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SEPTEMBER 2017  Population Health: Models and Pillars for Success
“You cannot cost-cut your
way to success in volume
to value; it doesn’t yield the
ultimate results. The best
results actually occur in care
standardization and care
redesign.” i
– Mark Laney, M.D. CEO,
Mosaic Life Care, St. Joseph,
Missouri

Health happens where people live their lives. Health care, on the other hand, has
traditionally been venue-based — in a hospital, physician’s office or other clinical
setting. The movement to population health management requires an evolution
in the traditional model — extending care into the community and looking
upstream to improve overall health for individuals.
The shift toward population health is occurring at the same time as, and in
concert with, the transition from volume to value. It is driving provider behavior,
including standardized care and redesigned processes, and refocusing financial
and operational resources.
Eric Topol, M.D., professor of molecular medicine at the Scripps Research
Institute in San Diego, illuminated the problem in a recent essay in The Wall
Street Journal. “The U.S. now spends well over $10,000 per capita on health care
each year,” said Topol. “Real progress in containing costs and improving care
will require transforming the practice of medicine itself.” ii

Figure 1: Population Health Management

Source: Missouri Hospital Association
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The transition from fee-for-service to
value-based care delivery and reimbursement requires a multidimensional approach. Successful organizations
will mobilize internal and external
stakeholders focused on upstream
issues including prevention, environmental and social determinants of
health.
A recent national survey of 500 health
care leaders representing rural,
suburban and urban communities
found that 95 percent rated population health between “moderately”
and “critically” important for future
success.iii Nearly half believe it is
“critically important.” Chief executive
officers foresee the need to progress
with population health initiatives to
better position their organizations in
light of delivery and payment changes.
Although there is general agreement
on the importance of population
health, details matter. There are
financial risks to population health
management, including delayed
reimbursement for quality improvement, and the slow pace of systemwide change from fee-for-service to
value-based payments.
Population health programs require
significant data. However, not every
hospital has an information technology platform suitable to the work
— a system that is interoperable and
capable of delivering meaningful data
at the right time.

to implement innovative staffing
models or technology with the aim of
improving care delivery and garnering incentives. However, this risk
has often resulted in costly overhead
with negative consequences to their
bottom line. A “phased-in” approach,
driven by a well-reasoned business
model, can increase the chances of
success. Population health takes time
and the return on investment is not
immediate.
A successful population health
strategy is underpinned by the Triple
Aim — better health, better care and
lower cost. Another evolving strategy
is the “Quadruple Aim,” recommended by Thomas Bodenheimer, M.D.,
and Christine Sinsky, M.D.iv Although
their work focuses on engaged physicians, a more expansive definition —
suitable to hospitals overall effort in
the population health space — might
be an “engaged workforce.”

Defining Population
Health
The term “population health” is too
broad to explain all of its components.

Defining the various terms that are
often used interchangeably can help
in planning and implementing a population-focused health improvement
strategy.
“Population health” is defined as
“health outcomes of a group of individuals, including the distribution
of such outcomes within the group.”v
The World Health Organization defined “health” in its broader sense in
1946 as “a state of complete physical,
mental and social well-being, and
not merely the absence of disease or
infirmity.”vi
“Population health management” is
an integrated, coordinated, iterative
process that positively affects patient
experience, provider engagement, and
clinical, operational and financial
outcomes, through various care continuums. As illustrated in Figure 1,
population health management begins
with a baseline assessment of a defined population. An example would
be employees in an organization or a
population attributed to a payer. This
baseline assessment should, at a minimum, include the various elements

Figure 2: Population Health Framework

Staffing challenges exist as well. Some
organizations have the capacity to
dedicate staff to population health
management and related activities.
Others do not, and use existing staff
to build their program. In addition,
hospitals will be required to align
incentives for both employed and
independent physicians.
Results have been mixed. Some
accountable care organizations
and medical homes have taken on
financial risk and are attempting

Source: Missouri Hospital Association
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included in Figure 1. This baseline
assessment informs the appropriate
interventions for the defined population. When it comes to measurement
of outcome metrics, consistency is
important across populations to
minimize confusion among clinicians
and staff. Also essential is a hardwired
systematic process, timely reporting
mechanisms, and regular communication for effective handoffs and
transitions of care. These tools drive
continuous improvement and produce
results. Population health management is designed to empower individuals and communities to understand
and address the many complex factors
that influence health.vii

because of clinical and other information residing within a health systems’
IT platform. Moreover, relationships
and connectivity for post-acute care,
and with skilled nursing homes and
hospice agencies, is essential.

