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The Population Health Mandate: A Broader Approach to Care Delivery

By Davip B. NASH, M.D., M.B.A., [JEFFERSON SCHOOL OF POPULATION HEALTH, THOMAS JEFFERSON UNIVERSITY

(’“i THE NEED FOR POPULATION
54 health management has never been more
urgent. More than 49 million Americans
are uninsured’ and almost half (45 percent)
of Americans suffer from at least one chronic
condition.? Our nation is currently facing a
population health challenge of unprecedented
scope because of the increasing obligation
to properly address healthcare costs that are
rising exponentially and, simultaneously, a
nation of individuals whose health status is
lower than previous generations and continu-
ing to decline. These issues send an undeniable
signal that we must take a broader perspective
if we truly are going to improve the health of
the public and, therefore, succeed in solving
the healthcare cost conundrum. Population
health is essential to health reform. The goals
of population health include improving care
coordination, which is a cornerstone of both
health reform
and population
health; enhanc-
ing health and
wellness through
prevention and
lifestyle changes;
reducing or elimi-
nating waste and
error; eradicat-
ing disparities;
and improving
transparency and
accountability.
Improving
the health of the
population will
require enhanced
efforts to promote
healthy behaviors and to prevent illness. The
so-called “silos” in healthcare delivery will need
to be dismantled—providers must cooper-
ate to advance seamless, coordinated care
that spans settings, health conditions, and
reimbursement mechanisms, Interdisciplin-
ary teams of healthcare providers who are
committed to diligent management of chronic
conditions and providing safe, high-quality
care will play a central role. Policymakers will
be called upon to craft policies that support ill-
ness prevention, health promotion, and public
health, and healthcare professionals must

1 C.DeNavas-Walt, B. Proctor, and ]. Smith,
Income, Poverty, and Health Insurance Coverage
in the United States: 2010, U.S, Department of
Commerce/U.S. Census Bureau, September 2011.
Available at www.census.gov/prod/2011pubs/
p60-239.pdf.

2 Partnership to Fight Chronic Disease, Almanac
of Chronic Disease 2009, See http://fightchron-
icdisease.org.

continue their efforts to enforce evidence-
based practice. All of these efforts must align
to promote health and wellness and to advance
anew population health agenda.?

|
Population Health: Components

« Health outcomes
« Health determinants
« Policies

Population health provides unique opportu-
nities to apply overlapping and synergistic
interventions to care for populations that can
be defined by need, condition, or geography.
Although this approach to care continues to
undergo rapid evolution, there is a growing
consensus that it will be a key component in
addressing the twin healthcare challenges of
quality and cost.* The beauty of the popula-
tion perspective is that it offers a systematic
approach to improving well-being and a frame-
work for monitoring our nation’s health status,
indicating where there has been improvement
and where new strategies are required.

Interactions among the healthcare, busi-
ness, and political communities are rarely
considered in the current illness-focused
model for healthcare delivery, yet they are the
drivers of population health outcomes. There
is significant and as yet unrealized opportunity
to advance the population health agenda and
to improve health through efforts that focus
on personal behavior and health promotion
within each of these interactions.®

Determining where responsibilities lie is
essential to achieving national health reform
and population health goals. Another key
issue is our emerging understanding of the
important role citizens or patients play in their
own health, The challenge is to help patients
achieve a level of understanding, to motivate
them to positively affect their own health, and,
ultimately, to develop self-efficacy.

3 D. Nash, J. Reifsnyder, R. Fabius, and V. Pracilio,
“The Population Health Mandate,” Population
Health: Creating a Culture of Wellness, Jones &
Bartlett Learning, 2010, pp. XXXv-Xxxvi.

4 ]. Sidorov and M. Romney, “The Spectrum of
Care,’ (Chapter 1) from D, Nash, ]. Reifsnyder,
R. Fabius, and V. Pracilio, Population Health:
Creating a Culture of Wellness, Jones & Bartlett
Learning, 2010, p. 3.

