Population Health Management
Rol van Data

(en governance en zorg)

Marc Bruijnzeels PhD
LUMC-Campus The Hague/
Jan van Es Instituut

26 Marmen 26 Vrouwen

Grijze druk in Den Haag per buurt, 2020 Groene druk in Den Haag per buurt, 2020

7-5-2019



7-5-2019

I T A
Burning Platform 2: Complexity of problems increases
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Burning Platform 3: “Tragedy of the Commons”

(—
They continue to add cows until the

commons becomes over populated.

misalignment of
to providers

of all funds expended for
health care are 2l

Bronnen: New England Journal of medicine (2010), Institute of medicine RAND corp (2003) and Kodner (2009)
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HOW? van Volume naar Value
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WHAT: Succesful implementation

* Features of Population Health Management
* Manage at scale

e Establish a learning system within the network
of care providers

[ I I 00 |

Population Health Management
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Conceptual PHM Framework

sk Satiaton |

Care Continuum
No of Low Risk Moderate Risk
Health Management Interventions
Health Promotion, ©  Health Risk i Care Coominations
Wellness i Management Advocacy

Organizational Interventions
(Culture/Environment)

i Tailored Interventions
S -

Person

Characteristics

Operational Measures
)
Program Qutcomes
Psychosocial Behavior Clinical and Productiaty, financial
Outcomes Change Health Status satifaction, QOL Outcomes
Source: Care C Alliance, O ideli
Report, Vol. 5, 2010. 1

Population Health Pyramid

* Super-utilizers
* Poly-chronic, frail,
elderly, urban poor

emergency visits
* Psychosoclal and
socioeconomic barriers
+ Costs make up
45-50 percent

« Frequent hospitalizations,

+ Limited and stable
chronic conditions

At risk for procedures

* Costs make up
3040 percent

+ Healthy

* Minor health issues

» Costs make up
10- 20 percent

10

} 35% - 40%
Medium Risk

Datadriven approach

High-Impact Care Prioriti . .
sl b Population Segmentation

» Care coordinators
(RNs or soclal workers)
+ Address psychosocial * Risk stratification
and non-clinical barriers
‘ = Community resources
navigation ] H
kil * Predictive Modeling
planning.
s Frequent one-on-ong
e + What matters to you?

Population/Risk

* Reduce practice varation

» Systematic care and
evidence-base medicine

* Team-based,
coordinated care.

» Scalable care team

» Practice at top of license

* Risk Tailormade Interventions

* Health and Social Care Network

* Panelmanagement

Low Risk + Focused coordination
and prevention

* Moementtowardvirtual, o Monitoring and Evaluation
mohile, anytime access
* Convenience s critical

* Regional Governance
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Reason for stratification within

segments: equality versus equity

Reason for stratification

eed

E;fjf/Service provision

Patient/population n
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After stratification

Patient/population need

Data toepassing 1:
Segmentatie en Risicostratificatie

www.shutterstock.com » 676495477
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Stratificatie: binnen een segment

Complexe
orgbehoeften

Kwetsbaar

Voorbeeld Populatiesegmentatie

Patiénten > 40 consulten per jaar

Diabetes Lipid metabolism Hartfalen
disorders

niet
53%

niet .
: Depressie
niet Hypertensie 3% P

23%

77% 97%
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Voorbeeld Stratificatie

OmU project: kwetsbare ouderen

* Frailty screening software:

During 5 year follow-

up:

- Sex/age Identification

- Polypharmacy |:> outcome measures

- Consultation gap - Nursing home
admission

- Mortality

* Identification predictors

- Frailty Index

- Geriatric events

- Psychosocial events
- Multimorbidity

17
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Voorspellende modellen

B Figure 2. Top Decile and Percentages of Predicted and Actual Hospitalizations

0.0
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200
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0.0

ACG cee

MM Tier ERA
Score

Haospitalization (%)

Charlson CMS-HCC

Predicted Hospitalizations
(Top Decile for Each Model)

ACG indicates Adjusted Clinscal Group; CCC, Chronic Comarbidity Count; Charison, Charlson Comarbidity Index; CMS-HCC, Centers for Medicare &
Medicaid Services Hierarchical Condition Category; ERA, Elder Risk Assessment; MN, Minnesota.
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Data toepassing 2:
Care Gap Analyse

ponent displays ke)

ese metrics are calculated for

metri

L s for population health.
patients on your panel.

