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by Frank Mazza, M.D.
he pursuit of defining and measuring both clinical quality and patient safety in
healthcare is a laudable goal that features inextricably linked essential
elements. Would anyone question perfecting the stopping power of Porsche
brakes, the side impact protection of Volvo roll cages or the road handling of
Michelin tires in terms of accident protection and the survivability of accidents? Of
course not.

T

And yet with approximately 250,000 people dying each year in the United States due
to medical errors,1 large-scale efforts to quantify care quality and outcomes are still in
the early phase.
The Institute of Medicine defines clinical quality as “the degree to which health
services for individuals and populations increase the likelihood of desired health
outcomes and are consistent with current professional knowledge,” 2 while defining
patient safety as “the prevention of harm to patients.” 3 Both descriptions imply
elements that are reliable, replicable and durable.
Given these definitions and the relative ease of data access, it is understandable that
initial efforts to benchmark healthcare facilities for their quality and safety would focus
on data elements, such as harm-free, clinical outcomes; risk-adjusted mortality; and
avoidance of hospital-acquired complications. These include hospital-associated
infections that reflect failure to perform hand hygiene and other routine, evidencebased, infection prevention processes.
The earliest developed measures in this regard have been subject to criticism that is
justifiable to some extent for relying on highly variable and fallible documentation and
coding practices that were originally conceived in a pre-electronic, medical record era.
In this setting, both over-documentation and under-documentation were common and
made more problematic by the need to capture information that was not appropriately
reflected in ICD-9, which was the predominant system for healthcare coding.
In those early days, many hospitals and providers also denied and even resisted the
movement toward objective quality reporting—preferring to assert that they knew
quality when they saw it—to the extent that measurement was not even needed.
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The Future of Workplace Wellness Programs
by Sam Ho, M.D.
early 30% of adults nationwide are obese, 18% smoke cigarettes and 23% are not getting enough physical activity,
according to United Health Foundation’s America’s Heath Rankings® Annual Report.1 While the nation has shown
some improvement in recent years in physical inactivity and lower cigarette smoking rates, there have been troubling
increases in the prevalence of obesity.

N

These poor health markers signal serious consequences in the years ahead, including a greater risk and incidence of chronic
diseases, such as heart disease and cancer, and billions of dollars in unnecessary healthcare costs. Fortunately, up to half of
all premature deaths in the United States are due to preventable factors, 2 an indication that many diseases can be avoided by
adopting healthy behaviors—or by avoiding risky behaviors such as tobacco use, poor diet and lack of exercise.
That’s why an estimated 70% of employers 3 already offer wellness programs, and 8% more plan to do so during the next
year, according to the Society for Human Resource Management.
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A Selected Case Study in Population Health Management…

Prime Therapeutics Pilots Project to Alert
Pharmacists of Potential Opioid Misuse
by Cathy Starner, PharmD
Program Objectives





Assess the effectiveness of an opioid misuse/abuse concurrent drug
utilization review (DUR) edit designed to alert pharmacists of potential
abuse prior to a member being identified on a quarterly Centers for
Medicare & Medicaid Services’ (CMS) report.
Determine feasibility and impact of point-of-sale (POS) opioid messaging.
Identify, reduce and minimize the prescription drug misuse/overdose
epidemic.

Program Description: Last year, Prime Therapeutics LLC (Prime), a national
pharmacy benefits manager (PBM) providing services to health plans,
employers and government programs including Medicare and Medicaid,
collaborated with one of its Medicare Blue Plans. They implemented a pilot
program aimed at identifying members before opioid problems were likely to
occur or before the member was identified by the CMS Opioid Overutilization
Monitoring System (OMS).
Prime processes claims and delivers medicine to members, offering clinical
services for people with complex medical conditions. It serves more than 22
million people and is collectively owned by 13 Blue Cross and Blue Shield Plans
and subsidiaries or affiliates of those plans.
The PBM has been actively running and updating clinical programs aimed at
the prescription drug epidemic for more than 10 years. Notable clinical
programs include a controlled substance score method paired with a
retrospective DUR prescriber letter mailing and triple therapy alerts about
members taking opioids, benzodiazepine and muscle relaxants.
In 2013, CMS implemented OMS to identify
“From 2011 through
potential opioid overuse. It targets those using
2015, there was a 47%
more than 120 milligrams morphine equivalent
decrease in Medicare
dose (MED) daily for at least 90 consecutive
Part D beneficiaries
days with more than three prescribers and
identified as potential
more than three pharmacies for opioids during
opioid overutilizers.”
a 12-month period. Plan sponsors use several
tools to reduce opioid overuse, including POS
safety edits and quantity limits, case management with appropriate prescribers
and data sharing among Part D sponsors. From 2011 through 2015, there was
a 47% decrease in Medicare Part D beneficiaries identified as potential opioid
overutilizers.1
Although there has been a substantial decrease in the number of members
identified as potential opioid overutilizers, opportunity still exists to curb opioid
overuse before a beneficiary is identified via the OMS for case management.
Furthermore, based on the 2017 CMS Call Letter released in April 2016,
Medicare plan sponsors will be expected to develop and implement MED pointof-sale edits for the calendar year 2017. CMS recommends “a soft opioid edit
threshold should be set at levels no lower than 90 milligrams MED and a hard
opioid edit threshold should be set no lower than 200 milligrams MED.” 2
Evaluation Process
Prime carried out its opioid misuse pilot, alerting pharmacists of potential opioid
overuse, in two phases. The first phase was implemented as a data extract
only. There were no messages to pharmacists during phase one, and no claims
were rejected. The goal of phase one was to determine sensitivity and
specificity of a concurrent DUR edit to reduce false positives and compare the
list of members identified by the opioid misuse edit with that of beneficiaries
identified via OMS criteria. Phase one data extract included data from July 24,
2015 to Sept. 24, 2015.
(continued on page 3)
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Making a Case for Population Health … continued from page 2
After analyzing the phase one data, the opioid misuse edit specifications were determined to be acceptable, and the soft edit
went live on Oct. 30, 2015, for a three-month period. The opioid misuse edit identified members who, over a 180-day period,
used more than 100 milligrams MED per day for at least 60 consecutive days with more than two prescribers and more than
two pharmacies for their opioids. The edit was configured to soft reject from Oct. 30, 2015 through Jan. 28, 2016.
Soft rejects provide a warning message in response to a submitted claim, but do not reject claims from payment. All network
pharmacies in the affiliated states were provided with details of the edit and instructions on how to override it. Prime examined
member behavior following the edit to determine any impact (i.e., delayed claims) and crossover with the OMS member list.
Results