5 S.Schroeder, “We Can Do Better—Improving
the Health of the American People,” The New
England Journal of Medicine, Vol. 357 (2007), pp.
1221-1228.
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From a governance perspective, the
fiduciary responsibility for quality and safety
is broadened under the population health
umbrella. Imagine, for example, coordinated
care across the continuum, both inside and
outside of the hospital, as is the goal of a
patient-centered medical home or account-
able care organization (ACO) model. In both
of those models, governance oversight will
expand to include sites owned by the insti-
tution that are not part of the traditional
inpatient setting. Practicing population-based
medicine is becoming an imperative to tackle
many of the healthcare system’s major chal-
lenges; this imperative will involve a much
broader span of control and concern for board
members.

Our nation is currently facing
a population health challenge
of unprecedented scope
because of the increasing
obligation to properly
address healthcare costs

that are rising exponentially
and, simultaneously, a

nation of individuals whose
health status is lower than
previous generations and
continuing to decline.

This special section defines population health
and what it means from a provider stand-
point, addresses the current policy framework,
reviews national efforts to address population
health, and presents strategies and questions
for board members, senior executives, and phy-
sician leaders to consider when determining
how a population health approach can begin to
address the twin challenges of quality and cost
in healthcare at the local provider level.
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Figure 1: The Four Pillars of Population Health
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*An interprofessional team of healthcare providers includes both clinical (physicians, nurses,
pharmacists, allied health professionals, dentists, radiologists) and non-clinical (healthcare
administrators, quality, safety, and public health professionals) providers.

Beyond Public Health

Population health refers to the “distribution
of health outcomes within a population, the
health determinants that influence distribu-
tion, and the policies and interventions that
impact the determinants® 7 Population
health spans wellness and health promotion,
management of chronic disease, care of the
frail and elderly, and palliative care for those at
the end of life. Population health approaches
address the broader landscape of healthcare
consumers to preserve wellness and minimize
the impact of illness.

Population health rests on four pillars:
chronic care management, quality and safety,
public health, and health policy. The incorpora-
tion of these concepts into education and prac-
tice, as well as the interactions between them,
lays the foundation for achieving population
health goals and strategies. (See Figure 1.)

Only 55 percent of U.S. adults receive recom-
mended preventive care, acute care, and care
for chronic conditions such as hypertension

6 D.Kindig and G. Stoddart, “What Is Population
Health?” American Journal of Public Health, Vol.
93, No. 3 (2003), pp. 380-383.

7 D.Kindig, "Understanding Population Health
Terminology,’ Millbank Quarterly, Vol. 85, No. 1
(2007), pp. 139-161.
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and diabetes.® Given the large proportion of
the population suffering from chronic condi-
tions, we must consider how to improve care
coordination across the many settings in
which care is delivered. Behavior, prevention,
and education play important roles in chronic
care management.

The quality and safety pillar requires the
collective efforts of patients and interprofes-
sional teams of healthcare providers. Syn-
ergy between these groups will be integral to
achieve gains in quality and safety. Local, state,
and national public health efforts must sup-
port and complement the work being done in
local healthcare institutions.

The public health pillar contains local and
national efforts (usually undertaken by govern-
ment agencies such as the Centers for Disease
Control and Prevention [CDC], and local gov-
ernment bodies) that include clean drinking
water, vaccination, obesity reduction, smoking
cessation, and preparation for pandemics,
among others. Public health activities also
include identification of health determinants,
disparilies, and disease burden, as well as
strategies to address community-wide health
concerns. These efforts are important and

8 E.McGlynn, S. Asch, . Adams, et al., “The
Quality of Healthcare Delivered to Adults in
the United States." The New England Journal of
Medicine, Vol. 348 (2003), pp. 2635-2645,

support our national infrastructure to ensure
that we live in relatively safe communities and
that our basic health needs are met. But, by
focusing on public health efforts alone, we fail
to recognize that policies influence popula-
tion health, even at the national level, and that
quality and safety exert an enormous influence
on the health of the population.

