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• Audio has been muted for all participants upon entry

• Moderators will assist with Q+A at the end of the presentation

• Presentation slides will be posted at ohsu.edu/orhforum

• Sessions will be recorded and available to attendees

• Please take the session surveys!



TODAY’S DISCUSSION
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As the healthcare system continues to evolve from the traditional fee-for-service 
model into a population-based health system, the need for improving care 
management processes within communities is becoming increasingly important. 

Now is the time to leverage data at the local level to begin to develop 
interventions to improve health and reduce cost. 

For today we will address the following: 

IMPORTANCE OF POPULATION HEALTH DATA TO 
DRIVE STRATEGY

COMPONENTS OF A CARE MANAGEMENT PROGRAM

STRATEGIES TO LEVERAGE POPULATION HEALTH 
DATA TO DEVELOP A CARE MANAGEMENT PROGRAM



THE PREMISE
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Network and Care Management 

Organization
• New competencies required

• Network development

• Care management

• Risk contracting

• Risk management

Macro-economic 

Payment System
• Government Payers

• Changing from FFS 

to PBPS

• Private Payers
• Follow Government 

payers

• Steerage to lower 

cost providers 

Provider 

Imperatives
• F-F-S

• Management of 

price, utilization, and 

costs

• PBPS
• Management of care 

for defined 

population 

• Providers assume 

insurance risk

Provider Organization
• Evolution from

• Independent organizations 

competing for market share 

based on volume

• To aligned organizations 

competing with other aligned 

organizations for covered lives 

based on quality and value

FINANCE FUNCTION FORM



TRANSITION FRAMEWORK
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LEVERAGING POPULATION HEALTH 
DATA



IMPORTANCE OF 
POPULATION HEALTH DATA

• Understanding population health data is essential to 
fulfilling the mission of the IHI’s Triple Aim:

• Improving the patient experience of care (including 
quality and satisfaction);

• Improving the health of populations; and

• Reducing the per capita cost of healthcare

• Hospitals and health systems need the right data and 
analytics to inform their initiatives in fulfilling the Triple 
Aim

• For healthcare organizations to understand the need and 
manage the care of the population they must seek and 
leverage population health data 
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Source: "CMSA's Standards of Practice for Case Management, 2016." P. 36 
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BARRIERS TO POPULATION HEALTH DATA

• System-level and patient-level barriers to 
population health data include:

• Data quality and completeness

• Resource constraints – limited capacity 
to collect, manage, and analyze

• Information technology limitations 

• Lack of standardized data 
formats/systems

• Patient privacy concerns 

• Data literacy and skills gap

Tolera A, Firdisa D, Roba HS, Motuma A, Kitesa M, Abaerei AA. Barriers to 

healthcare data quality and recommendations in public health facilities in Dire 

Dawa city administration, eastern Ethiopia: a qualitative study. Front Digit 

Health. 2024 Mar 14;6:1261031. doi: 10.3389/fdgth.2024.1261031. PMID: 

38550717; PMCID: PMC10972939.



DATA INFRASTRUCTURE/ANALYTICS 

• Increasingly, hospitals are developing Business Intelligence as a key strategic focus

• The top 5 healthcare-specific business intelligence functions sought by organizations are: enterprise 
analytics, predictive analytics, ACO analytics, data warehousing/integration, and population health data

A strong data infrastructure requires leadership support to promote and share data 
across the organization

• To stratify, characterize, and assess data, organizations must first develop a data collection plan; it is 
necessary to train and support staff in consistently interacting with patients to collect data

Provide staff training and support in obtaining accurate data

• As with any data item, organizations need data quality assurance to ensure that categories indicated in the 
data records accurately match patient choices

Assess the accuracy of your data

Characterize missing data

Articulate the reasons for stratifying data

Source: https://www.ihi.org/communities/blogs/create-the-data-infrastructure-to-improve-health-equity 9



DATA SETS
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• Referral information

• Utilization

• Clinical outcomes

• SDOH (food security, 
housing, employment)

Internal 
Data

• Health information 
exchanges (HIEs)

• State & Federal data 
sets

• Claims data

External 
Data

Data source: https://publications.jsi.com/JSIInternet/Inc/Common/_download_pub.cfm?id=18633&lid=3



STATE HEALTH INFORMATION EXCHANGE (HIE) DATA
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HIE data 
includes 
detailed 

demographic 
information

Source: HealthInfoNet



USING ICD-10 DATA TO IDENTIFY COMMUNITY NEEDS 

• Every hospital/healthcare provider has access to their community’s health 

data through the medical coding system ICD-10, which they must use to 

submit claims to payers

• In ICD-10, Social Determinants of Health (SDOH codes) are found in 

categories Z55-Z65:

