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Risk Stratification  

• Assess 

• Stratify 

• Respond 
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Bidirectional Connection: Between the Individual 
Patient and Practice Population 

• Interaction with one  
patient adds to data on  
a population. 

• Information about a 
population informs care of 
the individual patient. 

• Improving care of one 
patient helps improve 
measures of quality and 
long-term patient outcomes 
across a practice’s  
patient population. 
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Patient Information  

• The practice uses an electronic system to record patient 
information, including capturing information for factors 
1 – 13 as structured (searchable) data for more than 80 
percent of its patients. 

• Factors are mostly demographic data such as age, 
gender, ethnicity, and record of previous visits. 
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Clinical Data  

• The practice uses an 
electronic system with 
the functionality to 
search clinical data. 

• The system captures 
common elements such 
as problems lists, 
allergies, tobacco use, 
family history, Body 
Mass Index (BMI), etc.  
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Health Risk Assessments 

• There is a range of different Health Risk Assessments 

(HRAs) available for adults and children.  

• Some HRAs 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. 
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Health Risk Assessments (continued) 

• Most HRAs capture information relating to the following: 

• Demographic characteristics – age, sex 

• Lifestyle – exercise, smoking, alcohol intake, diet 

• Personal and family medical history  

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

• Attitudes and willingness to change behavior in order to 
improve health 
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Health Risk Assessments (continued) 

• The main objectives of an HRA are: 

• 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 are used as part of the Medicare 
Annual Wellness Visit to help identify issues important to 
a senior’s health and well-being.  

• HRAs are used as part of Medicaid enrollment to help 
identify individuals with health problems that need 
immediate attention. 
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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 for  
pediatric practices) 
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Comprehensive Health Assessment (continued)  

6. Behaviors affecting health 

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

8. Developmental screening using a standardized tool  
(not applicable 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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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 – Emergency Department
[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 PC, 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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How Can a Registry Help? 

• A registry can: 

• Keep track of all clients so no one “falls through  
the cracks.” 

• Up-to-date client contact information 

• Referral for services 

• Tell us who needs additional attention. 

• High-risk individuals in need of immediate attention 

• Clients who are not following up 

• Clients who are not improving 

• Reminders for clinicians and managers 

• Customized caseload reports 
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How Can a Registry Help? (continued) 

• A registry can also: 

• Facilitate communication, specialty consultation, and  
care coordination. 

• Help to select a chronic disease or a cohort of consumers 
and interventions most likely to have the greatest effect on 
improving the management of chronic disease. 

• Choose the initiative most likely to have significant impact 
and use to focus educational efforts. 
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Create Disease Registry  

• Create the disease registry by collecting the following 
information: 

• Historic Diagnoses from Claims data 

• Clinical Values from Metabolic Screening, clinical 
evaluation and management, care plans, HRA, Electronic 
Medical Records (EMRs), payment, pharmacy data,  
registries, etc. 

• Combine this information into the Electronic Health 
Records (EHR) Disease Registry. 
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Paper Tracking 
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Microsoft Excel Tracking 
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Prioritizing Cases in the Registry 
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Using Registries for Outreach 

• Identify the method for contacting a patient and check if 
the EHR has a method documented as a patient 
preference for structured data (phone call, text,  
letter, e-mail). 

• Identify if the patient speaks languages other than 
English, and establish if contact can be sent in the 
patient’s preferred language. 

• Format and word the letter or telephone script to ensure 
maximum patient understanding and response: 

• Keep a positive tone 

• Do not have it look like a bill 

• Educate and engage patients in the PCMH 
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Using Registries for Outreach (continued) 

• Leverage the technology and contact with the patient to 
provide services to improve care, enhance clinic operations, 
and help the patient overcome barriers to getting the service 
he or she needs when and how he or she needs it. 