Policy efforts (the fourth pillar) support
population-focused chronic care manage-
ment, quality and safety, and public health. For
example, current pay-for-performance initia-
tives represent policy support that will drive
adoption of community-wide quality and safety
standards. Taken a step further, making the
data available to other healthcare constituents
and consumers to review and compare perfor-
mance (i.e., transparency) creates a sense of
accountability for performance, which creates
an impetus for improvement. Future policy
changes that support transparency and public
accountability for health and wellness (beyond
the health reform legislation) will be necessary
to meet the population health mandate. Taken
together, the population health goals, strate-
gies, and implementation tactics associated
with the four pillars will drive efforts to achieve
health and wellness.

Given the large proportion
of the population suffering
from chronic conditions,
we must consider how to
improve care coordination
across the many settings in
which care is delivered.

National Initiatives Addressing
Population Health Needs

Health Reform

The Patient Protection and Affordable Care
Act creates a new framework for healthcare
delivery in the U.S. It adopts a comprehensive
national strategy for quality improvement, the
foundation of which is clinically integrated,
systems-based practice. The result is care that
is coordinated across all diseases, providers,
and care settings, and over time. Hospitals and
health systems will need to extend their quality
oversight process as they pursue increasing
numbers of collaborative relationships with
physicians and other external entities. Various
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federal agencies recently issued regulatory
guidance with regard to the ACO program that
will have a major influence on the extension
of the quality oversight process to the outpa-
tient setting.” The ACO and patient-centered
medical home models contain aspects of care
delivery that fall under the scope of population
health.

Essentially, these efforts—and the result-
ing new payment models—are an attempt to
identify and eliminate waste and inefficiencies
in the system. However, much of the emphasis
of health reform is on new payments rather
than explicit new methods to deliver care. To
succeed in this environment, healthcare lead-
ers must not simply follow the tenets of reform,
but fully understand and follow the tenets of
population-based care, as they are intricately
related.

Without the cultural change in practice that

ingrains employment of a population health
approach, it will be extremely difficult to achieve the
savings necessary to succeed in an ACO. Only by
using the tools of population-based care can provid-
ers hope to achieve the savings.

The ACO program is a shared savings model,

Other Initiatives
Beyond—and preceding—health reform, the
federal government and prominent pub-
lic—private collaborations have been active
proponents of and participants in establishing
priorities, strategies, and funding for programs
to address population health challenges.

In 2008, the National Priorities Partner-
ship (NPP), convened by the National Qual-
ity Forum, undertook addressing four major
healthcare challenges that affect all Ameri-
cans: eliminating harm, eradicating dispari-
ties, reducing disease burden, and removing

9 E.Belmont, C.C. Haltom, and D. Hastings, et
al,, "A New Quality Compass: Hospital Boards'
Increased Role under the Affordable Care Act.’
Health Affairs, Vol. 30, No. 7 (July 2011), pp.
1282-1289.

waste.!? One of the six priorities identified

to address these challenges is improving the
health of the population. The goal is ambitious,
but also fundamental to healthcare reform.
This partnership marks the first national effort
that identified population health as an explicit
priority."!

Through the CDC, the U.S. Department of
Health and Human Services (HHS) formally
established national health priorities in 1979.
The Healthy People programs set national
public health priorities to be implemented
over a 10-year period by national, state, and
local entities. Periodic reviews are conducted
to measure and report progress toward the
goals. The Healthy People 2020 overarching
goals are: “attaining high-quality, longer lives
free of preventable disease, disability, injury,
and premature death; achieving health equity,
eliminating disparities, and improving the
health of all groups; creating social and physi-
cal environments that promote good health
for all; and promoting quality of life, health
development, and healthy behaviors across all
life stages.” 12

All 50 states and the District of Columbia
have been active participants in national initia-
tives, including the NPP and Healthy People
programs. In addition, individual states have
implemented their own reforms to eliminate
self-identified healthcare disparities, increase
access to high-quality and cost-effective care,
and improve healthcare delivery at manage-
able costs. Of note is Massachusetts, which was
the first state to provide universal coverage for
all residents in 2006.1% Vermont has imple-
mented the Blueprint for Health, which is a
legislated chronic care management program
that incorporates policies and support for
accessible, appropriate, and timely coordi-
nated clinical and community care, self-man-
agement tools, and information technology.!*
Vermont's plan has already yielded positive
outcomes.