“Population health improvement” is
the use of population health management systems through alignment of value-based incentives and
mechanisms to achieve improved
outcomes while reducing avoidable
costs through the care continuum.
As outlined in Figure 2, a population
health framework requires managing
patients — especially patients with
chronic conditions transitioning
through various care cycles. When
these patients transition through levels of care, or to the community outside of a care system, poorer outcomes
can result. Urgent care and walk-in
clinics that are part of health systems
enable less fragmentation of care

A hospital's community health
needs assessment is a platform to
initiate population health improvement efforts. In this regard, while
county-level data provides a broad
perspective, it does not provide the
capability to narrow down ZIP codes
that contribute to the overall county
ranking. A new system designed by
the Hospital Industry Data Institute
and Washington University School of
Medicine will be launched in 2018 to
assist hospitals in measuring community health at the ZIP-code level using
hospital discharge and census-based
data applied to the Robert Wood
Johnson Foundation’s Community
Health Rankings & Roadmaps
program.

Finally, population health improvement also “requires communitywide
partnerships to address the social,
economic, environmental, clinical and
behavioral factors that affect health
and lead to poor health outcomes.
The concept of an individual’s ZIP
code being a more powerful predictor
of health than their genetic code is
gaining widespread acceptance in the
medical community.”viii

Table 1: All-or-None Diabetes Bundle
Bundle Component

Quality Standard

A1c measurement

Every six months

A1c control

Patient-specific goal <7 or 7-8%

LDL measurement

Annually

LDL control

Patient-specific goal <70 or <100 mg/dl

Blood pressure measurement

<140 SBP, <80 DBP

Urine protein testing

Annually

Influenza immunization

Annually

Pneumococcal immunization

Once before age 65, once after age 65

Smoking status assessment

Nonsmoker

Source: Population Health News. Note: A1c indicates glycemic hemoglobin; DBP, diastolic
blood pressure; LDL, low-density lipoprotein; and SBP, systolic blood pressure.

Existing Successful Models

Several existing models show promise and opportunity for evaluation
and replication. These include ACO
and medical home models. Using hip
and knee bundled payment programs, UnityPoint Health Meriter in
Madison, Wis., was able to improve
value-based care. Building relationships with community partners,
Meriter’s model includes care navigators and expanded relationships with
skilled nursing facilities and home
health agencies — both of which understood the need to align to increase
efficiencies and reduce costs. The
hospital took three specific steps to
align for value. The organization created an approach to bundled-payment
contracting to identify facilities with
partnership potential. They crafted
informal partnerships with cost-effective SNFs that were willing to align
with core bundled payment principles.
Finally, they established formal SNF
partnerships that included care coordination commitments. The program
worked with home health agencies to
connect home health workers with
patients the day before discharge to
communicate the process and ensure
effective handoffs. Following discharge there is an iterative process
of communication with each patient
defined by risk analysis. The program
has reduced readmissions and unnecessary medical spending.ix
In Pennsylvania, Geisinger Health
System’s Diabetes Care Model focuses
on chronic care management.x Key
components include an all-or-none
bundle of diabetes measures, optimal
utilization of the electronic health
records tools, physician and care team
incentives, and comprehensive care
process redesign. The all-or-none
bundle of diabetes measures consists
of nine quantifiable measures of care
based on commonly accepted clinical
elements and intermediate outcome
targets to be achieved during primary
care visits.
3
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Elements that led to successes were:
■■ streamlining care process that
focuses on EHR automation,
team-based care and patient
engagement
■■ defined roles and accountability
■■ measurable, scalable and reliable
workflows to reduce variation
■■ decision support system built into
EHR, such as alerts
■■ patient report cards are automatically generated and shared
with patients, with updates to the
registry and patient portal
■■ data collection and reporting that
provides meaningful, actionable
feedback and information to care
teams
■■ financial incentives for providers
and front-office staff, based on
meeting or exceeding the team’s
improvement goal
The program led to substantial
improvement in patient outcomes
and reduced the overall cost of care.
Notably, there was a statistically
significant lower risk of microvascular
and macrovascular complications,
including retinopathy, myocardial
infarction and stroke, among the participating patient population.

