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The 2013 HealthLeaders Media Population Health Survey demonstrates that we 

are in the midst of a profound and widespread transition in our healthcare delivery 

model. This change requires leadership commitment, investment, and fundamental 

changes to the care model to be successful. While the survey informs a number of 

key aspects of population health management, there are three key trends worth 

highlighting.

First, there is no doubt that the train has left the station: Three-quarters of the 

survey respondents, which includes a broad spectrum of provider organizations, 

have population health programs underway. Moreover, they demonstrate serious 

commitment to their population health initiatives. One-half reported deploying 

health coaches or patient navigators, which requires hiring and training expensive 

resources. Forty-two percent are redesigning their primary care model, not a trivial 

effort. These efforts are foundational and hard to do. 

Second, population health management requires access to relevant data and using 

that data to understand and manage the population. More than half of the organiza-

tions surveyed will be making investments to integrate clinical data and add data 

analytics capabilities. The importance of claims data from payers, however, should 

not be underestimated, as it is needed to manage several important drivers of suc-

cess, including practice pattern variation and out-of-network care. Too often we see 

ambitious plans for population health that cannot be achieved with the limited data 

that is typically available.

Third, population health management demands new skills and competencies often 

not found in provider organizations. Only 17% of the organizations felt their data 

team was very skilled. A substantial number of organizations, therefore, will be 

investing in training. Interestingly, one-half of respondents reported challenges with 

their EMRs, consistent with the growing realization that EMRs have an important 

role, but not as a primary population health solution. It is our experience that a net-

workwide registry is often required to overcome the functional limitations of EMRs 

and the lack of interoperability between the multiple brands of ambulatory EMRs 

found in most networks.

Implementing a population health program is neither easy nor fast. And yet 68% of 

organizations reported that they were well positioned to be among the partners that 

a payer will contract with for population heath. Such optimism is a positive sign, 

though we know this effort requires significant organizational realignment as well as 

new programs, resources, and technology. But the payoff is big. The transition from 

the old transaction-based care model to a population health approach by a well-

aligned organization focused on care coordination and managing practice pattern 

variation will be rewarded by improved quality and a lowering of the overall cost of 

care. 

Jonathan M. Niloff, MD 

Vice President and Executive Medical Director of Population Health  

McKesson Corporation 

Waltham, Mass.

Perspective

POPulatiOn HealtH requires seriOus cOmmitment Of resOurces, but Will Pay Off big
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This is a summary of the Premium edition of the October 2013 

HealthLeaders Media Intelligence Report, Population Health Management: 

Steps to Risk Sharing and Data Analytics. In the full report, you’ll find a 

wealth of additional information, including the results of all the survey 

questions. For each question, the Premium edition includes overall 

response information, as well as a breakdown of responses by various 

factors: setting (e.g., hospital, health system, physician organization), 

number of beds (hospitals), number of sites (health systems), net patient 

revenue, and region.

Available separately from HealthLeaders Media is the Buying Power 

edition, which includes additional data segmentation based on purchase 

involvement, dollar amount influenced, and types of products or services 

purchased.

In addition to this valuable survey data, you’ll also get the tools you need 

to turn the data into decisions:

•	 A Foreword by Marion A. McGowan, RN, Executive Vice President 

and Chief Population Health Officer for Lancaster (Pa.) General 

Health, President of both Lancaster General Health Community 

Care Collaborative and Lancaster General Innovative Solutions, 

and the Lead Advisor for this Intelligence Report

•	 Three Case Studies featuring initiatives by Geisinger Health 

System in Danville, Pa.; Jefferson School of Population Health in 

Philadelphia; and Lancaster (Pa.) General Health 

•	 A list of Recommendations drawing on the data, insights, and 

analysis from this report

•	 A Meeting Guide featuring questions to ask your team

About the Premium and Buying Power editions
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Methodology
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to that question. The margin of error for a sample size of 315 is +/-5.5% at the 

95% confidence interval.

Each figure presented in the report contains the following segmentation 

data: setting, number of beds (hospitals), number of sites (health systems), net 

patient revenue, region, purchase involvement, dollar amount influenced, and 

types of products/services purchased. Please note cell sizes with a base size of 

fewer than 25 responses should be used with caution due to data instability.

advisOrs fOr tHis intelligence rePOrt
The following healthcare leaders graciously provided guidance and 
insight in the creation of this report.

