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A N E N C O RE PO I NT O F VI EW
In the healthcare industry’s transformational shift toward a value-based care
environment, significant experimentation is occurring among providers and payers
across the country in both payment and delivery model reform. Organizations are
now faced with the reality of changing payment models influencing how they deliver
care and manage their business. The assumption of risk by providers is unavoidable.
This is a permanent change in the way healthcare will be delivered and reimbursed.
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What Is Population Health
Management (PHM)?
A holistic, systematic, value-driven approach to healthcare delivery and reimbursement that uses people,
processes, and technology
to coordinate appropriate
medical and public health
interventions across the care
continuum to maximize the
health of an entire patient
population while minimizing
the need for higher-cost interventions (e.g., ED visits and

T H E J OURNEY TOWARDS PO PUL ATI O N HEA LT H
MA N AG EM ENT
Population Health Management (PHM) is a reality in today’s healthcare
environment as provider organizations explore opportunities to accept
increased clinical and financial accountability for the patient populations they
serve. CMS has set a goal to have 50% of all Medicare provider payments
through alternative, value-based payment models by 20181, and private
organizations have set even higher goals. The Health Care Transformation Task
Force, comprised of 28 industry leaders including 16 large provider systems, 4
commercial payers and several industry payers have committed to moving 75%
of its members’ business into value-based payment arrangements by 20202.
And although PHM is now a reality, the massive shifts in care delivery and
reimbursement have resulted in widespread confusion regarding its definition.
Encore has synthesized a succinct PHM definition based upon our collective
experience and the definitions developed by other well-known organizations:
PHM is the effective management of targeted patient populations to help drive
economic success in at-risk reimbursement contracts (e.g., global budgets)
while achieving contractual quality and patient satisfaction benchmarks.
This paper cuts through some of the recent noise surrounding PHM, clarifies
how IT will serve as a critical enabler for a successful transition to PHM, and
explores how to use Encore’s PHM IT framework to establish a solid foundation
upon which to build.

hospitalizations).

I N F ORM ATI O N TECHNO LO G Y: THE ROAD AH E AD
At the heart of enabling PHM is the use of IT solutions and data, ultimately
hardwiring performance and payment to drive real and meaningful change in
healthcare:

DELIVERY MODELS
• Patient-Centered Medical Homes
• Accountable Care Organizations
• Integrated Care Delivery Systems

Hardwiring
Performance and
Payment through
Clinical and
Financial Data

PAYMENT MODELS
• Value-Based Purchasing
• Pay for Performance Incentives
• Shared Savings Programs
• Bundled Payments
• Capitated Contracts

Figure 1. Transition to Fee for Value
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EHR technology is merely
one tool and source system
in the overall IT portfolio of
solutions needed to support
PHM.

Standardized data capture
(which leads to successful
analytics) will be embedded
in nearly every aspect of
care delivery.

While the implementation of Electronic Health Record (EHR) technology over
the past decade has provided a foundational element to enable data capture,
EHR technology is merely one tool and source system in an overall IT portfolio
of solutions needed to support PHM. With new payment and delivery model
innovations, IT leaders are being asked to provide support for a fast-moving
target of numerous and varied requirements. These requirements are related
to initiatives such as care coordination, advanced analytics, data sharing, and
exchange with external entities and telehealth. The effort to develop electronic
reporting capabilities to support standardized analysis across incentive and
value-based programs is underway; standardized data capture will be embedded
in nearly every aspect of care delivery from identification, stratification, and
assessment of populations and individual patients all the way through realtime care planning and care plan monitoring. This also includes combining and
analyzing large data sets from providers and payers to calculate the quality
and operational electronic measures (eMeasures) required to demonstrate
performance.
The movement towards managing populations is creating significant upheaval
at organizations now trying to figure out strategies around wellness, care
coordination, outreach and the patient-centered medical home (PCMH). Some
of these may be services delegated to other entities, while others will be
delivered internally. This compounds the IT complexity, particularly concerning
the resources needed to support them. There are key strategic and operational
questions that IT leaders should be seeking to answer on the front end along
with understanding customary IT functional and data requirements.
Questions to be considered include:
• Who are your payer partners (commercial, CMS) for risk-based contracting?
• What type of risk-based arrangements are you developing with each payer?
• Which other provider organizations are you aligning with, and how tight will
those relationships be?
• What other strategic organizational imperatives are impacting your timeline
for launching these programs?
• How does your organization intend to capture data needed for key quality
and performance measures that will define overall program success?
• What is your long-term strategy to expand population health from at-risk
patients to the entire patient population?
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Each organization will approach PHM slightly differently, so an IT framework
must be flexible enough to
accommodate a diversity of
operational environments