10 D. Kindig, Y. Asada, and B. Booske, “A
Population Health Framework for Setting
National and State Health Goals," The fournal
of the American Medical Association, Vol. 299
(2008), pp. 2081-2083.

11 For more information, visit www.nationalpriori- |

tiespartnership.org.

12 US. Department of Health & Human Services,
Healthy People 2020 Public Meetings: Proposed
Healthy People 2020 Objectives. See www.
healthypeople.gov/hp2020/objectives/
topicareas.aspx.

13 Massachusetts Trial Court Law Libraries,
Massachusetts laws about health insurance,
Commonwealth of Massachusetts. See www.
lawlib.state.ma.us/subject/about/health-
insurance.html.

14 Vermont Department of Health, Healthy
Vermonters 2010. See http://healthvermont.gov/
pubs/hv2010/hv2010.aspx.
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Challenges in Implementing a
Population Health Approach

Most stakeholders in healthcare reform agree that
the status quo cannot remain and that implement-
ing a population health paradigm will involve three
broad arenas: clinical, policy, and business.

Clinical

Healthcare students and providers need to be
educated about the importance of incorporating
healthcare promotion and prevention into day-to-day
patient management. In addition, health behavior
counseling that emphasizes self-care should be
incorporated into primary and treatment care,
Evidence-based models of care must be expanded
and used in the creation of clinical care guidelines
that are readily accessible at the point of care and
that also inform health insurance coverage.

Policy

A broad array of legislative, regulatory, and policy
changes must be enacted that provide economic
and structural support to a health promotion (or
disease prevention) delivery system. In addition,
legislative and regulatory changes will be war-
ranted to enable economically sound changes in
health insurance that improve access to chronic
care, wellness, and prevention activities. Further-
more, legislative, regulatory, and policy changes are
required to increase the systemic quality of care and
eliminate waste. Last, but not least, the integration
of community/public health and clinical systems,
as envisioned in the patient-centered medical
home, must be broadly promoted across the entire
spectrum of care.

Business

As the use of information technology continues to
expand in the health sector, purchasers need to be
acutely aware of the business case for developing
and implementing meaningful interoperable systems
and data warehouses that support population health
interventions across multiple healthcare settings.
This is critically important to establishing the links
between outcome measures, evaluation of compet-
ing healthcare interventions, and reimbursement for
various services, which will enable the incorporation
of mandatory reporting and improvement proce-
dures that lead to continuous quality improvement
and reduce the rate of healthcare cost inflation.

Source: . Sidorov and M. Romney, “The Spectrum

of Care,’ (Chapter 1), from D. Nash, J. Reifsnyder, R.
Fabius, and V. Pracilio, Population Health: Creating a
Culture of Wellness, Jones & Bartlett Learning, 2010.
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Where to Start:

Identifying Population Groups
Groups of individuals defined by geography,
condition, or other attributes can be consid-
ered a population if data are available to track
them over time. Research has demonstrated
that patients with chronic diseases (e.g.,
diabetes, obesity, cancer, and cardiovascular
disease) account for most of the dollars spent
in the healthcare system. Additionally, we
know that patients’ health literacy, education
level, geography, and socioeconomic status
can have an adverse impact on their access to
proper preventive healthcare. Our care delivery
system currently does not provide adequate
care coordination to properly address the
needs of these patients, and they ultimately
cost the healthcare system more because they
enter the system when their illness is more
severe—usually via the emergency room, the
most expensive point of care. These groups of
patients are a logical place to begin a popula-
tion-health approach.

Research has demonstrated
that patients with chronic
diseases account for most
of the dollars spent in

the healthcare system.

Population-based care seeks an interdisciplin-
ary approach in which primary care providers
collaborate with allied health professionals
to educate, support, follow up, and evaluate
the efficacy of their treatment plans.”” Via the
first two population health pillars of chronic
care management and quality and safety,
providers can address patient needs with
better coordination of care through the use of
patient-centered medical homes, and/or enter-
ing into accountable payment agreements that
emphasize payment for quality outcomes for
a defined population, such as the ACO model.
The emphasis here must be on interdisciplinary
provider teams that focus on entire episodes of
care, rather than individual physicians treating
individual problems, one at a time—this is a
fundamental cultural difference in the way care
is provided.