Earl P. Steinberg, MD, MPP
Executive Vice President, 
Innovation and Dissemination
Geisinger Health System
CEO
xG Health Solutions
Danville, Pa.

David B. Nash, MD, MBA
Dean 
Jefferson School of Population 
Health 
Philadelphia

Marion A. McGowan, RN
Executive Vice President and Chief 
Population Health Officer
Lancaster (Pa.) General Health
President
Lancaster General Health 
Community Care Collaborative
and Lancaster General Health 
Innovation Solutions Inc. 

Upcoming Intelligence Report Topics
nOvember:  Executive Compensation

december: Cost Containment

January: Annual Industry Survey

abOut tHe HealtHleaders media intelligence unit

The HealthLeaders Media Intelligence Unit, a division of HealthLeaders Media, is 
the premier source for executive healthcare business research. It provides analysis 
and forecasts through digital platforms, print publications, custom reports, white 
papers, conferences, roundtables, peer networking opportunities, and presentations 
for senior management.

Intelligence Report Research Analyst 
MICHAEL ZEIS 
mzeis@healthleadersmedia.com

Publisher 
EVILEE EBB 
eebb@healthleadersmedia.com

Editorial Director 
EDWARD PREWITT 
eprewitt@healthleadersmedia.com

Managing Editor 
BOB WERTZ 
bwertz@healthleadersmedia.com

Intelligence Unit Director 
ANN MACKAY 
amackay@healthleadersmedia.com

Media Sales Operations Manager 
ALEX MULLEN 
amullen@healthleadersmedia.com

Intelligence Report Design and Layout  
STEVE DINIS
sdinis@hcpro.com

Copyright ©2013 HealthLeaders Media, 5115 Maryland Way, Brentwood, TN 37027 
Opinions expressed are not necessarily those of HealthLeaders Media. Mention of products and services does not 
constitute endorsement. Advice given is general, and readers should consult professional counsel for specific legal, 
ethical, or clinical questions.



OctOber 2013  |  Population Health Management: Steps to Risk Sharing and Data Analytics PAge 7TOC

Respondent Profile

Respondents represent titles from across the various functions at  

healthcare organizations.

Senior leaders | CEO, Administrator, Chief 
Operations Officer, Chief Medical Officer, Chief 
Financial Officer, Executive Dir., Partner, Board 
Member, Principal Owner, President, Chief of Staff, 
Chief Information Officer

Clinical leaders | Chief of Orthopedics, Chief 
of Radiology, Chief Nursing Officer, Dir. of 
Ambulatory Services, Dir. of Clinical Services, Dir. 
of Emergency Services, Dir. of Nursing, Dir. of 
Rehabilitation Services, Service Line Director, Dir. of 
Surgical/Perioperative Services, Medical Director, 
VP Clinical Informatics, VP Clinical Quality, VP 
Clinical Services, VP Medical Affairs (Physician 
Mgmt/MD)

Operations leaders | Chief Compliance Officer, Asst. 
Administrator, Dir. of Patient Safety, Dir. of Quality, 
Dir. of Safety, VP/Dir. Compliance, VP/Dir. Human 
Resources, VP/Dir. Operations/Administration, 
Other VP

Information leaders | Chief Medical Information 
Officer, Chief Technology Officer, VP/Dir. 
Technology/MIS/IT

Financial leaders | VP/Dir. Finance, HIM Director, 
Director of Case Management, Director of 
Revenue Cycle

Marketing leaders | VP/Dir. Marketing/Sales, VP/Dir. 
Media Relations

Base = 315 Base = 143 (Hospitals)

Type of organization

Hospital 45%

Health system 32%

Physician org. 23%

Number of beds

1–199 48%

200–499 35%

500+ 17%

Number of sites

Base = 101 (Health systems)

1–5 21%

6–20 32%

21+ 48%

Region

WeST: Washington, Oregon, California, 
Alaska, Hawaii, Arizona, Colorado, Idaho, 
Montana, Nevada, New Mexico, Utah, Wyoming

MIDWeST: North Dakota, South Dakota, 
Nebraska, Kansas, Missouri, Iowa, Minnesota, 
Illinois, Indiana, Michigan, Ohio, Wisconsin

SoUTH: Texas, Oklahoma, Arkansas, 
Louisiana, Mississippi, Alabama, Tennessee, 
Kentucky, Florida, Georgia, South Carolina, 
North Carolina, Virginia, West Virginia, DC, 
Maryland, Delaware

NoRTHeAST: Pennsylvania, New York, 
New Jersey, Connecticut, Vermont, Rhode 
Island, Massachusetts, New Hampshire, Maine

Title

Base = 315
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leaders
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At its most basic, population health involves improving the health status 

of a given population by ensuring that members of the population are 

receiving the healthcare they should be receiving. How? First, one has to 

define the population. Then one must know what care the population 

is receiving. Next, identify gaps by comparing the care the population is 

receiving with the care the population should be getting. Finally, the care 

delivery system must be able to address care gaps. Although the tactical 

implications of these simple statements are considerable, the first order of 

business for many healthcare providers is to try to sort out financial issues. 