Forty members (three per 10,000) had at least one opioid claim stopped by the opioid misuse edit.
Seven of these members had been identified for case management through CMS’ OMS.
Fourteen of 33 members (42%) had a delayed or altered claim when the edit was hit, and 19 of 33 members (58%)
had appropriate override codes entered by a dispensing pharmacist.
One member was found to be using buprenorphine/naloxone along with opioids despite clinical review notes
reporting opioids would be discontinued.
One member subsequently started opioid dependence treatment and appeared to stop using opioids.




It is worth noting the limitations of the analysis. Members may have paid for opioid claims out of pocket or obtained them
through friends and family resulting in an underestimation of members hitting our opioid misuse edit. This analysis also lacked
a comparison group, and therefore all findings should be considered descriptive.
Lessons Learned



Time is of the essence when preventing prescription drug overdoses.
POS alerts effectively identify those at risk of overutilization sooner than they might be identified under current CMS
monitoring systems.
A concurrent DUR opioid misuse edit was effective at delaying or altering opioid prescriptions for members with
potential overuse.
Prevention and detection of opioid overutilization is a high priority for health insurers.
Pilot results suggest continued use of an opioid misuse edit might help reduce the number of members identified for
case management.




1
2

“Medicare Part D Overutilization Monitoring System (OMS) Summary.” CMS.gov. Nov. 3, 2015.
“Calendar Year 2017 Medicare Advantage Capitation Rates and Medicare Advantage and Part D Payment Policies and Final Call
Letter.” CMS.gov. Apr. 4, 2016.

Cathy Starner, PharmD, is principal health outcomes researcher at Prime Therapeutics, a PBM headquartered in St. Paul, Minn.

The Future of Workplace Wellness Programs… continued from page 1
Employers are investing in wellness programs because these initiatives can support their employees’ desires to improve their
health and create a happier, healthier workforce, while reducing costs for employees and their employers.
New technologies are helping make these wellness programs more connected and meaningful for users. Some of them give
employees wearable devices at no additional charge, helping provide a more accurate and comprehensive summary of a
user’s daily activity, sleep patterns and other health markers. Fitness trackers—usually small devices worn around the wrist or
clipped onto clothing—give users a snapshot of actual physical activity.
“…people tend to overestimate
how much exercise they get each
week by more than 50 minutes,
and they underestimate sedentary
time by more than two hours.”

Employers nationwide are expected to incorporate more than 13 million fitness
tracking devices4 into their wellness programs by 2018, according to technology
consultancy Endeavors Partners. That’s important, considering a study 5 showed
people tend to overestimate how much exercise they get each week by more
than 50 minutes, and they underestimate sedentary time by more than two hours.
People who use wearable devices are better able to monitor and hold
themselves accountable for their physical activity.