• Z55, Problems related to education and literacy

• Z56, Problems related to employment and unemployment

• Z57, Occupational exposure to risk factors

• Z58, Problems related to physical environment

• Z59, Problems related to housing and economic circumstances

• Z60, Problems related to social environment

• Z62, Problems related to upbringing

• Z63, Other problems related to primary support group, including family 

circumstances

• Z64, Problems related to certain psychosocial circumstances

• Z65, Problems related to other psychosocial circumstances

12

Understand 
how SDOH 

data can be 
gathered and 
tracked using 

ICD-10 Z codes 



SOCIAL DETERMINANTS OF HEALTH 
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Percent of the 
population in 
poverty by ZIP 

code and 
race/ethnicity



USING DATA TO IDENTIFY PRIORITY POPULATIONS: QUERY 
EXAMPLES

PROCESS query examples 
(treatment, procedure, 

encounter) 

• Percentage breakdown by race 
of female patients who were 
screened for breast cancer

• Percentage of male patients 
who had a colonoscopy, by 
ethnicity

• Percentage of patients with 
chronic health conditions who 
filled prescriptions, by ZIP code

OUTCOME query examples 

• Breakdown of readmitted 
patients by insurance status 

• Ethnicity breakdown of patients 
who suffered a fall during an 
inpatient stay 

• Breakdown of Hispanic patients 
hospitalized for COVID-19, by  
English-speaking and non-
English-speaking

14https://www.aha.org/system/files/media/file/2021/03/Market_Insights_Disparities_Data.pdf



POPULATION HEALTH MANAGEMENT
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What is Population Health Management? Population Health Management proactively 
identifies and addresses the needs of populations of people rather than focusing 
episodically on individual patients when they seek or access health care services.

Developing the infrastructure and capabilities to focus on population health 
management is essential in a risk-based or value-based reimbursement environment

• Registries are an important tool to enable the identification, monitoring, and tracking of sub-populations of 
patients within and across practices to identify and proactively address gaps in care, support chronic disease 
management, and promote timely preventive health screenings and services 

• Examples include: 

• Addressing due/past due diabetes care for all known pre-diabetics within a selected sub-population

• Sending out mammogram and colonoscopy reminders to members based on age and gender criteria, per 
agreed-upon evidence-based clinical practice guidelines

• Proactive outreach to identified sub-populations can be done via targeted mailings, email blasts, and other 
communication methods

https://www.thehaugengroup.com/2022-guidelines-for-reporting-social-determinants-of-health/



• What is risk stratifying? The process of categorizing individuals and populations according 
to their likelihood of experiencing adverse outcomes, e.g., high risk for hospitalization

• Hospitals and providers committed to improving patient outcomes must develop or procure 
the capability to risk-stratify their patient population by including:  

• Selection of risk stratification criteria and a methodology to classify members into 
identified risk categories- for example, low-moderate/rising-risk/high-risk categories

• Selected risk stratification criteria should reflect the population served by the 
organization

• Generally, risk criteria include inpatient hospital and ED cost and utilization data, 
pharmacy cost and utilization data, pertinent diagnosis and clinical conditions data, 
and increasingly, key social determinants of health (SDOH) data for that population

• Both claims data and EHR data are important data sources in the risk stratification 
process, as available

• The identified risk categories can then be correlated with defined levels of intensity of care 
management services offered to the respective risk levels

16

RISK-STRATIFYING THE POPULATION 

Source: "CMSA's Standards of Practice for Case Management, 2016." P. 36 



EXAMPLE OF RISK STRATIFICATION 

17Source: HealthInfoNet
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Wellness, fitness, 
prevention

Primary and 
secondary care to 
manage risk and 
chronic conditions

Complex and 
catastrophic case 

management

Care 

coordination – 

to close gap

Care 

coordination – 

to close gap

Wellness

• Low risk

• Health 
promotion

Health 
Management

• Moderate risk

• Disease or 
condition 
management

Complex CM

• Highest risk 

• Complex care 
coordination 
and 
management

Care coordination across the continuum for population health management



IDENTIFYING PATIENTS WHO NEED ONGOING CARE 
MANAGEMENT

• Individuals with complex medical, 

behavioral health/substance use disorder 

and/or social determinants of health 

needs may benefit from ongoing, 

longitudinal care management

• Completion of care needs screening tools 

and comprehensive assessment tools, 

analysis of patient/member health care 

utilization and cost data, and patient/ 

member risk stratification scores are 

utilized to identify individuals who would 

potentially benefit from ongoing care 

management services and support

• PHQ-2, PHQ-9, Alcohol and drug use 

screening tool, SDOH screening tool

19



KEY TAKEAWAYS FOR POPULATION HEALTH DATA

• Identify populations or cohorts of interest

• Obtain health outcomes data for the cohorts (such as mortality, disease burden and injury, 
and behavioral factors)

• Examine experience of care

• Determine per capita cost (total cost of care, and hospital and emergency department 
utilization rate and/or cost)

• Examining these integrated data points, allows organizations to craft and deliver tailored 
services that enhance care, promote population health, and reduce per capita cost

20Source: https://www.healthcatalyst.com/wp-content/uploads/2021/05/Care-Management-A-Critical-Component-of-Effective-

Population-Health-Management.pdf



CARE MANAGEMENT 



WHAT IS CARE MANAGEMENT AND WHY IS IT 
IMPORTANT?