With 61% of respondents saying they have selected a patient population 

and now are working to improve the health of that population, it is clear 

that healthcare leaders recognize the importance of population health 

management. However, improving the health of a defined population 

requires a complex set of activities, many of which are new to healthcare 

providers. As one might expect with an initiative that seems to have the fla-

vor of a concept rather than a business plan, our research demonstrates that 

providers have more command over population health disciplines that have 

a ring of familiarity, and we see lower comfort levels with newer tasks.

For instance, more than half of respondents (57%) are offering a wellness 

program now or within the next 12 months. But fewer (48%) expect to take 

analysis

Providers Committed, but Face Steep Learning Curve  
micHael Zeis

Here are selected comments from leaders concerning areas where 
they may not be fully prepared for population health management and 
how they are addressing that.

“There is a shortage of high-level, strategic expertise to lead population 

health efforts. We have extensive training and recruitment strategies in 

place. Second, the need for interoperability and IT connections for data 

sharing will be a critical focus ongoing.” 

—President for a large health system 

“Acquiring experience in managing large patient populations is a need. 

Establishing a portal for patient access to their medical record and con-

tinuing development of EMR are technical needs.”

                                                   —Administrator for a large hospital

“It is the engagement issue that is the most troubling. The mix of rewards 

and penalties has to be handled carefully.”

—CEO for a medium physician organization 

 

“We are currently using a consultant to help research care management 

models to assist in care redesign; evaluating IT solutions for care coor-

dination, contract modeling, patient engagement and data warehouse 

capabilities; determining whether to build capabilities internally or find 

external partners to provide.”

—Vice president of operations for a health system

WHat HealtHcare leaders are saying
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Analysis (continued)

on data analytics functions, a task that most would consider to be more 

challenging than data integration. Although it appears that many in the 

industry are making or preparing to make the early steps toward popula-

tion health management, early and broad exposure to the full range of 

activities—including using analytics to target care services to portions 

of the population in need—will help organizations approach the future 

prepared.   

Responding to reduced utilization. Providers face a set of finance-related 

decisions, mostly having to do with the risk-sharing assumption that 

gives healthcare reform its foundation. “Health reform is all about prac-

ticing population-based medicine. And the only way we’re going to bend 

the cost curve is by keeping people out of the hospital, reducing unneces-

sary utilization,” says advisor David B. Nash, MD, MBA, founding dean 

of the Jefferson School of Population Health in Philadelphia—one of six 

schools and colleges that constitute Thomas Jefferson University, which 

partners with Thomas Jefferson University Hospitals to care for its pa-

tients along with healthcare education and research. “So that means we 

have to be in the health business, not the sick business. To do that, we’re 

going to have to think about what our community connections are like.”

What Nash is talking about has consequences beyond building better 

relationships along the care continuum—the implications are that acute 

care facilities may have reached their limits of growth. “It’s all about care 

outside the four walls of the hos-

pital. We’re talking about no new 

buildings, no new towers, no new 

cath labs,” Nash says.

According to report advisor Earl 

P. Steinberg, MD, MPP, CEO of 

xG Health Solutions and execu-

tive vice president, innovation 

and dissemination for Geisinger 

Health System of Danville, Pa., 

a not-for-profit rural healthcare 

provider with 1,363 licensed beds 

in six hospital campuses, the key 

question is, “How do you deal 

with the fact that reduced utiliza-

tion is going to hurt you in your 

financials?”

Tactics to address revenue losses due to reduced utilization include an 

even more focused examination of costs, recasting one’s view of market 

potential (increasing market share), and insisting on getting a fair share 

of the value created through more efficient operations and healthier 

populations.

“Health reform is all about 
practicing population-
based medicine. And the 
only way we’re going to 
bend the cost curve is 
by keeping people out 
of the hospital, reducing 
unnecessary utilization.”

