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Population Health 

Population Health involves a 
systematic effort to assess the 
health needs of a defined population 
and proactively provide services to 
maintain and improve the health of 
that population



Bending the Cost Curve – Have we 
achieved that goal?

– approximately $3 trillion spent on health care last year
– a scant 0.8% increase in 2012      less than GDP
– is this decrease in health care spending sustainable 

(population health) or secondary to the recession of 
2008, and will it soon return to the historical pattern of 
2.3% points > GDP?

– U.S. projected to spend $ 5 trillion on health services in 
2022 (30% of projected Federal spending)

– 20% of Americans today with employer-sponsored 
coverage have high deductible plans, and that 
deductible exceeds a typical family’s available savings



Bending the Cost Curve

– many of the bronze plans in the Exchange have 
deductibles in the $5K range

….continued

Health Care Spending — A Giant Slain or Sleeping?
Blumenthal, et al.; NEJM 2013

– wage increases for the middle-class are inversely 
related to the cost of healthcare benefits

– 10,000 baby boomers will turn 65 everyday for the next 
18 years (70m in Medicare by 2022)

– we need to re-build America’s health care system to be 
more efficient and to provide more appropriate care



Why is this so important to 
Cedars and other academic 

medical centers?











• Cedars-Sinai is high-cost, high-quality
• we must maintain our quality of care but at a 

much lower cost
• we are implementing and piloting multiple 

interventions
• goal     12% improvement in clinical 

efficiency within 3 years

GOAL
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Re-engineering Primary Care
(Patient-Centered Medical Home)

– creating multi-disciplinary teams of nurse practitioners, 
physician assistants, medical assistants, pharmacists, 
case managers, social workers and lead by primary 
care physicians

– Goals
a) improve quality of care
b) improve access
c) identify and employ appropriate resources to patients 

with chronic illness and to the most frail who account 
for a majority of health care costs



Quality of Care



Customizing the Patient Care Experience

• Same as Chronic Disease Program
• SNF visits
• Home visits
• Biometric monitoring

Entry Point
• Physician referral
• Surgical Event
• IP/ED visit
• Data Query 
• Health Risk Assessment

Stratify patients 
by Risk level

High  Intensity Care Management Program

Chronic Disease Program

Episodic Event Program

Wellness Program
• Proactive education about preventative screening, 
risk factors, appropriate site of care, health and 
wellness

• Disease management programs such as– smoking 
cessation programs, weight loss/nutrition programs, 
back care, etc.

• Education about “event”, appropriate site of care, 
recovery, health and wellness

• Pre admission planning
• Discharge planning and follow‐up

• Education about condition, risk factors, 
preventative screening, appropriate site of care, 
health and wellness

• Pre‐admission planning
• Discharge planning and follow‐up
• Care setting appropriateness

• High‐touch monitoring by a care 
manager

• Advanced  care planning

• Chronic Disease management 
• Drug Therapy Management and 
reconciliation 

• Advanced care planning 

• Care coordination
• Drug Therapy Management and 
reconciliation

• Advanced care planning

• Preventative Screenings 
• Drug Therapy management and 
reconciliation

• Advanced care planning



Predictive Analytics in Health Care

• The sickest 5% of the population spends fifty times as much per person as 
the healthy majority

Source: AHRQ, August 2013: “Differentials in the Concentration in the Level of Health 
Expenditures across Population Subgroups in the U.S., 2010

• At CSHS we mine the data to find the patients who are at highest risk: 
catastrophic illness, chronic illness, prior utilization

• Innovations are designed to prevent escalation and support highest risk 
patients

• Back to basics:
House calls
Healing at Home
Care Management and Social Work
Advance care planning and Supportive Care Medicine
Pharmacists as part of the care team

• Enhancing the use of technology



$$$ PAID LAST YEAR ON PATIENTS WITH 2 OR MORE CHRONIC ILLNESSES
Cancer $8,244,973
Joint Degeneration $2,950,520
Behavioral Health $2,855,892
Inflammatory Bowel Disease $2,744,136
AIDS $1,067,660
Diabetes $940,381
Ischemic Heart Disease $927,599
Cerebral Vascular Disease $571,418
Hypertension $507,316
Chronic Renal Failure $491,938
Chronic Sinusitis $477,587
Obesity $427,284
Kidney Transplant $340,619
Adult Rheumatoid Arthritis $265,588
Immunodeficiencies $258,988
Hyperlipidemia $160,407
Osteoporosis $106,554
Other $4,348,239
TOTAL $27,687,099 N= 5,121
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New Programs



• Initiated pilot November 2012
• Interdisciplinary team:

– 2 Cardiologists
– 1 Pharmacist- part time
– 2 Nursing staff

• Program Goals
– decrease CHF hospital admissions and 30 day 

readmissions
– decrease total cost of care
– improve quality of care

Heart Failure Program



Heart Failure Program
• Management

– patient education and care coordination
– medication optimization
– medication adherence and safety monitoring
– medication reconciliation
– BNP and weighted guided therapy
– bed-side ultrasound 
– cardiovascular co-morbidity management
– nutrition consultation
– nurse practitioner house call and home health 
– supportive care and advanced directive



Total Hospital Admissions for Patients Pre/Post Enrollment



Total 30 Day Readmissions for Patients Pre and Post Enrollment



Variation in Care



• Significant inter-physician variation in cost 
and quality

• 2,000 physicians on medical staff
• 134 physicians in CSMG
• 767 physicians in CSHA 

(includes faculty)
• 307 physicians on faculty
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Average Cost of Treatment for Cataract 
without Complications – Year 2012
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CSMC Spine Surgeons
Spine Surgery – Severity-Adjusted LOS



– $15,357 in Miami Florida / $6,569 in Grand Junction, CO
– measuring the variation is easy; explaining is another matter

Geographic Variation in Medicare Spending still 
a Mystery

Possible Answers:
1) Medicare adjusts its payment to providers by region according 

to differences in overhead costs.
2) Variation in health status    diabetes in Grand Junction was 15%

compared to 44% in Harlingen, TX 
3) Variation in use of services.  Does higher spending in a 

particular region simply reflect the tendency of its hospitals, 
physicians and others to provider more services or more intense 
services, perhaps in response to patient preferences?