Here are five tips for employers to help improve and enhance wellness programs:
Offer incentives. More employees may participate in wellness programs when companies offer incentives, which can include
gift cards, lower health insurance premiums, cash bonuses and discounts on various health products and services. Some
programs enable employees to earn up to $1,500 per year in incentives by meeting specific daily walking goals, while
employers can achieve premium savings based on participants’ combined results. The value of wellness incentives has
doubled to $594 per employee since 2009.6
Gather biometric data. Biometric screenings may give employees a better snapshot of their current health, including weight,
body mass index and blood glucose so that offering them onsite at the workplace and at health fairs may encourage participation. More advanced programs can include connected devices, such as a Bluetooth-enabled, wireless scale or a blood pressure monitor or thermometer, which can transmit a participant’s vital signs to a case management nurse or wellness coach.
(continued on page 4)
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The Future of Workplace Wellness Programs… continued from page 3
Keep data secure. Companies that want to incorporate connected devices should first ensure a health plan will keep private
data secure. This includes using the latest encryption technology, such as medical-grade connectivity for seamless and
secure data transmission. Management should never have access to individual employee data; instead, a health plan should
report aggregate data to help the company assess the value of its wellness program.
Generate support. Set up a wellness committee with “wellness champions,” selecting leaders within the organization who are
respected by their peers and can motivate others. Use email, promotional flyers and in-person meetings to communicate the
goals of a program. Messages from executives will demonstrate leadership support and may improve participation, helping to
show that wellness is a priority throughout an organization.
Track results. Evaluate the success of the wellness program each year, taking note of employee engagement and medical
costs. While engagement can vary, some companies have achieved participation rates of more than 85%.
Employees can consider a few additional tips, including:
Thinking, setting and revisiting goals. It’s important to assess an organization’s overall health and identify actionable areas
for improvement, such as daily diet and weekly physical exercise levels. People should also set realistic and measureable
goals, revising them as they see improvement or adjust as necessary. For people looking to improve their health by walking,
recommended goals include walking frequently (six times per day for 300 steps), intensively (3,000 steps within 30 minutes)
and with tenacity (10,000 total steps per day). Employees should remember to track their progress to remind themselves that
they are making positive changes and reaching milestones.
Reward your accomplishments. Hard-working employees should treat themselves to something they enjoy that does not
conflict with goals, such as buying a new piece of workout apparel or purchasing a new song for a smartphone. Rewards for
reaching short-term goals might help keep employees motivated. While it is fine to occasionally enjoy a favorite unhealthy
meal or dessert, moderation is always important to keep in mind.
Tap into a support system. Working together with peers, family members or professional health coaches can help improve
chances of success. Employer-sponsored, wellness programs may include online and telephonic wellness coaching, in-office
walking groups or other resources that can help keep employees motivated. By making health and well-being a family goal,
employees can stay on track at the office or at home.
Don’t go to the extreme. One of the most common reason plans fail is because they are unrealistic. While it’s great to be
motivated, too much change too soon can be unsustainable and can lead to injuries or burnout. It generally takes about 21
days for a new activity to become a habit and six months for it to become part of a lifestyle, so it’s important for people to remain patient as they pursue lifestyle changes. Consult a doctor to find a diet and exercise regimen that best fits one’s lifestyle.
Get involved with one’s community. Giving back does more than just help a community; it also helps a volunteer. A recent
study7 showed that 76% of U.S. adults who volunteer report that volunteering has made them feel physically healthier, and
78% report that volunteering lowers their levels of stress, leading to feeling better than adults who do not volunteer. The study
also showed that employers benefit from employees who volunteer in terms of better employee health and professional skills
development that employees use in a workplace.
Following these tips, including the adoption of new technologies such as fitness trackers, might help employers and
employees maximize the benefit they get out of employer-sponsored, wellness programs and improve the health of a
company and its workforce.
America’s Health Rankings® Annual Report. United Health Foundation. 2015.
Mather M, Scommegna P. “Up to Half of U.S. Premature Deaths Are Preventable; Behavioral Factors Key.” Population Reference
Bureau. September 2015.
3
Livingston S. “Most Employers Offer Wellness Programs, Survey Shows.” Business Insurance. June 30, 2015.
4
Noyce J, Bastable J, Grossmeier J. “Wellness Programs Gain Traction With Wearable Devices.” Future of Business and Tech. 2016.
5
Medicine & Science in Sports & Exercise. January 2014.
6
National Business Group on Health. Feb. 20, 2014.
7
”Doing Good Is Good for You: 2013 Health and Volunteering Study.” UnitedHealth Group. June 19, 2013.
1
2

Sam Ho, M.D., is chief medical officer for UnitedHealthcare.

Healthcare Quality, Safety Measurement… continued from page 1
Moving Forward More Safely
Fortunately, times have changed. Quality and safety indicator measurement is not only the norm in various healthcare
settings, but the movement has evolved with the expectation that measures will be automatically and electronically captured.
This is in contradistinction to the method of years past when teams of trained staff—usually registered nurses—methodically
and to a significant degree of variability and unreliability extracted necessary information from patient charts.
Lessons learned by institutions from these early capture efforts served to unfairly punish hospitals and providers for
complications that were not entirely preventable; however, they have given way to more reliable reflections of true quality and
safety using coding modifiers that identify that the event did not meet specifications for a true failure or because it was present
on admission. Ongoing efforts at further refinement in this process are intended to ensure that these indicators are even more
reliable and specific to the conditions they are intended to measure. It is logical that over time, the evidence base will continue
to grow to the point that automatic capture and reporting of quality and safety measures will be as reliable and meaningful as
the automatic “20 point analysis” of a car’s systems to assess whether it is still road-ready.
(continued on page 5)
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Healthcare Quality, Safety Measurement… continued from page 4
Making the Journey Easier
In the reform era, public and private payers must increasingly link payments to quality, outcomes and costs. The implications
to providers and health systems are profound: Only those that demonstrate positive clinical outcomes across episodes while
safely lowering expenditures will survive and thrive.
What is becoming clear to providers is that medical analytics and software that help organizations to monitor, manage and
report with confidence on their clinical performance will also hold the key to improving the delivery of safer, higher quality care.
Additionally, these capabilities will support purchasers in identifying superior value for their healthcare spend.
To effectively meet the expectations of both providers and payers requires a unique blend of specific functionality that centers
on three fundamental areas: safety risk management and surveillance, pay-for-value reporting and performance analytics. A
combination of SaaS-based solutions and information services should be made available on a stand-alone or fully integrated
basis to more effectively monitor and measure clinical and financial performance with precision and conviction. This is the
formula that will help healthcare systems truly deliver and be compensated for value, while paving the way for improved safety
and quality—and finally measure what really matters.
Understanding Impact of Human Error in Healthcare Settings
In most cases, human error can be attributed to one or more specific causative factors. The first of these relates to the sheer
complexity of care. Clinical care is also delivered as part of a complex-adaptive system that is composed of many tightly
coupled microsystems. Human beings are highly susceptible to cognitive biases that adversely affect their ability to solve
problems accurately and reliably. They also exhibit significant limitations in working memory that make them prone to error due
to factors, such as distraction, stress and sleep deprivation.
Healthcare professionals must understand why these events transpired in the first place. In this regard, event-reporting
systems are critical tools. They enable healthcare professionals to identify and catalogue the contributing factors that lead to
incidents, and frequently detail with great accuracy why they occurred without the requirement of time and expense of a more
formal, root-cause analysis.
When captured in a structured taxonomy, incidents can be aggregated and prioritized for performance improvement. Because
errors and adverse events occur relatively frequently in healthcare, no organization can afford to maintain resources that target
them all for improvement at one time. But organizations can efficiently and effectively learn and improve by prioritizing their
efforts after reviewing their data.
If It Can’t Be Measured, It Can’t Be Improved
In order to unlock the value-based healthcare and make improvements, there must be a commitment to measuring a minimum
set of outcomes for every major medical condition and standardizing them. Information technology vendors are creating
software solutions to automate outcomes data collection and aggregation and embedding the standard sets into electronic
medical records. A data platform to allow voluntary provider benchmarking and learning on a condition-by-condition basis is
under development. Determining standard sets of outcomes for each medical condition is a practical and necessary step for
accelerating value improvement in healthcare.4
As more employers, health plans and government purchasers begin implementing value-based, payment models, quality and
safety risk management solutions will play an integral role in helping to align physician and hospital bonuses and penalties
with cost, quality and outcomes measures.5 With the widespread use of healthcare information technology (HIT), the
healthcare data that providers require to track patient care are now readily available.6 Episodes of care, where measurement
complexity is most sensitive, require the most sophisticated systems to track and measure.
Fortunately, episode evaluation systems exist that can span the entire continuum of patient care. Unlike traditional, encounterbased systems, these systems have the capacity to capture all clinically related encounters and assign them to a single
episode of illness regardless of care setting, allowing providers and purchasers to accurately compare the total cost and
utilization of medical services against peer groups, national norms and best practices. This gives providers the power to
measure what matters using meaningful and reliable information for assessing the integrated delivery of cost-effective care.
Looking Down the Road
The destination continues to be reliable assessment and reporting of clinical quality and patient safety, and the journey has
just begun. Progress has perhaps been slower than expected, but there is no turning back. In the name of safe, high-quality
healthcare for all, healthcare organizations, government, academics and vendors must all join together to assure that this is an
expedition worthy of everyone. After all, everyone is a patient or will be one someday.
Kohn LT, Corrigan JM, Donaldson MS (Ed.). “To Err Is Human. Building a Safer Health System.” National Academies Press.
November 1999.
Hughes RG. “Patient Safety and Quality: An Evidence-Based Handbook for Nurses.” Agency for Healthcare Research and Quality.
April 2008.
3
Ibid.
4
Porter ME, Larsson S, et al. “Standardizing Patient Outcomes Measurement.” New England Journal of Medicine. 2016;374:504-506.
5
Gerhardt W, Korenda L, et al. ”The Road to Value-Based Care.” Deloitte University Press. March 20, 2015.
6
Better, Smarter, Healthier: In Historic Announcement, HHS Sets Clear Goals and Timeline for Shifting Medicare Reimbursements
From Volume to Value.” HHS.gov. Jan. 26, 2015.
1