Business Pillars for
Success
Every hospital’s population health
strategy will differ — there is no onesize-fits-all approach. Rather, hospitaland community-specific approaches
based on the environment and market
is needed. “Population health management leaders will need to develop
a new skill set focused on program,
workforce and fiscal management;
cross-professional and domain teamwork; problem resolution; exchange
of ideas; consensus building; data
analysis; and critical thinking, to successfully navigate a new and complex
health care environment.”xii

Community Health Workers
As hospitals increase initiatives with partners throughout the communities they serve, opportunities for community health workers may expand.
CHWs have a disease- and population-based focus, and structured
programs to train new entrants and grow the profession are developing
nationally, and in Missouri. According to the American Public Health
Association, CHWs “are trusted members of and/or have an unusually
close understanding of the communities served. This trusting relationship enables the CHW to serve as a liaison/link/intermediary between
health/social services and the community to facilitate access to services
and improve the quality and cultural competence of service delivery.
A CHW also builds individual and community capacity by increasing
health knowledge and self-sufficiency through a range of activities, such
as outreach, community education, informal counseling, social support
and advocacy.”xi
The Missouri Department of Health and Senior Services has a CHW
program, and as of May 2017, there were 171 individuals trained.
Ozarks Technical College in Springfield, St. Louis Community College,
Southeast Missouri State University in Cape Girardeau, Metropolitan
Community College Kansas City, and Moberly Area Community
College, are participating. Ozarks Community College, St. Louis
Community College and Southeast Missouri State University provide the
curriculum through a hybrid version of online and in-person instruction.
Beginning in August 2017, online curriculum will be available through
State Fair Community College in Sedalia. According to the pre- and
post-surveys conducted through the course, 130 of the 171 individuals
were employed as CHWs.

Several core pillars can help hospitals build a solid structure for their
population’s health management and
improvement programs.
Leadership: Leadership buy-in is
essential — throughout the C-suite,
among medical staff and clinical
leaders, and with the governing
board. Considerations must include
governance structure, board engagement, organizational culture, strategic objectives, hospital-physician
alignment, medical staff engagement,
clinical integration and flexibility,
organizationwide.
Patients and Community: Patients
and their families are the central
focus of the model. CHNAs can help
identify opportunities to collaborate
with community-based stakeholders
who can support efforts to identify

and mitigate social and economic
determinants of health. Patient family
advisory councils can help hospitals
and other stakeholders understand
the patient perspective and their families in a more meaningful manner,
and improve care delivery. MHA has
established a council to guide policy
development.
Workforce: Providers and staff that
are change-ready and adaptable
are essential in the movement from
volume to value. With this comes the
increased need for training, coaching,
mentoring and promoting innovation.
In addition, new categories of employees or expansions of staff that help coordinate care transitions, community
engagement or other activities in support of care improvement and population health, may be required. The
4
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Missouri Hospital Association’s 2017
Annual Workforce Report states that,
“hospitals must meet the workforce
demands of today while positioning
their organizations for tomorrow. All
stakeholders — government, academia
and employers — must continuously
collaborate to identify innovative policy solutions and strategic investments
to best deliver the health care workforce of the future.”xiii High turnover
and burnout are major concerns that
have to be addressed to ensure a stable
workforce.
Finance: National concerns over
rising health care costs are driving
the Centers for Medicare & Medicaid
Services and payers to implement
quality initiatives and reimburse for
outcomes. While fee-for-service is still
the major reimbursement mechanism,
payers have begun moving toward
tying FFS to shared savings and risk.
In 2015, CMS announced the goal
of increasing Medicare payments
through value-based models from
20 percent in 2014 to 50 percent
in 2018. The Medicare Access and
Children’s Health Insurance Program
Reauthorization Act, implemented
in 2015 to permanently eliminate the
sustainable growth rate, will have
financial implications from federal
quality and value initiatives. Effective
Jan. 1, as part of the new Quality
Payment Program, CMS’ proposed
updates require providers to choose
between the merit-based incentive
payment system or advanced alternative payment models. Commercial
payers have followed CMS. For
example, Aetna has 40 percent of its
current medical spending in value-based contracts, and their goal is
to achieve 75 percent in 2020. Cigna
has indicated it will reach 90 percent
in some form of value-based model
in 2018. Business models will require
significant revision for sustained
growth in new and expanded payment
programs.