Additionally, without proper data and
technology to first identify and then track
the outcomes of these groups, improving the

15 T. Bodenheimer, “Helping Patients Improve
Their Health-Related Behaviors; What System
Changes Do We Need?" Disease Management,
Vol. 8, No. 5 (2008), pp. 319-330.
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health of a population
will be next to impos-
sible. The Mobiliz-
ing Action Toward
Community Health
(MATCH) project, a
collaboration between
the Robert Wood
Johnson Foundation
and the University of
Wisconsin Popula-
tion Health Institute,
contains health data
by county that include
outcomes, behaviors,
clinical care, social
and economic factors,
and physical environ-
ment factors; data
also are available on
national benchmarks
and rankings.'® The
CDC also collects
data for chronic disease patients by state."”
Local providers can use this information as a
starting point to identify population groups
or areas of focus. Providers with an interoper-
able electronic health record would need to
build a registry of patients by target group, and
then track those patients’ outcomes over time.
The current capabilities of electronic health
records do not allow for this; health policy
must spearhead and support this effort in
order to make progress.

Target “Hot Spots”

One of the best examples of targeting a “hot
spot” (i.e., a population group that is most at
risk and/or most costly to the health system)
is the story of Dr. Jeffrey Brenner in Camden,
New Jersey, which was reported on by Dr. Atul
Gawande in a New Yorker article."® Camden
was on its way to becoming one of the poor-
est, most crime-ridden cities in the nation
when Dr. Brenner joined the staff of a family
medicine practice there in 1998. Concurrently,
a police reform commission was centered on
mapping and focusing resources on erime “hot
spots.

Deducing that he could do something
similar with healthcare, Dr. Brenner persuaded
Camden’s three main hospitals to grant him
access to their medical billing records, and
spent weeks determining how to use the infor-
mation to create a searchable database. He

16 Mobilizing Action Toward Community Health:
County Health Rankings, available at www.
countyhealthrankings.org.

17 See www.cde.gov/chronicdisease/stats/,

18 A. Gawande, “The Hot Spotters: Can We Lower
Medical Costs by Giving the Neediest Patients
Better Care?” The New Yorker, January 24, 2011.

then started tabulating
the emergency room
visits of victims of seri-
ous assault.

He also studied
patterns of patient
flow into and out of
Camden hospitals. For
example, he found that
more people from a
single building in Cam-
den were sent to the
hospital with serious
falls—s57 elderly in two
years—than any other
city, resulting in almost
$3 million in health-
care bills. He created
maps of the city, color-
coded by the hospital
costs of its residents,
and identified the
two most expensive
city blocks. In his experience, the people with
the highest medical costs—the people cycling
in and out of the hospital—usually were the
people who received the worst care.

Dr. Brenner's efforts led to the creation of a
special clinic to focus on those groups he iden-
tified as being the most expensive. The care
teams included doctors, social workers, physi-
cian assistants, hospice workers, and other
caregivers Lo provide the full scope of care from
nutrition, lifestyle, and behaviors to ensuring
that the patients take medications properly
and show up for appointments. Now known as
the Camden Coalition of Healthcare Providers,
and made possible through grants from philan-
thropies including the Robert Wood Johnson
Foundation and the Merck Foundation, the
group has been able to measure its long-term
effect on its first 36 “super-utilizers.” They aver-
aged 62 hospital and emergency room visits
per month before joining the program and
37 visits after—a 40 percent reduction. Their
hospital bills averaged $1.2 million per month
before, and just over half a million after—a 56
percent reduction. The approach, in a nutshell,
is to look for the most expensive patients in the
system and then direct resources and brain-
power toward helping them.

The Chronic Care Model
The greatest contributor to premature death
from preventable chronic illness is patient
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Figure 2: The Chronic Care Model
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19 D.Nash, J. Reifsnyder, R. Fabius, and V. Pracilio,
“The Population Health Mzndate Population
Health: Creating a Culture of Wellness, Jones &
Bartlett Learning. 2010. pp. xi-xli.