2

Frank Mazza, M.D., serves as chief medical officer of Quantros, a provider of software and services to advance healthcare quality
and safety performance.
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Technology-Enabled, Population Health Program
Addresses Patients at Home with Alzheimer’s Disease
by Dirk G. Soenksen
lzheimer’s disease (AD) is one of the most devastating and expensive medical conditions. In 2015, more than 15 million
caregivers provided an estimated 18.1 billion hours of unpaid care.1 Current care for patients living with Alzheimer’s is
ineffective because FDA-approved drugs lack long-term efficacy; providers lack access to information required to provide
appropriate care; and family caregivers (caregivers) are inexperienced, become stressed and lose effectiveness.

A

Families who care for a patient with AD in the home face significant challenges. Those with financial means will often utilize
private duty, home care and eventually move the patient to a memory care facility to deal with care challenges. Neither private
duty nor memory care is covered by Medicare.
For those without financial resources, caregivers do the best they can, and many eventually spend down their savings until a
patient qualifies for Medicaid. At that point, a family might be able to move a patient to a skilled nursing facility, provided they
are lucky enough to find an empty bed. On average, care contributors lose more than $15,000 in annual income as a result of
reducing or quitting work to meet the demands of caregiving. 2
Alzheimer’s More Costly Than Imagined
Ineffective care drives higher healthcare costs, which are estimated to exceed $200 billion annually in the United States and
are projected to increase six-fold to $1.2 trillion by 2050. Medicare costs are an average of $13,000 higher for patients with AD
than for those without the disease, accounting for 20% of Medicare’s budget, and are expected to increase to 33% by 2050.
More than half of caregivers become clinically depressed, and older caregivers have a 63% higher mortality rate than noncaregivers of the same age.3

Figure 1: Framework for Population Health Program for Alzheimer’s Disease

While payers and at-risk
providers recognize that AD is
a significant and growing
medical management
challenge, few understand the
extent to which it multiplies
the costs of associated
comorbidities and utilization of
post-acute services. Many
subscribe to the commonly
held belief that little can be
done to reduce costs or
improve care for patients who
have lost the ability to selfmanage their medical
conditions and lack the
cognitive abilities to
participate in traditional
patient-centric. population
health approaches. The
premise that nothing can be
done is not true.

Caregivers can help manage
some of problems associated with higher healthcare utilization by patients with AD, such as falls; a higher incidence of urinary
tract infections, fecal impaction and pneumonia; and some comorbidities.4 Evidence also suggests that psychosocial
interventions aimed at the patient, in conjunction with education and support of caregivers, can further mitigate the cost and
care challenges of AD.5
Payers and at-risk providers can address the cost and care challenges of AD with a comprehensive population health program
(Figure 1) that recognizes the importance of a caregiver in preventing acute incidents and leverages technology to drive scale
and facilitate access to resources and support. This program should enable the caregiver to acquire the knowledge, skills and
confidence required to support the following needs:
1.