Data and Technology: Data aggregation and analysis are powerful tools
for managing population health with
predictive capabilities for risk stratifying and more real-time interventions. Health systems continue to face
challenges with disparate data systems
and the lack of interoperability, which
remains an important legislative and
policy goal. Nevertheless, organizations continue to push toward common platforms with EHR systems.
Claims data, coupled with clinical
data, will assist in providing information across all care settings which
will allow for improved identification
of variations in care and waste, and a
better measurement of the effectiveness of treatment.
Operations: Aligning the population
health strategy with hospitals, clinics
and partner operations will take time,
and may involve development and
implementation of policies. It also
will need to be aligned with existing
programs related to patient safety and
quality, such that there are efficient,
effective patient-centered processes
that produce positive outcomes.
Legal and Regulatory: Laws and regulations are intended to drive safety,
quality and compliance, and influence
health behaviors. CHNAs were part
of the Affordable Care Act and are a
legal requirement for 501(c)(3) organizations. This has helped with advancing population health to the extent
that hospitals recognize the need
and importance of engaging external
stakeholders. It is important to note
that in Missouri, there have been hospitals that are not legally required but
want to perform a CHNA because of
the value it brings to the hospital and
community. In addition, health care
has seen increased integration with
acquisitions and mergers primarily
because of economic reasons, but with
the realization that this enables improved management of the population

served. Other areas to consider under
this pillar are contracts between payers and providers, especially relating
to clinically integrated networks, provider contracts within hospitals that
incentivize for quality outcomes, and
contracts with vendors or suppliers.
Policy and Advocacy: Policy is driving the move to value-based care and
the transition to population health.
For example, initiatives to reduce
emergency department utilization
and their costs demands behavioral
change, care redesign and the funding to ensure successful deployment
of strategies. Outside of the hospital,
policy governs funding for many community programs that support vulnerable populations. Finally, while laws
and regulations are intended to have
positive consequences, there needs to
be monitoring on the individual and
organizational level to identify unintended consequences that can harm
outcomes. MHA is the state hospital
community’s partner in advocacy,
supporting policies that help hospitals
serve communities.
Outcomes: The success of efforts to
improve care delivery depends on
developing hardwired approaches to
performance measurement. A guiding
principle of population health is
improving the value of care delivered,
as measured by the health outcomes
achieved per dollar spent on care.
Typically, value is expressed as a ratio:
the quality of outcomes divided by
the cost of treating that condition.
Therefore, improving value occurs
by increasing quality relative to cost.
For the most part, organizations are
better able to measure the denominator (cost) than the numerator (quality)
of the value equation. As a result, too
much time is spent focusing on costs
instead of value.
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The process wheel in the center of
Figure 3 is a 10-step process that leads
to continuous improvement, namely:

Figure 3: Population Health Business Model

■■ Identify
■■ Assess
■■ Establish goals
■■ Development of a plan
■■ Communication
■■ Implementation
■■ Monitor
■■ Evaluate
■■ Sustain
■■ Transform
Process measures are equally important as outcome measures in that
they are catalysts for the end result.
Figure 4 represents a health system’s
efforts to systematize improvement.
Source: Missouri Hospital Association

Figure 4: Business Model With Subcomponents

Source: Missouri Hospital Association
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Each of these steps will need to be
linked to each of the business pillars
with respect to tasks and activities.
Within these pillars are subcomponents that are critical to improved
performance.