Aligning Incentives to
Focus on Prevention
Although the benefits are substantial, the
short-term costs of preventive care are high.
In addition to cost, gaps in participation are
common as a result of the traditional focus
of healthcare on treating sickness, dimin-
ished access to and availability of preventive
services, lack of insurance coverage, health
illiteracy, and minimal integration belween
public and clinical health.20

Because more than 6o percent of Americans
obtain health insurance coverage through their
employers, businesses have a significant stake
in their employees’ health.”! At the policy and
leadership level, resources must be allocated to
ensure the system structure supports the needs
of the population. At the care delivery level,
providers must ensure that the most appropri-
ate care is provided to every patient within the
targeted population. Health and wellness must
be fostered at the community level through a
partnership between public health, employers,
and healthcare systems. The goal is to promote
preventive services, healthy lifestyle behaviors,

20 R.Kahn, R. Robertson, R. Smith, and D. Eddy,
“The Impact of Prevention on Reducing the
Burden of Cardiovascular Disease; Diabetes
Care, Vol. 31, No. 8 (2008), pp. 1686-1696.

21 K. Baicker, D. Cutler, and Z. Song, “Workplace
Wellness Programs Can Generate Savings,”
Health Affairs, Vol. 29, No. 2 (February 2010), pp.
304-311.
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and measures consistent with numerous
national reports.??

There are three levels of prevention strate-
gies in a population health approach: primary,
secondary, and tertiary. Primary prevention
strategies (i.e., health promotion and wellness
activities) ultimately will improve the overall
health of our citizens and decrease the costs
associated with over-medicalization. Second-
ary prevention strategies (i.e, screening) are
important for early detection of disease. Such
efforts will reduce barriers to early treatment
or completion of therapy, leading to improved
outcomes and reduced disease chronicity.
Tertiary prevention focuses on minimizing dis-
ease complications and comorbidities through
appropriate, evidence-based Lreatment
and—critical to reducing healthcare costs—by
coordinating and providing continuity of care
for chronic conditions.

major cultural change is occurring in the
Apractice of medicine. Emanating from that

cultural change in the practice of medicine is
the realization that the span of control for hospital
and health system boards now includes new entities

that previously had not been considered.

Issues for the Board, Executives,
and Physician Leaders

Understanding Specific

Patient Populations

Dr. Brenner's example of targeting the most

expensive patients is an extreme scenario that

most boards across the nation will not face.

But each healthcare provider organization will

be faced with certain groups of patients who

require better-coordinated care. One way to
begin to address this issue is to ask questions
such as:

« Forall the diabetic patients we cared for this
year, how do we compare to regional and
national benchmarks?

+ Although our medical core measures might
be good for our heart failure patients, how
are we doing in other measures of well-being
for our heart failure patients in the last year,
relative to a regional and national
benchmark?

+ How do the outcomes of our patients in
various ethnic groups compare Lo regional
and national norms? (Begin by examining a
couple of chronic issues [e.g., blood pressure,
angina control] from an ethnic disparity

22 National Priorities Partnership, National
Priorities and Goals: Aligning Our Efforts to
Transform America’s Healthcare, National
Quality Forum, 2008. Available at www.nation-
alpriaritiespartnership.org.
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standpoint. Then expand upon this once the
board is familiar with the trends.)

These are examples of population-based ques-
tions, and the answers to these questions could
be added to the dashboard report of quality
indicators the board or board-level quality
committee reviews on a regular basis. This
kind of data can be found in the county and
state statistics available from local agencies,
the CDC, and the MATCH program. The hospi-
tal’s medical billing data also can provide some
of this information.

Obtaining data from the largest payer(s) is
another way to approach this. Ask the payer
about the costs of care for select populations.
Create a partnership with the health plan to
tackle the challenges together, with both sides
recognizing and appreciating the cultural shift
required to tranform from volume to value.
Payers can collect information related to
quality-of-life indicators, patient employment
status, and how patients might score on a
general wellness scale.

Our challenge, from a
leadership standpoint, is
to train the future leaders
from across the healthcare
spectrum who will go
forward and improve the
health of the population.

