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Outline Population Health Management -
WHAT

JOHNS HOPKINS
HIGHEST LEVEL OF MOBILITY SCORE (JH-HLM)

| Population Health Management -
WALK 25 FEET OR MORE WHY

i 6 WALK 10 STEPS OR MORE

% B | STAND (I OR MORE MINUTES)

Approach

AM-PAC MOBILITY SCORE

P 3 SIT AT EDGE OF BED

Practical Application




Population Health vs.

Population Health
Management




Structural Factors

ocial, Economic,

Practices, Programs & nvironmental Condition
Policies that Promote
Health

Health Outcomes
(e.g., Mortality and Morbidity)

Individual Characteristics
Behaviors
Epigenetics
2. Use this information to Genetics

inform the development
and implementation of

practices, programs, and Time >
policies that promote * ‘ *
health and advance health
equity. 1. Identify disparities in health
outcomes and the multiple, inter-
related factors that influence health
over time
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UNIVERSITY OF COLORADO ANSCHUTZ MEDICAL CAMPUS



Health
Inequities

e Avoidable differences in health
outcomes between groups of
people

* Arise from unjust social,
economic, and environmental
conditions.

Image: American Psychological Association World Health Organization




What is the Population?




Population Health

Geopolitically-Defined Boundaries — it’s important to consider these geopolitical boundaries given the strong
influence of laws, regulations, and funding decisions on a population’s health

Country Yunnan Province Kunming

SCHOOL OF MEDICINE
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Population Health Management - WHAT

Clinically-Defined Boundaries
'*’4&4\ 'd




é’@ World Health
Organization

European Region

Primary heath care
policy paper series

o WHO Definition: A people-centered, data-driven and
proactive approach to managing the health and well-
being of a defined population, considering the
differences within that population and their social
determinants of health

o Using data to:

o Highlight gaps in outcomes and care processes
o ldentify key factors driving inequities

o Informing the design and implementation of effective
practices, programs, and policies that advance equity

o Promote proactive, value-based solutions across the care
continuum

Population

health management in

primary health care:

a proactive approach to improve
health and well-being




Why Population Health Management?

N Disability and
Comorbidities




System Changes

One-Size Fits All

Targeted and Tailored

Reactive

Proactive

Narrow, Clinical Focus

Broad, Holistic Focus

Fragmented

Integrated and Coordinated




Approach

[*Q

Partners and Objectives

Population Segmentation

Health Assessment

Risk Stratification = Service Delivery

Evaluation (Value = Outcomes/Cost)



IDENTIFY
KEY
PARTNERS &

OBJECTIVES




Who is involved in the implementation of population health
strategies and initiatives?

75%
68%
60% 60%
52%
49%
46%
42% 43%
32% I

Patients & Families Community Frontline Frontline Clinical Leaders Executive Leaders
Representatives Clinical Staff Nonclinical Staff
. Population Health Management . Population Health = American Hospital

Association™
Source: AHA 2018 Popuiation Health, Equity and Diversity in Health Care Survey Advancing Health in America




Partners and
Objectives

» What is your setting?
» Who are key partners — folks who will
help inform/complete this work?

» What do you hope to accomplish?



DEFINE THE
POPULATION




SEGMENTATION

An approach to grouping clients into segments
with relatively similar needs (e.g., condition,
neighborhood, age, risk)




How Do Hospitals Define Their Populations?

How respondents defined their populations for population health management and
community health activities.

86% ® |ndividuals for whom you have

82% a financial risk

79%

76%

72% ® Individuals who may utilize your

hospital or health care system

" Individuals experiencing a
certain disease or condition

® Individuals living in a specified
geographic area or community

Individuals with specific age or
life phase-related health needs

Pooulation Health Manaaement Communitv Health [:]/-" American Hospital
—/‘ Association™

Source: AHA 2018 Population Health, Equity and Diversily in Health Care Survey Advancing Health i America



Clinical Population

» Who makes up your clinical
population?

» How might you further segment this
population?