Conclusion
Change management entails using all
aspects of the business pillars, which
provide a foundation for the growing
need for population health education,
such that competencies and training
would address areas that are critical

to success. Competency building in
these areas would decrease variation
and enable consistent use of terminology, communication and effective
processes, and provide opportunities
for innovation. In a new era of mergers, risk sharing, emerging technology
and CHNA requirements, having a
structured approach will yield positive
outcomes.
In aviation, the “angle of attack”
gauge offers a visual indication of the
amount of lift the wing is generating
at a given airspeed, angle of bank or

incline. It is critical information to indicate the actual safety margin above
an aerodynamic stall. In the same
manner, there has to be a calculated
and phased strategy to implementing population health to ensure that
an organization both operationally
and financially can create the “lift”
to produce the right altitude without
stalling midpoint because of inadequate leadership, strategic planning
and infrastructure. There must be a
cohesive approach with community
partners to overcome organizational,
economic and cultural barriers.

Hospital Spotlights in Missouri
Mosaic Life Care, St. Joseph

Linda Bahrke, MAOM, BSN, R.N., Administrator, Population Health/ACO
Mosaic Life Care has a long standing history of focusing on population health. They understand the importance of focusing
on the social determinants of health as one of the main drivers of health care costs. Therefore, their model focuses on community integration in addition to a never-ending drive to provide the best and safest health care.
The three pillars below provide the foundation for Mosaic Life Care to achieve results through care standardization and care
redesign.
1. Actionable intelligence through data integration and aggregation
2. Individual engagement through a holistic
person-centered approach
3. Community engagement through a community-level vision and design
Examples of how these pillars support our model
follow. Claims data, electronic medical record
and social data are used to identify opportunities (actionable intelligence) for standardization
and redesign; both within the care system and
in the community. Internally, the data is used
to continually improve the quality of care we
provide. Externally, there is a dedicated team of
people who work directly with various community agencies to coordinate efforts. Mosaic Life
Care has established a grants program, called
Community Connect, that awards grants to
community agencies that have innovative ideas
for addressing the top opportunity social determinants in St. Joseph and the surrounding community. Not only does Mosaic Life Care provide
the grant money, the agencies meet monthly to
discuss how to further integrate services to continually reinforce a community-level design.

7
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While population health takes time, it has been demonstrated through financial and quality success. Mosaic Life Care was
ranked in the top 25 percent nationally while participating in the Medicare Shared Savings Program, and at one point was
second in the nation in quality. Additionally, there has been a savings of approximately $14 million to Medicare, and Mosaic
Life Care has received more than $6 million in shared savings payments. Within Mosaic Life Care's caregiver (employee)
health plan, employees have averaged a 1 percent Medical/RX trend each year throughout the last 12 years.

