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Welcome!



Introductions



And a contribution from Christina Clarke

Introducing Kent James Edward Wheeler, born 24 Aug 2019



Agenda

 Welcome
 Commit to Excellence
 BREAK and Transition to Breakouts
 Breakout Sessions A

 Getting Started in Population Health 
in Behavioral Health Settings

 Getting Started in Population Health 
in Primary Care Settings

 Access to Care Considerations in 
Population Health

 LUNCH and STORYBOARD TREASURE 
HUNT

 Aunt Tilley
 BREAK and Transition To Breakouts
 Breakout Sessions B

 Improving Diabetes Screening and 
Management

 Improving Depression Screening and 
Management

 Stratifying your Population of Focus

 BREAK and Transition To Breakouts
 Team Meeting
 Next Steps and Prizes
 Adjourn



Plenary: Commit to Excellence



Population Health LAN
My Journey in Population Health

October 4, 2019



Session Overview Population
Health



Price Hill Clinic-8th and State
Cincinnati, Ohio



Clinica Campesina Family Health Services
Lafayette, Colorado



Early 1990’s
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NCACH Mission and Population

To improve the health of the North Central 
region’s communities and the people who 
live in them, improve health care access, 
quality, and the experience of care, and 
lower per capita health care costs.

For
North Central region which includes Chelan, 
Douglas, Grant and Okanogan counties (the 

“North Central Regional Service Area”)



Definition: Population Health

David Kindig and Greg Stoddart. What Is Population Health? American Journal of Public 
Health March 2003: Vol. 93, No. 3, pp. 380-383. Kindig and Greg Stoddart. What Is 
Population Health? American Journal of Public Health March 2003



Determinants of Health and Their 
Contribution to Premature Death

Social 
circumstances

15%

Environmental 
exposure

5%

Health care
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Behavioral 
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Genetic 
predisposition

30%

Proportional Contribution to Premature Death

Adapted from:  McGinnis JM, Williams-Russo P, Knickman JR. The case 
for more active policy attention to health promotion. Health Aff 
(Millwood) 2002;21(2):78-93.
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It Takes a Village to Improve Health
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DEFINITION: 
Population Management

The design, delivery, coordination, and payment of 
services for a defined group of people to achieve 
specified cost, quality and health outcomes for that 
group of people.

Lewis, Ninon. "Populations, Population Health, and the Evolution of Population Management: Making Sense of the 
Terminology in US Health Care Today." IHI Leadership Blog. Institute for Healthcare Improvement, 19 Mar. 2014.

Lewis, Ninon. "Populations, Population Health, and the Evolution of Population Management: Making Sense of the 
Terminology in US Health Care Today." IHI Leadership Blog. Institute for Healthcare Improvement, 19 Mar. 2014.



System Design that Supports Pop Health Management in PC

We can say Key Element Population
Health 

Partnering with patients to thrive is at 
the core of our work.

Self-management 
support

Efficiency and 
effectiveness

We provide care and roles are 
optimized and distributed.

Team-based care Roles crafted to 
meet the needs

We know the patients for whom 
we are responsible.

Empanelment Accountability
and support 

We see our patients. Continuity Decreased
demand and 
increased health

We have processes to achieve our 
daily, weekly and seasonal work.

Supply=demand Increase access

We know how each of our patients 
are doing on key clinical outcomes 
and activities.

Registry Knowledge on
POF and data 
driven 

We are prepared to meet patients 
needs in or out of the office visit.

Pre-visit planning 
proactive care 
outreach 

We are designed
to impact the 
POF



How does it help you with your 
population health management?



Helpful next steps 



Thank you!
Cory Sevin

acb1329@aol.com



PH LAN
Aim, Measures and Change 

Package 
10/4/2019

Kathy Reims, MD



Model for 
Improvement



What are we trying to accomplish?
The aim of the Population Health LAN is to support organizational 
capacity building and adoption of best practices while improving the 
health of the population served by the Whole Person Care 
Collaborative. By October 2020, the WPCC teams will have: 
1. Improved care for patients with diabetes mellitus or linked those at 
risk for diabetes to care 
2. Improved screening, linkage to care and monitoring of care for those 
with depression 
3. Improved the patient experience 
4. Developed the capacity to capture data for LAN performance metrics 
pertinent for their population of focus 



How do we know a change is an improvement? 



Diabetes Measures – if you manage 
diabetes mellitus with your patients

 Comprehensive Diabetes Care: Hemoglobin A1c Poor Control NQF0059

https://www.hca.wa.gov/assets/P4P-comprehensive-diabetes- care-hemoglobin-
a1c-poor- control.pdf

 Comprehensive Diabetes Care: Hemoglobin A1c Testing NQF 0057 

https://www.hca.wa.gov/assets/P4P-comprehensive-diabetes- care-hemoglobin-
a1c-testing.pdf

https://www.hca.wa.gov/assets/P4P-comprehensive-diabetes-%20care-hemoglobin-a1c-poor-%20control.pdf
https://www.hca.wa.gov/assets/P4P-comprehensive-diabetes-%20care-hemoglobin-a1c-testing.pdf


Diabetes Measures – if you do not 
manage diabetes directly

 Percent of Medicaid beneficiaries in the designated population segment who 
received a screening for diabetes mellitus within the last 12 months 

https://www.cdc.gov/prediabetes/takethetest/

 Percent of Medicaid beneficiaries in the designated population segment who 
received a screening for diabetes mellitus within the last 12 months who 
followed up with their PCP.

https://www.cdc.gov/prediabetes/takethetest/


Depression Measures

 Depression Screen and Follow-up NQF 0418: Depression Screening.   

https://www.ncqa.org/hedis/the-future-of-hedis/hedis-depression-measures-for-
electronic-clinical-data/

 Utilization of the PHQ-9 to monitor Depression symptoms for Adolescents and 
Adults NQF 0712: 

https://www.ncqa.org/hedis/the-future-of-hedis/hedis-depression-measures-for-
electronic-clinical-data/

https://www.ncqa.org/hedis/the-future-of-hedis/hedis-depression-measures-for-electronic-clinical-data/
https://www.ncqa.org/hedis/the-future-of-hedis/hedis-depression-measures-for-electronic-clinical-data/


What 
changes can 
we make 
that result in 
improvement
?



