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Objectives
◦Gain increased understanding of population 
management.
◦Access tools to manage patient populations in your 
practice.
◦ Increased understanding of how teams across your 
practice and community support and improve 
population management.



Population Management
“For a primary care doc it’s about improving the big picture while 
staying focused on the individual.”

Example: A patient with elevated cholesterol.

Individually: this patient is unique
Globally: this patient is very much the same as many others that 
you see





Bodenheimer, et al. Annals of Family Medicine. 2014



Empanelment

◦Who are your patients?
◦Who do your patients say their doctor is?

◦ Identify your denominator – key to population 
managment
◦ To know how many patients have an A1C > 9, first 
need to know who your patients are with diabetes.



Empanelment cont.

◦ Linking each patient to a primary care provider and care team.
◦ Improves continuity.
◦ Supports a team approach to patient care.





Managing the panel
◦Building patient registries

◦Slice and dice the data
◦Tells the big stories about the patients that you 
treat



Using Registries

◦Used at point of care to identify what is needed at visit
◦ ID gaps in care for populations
◦ Tracking trends over time
◦Comparisons between providers, practices, systems
◦Outreach and care management



Primary Care Provider Dashboard:
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Diabetes Care:
Number of Patients 471 470 472 411 465 467 468 466 472 473 483 479 440 485 517

A1C in past 13 Months 90% 90% 90% 90% 89% 91% 91% 93% 92% 92% 94% 92% 93% 92% 93%

A1C < 7% 51% 51% 49% 50% 52% 52% 52% 52% 51% 50% 44% 44% 43% 44% 45%

A1C < 8% 72% 72% 73% 74% 75% 75% 74% 73% 73% 71% 65% 65% 64% 64% 66%

A1C > 9% 15% 15% 15% 13% 13% 14% 16% 16% 16% 16% 19% 18% 21% 20% 19%

Blood Pressure <140/90 67% 66% 67% 66% 65% 66% 65% 66% 65% 67% 72% 66% 70% 72% 73%

Blood Pressure <130/80 35% 35% 35% 36% 34% 35% 31% 34% 32% 33% 40% 34% 40% 41% 42%

Lipids in past 13 Months 76% 5% 76% 76% 77% 76% 75% 77% 75% 76% 87% 83% 85% 84% 85%

Non HDL <130 68% 68% 67% 70% 68% 68% 68% 69% 68% 67% 54% 53% 55% 54% 53%

LDL <100 70% 70% 71% 73% 0% 78% 78% 78% 77% 77% 64% 65% 66% 63% 62%

Microalbum in past 13mo 52% 58% 59% 61% 60% 62% 60% 63% 63% 63% 69% 62% 63% 62% 61%

Foot Exam in past 13mo 21% 22% 21% 23% 21% 21% 21% 22% 21% 21% 65% 60% 64% 61% 62%

Retinal Exam in past 13mo 25% 25% 24% 26% 25% 25% 25% 25% 25% 23% 27% 23% 25% 25% 27%

Active Tobacco User 20% 20% 20% 21% 20% 21% 21% 21% 22% 21% 23% 22% 23% 22% 23%

Tobacco Users Cnsld in 13mo 7% 7% 6% 8% 29% 34% 38% 39% 42% 49% 53% 58% 59% 63% 63%



Patient Level



SO WE HAVE THE 
DATA, NOW WHAT?



It takes a team

◦What does this data mean to the team?
◦Who on the team reviews the registry and when?
◦ How does the team use this information to make changes in 

workflow and accountability?
◦Can standing orders be created to address gaps in care?
◦What data from the registry can be used to inform point of 

care patient needs?



Team Huddles
◦ Use patient level data to 

identify patient needs
◦ Prep so that session runs 

smoothly
◦ Anticipate issues that may 

arise
◦ Understand roles clearly 

across the team



Process Mapping
1. Access & entry points to initiate integrated 
care processes

2. Team members responsible for each step
3. Identification methods / screening
4. Treatment strategies, protocols and decision 
support

5. Systematic monitoring of patient progress 
and follow up – don’t forget about what 
happens between visits



Identified Pain Points

Work flow 
analysis to 
determine 
potential QI 
projects 



Is patient a 
diagnosed diabetic?

Is patient coming in 
for a diabetes-specific 

visit?

Diabetic-specific appointment scheduled
(All practices)

Diabetes visit preparation
·  Receptionist pulls paper chart and puts on MA’s desk (3)
·  Receptionist writes “foot check” on Superbill ( 4)
·  MA prints out flowsheet and individualized patient handout from registry (3)
·  Receptionist calls and reminds patient to get labs done before visit (3)
·  Puts PQRI form with Superbill (1,5)
·  Team huddle (3, 5)

Patient 
arrives

Encounter preparation
·  Review chart to identify needed services (2, 4)
·  Track down lab results (4)
·  Prepares lab and referral forms (4)
·  Pre-Appointment form given to patient (1)

In-take by MA 
·  
·  Asks patients to take shoes off ( 4, 5, 6)
·  Conducts foot exam (1, 2, 3)
·  Inquire about smoking behavior (4,5)
·  Inquire about aspirin use ( 4)
·  Inquire about blood sugars (5)
·  Ask up-to-date on immunizations (5)
·  Conducts random blood sugar and A1C tests (4), urine dipstick test (6)

Exam by provider
·  Fills out registry flowsheet (1, 3, 4, 5, 6)
·  Fills out EHR flowsheet ( 1, 5, 6)
·  Gives patient individualized handout from registry (3)
·  Indicates next appointment time on Superbill (3)
·  Conducts foot check ( 4)
·  PQRI form filled out ( 1, 5)
·  Conducts foot check (4, 5, 6)

Post-encounter wrap-up
·  MA reenters room and gives Rx, lab order forms, and referral forms (4)
·  Follow-up appointment scheduled at check-out (3)
·  Provider dictates using Dragon Speak diabetes template (2, 4)
·  Information entered into registry (by designated MA: 3, 4), (by all MAs 1, 5, 6)
·  New flowsheet printed ( 4)

YES

STOPNO

STOPNO

YES



Risk Stratification





Care Management
Registry data can inform outreach and work with 
patients between visits:

◦Medication adherence
◦Follow up reminders
◦Lab draws ahead of next in-person 
appointment



Chronic Care Managment



CCM Eligible Patients and Providers

https://www.cms.gov/About-CMS/Agency-
Information/OMH/Downloads/CCM-Webinar-
Presentation.pdf



CCM Coding Summary 



Community Team
◦ Identifying gaps in care allows:

◦ Referral clean up

◦Community resource connection

◦ Understanding of how social determinants of health effect data



The backwards bike



THANK YOU



Questions for Discussion:
1.What population management strategies are working 

well in your practice?
2.What challenges do you anticipate in moving forward 

with population management strategies in your 
practice?

3.How can you utilize your existing team to better use the 
data obtained from your patient registries?

4.How are you using community resources to address 
identified gaps in care?