2.

Patient care. This is achieved by engaging a caregiver to implement a physician’s care plan for a patient. Examples
of specific caregiver tasks include medication management, comorbidity management, following best practices for
managing dementia-specific behaviors, advanced care planning and home safety.
Patient psychosocial needs. Patients benefit greatly from engagement in activities that provide appropriate
stimulation, allowing them to maintain confidence while improving their moods and reducing negative behaviors.
Evidence-based programs, such as brain fitness, music therapy and therapies addressing behavior, should be
included in any program aimed at addressing patients’ psychosocial needs. In addition to providing brief periods of
respite, patient engagement has also been shown to reduce caregiver burden.
(continued on page 7)
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Technology-Enabled, Population Health Program for AD Patients at Home… continued from page 6
3.

Caregiver psychosocial needs. Caregiving for patients with AD is more stressful than for any other condition.
Addressing the psychosocial needs of family caregivers is essential to sustain any program in the home. Evidencebased programs aimed at stress reduction, participation in support groups and engagement in non-caregiving
activities can be effective in reducing caregiver overload.
Family engagement. Engaging families in caregiving and increasing family connectedness eases the responsibility
of caregivers and improves quality of life for these providers of care in the home.

4.

“It is not realistic to expect
that caregivers will be able
to develop the knowledge,
skills and confidence
required to master the
challenges of caregiving for
a patient with AD without
support and training.”

It is not realistic to expect that caregivers will be able to develop the knowledge, skills
and confidence required to master the challenges of caregiving for a patient with AD
without support and training. As with other population health programs, assessment is
key to gaining an understanding of the needs and knowledge gaps within the population.

Existing personality and related assessment instruments can be adapted to determine
whether caregivers have the competencies required to be successful caregivers and
understand areas where they could benefit from education, support or coaching. A
caregiver who is unable to fulfill the requirements of providing care for a patient will likely
utilize significantly more healthcare resources than a highly qualified caregiver.
Assessing caregivers’ abilities to be successful in their roles is similar to an employer
assessing a job candidate’s potential competence in an accounting job. It doesn’t make sense to give an accountant a sales
job and expect him or her to achieve success.
Understanding a caregiver’s competencies provides important insights about that individual’s ability to perform key caregiving
functions, such as managing medications and challenging behaviors, assisting with activities of daily living, making healthcare
decisions and communicating effectively with care providers.
Caregiver engagement in a population health program can be enhanced by understanding and tailoring a program to their
communication preferences, whether it’s through data or encouragement and praise.
The AD population health intervention involves activating the caregiver by providing education, support and coaching and by
engaging the patient in psychosocial therapies and programs to stimulate them and reduce negative behaviors. To provide this
comprehensive intervention at scale, technology—a tablet device in the home, connected to a smart cloud and supported by
virtual care resources—is required. Some noteworthy areas where technology can add value include the following:


Personalization. This drives engagement and is essential for achieving desired outcomes of any population health
program. Through insights gained from assessments and knowing the history of prior engagement, it is possible to
create a curated experience that has an unprecedented level of personalization for both a patient and caregiver. The
result is daily tailored action plans.



Curated content. The magnitude of evidence-based content, such as educational materials and engagement for AD,
would overwhelm any caregiver. Technology can create and deliver bite-sized modules of content from multiple
sources (short videos rather than full-length DVDs) to caregivers and patients, when needed, at a pace that is
digestible and can optimize care coordination.



Dashboards. Technology enables the creation of personalized dashboards for
all stakeholders, including physicians, caregivers, family members and remote
care resources. The alignment that is created by ensuring that all stakeholders
are “on the same page” is valuable and can optimize care coordination.



Access to virtual care resources. Technology can instantly connect family
caregivers to remotely located care navigators with expertise in dementia to
address issues in the home and prevent them from escalating to costly acute
events. For frequently asked questions, technology makes it possible to
provide a self-service, decision support capability to enable cost-effective, 24/7
access to information.



Integration with EMRs. Integration with electronic medical records (EMRs) or other information systems eliminates
the need for providers to enter data into multiple systems and streamlines the process of converting a physician’s
care plan into a series of caregiver action plans that can be displayed on a tablet. A well-designedJurn, reliable and
secure technology platform should be the backbone of any technology-enabled, population health program.

“Technology can instantly
connect family caregivers to
remotely located care
navigators with expertise in
dementia to address issues
in the home and prevent
them from escalating to
costly acute events.”

Expected outcomes are reductions in preventable emergency department visits and hospitalizations, reduction in utilization of
post-acute services, improvements in quality of life and satisfaction and improved clinical quality measures for both patients
and caregivers.
“2016 Alzheimer’s Disease Facts and Figures.” Alzheimer’s Association. 2016.
Ibid.
3
“A Population at Risk.” Family Caregiver Alliance.
4
Lyketsos CG, ”Prevention of Unnecessary Hospitalization for Patients with Dementia.” JAMA. Jan. 11, 2012;307(2).
5
Suehs BT, Shah SN, Daivs CD, Alvir J, Faison WE, Patel NC, et al. “Household Members of Persons With Alzheimer’s Disease:
Health Conditions, Healthcare Resources Use, and Healthcare Costs.” Journal of the American Geriatrics Society. March
2014;62(3):435-441.
1
2

Dirk Soenksen is co-founder and CEO of Ceresti Health.
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Each month, Population Health News asks a panel of industry experts to discuss a topic suggested by a subscriber.