Geographic Variation in Medicare Spending still 
a Mystery

4) Does supply generate demand or do more physicians locate 
where patients are sicker?  Even in areas where spending is 
higher, the volume and intensity of services vary from 
service to service.

5) The Institute of Medicine pointed out that in all areas, there 
are physicians who are low cost and high quality.

….continued

Cassidy and Colleagues
Health Affairs, March 2014



MDN PCP Cost and Quality Scores



Eliminating Waste in US Health Care

- 20-30% of total health care expenditure
- 6 categories of waste

a) overtreatment
b) failure of care coordination
c) failure in execution of care process
d) administrative complexity
e) pricing failures
f) fraud or abuse 

Berwick et al.
JAMA 2012.



Sources of $765B of Waste and Excess in 
Health Care

Missed Prevention 
Opportunities -  

$55 billion

Fraud -  
$75 billion

Unnecessary Services - 
$210 billion

Excess Administrative Costs - 
$190 billion

Prices That Are Too High - 
$105 billion

Inefficiently Delivered 
Services - 

$130 billion



Unnecessary Services



Choosing Wisely

• An initiative of the American Board of Internal 
Medicine (ABIM) to encourage physicians 
and patients to talk about tests and 
procedures that may be unnecessary, and in 
some cases cause harm.

• Consumer Reports is developing and 
disseminating this information for patients.









Prostate Cancer

1) other than skin cancer, prostate cancer is the 
most common cancer in American men

2) second leading cause of cancer death in men 
(Lung #1)

3) 2014     estimate 230,000 new cases/30,000 
deaths

4) 1 in 7 men will be diagnosed with prostate Ca / 1 
in 36 will die from prostate Ca

5) most men with prostate cancer will die with 
cancer, not from it

Facts



Prostate Cancer Screening

1) approximately 10% false positive test     leads to 
unnecessary biopsies, potential bleeding or 
infection

2) overdiagnosis still very difficult to distinguish 
an indolent tumor from an aggressive tumor

3) overtreatment — 90% of cancers found with a 
PSA test choose to receive treatment; can lead 
to erectile dysfunction, urinary incontinence, a 
small risk of death or serious complication from 
surgery 

Potential Harms
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Urologist # of Episodes Case Mix Efficiency Index

A 131 1.05 0.89

B 176 0.9 1.30

C 184 1.05 0.77

D 82 0.97 1.11

Efficiency Index by Physician

Time Period: 09/30/2009 – 09/30/2011



Non-malignant neoplasm of prostate

Urologis
t

Service 
Category

Number
of 

Services

Services 
per 

Episode

Network 
Services 

per Episode
Total Cost

Cost
per 

Service

Network 
Cost per 
Service

A Cystoscopy 0 N/A N/A N/A N/A N/A

B Cystoscopy 25 0.14 0.08 $4,932 $197 $204

C Cystoscopy 18 0.10 0.08 $3,662 $203 $204

D Cystoscopy 0 N/A N/A N/A N/A N/A

A Prostate Biopsy 2 0.02 0.05 $282 $141 $151

B Prostate Biopsy 12 0.07 0.05 $1,856 $155 $151

C Prostate Biopsy 17 0.09 0.05 $2,329 $137 $151

D Prostate Biopsy 1 0.01 0.05 $143 $143 $151

A TURP 3 0.02 0.02 $2,525 $842 $763

B TURP 5 0.03 0.02 $3,745 $749 $763

C TURP 5 0.03 0.02 $4,160 $832 $763

D TURP 1 0.01 0.02 $863 $863 $763



A Ultrasound - Abdominal or Pelvic 77 0.59 0.16 $6,443 $84 $83

B Ultrasound - Abdominal or Pelvic 1 0.01 0.16 $96 $96 $83

C Ultrasound - Abdominal or Pelvic 6 0.03 0.16 $276 $46 $83

D Ultrasound - Abdominal or Pelvic 4 0.05 0.16 $407 $102 $83

Urologist Service Category
Number

of 
Services

Services 
per 

Episode

Network 
Services 

per 
Episode

Total 
Cost

Cost / 
Service

Network 
Cost per 
Service

A Urodynamics 48 0.37 1.07 $1,046 $22 $37

B Urodynamics 252 1.43 1.07 $6,596 $26 $37

C Urodynamics 74 0.40 1.07 $1,640 $22 $37

D Urodynamics 209 2.55 1.07 $10,469 $50 $37

Time Period: 09/30/2009 – 09/30/2011

Non-malignant neoplasm of prostate



Urologist Service Category
Number

of 
Services

Services 
per 

Episode

Network 
Services 

per 
Episode

Total 
Cost

Cost per 
Service

Network 
Cost per 
Service

A Ultrasound - Abdominal or Pelvic 77 0.59 0.16 $6,443 $84 $83

B Ultrasound - Abdominal or Pelvic 1 0.01 0.16 $96 $96 $83

C Ultrasound - Abdominal or Pelvic 6 0.03 0.16 $276 $46 $83

D Ultrasound - Abdominal or Pelvic 4 0.05 0.16 $407 $102 $83

Time Period: 09/30/2009 – 09/30/2011

MDN-Related Urologist  Utilization Fingerprints



End


