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Table Discussions 

• Brief presentation of topic high points – facilitator 

• Discussion and sharing around table: 

– Comments or reactions to information presented 

– Ideas, stories, and examples from others 

– What are the biggest challenges with this topic? 
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Risk Stratification  

• Assess 

• Stratify 

• Respond 
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Comprehensive Health Assessment  

To understand the health risks and information needs of 
patients/families, the practice collects and regularly updates a 
comprehensive health assessment that includes the following: 

1. Age- and gender-appropriate immunizations and screenings 

2. Family/social/cultural characteristics 

3. Communication needs 

4. Medical history of patient and family 

5. Advance care planning (Not Applicable [NA] for  
pediatric practices) 

6. Behaviors affecting health 
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Comprehensive Health Assessment (continued)  

To understand the health risks and information needs of 
patients/families, the practice collects and regularly updates a 
comprehensive health assessment that includes the following: 

7. Mental health/substance use history of patient and family 

8. Developmental screening using a standardized tool (NA for 
practices with no pediatric patients) 

9. Depression screening for adults and adolescents using a 
standardized tool 

10. Assessment of health literacy 

11. Past healthcare utilization 
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Health Risk Assessments 

There is a range of different Health Risk Assessments (HRAs) available for adults and 

children.  

• Some target specific populations.  

• Medicare HRAs ask seniors about their ability to perform daily activities.  

• Medicaid assessments ask questions about healthcare access, availability of food, and 

living conditions.  

Most HRAs capture information relating to the following:[3][5][6] 

• Demographic characteristics – age, sex 

• Lifestyle – exercise, smoking, alcohol intake, diet 

• Personal and family medical history (in the U.S., due to the current interpretation of the 

Genetic Information Non-discrimination Act, questions regarding family medical history are 

not permitted if there is any incentive attached to taking an HRA) 

• Physiological data – weight, height, blood pressure, cholesterol 

• Attitudes and willingness to change behavior in order to improve health 

 

https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-Health_risk_appraisal-3
https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-CDC_Health_risk_appraisals-5
https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-Chapter_15-6
https://en.wikipedia.org/wiki/Genetic_Information_Non-discrimination_Act
https://en.wikipedia.org/wiki/Genetic_Information_Non-discrimination_Act
https://en.wikipedia.org/wiki/Genetic_Information_Non-discrimination_Act
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Health Risk Assessments (continued) 

The main objectives of an HRA are the following:[4] 

• Assess health status 

• Estimate the level of health risk 

• Inform and provide feedback to participants to motivate behavior change to 
reduce health risks 

 

In the U.S., HRAs used as part of the Medicare Annual Wellness Visit to 
help identify issues important to a senior’s health and well-being.  

 

HRAs used as part of Medicaid enrollment help identify individuals with 
health problems that need immediate attention.[7][8] 

 

https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-Using_online_health_risk-4
https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-Using_online_health_risk-4
https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-7
https://en.wikipedia.org/wiki/Health_risk_assessment#cite_note-8


Assess to Understand Your Population  

Understand your population: 

• Age range distribution  

• Pay mix/distribution 

• Chronic disease diagnosis:  

‒ Top 3 diagnoses seen in the clinic in the last 12 months 

‒ Subset of those patients that have two or more chronic  
medical conditions 

‒ Subset of those that have one or more chronic medical conditions 
and one or more behavioral health conditions (most common in 
Primary Care [PC] are depression, Generalized Anxiety Disorder 
[GAD], Attention Deficit Hyperactivity Disorder [ADHD], and 
substance abuse) 

• Utilization of services  
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How Analytics Can Benefit Your Practice 

• Data analytics will help your practice:  

– Analyze member activity across the entire healthcare delivery 
system (Utilization data – ED visits in last 6 - 12 months, readmission 
rates for your patients). 

– Manage your population by putting members into  
like-subpopulations to identify areas that may benefit  
from interventions. 

– Proactively intervene with high-risk members using care 
management to help prevent future high utilization 
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Risk Pyramid 

In primary care, patients are stratified and cared for based on their 

needs, diagnoses, risk level/utilization patterns, and eligibility  

for programs.  

High- Value Elements of a System to Manage Attributed Populations 
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Table Discussions 

• Discussion and sharing around table: 

– Comments or reactions to information presented 

– Ideas, stories, and examples from others 

– What are the biggest challenges with this topic? 