Although we are entering this transition period with a great deal of
experimentation, it is critical for IT leaders to engage with their organizations
early on to understand their organization’s strategy for operationalizing PHM.
Rather than jumping first to identify and-in some cases-purchase required IT
solutions, a more effective approach is to understand the core process building
blocks of an organization’s strategy for deploying PHM. Each organization will
approach PHM slightly differently, so an IT framework must be flexible enough to
accommodate a diversity of operational environments and existing IT solutions.
Additionally, new organizational models and processes are creating new IT
requirements that are complex and not yet fully defined.
ENABLING

Health Coaches

and existing IT solutions

- Preventive care management
- Chronic disease management

TeleHealth

- Improved access and education
facilitated by technology

PCMH

already in place.

- Patient-centered primary care delivery
model that promotes care coordination,
accessible services and quality & safety

Advanced Analytics

Care Managers

Reports
- Predictive Modeling
- Identify Drivers to outcomes

- High-risk patient management

Dashboards

Encore’s PHM IT Framework
starts with the basics to
help provider organizations
match operational needs to
available capabilities.

Reports
- Patient Dashboard/
Huddle boards
- Contract Dashboards
- Provider Dashboards
- Enterprise Metric Alignment

Basic Analytics
Reports
- At-risk Patients
- Metric Results Disease Registries
- Performance Improvement
- Quality and Outcomes
Management

Expert-level PHM
Focus on wellness

Mid-level PHM

HIE Capability

Gaps in care (screenings, etc.)

Entry-level PHM

Enterprise EDW

At-risk populations

Telehealth Applications

FOUNDATIONAL

Care Management Application

Master Patient Identiﬁcation

Groupers

CRM

Patient Portals

Provider Portals

Inpatient EHR

Contract Management

Ambulatory EHR

Registration

Master Provider Identiﬁcation

Practice Management
Scheduling

Pt Billing Accounting

At-risk Algorithms
Ancillary EHRs
Groupers

DATA GOVERNANCE

Figure 2. PHM Compenents

E N C ORE’ S PHM I T FRAM EWO RK
The PHM IT vendor marketplace is fraught with confusion and complexity. While
IT vendors are rapidly acquiring, developing new, or enhancing existing offerings
in an attempt to keep pace, the marketplace is still immature, and no single
offering does it all. With so much at stake with PHM, there are some critical
level-setting considerations that need to occur for provider organizations to start
this journey well.
Encore’s PHM IT Framework starts with the basics to help provider organizations
match operational needs to available capabilities. It is comprised of four core
building blocks:
• EHR – providing foundational capability for providers to deliver care across
the continuum.
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The foundational building blocks of the PHM IT
Framework include the EHR
and Infrastructure environments.

The Enabling building blocks
of Care Management and
Analytics deepen coordination and transition manage-

• Infrastructure – providing foundational capabilities for data sharing, collaboration, and engagement across providers and with patients.
• Care Management – enabling a care coordinator’s ability to engage in outreach and ensure that patients are compliant with care plans and regimens
designed to improve overall health status.
• Analytics – enabling capabilities for leveraging data to assess and stratify
the population, identifying where to focus care coordinators, and measuring
overall population health.
The foundational building blocks of the PHM IT framework include the EHR
and infrastructure. A number of capabilities need to be well-supported within
these two foundational building blocks for any organization seeking to manage
populations effectively. The enabling building blocks of care management and
analytics allow an organization to move towards a more mature level of PHM by
deepening care coordination and transition management capabilities across the
continuum of care while providing advanced analytics capabilities and business
intelligence.

ment capabilities across the
continuum of care.

ENABLING

Care Management
Care Transition
MGMT
Access and
Navigation
Patient SelfManagement

Analytics

Outreach
Patient Dashboards
(Alert Huddle boards)

Medication
Management

Customer Relationship
Management (CRM)

FOUNDATIONAL

Advance Care Planning/
Evidence-Based guidelines

Contract
Dashboards

EHR

Risk Identiﬁcation
& Stratiﬁcation

Quality & Outcomes
Management

Resource Utilization

Disease Registries

Financial and
Cost Modeling

Performance
Improvement

Infrastructure

Inpatient Clinical Care

Physician Oﬃce/
Ambulatory Care

Clinical Ancillaries/OR/ED

Scheduling

Practice Management

Contract Management

Patient Billing/Accounting

Registration

Patient Portals

Clinician Portal

Health Information
Sharing & Exchange

Electronic Messaging

Tele-Monitoring/Telehealth

Workﬂow/Rules
Management

Figure 3. Encore’s PHM IT Framework
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While the EHR will continue
to play a major role, there
are many gaps in PHM that
EHR vendors have yet to
address fully.