Citizens Memorial Hospital, Bolivar

Diana Taylor, R.N., ACM, Director, Medical Home
Citizens Memorial Hospital rural health primary care clinics have been a Patient-Centered Health Home since January
2012, and they continue to work toward having the model firmly embedded into their primary care practices.
Currently, CMH has 10 rural health primary care clinics participating in the PCHH model. Each clinic has received the
Level 3 National Committee of Quality Assurance recognition. PCHH clinic care teams are enhanced with a dedicated registered nurse care manager, care coordinator, behavioral health consultant and population health manager lead by the clinic
physician.
With the patient at the center, the care team works together to coordinate care and promote health. Improving patient and
clinical outcomes is at the core of CMH’s population health efforts. There are 10 evidence-based quality measures related to
preventative care, chronic care and immunizations across CMH’s patient population. Clinical outcomes have shown an improvement of 4 percent throughout the last year. Significant improvements include increasing the number of patients, ages
three to 17 years, who received counseling for nutrition in the last year. In 2016, the score was at 71.6 percent, and in 2017 it
improved to 86.70 percent.
Another area of improvement has been in the number of patients, ages 18 to 75, with a diagnosis of diabetes who have had a
retinal or dilated eye exam in the last year. In 2016, 34.4 percent of patients received an eye exam, and in 2017, the number
increased to 45.4 percent. Preventative wellness exams have increased from 12,019 in 2013 to 18,823 in 2017.
Each clinic works to improve clinical outcomes and close care gaps by using processes that improve patient and care team
communication. Processes include patient visit planning reports and protocols designed to allow more provider time with
patients. Care gaps that cannot be addressed at the patient visit are discussed with the patient following the visit by the care
team.
Patient registries also are used to identify patients who are overdue for preventative or chronic services, such as immunizations; diabetes management; hypertension management; and breast, colorectal and cervical cancer screenings. Clinic staff
contact patients to schedule appointments to address the care needs identified.
Coordination of care and reducing readmissions is another primary focus of our PCHH model. CMH care coordinators follow inpatient hospital and emergency department discharges to coordinate care between the hospital and the primary care
clinic. Patients are contacted within 72 hours of discharge to identify any barriers to care which may include understanding
of discharge instructions, use of medications, follow-up appointments and community resources.
Through the PCHH model, CMH has evolved from episodic chronic care management to proactive preventative care.
Focusing on the patient allows CMH to provide not only clinical services, but also support services and resources that improve coordinated care and promote healthy outcomes for those we serve in the region.
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CoxHealth - Springfield

Tracy Mitchell, MSHS, R.N., CPHQ, System Administrative Director,
Population Health
Across the industry, health care organizations are challenged with preparing for an evolving, value-based business model,
while maintaining effective, quality processes in the current fee-for-service environment, and CoxHealth is no different.
While taking steps to understand and adapt to value-based care and reimbursement, CoxHealth is prioritizing population
health as one of its strategic focus areas, creating a dedicated population health department designed to advance an infrastructure that aligns care delivery and quality improvement with new payment policies.
Tracy Mitchell is CoxHealth’s System Administrative Director of Population Health. Her department is tasked with helping CoxHealth optimize performance to decrease the costs and dysfunction inherent in the fee-for-service environment.
According to Mitchell, “Transitioning from volume to value requires a new approach to care delivery that supports coordination and collaboration across the continuum. Utilizing an integrated care redesign framework (Figure 5) holds promise
for effecting change in the present, while preparing our health system for new, value-based payment models.”
CoxHealth’s Integrated Care Model utilizes a cross-functional team approach to care redesign, incorporating the Institute of
Medicine’s six domains of health care quality, as well as a dyad leadership model that partners physicians with operational
leaders.
Additionally, the Integrated Care Model’s vertically integrated decision-making structure and flattened hierarchy of
cross-functional teams address patient-centered care by phases of care — acute care processes, transition planning, ambulatory clinics, post-acute management and the community. This framework promotes local operationalization of improvements, while the vertically
Figure 5: Integrated Care Redesign Framework
integrated decision-making
structure promotes consistency
and standardization across the
organization. In addition, this
structure serves as an effective risk
mitigation strategy by setting expectations for shared accountability amongst clinicians, providers,
patients and the organization.
Adopting this framework provides
the needed trajectory to decrease
cost through an emphasis on
reducing waste and coordinating
care.
One example of the successful
implementation of this framework is the deployment of a centralized discharge coordination process. As a test of change,
select nursing units scheduled discharge appointments before patients left the hospital. This pilot found that those with an
appointment scheduled before discharge had an average 88 percent keep rate at their follow-up appointment. Those who kept
their appointment had a 23 percent reduction in readmissions to the hospital within 30 days, compared to patients whose
appointments were not scheduled by hospital staff.
To tame the seemingly untamable, organizational leaders must find a way to strike a balance between preparing for a new
business model, while maintaining effective quality processes in the fee-for-service world. As new competencies and organizational structures develop, Mitchell believes the involvement of front-line providers and staff is key to navigating the
complexity of the transition from volume to value.
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