Care Management utilizes 
systems, science, incentives 
and information to:

• Improve medical practice

• Assist consumers and their support 
system to become engaged

• Provide a collaborative process 
designed to manage 
medical/social/mental health 
conditions effectively

The overall goal is to 
achieve an optimal level of 

wellness and improve 
coordination of care while 
providing cost-effective, 
non-duplicative services

Care Management is crucial 
to guiding and educating 

patients with complex 
healthcare needs through a 
complex healthcare delivery 

system

Source: "Care Management Definition and Framework." Center for Health Care Strategies. December 28, 2016. Accessed July 01, 2 019.

 http://www.chcs.org/resource/care-management-definition-and-framework/
22



CARE MANAGEMENT FRAMEWORK

• Outlines and defines the key components of a comprehensive care management program and provides examples 
of tools and strategies that can be utilized to effectively meet the needs of patients with complex and special 
needs 

Source: "Care Management Definition and Framework." Center for Health Care Strategies. December 28, 2016. Accessed July 01, 2 019. 

http://www.chcs.org/resource/care-management-definition-and-framework/ 
23

http://www.chcs.org/resource/care-management-definition-and-framework/


HOW DOES CARE MANAGEMENT BENEFIT PATIENTS?
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• In a practice panel of 1,000 patients, there 
will likely be about 200 patients who could 
benefit from an increased level of 
support. According to The Commonwealth 
Fund, this 20% of the population accounts 
for 80% of the total healthcare spending in 
the United States, with the very highest 
medical costs concentrated in the top 1%.

• Data-driven care management programs 
that target high risk and rising risk patients 
can achieve impressive results, including: 

• 20% lower rates of hospitalization in 
mature care management programs

• Lower rates of ED utilization

• Decreased costs

Sources: 

https://www.aafp.org/family-physician/practice-and-career/delivery-payment-models/medical-home/care-management.html
https://www.healthcatalyst.com/wp-content/uploads/2021/05/Care-Management-A-Critical-Component-of-Effective-Population-Health-

Management.pdf



BUILDING A CARE MANAGEMENT PROGRAM 
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Developing, implementing, and/or managing a comprehensive care management 

program are essential activities for any healthcare organization

According to the Agency for Healthcare Research and Quality (AHRQ), care 

management has emerged as a leading strategy to manage the health of 

populations. “Care management is organized around the principle that 

appropriate interventions for individuals within a given population will reduce 

health risks and decrease the cost of care.” 

Source: Care Management: Implications for Medical Practice, Health Policy, and Health Services Research. Content last reviewe d 

August 2018. Agency for Healthcare Research and Quality, Rockville, MD. https://www.ahrq.gov/professionals/prevention-

chronic-care/improve/coordination/caremanagement/index.html 



BUILDING A CARE MANAGEMENT PROGRAM (CONT.)

• Key strategic and tactical decisions to consider when developing a care management program 

include:

• “Buy versus build” decisions, such as contracting with a third party for CM services versus 

building a program internally 

• Determination of Care Management model, including:  

• Creation of centralized Care Management staff versus embedding care managers within 

individual Primary Care practices or Primary Care clinics or a hybrid model

• Telephonic Care Management services versus face-to-face services or a combination 

• Determination of Care Management program goals and objectives and key performance metrics

• Determination of the Care Management organizational structure and composition of Care 

Management staff

• Selection of a Care Management electronic platform to house and manage care management-

related assignments and documentation 

26



CARE MANAGEMENT CORE RESPONSIBILITIES
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Identify and engage ACO members in 
active Care Management via referrals to 

CM and via pro-active outreach to 
identified high- and rising-risk members 

with modifiable risk

Perform a Comprehensive Assessment 
using standardized screening and 
comprehensive assessment tools

•Utilize effective communication skills including 
active listening, motivational interviewing, and use 
of open-ended questions

Prepare a member-centric Case 
Management Plan of Care in 

collaboration with member and their 
family/caregiver(s) and other members of 

the interdisciplinary care team

Monitor and periodically follow-up with 
members receiving Care Management 
services, per established policies and 
procedures 

•Assist member to identify and address any barriers 
and update Care Management Plan of Care, as 
indicated