• Include the following: 

• Multiple missing services in the same letter or call 

• Referral or test requisition 

• Clear instructions on how to obtain the service (Primary Care 
Physician [PCP] office, specialist, facility) 

• Names of two staff as the contact for follow up and their direct 
phone numbers (prevents overuse of main phone line and 
expedites reaching the correct person) 

 

21 



Using Registries for Outreach (continued) 

• Consider the time of year/time of day (flu season,  
back-to-school, October as breast cancer awareness 
month, patient birthdays, etc.). 

• Establish how many attempts and by what method you 
will use to contact the person (usually two attempts 
using one method and the third using another – for 
example, two phone calls then a letter).  

• Decide how much time/effort to invest to correct issues 
with incorrect phone numbers or addresses. 

• Create a “Do Not Call” list based on patient or  
clinician requests. 
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Additional Considerations 

• Assess the capacity to handle additional phone calls and 
appointment requests. 

• Consider when and how patients may obtain a service 
without an office visit. 

• Communicate with other facilities and specialists of 
effort so they can be prepared. 

• Provide a script for staff to respond to patient calls 
(including special situations such as a deceased patient’s 
family member, patients not eligible or who are  
up-to-date, etc.). 
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Additional Considerations (continued) 

• Implement standing orders, work flow standardization, 
and documentation shortcuts (macros, templates, etc.) 
to accommodate a possible surge of patients. 

• For more information, go to: 

Population Health: Patient Care Reminders Step-By-Step: 
http://www.safetynetmedicalhome.org/sites/default/files/Pat
ient-Care-Reminders.pdf  
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Track Performance Measures 

Process Measures 

• Number of reminders sent or calls completed and the 
success rate of speaking with the patient 
 

Outcomes Measures 

• Improvement of targeted metric over time 
 

Share Performance 

• Staff 

• Patients 

• Medical neighborhood 

• Payers 
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Patient Report Card from Data Collected 
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Performance Measures: Embrace Transparency 

27 



Implement Evidence-Based Decision Support  

The practice implements clinical decision support (e.g., 
point-of-care reminders) following evidence-based 
guidelines for the following: 

1. A mental health or substance use disorder (critical 
factor: can only score 50% in this element unless this 
factor is achieved) 

2. A chronic medical condition 

3. An acute condition  

4. A condition related to unhealthy behaviors 

5. Well child or adult care 

6. Overuse/appropriateness issues 
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Evidence-Based Medical (EBM) Guidelines 

• Remember the guidelines are more like a textbook not 
“cookbook.” 

• Use patient data to determine which conditions need 
guidelines or protocols. 

• Guidelines are available from multiple sources; adapt to 
practice environment. 

• Integrate the guidelines with registries and reminders. 

• Use tools such as worksheets, flow charts, standing orders, 
and check lists. 

• Determine the role of the team in guidelines (patient, 
family, Medical Assistant [MA], nurse, Care Manager [CM], 
Community Health Worker [CHW], provider, front desk). 

• Track process (guideline adherence) and  
clinical outcomes. 
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EBM Guidelines for ADD 

• Children with Attention Deficit Disorder (ADD) are 
identified at all visits. 

• A flag can be created by the EMR or manual process and  
can be triggered by diagnosis, but also by history of  
stimulant medications. 

• The nurse or MA notes changes in height, weight, blood 
pressure, and pulse. 
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EBM Guidelines for ADD (continued) 

• Clinicians should assess patients for adverse effects, 
adherence to treatment, and response to treatment. 

• Clinicians should monitor for changes in the core 
symptoms of Attention Deficit Hyperactivity Disorder 
(ADHD) (hyperactivity, impulsivity, and inattention), such 
as the following: 

• Educational function 

• Psychosocial function 

• Potential side effects, such as headaches, abdominal pain, 
and or eating and sleeping patterns 
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Considerations for Your Team’s  
Transformation Plan 

• Commit to getting to know your “population” the same 
way you get to know each patient. 

• Select appropriate condition targets and develop a 
registry and outreach functions for the specific 
populations of focus.  

• Start the integration of EBM protocols into your practice. 

32 



? 

Questions? 

• Do you have any questions or 
comments that you would like to 
share? 
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