Q. What Are the Most Effective Ways to Reduce Waste in
Healthcare?
Examples of waste and opportunity abound in healthcare, but one area in particular has huge potential value—the cavernous
disconnect that exists among different actors, players, decision makers and providers.
The medical supply market spans clinicians, hospital services, product manufacturers, distributors, upstream suppliers,
aftercare providers, physiotherapists and community hospitals, among others. Some initiatives recognize the need to manage
these chains as systems; bundled payment schemes are a great example. However, cost management still focuses largely on
the individual cost of each step. Often, parties act—albeit in good faith—in ways that compromise their partners. The wider
benefits of genuine collaboration, planning and transparency across these chains have yet to be fully realized or addressed.
The same occurs at the point of care. Patients’ pathways are often disconnected and unnecessarily long (both in terms of the
number of interventions and their duration). Patients are often passed between systems and experts, through multiple
investigations, with little or no “quarterbacking” of care. Interventions are then slotted into available schedules rather than
forward planned and communicated (compromising upstream supply).
The value of even modest improvements in coordination and collaboration is billions of dollars. In addition, this goal is in the
interests of both healthcare funding bodies and many of the major companies—hospitals and suppliers—to achieve it.

Bill Tribe
Partner
A.T. Kearney—Health Practice
Chicago, Ill.

Physicians, practices and hospital administrators all face a similar challenge: overcoming the inefficiencies of paper-based
processes to reduce wasted time and money. Many providers have been slow to replace paper processes because they don’t
realize, or quantify, the associated expense.
One of our customers just outside New York City, All Island Gastroenterology & Liver Associates, P.C., had records filling
every spare corner, preventing growth and creating laborious searches through both electronic and paper charts.
Desperate to scan and integrate patient charts while allowing multi-location access from a solution that integrated with its
electronic health record (EHR), the 15,000 patient, specialty practice turned to our full-featured, enterprise content
management (ECM) system.
Now able to scan and index 100+ boxes of patient files and quickly load active and new patient charts, the practice can easily
access records stored in the ECM.
The business implications and gains measured are impressive. Process improvements gave the practice back 4,000 hours
and $10,000 each year in staff productivity and the ability to treat 25 additional patients each week using space previously
devoted to file storage. Its ROI at 897% with payback in just 1.3 months produced an annual benefit of $435,687, according to
analysts at Nucleus Research. While the practice realized it had paper inefficiencies, it had no idea just how much those
processes were costing. We don’t know exactly how much paper processes cost healthcare providers each year, but ECM
systems that integrate with EHR applications can help minimize the burden.

HK Bain
CEO
Digitech Systems
Greenwood Village, Colo.
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Much of the waste found in the healthcare system results from onerous administrative burdens and a labyrinthian set of rules
and regulations. There’s a lot to work through, and one of the best fixes might also be the simplest: Avoid it all together.
People will always need care but when patients deal directly with doctors and circumvent the insurance process, a lot of time
and money can be saved—for everyone.
When a patient receives care through standard insurance, it sparks an incredibly wasteful process. The provider’s office
creates a claim, the insurance company assesses it and then goes back to the provider to fulfill or deny it. And that’s just if
everything goes smoothly; any issues in filing, billing or collecting just add more waste.
But what would happen if patients paid their providers directly with cash? A provider administers care, the patient pays and the
transaction is over. Many providers already accept cash payments for certain services, knowing how much time they save and
waste they avoid—not to mention they’re getting their payment immediately rather than waiting for an insurance company to
process a claim.
This kind of model isn’t for everything. For major surgeries or emergency care, traditional insurance filing will generally be the
best option. But for acute care or regular check-ups with a doctor, dentist, optometrist or any other provider, paying cash
directly will cut out the mountains of waste that have become second nature in the healthcare industry.

Rick Bates
CEO and Cofounder
SingleCare Services, LLC.
Columbus, Ohio

Healthcare spending in the United States has a history of being tremendously wasteful and with the increasing presence of
connected devices, the shift toward electronic medical records and interest from hospitals to implement the latest technology
(hardware and software), frivolous software spending is only adding to the problem.
Managing licenses is beneficial for any general run-of-the-mill software, but industry-specific applications, such as those
needed in healthcare, have a tendency to be one of the biggest IT spends in the industry. Software licenses needed for
healthcare organizations often cost thousands of dollars per license to fit the standard. To add to the equation, these industryspecific licenses are more likely to have complex licensing schemes associated with them. This means that the organization
can more easily incur fines based on the number of concurrent users, geographic licenses and even schemes where the
organization is charged by transaction processed in an application.
Without having a handle on their software licenses, healthcare organizations are at risk of incurring massive fines for which
they do not have a budget. To combat this, healthcare organizations may have to look in new places to get a tight handle on
their industry-specific, software applications. By using good software asset management best practices, healthcare
organizations can avoid hefty fines, reduce wasteful IT spending and maximize use of their budget.
Matt Fisher
Vice President
Snow Software
Austin, Tex.

Subscriber's Corner
You can access the subscriber website at PopulationHealthNews.com. Inside the subscriber site, you can access
archives of all past issues, browse supplemental content or make changes to your subscriber information.
There's no cost to participate in the Population Health News LinkedIn Group, where you can network and discuss and
monitor population health-related activities. You can sign up now at
https://www.linkedin.com/grp/home?gid=6635305.
We encourage you to contact us any time with feedback of any kind regarding Population Health News. We
especially would like to hear from you regarding what topics you'd like to see addressed in future issues.
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One of the most effective ways to reduce waste in healthcare is for hospitals and health plans to work with a network of closely
aligned post-acute care (PAC) partners. In fact, a 2013 Institute of Medicine study1 illustrated that 73% of variation in Medicare
spending is attributable to PAC, presenting a huge opportunity for improvement.
The factors that drive spending variations in PAC include over-utilization of higher cost settings, high readmission rates and
inappropriate levels of therapy. Therefore, hospitals and health plans must ensure patients are treated in the most appropriate
setting, providing high-quality services appropriate to their needs. In order to do this effectively, health plans and hospitals
must utilize tools that gather both qualitative and quantitative performance data that guide key quality improvement initiatives
and reward high-quality providers.
1 Newhouse

JP, Garber AM, Graham RP. Variations in Health Care Spending: Target Decision Making, not Geography. The National
Academies Press. 2013.