Q217 Q317 Q417 Q118 QTD
Cervical Cancer Screening 80% 80% 83% 84% 85%
Breast Cancer Screening 77% 80% 79% 79% 79%
Colorectal Cancer Screening 79% B80% 82% 81% 81%
Depression Screening 53% 62% 6836 66% 67%
Adult Pneumonia Vaccination 01% 92% 93% 03% 93%

Status

Childhood Immunization Status

Adolescent Immunization Status 89% 100% 88% 83% 88%
g[ilc.'ja;;etes Alc Poor Control = 229 210 230
Diabetes Retinal Exam 70% 73% T4%
Diabetes BP Control < 140/90 69% 73%  73% | 77%
Hypertension BP Control 67% 70% 75% 74% T4%

Tobacco Use Screening and

g , 90% 91% 91% 91% 92%
Cessation Intervention

19

Longzorg COPD Fase 1 dashboard 23/05/16 We vinden de tikkende ‘tijdbommen’
N
- - - N
[Totaal aantal pati sver in BodyBox 152 [Aantal bevestigde COPD patiénten 88
Aantal patienten nog te verwerken 14 9%| 4 Waarvan met zeer ernstige dyn. hyperinflatie 2%|
5 Waarvan met ernstige dyn. hyperinflatie 17%)
Totaal aantal patiénten gediagnosticeerd en verwerkt 6 Waarvan met matige dyn. hyperinflatie 31%
1 Waarvan met een reeds bestaande COPD episode 7 Waarvan met lichte dyn. hyperinflatie 14%
2 Waarvan met een (nieuw) COPD vermoeden 8 Waarvan zonder dyn. hyperinflatie 23%)
3 Waarvan met een overige verwijzing/onduidelijk 9 Waarvan niet kunnen meten 14%
ad 1 Patiénten met een reeds bestaande COPD episode [ad4  COPD patiénten met zeer ernstige dynamische hyperinflatie 2
a Waarvan COPD bevestigd 2 Waarvan met een disprop. DH 13%
b Waarvan eigenlijk Astma ad5  COPD patiénten met ernstige dynamische hyperinflatie 15
¢ Waarvan iets anders a Waarvan met een disprop. DH 80%|
ad2  Patiénten met een (nieuwe) COPD verdenking ad6  COPD patiénten met matige dynamische hyperinflatie 27
a Waarvan COPD bevestigd a3 Waarvan met een disprop. DH 4%
b Waarvan eigenlijk Astma e
© Waarvan iets anders ICs
ad 3 Patiénten met een overige verwi | Aantal bestaande, herbevestigde COPD patiénten 70
a Waarvan COPD bevestigd 10 Waarvan met eerder ICS gebruik 48 69%|
b Waarvan eigenlijk Astma 11 Waarvan zonder eerder ICS gebruik 22 31%]|
© Waarvan iets anders
ad 10 Bestaande COPD patiénten met eerder ICS gebruik 48
a Waarbij ICS indicatie is herbevestigd 15 31%]|
b Waarbij ICS indicatie is geschrapt. 33 69%|
Aantal patiénten waarbij BB niet volledig is gelukt ad 11 Bestaande COPD patiénten zonder eerder ICS gebruik 2
|Aantal patiénten waarbij verwijsinfo incompleet a_Waarbij ICS is toegevoegd 14%]
NCSI Kleur |
[Aantal personen voor NCSI (COPD/AC( Aantal bevestigde COPD patiénten 88
Waarvan vervolgens NCS! ingevuld Met kleurinschatting groen door LA 14 16%)
Waarvan NCS| ingevuld voér de diagnose/BB Met eel/rood door LA 74 84%)
Waarvan nog geen NCSI gehad yi
MDO ]
[Aantal patienten NCS! ingevuld [Aantal personen kwalific. voor MDO (COPD/ACOS+geel/rood + JiCSI) 52
12 Waarvan in BB geweest ‘Waarvan besproken in MDO 35 47%|
13 Niet in BB geweest Nog te bespreken 17
Gem. aantal weken sinds invullen NCSI 16
ad 12 BB patienten met ingevulde NCSI Aantal NCSls van weken geleden 10
a Met een correcte indicatie voor NCSI
b Zonder indicatie voor NCSI | Totaal aantal mensen besproken in MDO a8
Geen COPD |Aantal mensen besproken in MDO zonder juiste indicatie 13
NCSI ingevuld voor BB diagnose Geen COPD 8
Geenncsi s
. . . a 0 o
Zuiverder diagnostiek We ‘resetten’ medicatie
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Down drillen naar de mens toe