There is still a long way to
go before seamless connections and pervasive fluidity
of data among systems is
accomplished.

Care Management is becoming increasingly important, and data will increasingly be used to prove value
and drive decision-making.

The following are some key trends specific to each of these four building blocks
which can drive preliminary thinking around ways in which IT can support an
organization’s PHM strategy.
• The EHR is a key component, but it is only part of the PHM IT Framework.
EHR implementations have occupied a great deal of IT activity, and organizations have made significant improvements in clinician adoption and automation of their workflows, as well as data capture for re-use. While the EHR will
continue to play a major role, there are many gaps in PHM that most EHR
vendors have yet to address fully. Key competencies in areas such as analytics, care management, disease management, utilization management, and
business process management are just now becoming a focus of some EHR
vendors. Provider organizations should carefully evaluate EHR PHM offerings
and ensure expected capability is present to enable PHM strategies.
• Interoperability and integration remain major infrastructure hurdles to overcome. The challenges related to integration of processes and data within
and outside provider organizations are certainly not new, but the criticality
is higher than it has ever been before. With care delivery and coordination
becoming increasingly important across the continuum of care as part of
PHM, the ability to track and share data between disparate systems and
organizational entities is vital for success. With improved health information
exchange (HIE) technology, improved adherence to standards and increased
penetration of open technology platforms, the situation is improving. However, there is still a long way to go before seamless connections and pervasive fluidity of data among systems occurs.
• Care management is becoming increasingly important for provider organizations entering into risk-based contracting arrangements. While robust care
management has traditionally been the domain of payers, the information
sharing and processes of care management and patient outreach are starting to be shared with and often owned by provider organizations. These providers will now be financially motivated to improve compliance with select
quality measures and reduce unnecessary or avoidable utilization and costs,
sharing the same aim of care management programs that payers have been
implementing for years. As provider organizations begin to assume financial
risk for various patient populations, they must have the ability to coordinate
care and manage utilization through robust care management processes and
organizational resources.
• Analytics will be pervasive throughout PHM. As healthcare providers begin
to leverage tools for reusing and repurposing data from a single source of
truth, and as they harvest data from both their core systems and third party
sources (e.g., payers), analytics serves a key enabling role. Whether the
analytics are predictive, real-time or retrospective, data will increasingly be
used not only to prove value but also to drive decision-making. Nowhere
is this more evident than in the hardwiring of payment and performance
through the use of clinical data. The transformation of our healthcare sys-
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Since no one vendor is likely
to address all the capabilities needed to support
PHM, provider organizations will need to assemble a solution that meets
current and anticipated
requirements.

tem towards a fee-for-value model is entirely dependent upon the accurate
and consistent capture of key data for reporting of metrics and driving
performance improvement. Using data as a key asset across the enterprise
requires significant organizational competency with data governance and
will be critical for providers.
Using Encore’s PHM IT Framework to match operational needs to available
capabilities, an organization can identify the new core business process
requirements needed for PHM. Knowing these requirements helps the
organization evaluate and align PHM IT solutions with functional and data needs.
Typically, the breadth and depth of the requirements results in multiple strategic
IT scenarios, each offering strengths and weaknesses. In the near term (i.e.,
2-3 years), IT support for PHM will likely be provided through a combination of
different application and infrastructure solutions with no one vendor supplying
all the pieces.
While the market matures, IT decisions will be highly complex and nuanced,
requiring innovative and agile IT planning. IT leadership will need to invest wisely
in new solutions or in extending the existing IT portfolio and infrastructure to
meet these new PHM requirements. The evaluation of IT solutions requires a
thorough understanding of the organization’s PHM strategy and the associated
process, functional, and data needs. Sifting through myriad solution offerings will
require both clearly defined PHM objectives shared by all stakeholders and an
objective, structured process to evaluate offerings against those objectives.
Encore’s PHM IT Framework provides a mechanism to:
• Establish a common language across the organization around value-based
care delivery concepts.
• Develop system-wide data governance to support reporting and analytics.
• Agree on guiding principles and foundational requirements for process,
functional and data needs to accelerate IT solution evaluation and selection.
• Facilitate meaningful discussions with executive leadership related to key
operational and IT issues.
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The healthcare IT vendor
marketplace for PHM is
highly fragmented and relatively immature.

No single vendor currently offers a comprehensive
solution.

