at risk for 

• Those who have chronic conditions & need to prevent further 
complications by closing care gaps & changing health behaviors  

 

 source: adapted from phytel.com 

Population Health Management 



Collecting, Using, & Sharing Health Data  

BENEFITS 
 

More efficient workflow (e.g. less time spent handling 

laboratory results) 

Improved access to clinical data 

Streamlined referral processes 

Improved quality of care--Better health outcomes 

Improved patient safety, including fewer prescribing 

errors and fewer hospital readmissions 

Cost savings (e.g. eliminating costs of storing paper 

records) 

Downsizing personnel 

Increased revenue (e.g. government incentives for 

use of health IT) 

Pay-for-performance incentives 

 

BARRIERS 
 

Lack of Leadership 

Lack of strategic plan for data use & health IT 

Costs of EHR implementation 

Cost of establishing and maintaining links between 

EHRs and HIE networks 

Security and privacy issues  

Liability Provider’s concern to be held liable for 

information from outside sources/labs 

Misaligned incentives (who pays and who benefits) 

Provider reluctance to relinquish control of patient 

information to competing systems 

Technical barriers (e.g. lack of interoperability among 

EHRs) 

Lack of IT training and support 

 

Source: Fontaine, Ross, et al. (2010). Systematic Review of HIE in Primary Care 

Practices, JABPM 



Analytics at Work: Smarter Decisions 

Better Results   
by Davenport, Harris & Morison 

Requirements for analytics: 

• Analytical Leadership 

• Accessible High Quality Data 

• Enterprise/Future Orientation  

• Strategy Targets 

• Analysts 
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Components of PHM: 

 

1. Knowing what to ask about your 
population 

2. Data registry describing your population 

3. Engage in CQI Process to respond to the 
findings 

4. Use Dashboards for making data 
understandable 
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What are the questions you want 

answers to about your populations? 
 

1. Who are you serving?  Who are you not serving but 

could/should be? 

2. What are the costs for the average patient? 

3. What kind of services are they getting, where, & 

when? 

4. What is the patient’s response to treatment? 

5. What is the patient’s opinion of their care? 

 

 

 

 

 



PHM Measures Must have Specifications 

The measure specifications will provide the following: 

• Brief measure description    

• Definition of measure numerator.         

• Definition of measure denominator 

• Exclusions to measure, if applicable 

• Description of report periods 

• Tables detailing the dx and billing codes 

 



PHM Measure Specifications 
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Components of PHM: 

 

1. Knowing what to ask about your 
population 

2. Data registry describing your population 

3. Engage in CQI Process to respond to the 
findings 

4. Use Dashboards for making data 
understandable 



Patient Registry 

“…an organized system to collect uniform data (clinical and 

other) to evaluate specified outcomes for a population 

defined by a particular disease, condition, or exposure, 

and that serves one or more predetermined scientific, 

clinical, or policy purposes.” 
 

 

 

Source: Gliklich RE, Dreyer NA, eds. (2010).  

Registries for Evaluating Patient Outcomes: A User’s Guide. 2nd ed. 
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 Registry Examples  

• Provider Excel/ACCESS DB (simplest) 

• Managed Care Portals 

• Electronic Medical Records 

• Health Information Exchanges (typically 

do not have registries) 
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 Components of PHM: 
 

1. Knowing what to ask about your 
population 

2. Data registry describing your population 

3. Engage in CQI Process to respond to the 
findings 

4. Use Dashboards for making data 
understandable 



Data, Information, & Knowledge 

What is data? 

Granular or unprocessed information 
 

What is information? 

 Information is data that have been organized and 

communicated in a coherent and meaningful 

manner  
 

What is Knowledge? 

 Information evaluated and organized so that it can 

be used purposefully 

 



What is the ultimate purpose of 

collecting & sharing data? 

To turn it into action!  

(AKA Continuous Quality 

Improvement) 



Adapted from: 

Kolhbacher, et al. 

(2008) AHCMJ 
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Components of PHM: 
 

1. Knowing what to ask about your 
population 

2. Data registry describing your population 

3. Engage in CQI Process to respond to the 
findings 

4. Use Dashboards for making data 
understandable 
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What is a Dashboard? 

• A dashboard translates your organization’s strategy into 

metrics that provide timely information and insights that 

enable staff to proactively improve decisions, optimize 

processes, and plans.  

 

• In short it, enables staff to monitor, analyze, and manage 

their work.  

 
Source: Performance Dashboards: Measuring, Monitoring, &  

Managing Your Business. 2nd Edition 2011 Wayne Eckerson 

 

26 
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How to use a Dashboard 

1. Monitoring: Convey information at a glance 

2. Analysis: Identify exceptions & drill down to 

details  

3. Management: Improve alignment, 

coordination, & collaboration 
 

Source: Performance Dashboards: Measuring, Monitoring, and Managing Your Business.  

2nd Edition 2011 Wayne Eckerson 

 

27 



ww w. TheNat i ona l Counc i l . o rg 

 Dashboards  

 
• Should allow the data to tell a story about the people you 

serve & the care provided 
 

• Should be “simple” to Start--target only a few key 

aspects of population & their care 

 

• Should be Colorful--use red, yellow, green to draw the 

eye 
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Dashboard Example 

  
 

 

 



Next Steps 
Scheduled Webinars: 

• Tuesday, January 20, 3-4pm Eastern 

• Tuesday, February 17, 3-4pm Eastern 

 

Office Hours: 

• January 23; 12-3pm EST 

• February 20 12-3pm EST 

• Or By Appt.  

 

Homework:  

• Complete & Submit a PHM Organizational Self-Assessment 

• Sign-up for “office hours”  

• Reading Assignment (see next slide) 



Reading Assignment 

 

Title: Population Health Management:  A Roadmap for 

Provider-Based Automation in a New Era of Healthcare 

Publisher: Institute for Health Technology Transformation 

 

http://www.exerciseismedicine.org/assets/page_documents/PHM%20

Roadmap%20HL.pdf 



Questions? 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://fantasya-world.blog.cz/1410/otazky-a-odpovedi-1&ei=lfu9VMS3GcWdgwTL2YPoCA&bvm=bv.83829542,d.cWc&psig=AFQjCNG5bvrKfQabm92DtTT3tiaFc3BJpw&ust=1421823227005283


For More Information… 

 

 
Jeff Capobianco 

jeffc@thenationalcouncil.org 

734.604.2591 

 
 
 

Hannah Mason 
hannahm@thenationalcouncil.org 

202.684.7457, ext. 255 
 

 

 

 

Questions? SAMHSA-HRSA Center for Integrated Health Solutions 

integration@thenationalcouncil.org  
 

mailto:jeffc@thenationalcouncil.org
mailto:hannahm@thenationalcouncil.org
mailto:integration@thenationalcouncil.org


Thank you for joining us today. 

 

Please take a moment to provide your 

feedback by completing the survey at 

the end of today’s webinar. 
 