Brian Fuller
Vice President
Value-Based Care
naviHealth
Nashville, Tenn.

On average, a trip to an emergency room (ER) for a true emergency costs $3,712. A trip to the ER for a non-emergency case
only requiring urgent care level treatment costs $2,039. However, 44% to 65% of cases treated at an ER don’t require ERlevel care. The same case treated at an urgent care center would cost approximately $226—a difference of $1,813.
These unnecessary ER trips cost consumers thousands of dollars and ramp up costs for medical facilities that treat these
urgent care cases with ER facilities and tools. The solution to eliminating this waste is avoiding unnecessary trips to the ER
and an assessment of care level upon arrival.
Our hybrid-model facility, offering both ER and urgent care billing, is a system that ensures patients receive only the care level
they need. Therefore, patients only pay for services they receive once medical professionals determine the severity of the
case upon arrival. This process saves money for patients and eliminates unnecessary facility resources and staff.
Approximately 80% of cases that come through our doors are classified as urgent care only. Because of this, the hybrid model
saves resources and provides only the level of care that is absolutely necessary. Compounded, this simple hybrid healthcare
solution has the potential to save patients thousands of dollars and healthcare facilities millions.
Jay Woody, M.D., FACEP
Founder and Chief Medical Officer
Legacy ER & Urgent Care
Plano, Tex.

mHealth Gets the Message Right
in Population Health Study
by Eric Wicklund
A California health plan has found that a text messaging
platform has boosted engagement and reduced unnecessary
trips to the local emergency room.
The three-month study, conducted by the Los Angelesbased, 1.14-million-member Inland Empire Health Plan
(IEHP) and mPulse Mobile, used a two-way, mHealth
platform to connect with 17,000 newly enrolled members,
many of them on Medicaid and Medicare. The program’s
goal was to see if targeted messages could increase
member satisfaction, improve outcomes and lower costs.
To subscribe: visit www.PopulationHealthNews.com or call 209-577-4888

In the IEHP-mPulse study, the number of participants who
say they had visited an emergency room for a minor
condition plunged from 11% to 4%. Ninety-one percent of
members say the text messages improved their knowledge
of IEHP services. The engagement rate was 2.5 times
better than a control group, and 10% of members took part
in a series of health challenges, with one-third completing
the challenges.
The study is the latest in a series of mHealth programs
designed to engage populations at the time and place of
their choosing, primarily on a mobile device. While payers
and public health agencies have been most active,
healthcare providers are starting to see value as well.
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Israel Spends Little on Healthcare
Compared to Other OECD Nations
Israeli expenditure on health is among the lowest in the
developed world, making its medical system very efficient,
but out-of-pocket private expenditure of its residents is
among the highest of the 34 Organization of Economic
Cooperation and Development (OECD) countries, showing
relatively low state support of the system.
This emerged from the OECD statistical comparisons of
health systems of its member states for 2014. The Israeli
data were provided by the Health Ministry in Jerusalem.
Some 40 health indicators were compared in the report.
OECD member states spent an average of 9% of GDP on,
while in Israel the figure was 7.6%, up a bit from the previous
year. Private expenditures averaged 27% of healthcare
costs, compared to a whopping 38% in Israel, the seventh
highest proportion in the list. While Israel’s population is
among the youngest of the OECD countries, and only 11.1%
of residents are aged 65 or above, compared to 16.6% in the
OECD as a whole, the population is aging rapidly, with the
65+ expected to comprise 16.6% of Israelis in 2050.

11

The ratio of general hospital beds to the population is low,
fourth from the bottom of the list, with only 2.3 beds per
1,000 residents compared to the OECD average of
3.6 beds.
In 2014, the OECD changed its definitions and included
psychiatric hospital beds in the “general hospital” category,
thus affecting the data on average hospital stays and
occupancy rates.
The low rate of hospital beds here is also expressed in the
average hospitalization period of 5.1 days, compared to the
OECD average of 6.5. A lower rate shows efficiency, but it
also can indicate premature release of patients due to lack
of space and ensuing rehospitalization, overcrowding or
inadequate care. Hospital bed occupancy here averages
91.8%, while the OECD average is 77%.
The rate of Israeli MRI scans (for diagnosis and treatment)
per capita, which was among the lowest in the developed
world, has risen significantly to four per million but is still
very low compared to the OECD average of 14.9; only two
OECD countries have lower MRI rates.

Mari Edlin serves as editor of Population Health News. She invites you to submit bylined articles
on population health issues and case studies illustrating successes with the model. She can be
reached at MLEdlin@comcast.net.