Work with member and their 
family/caregiver(s) to determine 

appropriate timing of completion of Care 
Management services, per established 

case closure criteria and processes

Assist with/perform care coordination 
and facilitate transitions of care, when 
members access care across multiple 
providers and/or across the ACO care 
continuum

•Develop and implement standardized processes, 
workflows, and tools across the ACO entity to 
maximize efficient, timely coordination of 
care/transitions of care and to minimize gaps or 
duplication of services 

Source: Case Management Society of America. Standards of Practice for Case Management; Section VII. Components 

of the Case Management Process. Little Rock, AK. Revised 2016; accessed at cmsa.org



KEY RECOMMENDATIONS



TRANSITION FRAMEWORK
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FFS QUALITY AND UTILIZATION INCENTIVES

Maximize FFS incentives for improving quality or reducing 
inappropriate utilization

Common opportunities include:

• Annual Well visits (AWV), Chronic Care Management (CCM), Transitional Care 
Management (TCM), and Behavioral Health FFS payments

• Maximize MIPS incentive payments

• Value-based purchasing program

• Submitting quality information to commercial insurers

• Emergency room reduction incentive payments (commercial insurers)

• Patient Centered Medical Home enhanced FFS payments

• Etc.

30



CARE MANAGEMENT 
INITIATIVES

• Medicare Care Management Programs

• Chronic Care Management (CCM), Principal Care 

Management (PCM), Transitional Care Management 

(TCM), etc.

• Annual wellness visits

• Care management programs that target high-risk and rising-

risk patients

• Readmissions, high ED utilization

• Collaborative Care Model (CoCM)

• Discharge planning and transitions of care

• Pre-visit planning

• THIS IS WHERE DATA AND DATA ANALYTICS COME IN!

PATIENT

31



PATIENT CENTERED MEDICAL HOME/TEAM-BASED CARE
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• Patient-centered

• Comprehensive

• Coordinated

• Accessible

• Committed to quality and safety

Patient Centered Medical Home 
(PCMH) - team-based, comprehensive 
model of primary care that is centered 

around the patient and has the 
following characteristics:

• Potentially creating opportunities for increased reimbursement

Opportunity for formal recognition 
through the National Committee for 

Quality Assurance (NCQA)

Team-based care – collaborative system focused around high-quality and efficient patient care, which includes 
PCPs, nurses, medical assistants, administrative staff and other support services

As determined by the Primary Care Collaborative (PCC) https://www.pcpcc.org/about/medical-home

See AMA framework and introduction at https://edhub.ama-assn.org/steps-forward/module/2702513

https://www.pcpcc.org/about/medical-home
https://edhub.ama-assn.org/steps-forward/module/2702513


EVIDENCE-BASED 
PROTOCOLS

33

Use of evidence-based protocols leads to better informed 
decisions, improved health outcomes and quality of care, 
standardization for diagnosis/treatment pathways 

• Benefits include reduction in unnecessary testing/treatment and reduced cost

Use of evidence-based protocols and order sets considered best 
practice for the monitoring and measurement of vital signs, clinical 
assessments, and treatment plans

• COPD

• CHF

• Pneumonia

• COVID-19

• Sepsis

• UTI

• Etc.

Collaboration with Medical Staff and periodic review of order sets 
are essential



ACO PARTICIPATION GENERATES SHARED SAVINGS

• Consider opportunities to understand what 
ACO participation and the generation of 
population health could mean for not only 
the organization financially, but for the 
community

• Consider development of a pro-forma to 
understand the potential shared savings of 
optimizing ACO participation versus the 
current state

34



THROUGH THE STRATEGIC USE OF DATA, 
POPULATION HEALTH INITIATIVES CAN ACHIEVE 

THE GOAL OF IMPROVING HEALTH OUTCOMES AND 
REDUCING DISPARITIES, DEMONSTRATING THE 

CRUCIAL ROLE OF DATA-DRIVEN DECISION-
MAKING IN ADDRESSING THE COMPLEX HEALTH 
CHALLENGES FACED BY DIVERSE POPULATIONS.

35

CONCLUSION



QUESTIONS?



Our team of rural and community healthcare experts support the leadership of hospitals, health systems with a rural footprint, and 

the groups and clinics that form an essential care network across the 97% of the US that is defined as rural. 

COMMITTED TO INCREASING THE IMPACT OF RURAL AND COMMUNITY HEALTHCARE.

Our team of rural and community healthcare experts support the leadership of hospitals, health systems with a rural footprint, and 

the groups and clinics that form an essential care network across the 97% of the US that is defined as rural. 

COMMITTED TO INCREASING THE IMPACT OF RURAL AND COMMUNITY HEALTHCARE.
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Lindsay Corcoran, Senior Consultant 
lcorcoran@stroudwater.com

Cameron Smith, Consultant
csmith@stroudwater.com



Thank you to our partners!
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