Creation of Interdisciplinary Care Teams
The need for interdisciplinary care teams to
provide coordinated care to these groups
of patients cannot be overemphasized. The
creation of patient-centered medical homes
(or similar methods) to coordinate and track
care across individual points of access will
be essential. Beyond providing acute care for
patients, these interdisciplinary teams educate
patients on nutrition, lifestyle choices, and
behaviors; support patients by seeking and
helping to eliminate obstacles to patient well-
ness; follow up on points of care to monitor
patient progress; and evaluate the efficacy of
treatment plans and protocols for the popula-
tion group. This also will require new physician
leaders who are able and willing to practice in
such a team setting, Hospitals and health sys-
tems seeking to shift their focus to population
health should consider creating a leadership
team of primary care physicians, specialists,
nurses, nutritionists, behaviorists, and other
allied health professionals who then can dis-
seminate this new interdisciplinary culture
throughout the organization.

Eventually, new graduates of medical school
will undergo this type of team and leadership
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training as a part of their undergraduate
medical education. This generally is not part
of current medical training, although there has
been some small but significant improvement
in this area. Health reform legislation includes
resources Lo pay for annual prevention visits,
expand federally qualified community health
centers (i.e., access to care), and provide more
funding for population health efforts at the
CDC. However, hospitals and health systems
cannot wait for a new generation of physi-
cians and slow-moving policy implementation
to change the care delivery culture in their
institutions.

‘The board and management team must Lake
a realistic look at their relationships with phy-
sicians and other care providers in the com-
munity, and develop strategies to involve the
necessary providers in this effort. The “busi-
ness case” for this activity—and the reason it is
a board-level issue—rests in the need to reduce
costs through the elimination of waste, inef-
ficiency, and errors, and to improve the quality
of care through better care coordination.

Culture

The imperative to change the way care is
delivered using a population health approach
requires a fundamental change in the culture
of practicing medicine. Healthcare boards

are now focused on the relationship between
quality and cost, but they are making deci-
sions in this area within the “old” framework
of individual points of care and individual
physicians in the hospital setting, Boards look-
ing to integrate and align physicians with their
hospitals and other provider groups (whether
to prepare for becoming an ACO or for other
reasons) must place culture at the top of their
agenda. With clinical integration comes new
relationships with physicians, and this is an
ideal time and opportunity to start fresh, with
new expectations, standards, and account-
ability. Engendering physician support for this
effort at the outset will allow culture change to
happen more swiftly.

Getling Physicians “On Board”

Current policy ereates some obvious incen-
tives for hospitals and health systems to

apply population health strategies, including
increasing efficiency, quality improvement,
and accountability, and reducing costs—all

of which will serve to prepare hospitals and
health systems for bundled payments and
pay-for-performance. However, this incentive
is not yet as strong for physicians—especially
those who still practice independently and are
not affiliated with a hospital or health system.
Once the payment system has been fully trans-
formed into a value-based system, the impetus
for physicians to focus on population health
will be much greater. Health reform legisla-
tion is attempting to move the healthcare

system in this direction, but perhaps not
strongly or quickly enough to create a sense of
urgency for change in the current care delivery
environment.

In addition to aligned economic incentives,
physicians also need training and practice in
using a population-health method. Along with
the need to develop new relationships with
physicians and create new physician leader-
ship positions to facilitate clinical integration,
the board must provide the resources to train
doctors on these issues. Our challenge, from
aleadership standpoint, is to train the future
leaders from across the healthcare spectrum
who will go forward and improve the health of
the population.

Looking Forward

In order to achieve the ambitious goal of
improving the healthcare system in the United
States, we must be prepared to broaden

our current focus, the results of which will
allow managed withdrawal from our addic-
tion to acute, episodic healthcare. This will
mean making a commitment to incorporate
population health strategies in our practice
of medicine. Prevention and disease manage-
ment are integral to maintaining population
health and encouraging wellness. All health-
care professionals have a role to play. Strong
leadership from the board, senior executives,
and physician leaders will enable hospitals
and health systems to achieve the population
health mandate. ©
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