T H E P H M I T VENDO R M ARKETPL ACE: A FRAGME NT E D
S TAT E O F AFFAI RS
The PHM IT vendor marketplace is trying to keep pace with a rapidly evolving
and complex set of organizational needs. A flood of vendors is offering multiple
IT solutions to address the new and evolving requirements. Many vendors
have a heritage based in a particular domain such as disease management,
payer-centric claims solutions, EHRs, analytics, and infrastructure; the last
three already hold a key piece of the overall PHM puzzle. Some vendors are
introducing net new products while others are refining and expanding existing
solutions and functionality.
Over the next several years, we should expect to both consolidation among
existing vendors and new entrants in this marketplace. The pressure will be on IT
leaders to be shrewd evaluators and buyers.

The next couple of years
most likely will serve as a

I N V E S T WI SELY

temporary IT bridge as the

During the next couple of years, provider organizations should anticipate using a
variety of new and existing solutions to address PHM requirements as opposed
to searching for a single vendor product to address every need. In the near term,
this will require strong interoperability and integration solutions, along with skill
sets to “stitch together” a comprehensive set of application functionality. This
period most likely will serve as a temporary IT environment and bridge as the
vendor marketplace for PHM continues to mature, innovate, and consolidate.
In the intermediate term, organizations should anticipate replacing temporary
solutions over the next two to five years as new vendor entrants utilize cuttingedge technology platforms to develop rich and advanced PHM functionality
while current vendors with core strengths (e.g., analytics, patient engagement,
EHR) extend their capabilities.

PHM IT vendor marketplace
continues to mature, innovate and consolidate.

Successful IT leaders must embrace the challenge of the changing environment
and drive innovative thinking to navigate an often bumpy road. PHM
organizational strategies and resulting decision-making at the executive level will
have major IT implications, so it is best for IT leaders to participate in front-end
strategy discussions as part of an inclusive, iterative planning process. This frontend effort will promote strategic objectives and new operational models for an
organization, allowing for a more thorough and efficient assessment of IT needs.
The following are recommended next steps to help form the basis of a more
structured approach:
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IT will be a key enabler for

• Specify the scope and definition of what PHM will be for your organization
within the context of your geography and local market dynamics.

aligning the goals of im-

• Work closely with your executive leadership team to understand foundational PHM IT capabilities and gaps.

proving the patient experience and improving the
quality of care while reducing the overall per capita
cost.

• Facilitate PHM IT strategy development including an IT roadmap of key initiatives, timelines, resources, and costs.
Knowing where to begin in this journey can be a challenge, but it should not
paralyze IT leaders. When entering the new world of PHM, IT leaders must
think differently, planning for both the ongoing growth of the PHM program and
the need for additional application and IT support. IT will be a key enabler for
aligning the often competing goals of improving the patient experience and
improving the quality of care received while reducing the overall per capita cost
of healthcare.
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GLOS SARY
• eMeasures: Electronic Measures (eMeasures) are quality measures with
electronic specifications that include the data elements, logic and definitions
for that measure in a format that can be captured or stored in the EHR so
that the data can be sent or shared electronically with other entities in a structured, standardized, and unaltered format. Source: Encore Health Resources.
• Care Coordination: Care coordination is the deliberate organization of
patient care activities between two or more participants (including the
patient) involved in a patient’s care to facilitate the appropriate delivery of
health care services. Organizing care involves the marshalling of personnel
and other resources needed to carry out all required patient care activities
and is often managed by the exchange of information among participants
responsible for different aspects of care. Source: McDonald KM, Sundaram
V, Bravata DM, et al. Closing the Quality Gap: A Critical Analysis of Quality Improvement Strategies, Volume 7—Care Coordination. Rockville, MD:
Agency for Healthcare Research and Quality, U.S. Department of Health and
Human Services; June 2007.
• Care Management: A set of enrollee-centered, goal-oriented, culturally relevant and logical steps to assure that an enrollee receives needed services
in a supportive, effective, efficient, timely and cost-effective manner. Care
management emphasizes prevention, continuity of care and coordination
of care, which advocates for, and links enrollees to, services as necessary
across providers and settings. Source: Care Management Workbook, State of
New Jersey, January 2014.
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• Case Management: A component of care management, case management
is a set of activities tailored to meet a member’s situational health-related
needs. Situational health needs can be defined as time-limited episodes of
instability. Source: Care Management Workbook, State of New Jersey, January 2014.
• Intervention: An Intervention is an activity or action taken towards achieving an established goal for a member (e.g., provider or program referral,
mailing, patient education, medications reconciliation, etc.).
• Workflow: Progression of steps (tasks, events, interactions) that comprise
a work process, and create or add value to the organization’s activities. In a
sequential workflow, each step is dependent on occurrence of the previous
step.
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