Catching Up With Elizabeth Vilardo

continued from back page

Population Health News: What distinguishes PAMF from similar organizations?
Elizabeth Vilardo: PAMF has many distinguishing features. Foremost of all, PAMF is part of a large not-for-profit healthcare
system, Sutter Health, which has a deep commitment to the community and to the transformation of healthcare. We are
dedicated to caring for the entire community across the continuum of health, which means providing high-quality, cost-effective
care in a community-sensitive environment. This commitment includes the ability to demonstrate quality outcomes, spread best
practices and improve the health of the communities we serve.
Last year alone, Sutter Health contributed more than $957 million in charity care and community benefit to the localities we
serve. PAMF has the further distinction of a more than 75-year history of providing coordinated care in a physician-led
organization. We were among the first multi-specialty, medical groups in the country and more recently, we were among the
first in the adoption of electronic medical records, implementing ours at our own expense a full two decades before such
changes were incentivized with government payments. Our coordinated approach to care has earned us numerous awards for
quality, including four stars from the IHA and the State of California office of the Patient Advocate, and five stars from the
California Association of Physician Groups.
Population Health News: As a healthcare organization immersed in the San Francisco Bay Area, how to you specifically serve
the communities where you are?
Elizabeth Vilardo: PAMF provides a broad array of services to the communities it serves. Our partnerships are community
specific depending upon need. Examples include supplying financial support for vision testing services in local preschools,
supporting nutrition programs in elementary schools and supporting local mental health clinics. PAMF's education department
provides hundreds of health education programs across the six counties the Foundation serves. In addition, PAMF provides
both monetary and clinical support to local federally qualified healthcare clinics (FQHCs).
In addition, each year PAMF provides free surgeries to uninsured patients referred from FQHC clinics and holds periodic Free
Surgery Days during which all patients are treated at no cost. Foundation physicians also staff a variety of community clinics
and have a long history of serving on the clinical faculty of our local medicals schools, which include some of the best
universities in the country.
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Elizabeth (“Lizz”) Vilardo, M.D., serves as CEO of the Palo Alto Medical
Foundation (PAMF). She is only the fourth CEO in the history of the organization founded
in 1930, and is the first woman in the leadership role.

 Trustee, PAMF Board of Directors and Community Board
 Member, Public Policy Council, Sutter Health Board of Directors
 Board Member, Women’s Achievement Network and Development Alliance,
Silicon Valley YMCA and the Santa Clara Family Health Foundation

 Named “Top Doc” four times by San Francisco Magazine
 Former Member, Board of Directors, Palo Alto Foundation Medical Group,






PAMF and Sutter Health
Former Chief of Medicine, El Camino Hospital
Internal Medicine Physician
B.A. degree (Cum Laude), biology, California State University at Sonoma
Medical degree, University of California at San Francisco
MBA, Pepperdine University

Population Health News: As the CEO of the Palo Alto Medical Foundation (PAMF) since last November and the first woman
in the position, what new perspective(s) are you bringing to the organization?
Elizabeth Vilardo: I’m not sure I can give an answer as to what I bring differently as a woman because that’s the only
perspective I know. However, I can say that my operational dynamic is focused on people and ideas, which means that my
decision making starts with trying to really understand what each decision will mean for the people in the organization.
I’ve been healthcare for more than 40 years and have experience on many levels. I started my career as a nurse in the military
and then went on to work with chronic hemodialysis patients, including teaching home hemodialysis. Later in my career, I
became an Internal medicine primary care physician. In addition to my clinical experience, I served as a physician leader for
the PAMF and a member of the Board of Directors of Sutter Health. I believe these experiences gave me a broader view of
healthcare and an ability to better understand the continuum of care. Frankly, it also gives me some “street credibility.”
I am fortunate to have a terrific team supporting me and a “lean” operating system wisely implemented by our prior CEO,
Richard Slavin, M.D. PAMF's ’s adoption of lean methodology was a significant investment in organizational energy, money
and time that has led to real improvements in our function.
Population Health News: What is PAMF doing to address value-based healthcare?
Elizabeth Vilardo: The concept of cost-effective, value-based care is in our DNA. The physician founders of our organization
came together in order to coordinate care, improve quality and decrease cost. We know we are succeeding in this regard.
PAMF is one of the two largest providers of healthcare in Santa Clara County and according to the Integrated Healthcare
Association (IHA), Santa Clara County has both the lowest healthcare utilization of any county in California and outstanding
quality scores.
Despite a shrinking HMO population, PAMF is committed to providing cost-effective care to our patient’s no matter what type
of health coverage they choose. We maintain a longstanding commitment to bringing value to the market across the
continuum of care and believe care should be provided in the most cost-effective venue. For example, when appropriate, we
believe surgery should be performed in an outpatient setting where the costs are lower but the quality and safety are high.
We also have a team of physicians who specialize in providing post-acute care in skilled nursing facilities, which enables our
patients to safely shorten their hospital stays. We have palliative care physicians who specialize in providing care that adds
meaningful time to patient’s lives. In addition, we've focused aggressively on reducing needless variation in care that can drive
up cost without improving quality or patient outcomes. Lastly, we have the lean operating system I mentioned earlier. Its
scientific approach continuously removes waste and unnecessary cost from our care processes.
Population Health News: What changes have you seen in healthcare since you started practicing medicine in the 1980s?
Elizabeth Vilardo: I entered medicine as a nurse in the early 1970s, which means pretty much everything I first learned has
changed. I still remember seeing ultrasound and a CT scan for the first time. I remain in awe of the advances that have
occurred in healthcare, specifically the many minimally invasive procedures and the incredible cornucopia of pharmacologic
therapies that are available today. It seems that for much of my career, technology and pharmaceutical advancement and the
associated cost of care these therapies bring have been in the center of our national conversation on healthcare. The great
news is that we are now moving to a more patient-centric era that challenges us to ask ourselves, “What should we do” rather
than “what can we do.” We are shifting our focus to meaningful care and improving “patient reported outcomes,” which is a
paradigm shift from thinking of ourselves as fighters of disease to improvers of lives.
(continued on page 11)
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