ACG profile
ACG 4930 6-9 Other ADG Combinations, Age > 34, 3
Major ADGs
Prior Costs Case Complexity
Total Cost $ 3,172,481 Chronic Condition Count 7
Rx Cost $0 Active Ingredient Count
Resource Utilization Band 5 Frailty Flag N
Local ACG Concurrent Risk 8.44 Frailty Concept(s)
Compassionate Allowance Conditions N
Predictive Values Likelihood of Hospitalization
Rank Probability High Total Cost 0.91 Hospital Dominant Morbidity Types 2
Predicted Total Cost Range >€ 250.000 Probability Hospital Admission (6 mos) 0.44
Rank Probability High Rx Cost 0.31 Probability Hospital Admission (12 mos) 0.57
Predicted Rx Cost Range Probability ICU/CCU Admission 0.21
High Risk Unexpected Pharmacy Probability Injury-related Admission 0.03
Probability of Persistent High User 0.88 Probability Long-term Admission (12+ days) 0.27
Probability of Readmission 0.17
CASEMIX JANVAN ES INSTITUUT
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Jan Feb Mrt Apr Mei Jun Jul Aug Sep Okt Nov Dec Jan

Vrouw - 80 — High risk patient — DBC zorgtrajecten Initieel en Vervolg

[ 2015 2016
Heelkunde | Shunt/vaatchirurgie l Shunt/vaatchirurgie | |Enke|| Enkel }
Radiologie | Venues ‘ Veneus | Veneus ‘
Longgeneeskunde IcC Astma | Astma | | Astma IAstma }
Cardiologie .déllow up acuﬁt
Ignet:ézgkunde | Dyspnoe i Dyspnoe l \ NHL | NHL | ALL |
Orthopedie | Wervelkolom | Wervelkolom |
Klinische geriatrie W}
Neurologie TIA i TIA ‘
Oogheelkunde Orbita | Orbita ‘

Klinische opname || initiele || vervolg ||Intercollegiaal consult]

CASEMIX

Heelkunde Falangen aan voet

| I T S 000
23

WHAT 2: Manage at scale and all levels

JANVAN ES INSTITUUT

JANVAN 5 INSTITUUT

System Integration
Political Climate and Policy
Regulations

Organisational integration
Collaboration between organisations

Professional Integration
Collaboration between professionals

|
Functional Integration

Clinical and Service Integration
Seamless process of delivering care
to patient

Technical ‘enablers’(ICT, | Social ‘enablers’(Culture,
Facilitain Trust, Leadership)

24
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Most critical succesfactors

CommitmentPayer

Regulatony space

Administrative
coordination

~ Professionals .

P inithe lead
il R

Functionele Integratie

Normatieve integratie

Integrators Trust
IT/data support Shared Interests
Financials Intrinsic motivation

WHAT 3: Establish a learning system

1 Identify
 changes to test

N 5 Test again
f | 3. Examine data
to identify impacts 4.Develop
o additional changes

—

——=Rapid-Cycle Evaluation
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WHAT 3: Learning system for PHM

Triple Aim Infrastructure

Identified Overall and Sub-Populations Statement of Purpose
Governance Structure Established Measures
Portfolio of Projects and Investments Improvement Capability

Measurement
Population Level Outcome Measures for Each Worksheet

Data plotted

b
Dimension of the Triple Aim over time

Portfolio of Projectsand Investments

Project
Charter 1

Project
Charter 2

Project
Charter 3

Project

Testing engine
Charter 4 ot

feedback loop

Testing engine
feedback loop

Geinspireerd?

N
E
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MOOC op Coursera Platform (gratis)
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Population Health: Fundamentals of Popul@ :

About Syllabus Instructors  Enrollment Options ~ FAQ

About this Course

What are the principles of Population Health Management as a pro-active management approach
to improve health and to tackle health disparities? In this course we will discuss the basic
principles of Population Health Management that will help you as (future) health care professional
or policymaker to analyse current healthcare challenges and to design possible solutions using the
=) Flexible deadlines
SHOW ALL B et desdines i

@ 100% online

WHAT YOU WILL LEARN

e JfC @@

©  Approx.7 hours to complete ¥

_]_j, = &t 90 a.m
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Summercourse 1-5 juli 2019

Population Health Management
@LUMC Campus The Hague

The answer to this global challenge of population health lies within Population Health
being a pi ive apps instead of ive, ing its scope of
T ions with and cultural inter and aiming to
improve patient and financial outcomes next to clinical outcomes, all based on a risk
ified needs of the ion. The School ion Health
Management is an inspiring and unique answer to the global challenge in population
health and invites highly talented pioneering MSc-/PhD-students.

i ||I .
ullll

For further information please go to: www.boerhaavenascholing.nl
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Summerschool Population Health

Management

1-5 juli 2019 op LUMC-Campus Den Haag
aanmelden via

https://www.boerhaavenascholing.nl/medische-
nascholing/2019/population-health-
management-summer-school-fundamentals
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