WPCC Year 1: 
Building Foundations for Population Health
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Bi-Directional 
Integration

Chronic Disease 
Prevention and Control

Improve Access to 
Care

High Quality, Cost-
Effective Care for the 

Whole Person

Your 
Change 
Plan

Coordinate care across physical and behavioral health 
conditions.

Actionable medical and behavioral health information 
is available at point of care.

Evidence-based treatments are used and efficacy is 
monitored.

Patient/Client informs the care plan and self-care is 
promoted and supported.

System-level data regarding access, outcomes and 
experience is tracked for both physical and mental 

health.

Primary Drivers

Systematically screen for risk due to complexity or 
severity of conditions.



Bi-Directional 
Integration

Your 
Change 
Plan

Coordinate care across physical and behavioral health 
conditions.

Actionable medical and behavioral health information 
is available at point of care.

Evidence-based treatments are used and efficacy is 
monitored.

Patient/Client informs the care plan and self-care is 
promoted and supported.

System-level data regarding access, outcomes and 
experience is tracked for both physical and mental 

health.

Primary Drivers

Track data to monitor access, outcomes and 
experience across PH and BH.

Create care plans that are collaborative and include 
pt/client goals and those for targeted PH & BH 

conditions

Encourage and monitor engagement in care.

Establish and coordinate care pathways for chronic 
physical and behavioral conditions.

Track those with targeted conditions to ensure 
continued engagement and treatment to target

Share workflows, roles and accountabilities to ensure 
high risk patients are supported.

Stratify risk for both physical and behavioral health 
with methodologies shared across the broader team..

Create enhanced data communication strategies to 
have access to actionable PH and BH information.

Define roles across each member of the care team to 
coordinate care.

Leaders visibly support integration of care to provide 
or arrange for whole person care.

Secondary Drivers

Systematically screen for risk due to complexity or 
severity of conditions.

Work together regularly across PH and BH to 
coordinate care.



Sequencing the changes

1. Understanding your population of focus

2. Test system level changes

3. Continue to test changes and implement system level changes that are 
effective to improve the health of your Population of Focus and embed 
them in daily work



1. Understanding your population of 
focus

Leaders visibly support integration of care to provide 
or arrange for whole person care.

Identify relevant subpopulations for proactive care.

Create enhanced data communication strategies to 
have access to actionable PH and BH information.

Stratify risk for both physical and behavioral health 
with methodologies shared across the broader team..



2. Test System Level Changes

Define roles across each member of the care team to 
coordinate care.

Share workflows, roles and accountabilities to ensure 
high risk patients are supported.

Create care plans that are collaborative and include 
pt/client goals and those for targeted PH & BH 

conditions

Establish and coordinate care pathways for chronic 
physical and behavioral conditions.

Track those with targeted conditions to ensure 
continued engagement and treatment to target

Develop agreements that facilitate care 
coordination within and across 

organizations.

Define roles and distribute tasks among team 
members.

Monitor performance of practice team and care 
system.

Facilitate individual care planning.

Embed evidence-based guidelines in clinical practice.

Use planned interactions to support evidence-based 
care.

Work together regularly across PH and BH to 
coordinate care.

Plan visits.

Coordinate care across service lines in ways that are 
client-centered.

Link patients and families to care teams who are 
accountable for their care.



3. Cont. Testing and Implementation

Track data to monitor access, outcomes and 
experience across PH and BH.

Encourage and monitor engagement in care.

Provide clinical case management services for 
complex patients.

Ensure regular follow-up by the care team.

Form partnerships with community organizations to 
support and develop interventions that fill gaps in 

services.

Use effective self-management support strategies 
that include assessment, goal-setting, action 

planning, problem- solving and follow-up.

Integrate specialist expertise and primary care.





Questions and Discussion



Breakout Session Descriptions

 A1: Getting Started in Population Health in Behavioral Health Settings –
Golden Delicious

 A2: Getting Started in Population Health in Primary Care Settings – Orchard 
South

 A3: Access to Care Considerations in Population Health – Red Delicious



BREAK

Coffee Art, Petropavlosk Kazakhstan
photo by C Davis



Breakout 



LUNCH and STORYBOARD TREASURE HUNT

 Enjoy your lunch and complete 
your treasure hunt handout.

 Turn it in for a chance for a prize

 Please have someone stay at your 
storyboard from 12:30-1:00 to 
answer questions



Aunt Tilley



BREAK and Transition to Breakouts

Coffee Art, Petropavlosk Kazakhstan
photo by C Davis



Breakout Session Descriptions

 B1: Improving Diabetes Screening and Management – Golden Delicious

 B2: Improving Depression Screening and Management – Orchard South

 B3: Stratifying Your Population of Focus – Red Delicious



BREAK

Dessert at Ferryland, Newfoundland
photo by C Davis



Team Meeting

 AIM

 Population of Focus

 Measures:

 Required

 Others

 Team members

 First tests of change



Report out of your next steps



Adjourn!
Safe travels, everyone!
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