Maximize the value of your diabetes population
management program with advanced analytics
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STEP ONE:
Analyze your patient population
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Bend the cost curve: Learning more about your patients can lead to higher quality care
As providers increasingly assume more risk, population health management (PHM) is being
looked to as a way to improve the quality and delivery of health care and control costs. As part
of this strategy, providers are expanding their chronic disease management programs into their
communities and proactively monitoring and interacting with the populations they serve.

Underlying the success of these programs is the effective use of advanced analytics. With the help
of sophisticated tools that scrutinize longitudinal claims and clinical data, for instance, providers
are getting a more robust view of their diabetic population. They are identifying patients who
haven’t been seen regularly, or whose health metrics are outside acceptable limits, and finding

ways to more intensely manage them.

Foster change leadership and a culture of data before launching initiatives
Population health management starts with building a coalition of leaders to lead PHM initiatives.
Such leaders may include a steering committee and the engagement of a range of disciplines

spanning areas that are critical to success.

For example, before tackling chronic disease management, Cornerstone Health Care — a multi-

specialty clinic in the Piedmont Triad region of North Carolina — convened workgroups to design
processes and define measures. They focused on an automated system for outreach and patient
engagement. The physician-led group began by educating and aligning its entire staff on the

same clinical pathway.

For population health management to succeed, organizations need to do more than lead from the
top down. They also need to cultivate a bottom-up cultural change by encouraging trust in their
data. The Mayo Clinic Health System, for instance, has engendered trust among physicians by
offering training for those who use data to improve decision making. The integrated system has
also established governance mechanisms to ensure that priorities are aligned with capabilities and
that data are used properly.
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With the help of sophisticated tools that scrutinize
longitudinal claims and clinical data, providers are:

» Getting a more robust view of their diabetic population
« |dentifying patients who haven’t been seen regularly

« |dentifying patients whose health metrics are outside
acceptable limits

« Finding ways to more intensely manage these metrics




STEP TWO:

Predict risk. Are your patients at risk of being hospitalized?

Proper management of patients with diabetes requires a complete picture of their health —

including predicting their risk for future complications and more accurately targeting interventions.

Research shows that the total cost of
undiagnosed diabetes in 2012 was $245 billion,
of which $176 billion was in direct medical costs.
The bulk of that expenditure — 43 percent —
stemmed from hospital inpatient care." But much
of the cost and harm to quality of life caused

by this chronic condition can be prevented.
Organizations can preempt these costs, and
prevent complications, by applying data to gain
a deeper understanding of a diabetic population
and implementing a plan for concerted
intervention.

Advanced analytics enable organizations to

sort patients with diabetes by risk of future
hospitalization. Applying advanced analytics

to a broad database of longitudinal data, for
instance, can reveal a diabetic patient’s likelihood
of an initial admission, a readmission and an
emergency department visit within six months.
Such information, in turn, can guide care

coordination efforts.
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In addition to identifying and acting on gaps

in care, organizations can use longitudinal

data to track clinical, operational and financial
performance. Dashboard reports, for instance, can
provide valuable insight into clinical performance,
laying the groundwork for initiatives designed to
promote evidence-based medicine. Blood sugar
control, lipid management, foot and eye exams,
diligent monitoring for kidney disease — all are
components of diabetes care that advanced
analytics can report on in detail. Gaining access
to comprehensive longitudinal data can also help
providers benchmark their practices against other
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Organizations can use longitudinal data to:

IDENTIFY AND ACT ON GAPS IN CARE

TRACK CLINICAL, OPERATIONAL AND
FINANCIAL PERFORMANCE

BENCHMARK THEIR PRACTICES AGAINST

practices across the country. OTHER PRACTICES ACROSS THE COUNTRY




STEP THREE:
Stratify patients by risk for targeted intervention
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Segmenting a patient population lays the groundwork for devising effective care management and
patient engagement programs. For many organizations, this has included retooling their approach
from a reactive model to one that is driven by predictive, proactive intervention and care.
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