Practical Example

Setting:

» Academic Medical Center

Population Segment

» Acute Care Unit

Purpose:

» Maximize patients’ function and progress
them to the next level of care

» Allocate resources in a way that is effective,
efficient, and equitable



COMPLETE A
HEALTH

ASSESSMENT




Structural Factors

ocial, Economic,

Practices, Programs & nvironmental Condition
Policies that Promote
Health

Health Outcomes
(e.g., Mortality and Morbidity)

Individual Characteristics
Behaviors
Epigenetics
2. Use this information to Genetics

inform the development
and implementation of

practices, programs, and Time >
policies that promote * ‘ *
health and advance health
equity. 1. Identify disparities in health
outcomes and the multiple, inter-
related factors that influence health
over time
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Structural Factors

ocial, Economic,

- nvironmental Condition
Programs and Policies that Health Outcomes

Promote Health (e.g., Mortality and Morbidity)

Individual Characteristics
_ Behaviors

Behaviors Genetics Deconditioning
Laws and Regulations

Policy Length of Stay and
Readmissions

Adverse Outcomes (e.g, Falls)

Education Acquired Infections

Social Support

Economic Stability
Nutrition » What outcomes are important to
you?
» What factors might be contributing
Service Access to these outcomes?

Limited Physical Activity
Physical Environment



STRATIFY
RISK




ﬁl Complex Care Management

High Goal: Trade high-cost/low-value services for low-
5 R;f/k : cost/high-value services when possible

—2/% 0

patient
population

f—J Chronic Disease Management

Rising Risk

15 -20% of Patient Goal: avoid unnecessary hospital
EDRlattg admissions and ED visits

Goal: keep people healthy and moving!!!

Population Segment

. el . An ongoing process for assigning a risk status to
R I S k St rat I fl C a t I O n each member of the population segment using a

holistic set of health indicators




Service Model

JOHNS HOPKINS

1. Determine HIGHEST LEVEL OF MOBILITY SCORE (JH-HLM)

patient’s functional
status and fall risk

Nursing-Directed

care team

4. Progresstoward
next level of care
(Home vs. Other)

— 7 o &

(AM-PAC) T WALK 25 FEET OR MORE  Mobilty
2. Allocate resources - =

based on level of i 6 WALK 10 STEPS OR MORE

: : g — —
risk/service need 3|~
_ 215 § | STAND (1 OR MORE MINUTES)

3. Establish plan of 3 , o

care (including S:’ 2 4 | MOVE TO CHAIRICOMMODE @

mobility goals) R 3 | Physiotherapy -

with patient and 3 SIT AT EDGE OF BED | pireced ity




= MENU @ covio-19 O searcH

PHYSICAL MEDICINE AND REHABILITATION

= Activity and Mobility Promotion (JH-AMP)

Physical Medicine and Rehabilitation > Education and Training

Bring JH-AMP to Your
Hospital




EVALUATION

Decreased length of stay*2 (and
readmission rates?

Reduced falls during hospital stay3

Improved mobility during hospital
stay34

Improved mobility following hospital
stay>

Hoyer et.al. 2016
Bergbower et.al. 2020
Kissane et.al. 2023
Goldfarb et.al. 2018
Brown et.al. 2016
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Dr. Magnusson is an Assistant Professor in the Physical Therapy
Program at the University of Colorado Anschutz Medical Campus,
USA. She received a PhD in Population Health Sciences, a certificate
in Global Health, and an MS in Physical Therapy from the University
of Wisconsin — Madison. Dr. Magnusson completed a two-year
postdoctoral fellowship in General Academic Pediatrics, with a
focus on health disparities research, through the Johns Hopkins
School of Medicine, Department of Pediatrics. Dr. Magnusson’s
research employs community-based participatory research
methods within a population health framework to a) describe the
distribution of health outcomes within a population, b) understand
the contribution and interconnectedness of multiple determinants
of health within the population, and c) inform the development of
innovative, community-based solutions that advance health equity
for traditionally underserved communities.




Population Segmentation ‘

. ‘

»/} Health Assessment ’ <
A 4
Risk Stratification ’
Care Continuum
No or Low Risk e Moderate Risk - High Risk
Health Management Interventions
PO p U I ation H ea It h Health Promotion, & Health Risk i Care Coordination/ Disease/Case
Wellness Management Advocacy Management
Management : ~ :
R*.‘:,\_\v <
Framewor k Y Organizational Interventions ; ) N
(Culture/Environment) Tailored Interventions

(Precision Medicine)

Community Partnerships

Operational Measures

\ 4

Program Outcomes

Health Behavior Pt-Centered Satisfaction Cost Savings
Status Change Outcomes QoL Equity
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