—David B. Nash, MD, MBA, 
founding dean of Jefferson 

School of Population Health in 
Philadelphia
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Analysis (continued)

examination of costs. Cost reduction has long been a focus of health-

care reform. Such efforts have to be undertaken with new vigor because 

reduced admissions will place additional pressure on operating margin. 

Overall, 29% of respondents identify payer risk or cost sharing as the 

vehicle most likely to provide a financial incentive to pursue population 

health management, the top-mentioned item.

Along with the risk-sharing aspects of population health comes the re-

quirement to extend the examination of costs beyond internal costs. Says 

report advisor Marion McGowan, RN, executive vice president and chief 

population health officer for Lancaster General Health, a 631-licensed–

bed not-for-profit health system serving Lancaster County, Pa., “In the 

past, we only knew what it cost for patients in places that we owned and 

operated. If a patient were to go to a skilled care facility for care after a 

knee replacement, we didn’t understand what that cost was, even though 

we were referring them there.” Obtaining an understanding of costs (and 

provider productivity and clinical outcomes) incurred by partners and 

others in the care continuum assumes a level of data interoperability that 

few have in place today.

Recasting market potential. Hospitals and health systems facing re-

duced utilization may pursue additional admissions to try to solve the 

problem. The drive to maximize admissions is hardly a new activity, but 

when considering population health management, one must examine 

the competitive landscape with an 

eye toward potential partners and 

potential competitors. 

“You have to have the ability to 

attract patients to fill those beds,” 

says Steinberg. When they can, 

some organizations can backfill 

to compensate for attrition with 

patients needing higher-value, 

higher-margin services. But the 

task in the future will be more 

involved than a conventional 

review of services and service lines 

because it will be important to 

anticipate how new relationships 

might change the competitive 

landscape in postreform markets.

“You have to be strategic about what your program development efforts 

are,” Steinberg warns. “There may be a limited number of key partners. In 

certain markets, you’re going to see teaming relationships, or you will see 

payers establish narrower networks.” 

“Payers are not well 
orchestrated across the care 
continuum. Providers have 
touch points with patients 
throughout their lives, within 
the community.” 

—Marion A. McGowan, RN, 
executive vice president and 

chief population health officer, 
Lancaster (Pa.) General Health, 

and president of both Lancaster 
General Health Community Care 

Collaborative and LG Health 
Innovation Solutions Inc.
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Analysis (continued)

Fair share of value created. Part of the accommodation for lost patient 

revenue should be negotiated on the basis of lower overall costs that will 

be the result of improving the health status of the population. “Providers 

will have to contract with payers in a way that gives them a share of the 

value that they create,” says Steinberg. 

And while healthcare providers may have a thorough understanding of 

how to deliver care, they will find themselves negotiating with payers who 

understand populations and risk inside and out.

Nash points out, “The payer community, especially the managed care 

payer community, has been on this gig for 30 years. They are the only 

ones with an economic incentive aligned for prevention and wellness.”

If it sounds like providers might be at a competitive disadvantage, that’s 

going to be the case for many. But providers can make moves now that 

will help them become better informed and stronger at the negotiating 

table. Two-thirds of survey respondents (68%) say they are well posi-

tioned to be among a payer’s population health management partners, 

including 73% of those from health systems.

Lancaster General’s McGowan includes payers among her resources for 

learning. Lancaster General has been in touch with national payers, man-

aged care organizations, and regional and local health systems with their 

own health plans. In her discussions, she is building both relationships 

and a body of knowledge. “Our 

discussions have been very reward-

ing,” she says, “and have given 

us insights about whether this is 

even financially doable. They’re 

sharing more openly so we can un-

derstand what is meant by assum-

ing risk while advancing care.”

McGowan says that discussions 

with payers also help her orga-

nization identify where clinical 

opportunities may be. And she 

sounds a call for a new set of skills 

in provider organizations around 

risk management. “The most perplexing question that CEOs and others 

need to ask and answer is, how we are going to get the capabilities and 

competencies for managing risk?” 

Pace and scale. The pace and scale of the shift toward population health 

management have financial implications. 

>Pace	of	change. McGowan identifies the pace of change as an im-

portant variable, cautioning about becoming financially vulnerable by 

“You have to be strategic 
about what your program 
development efforts are. 
There may be a limited 
number of key partners.”

—Earl Steinberg, MD, MPP, 
executive vice president for 

innovation and dissemination 
for Geisinger Health System 

and CEO of xG Health Solutions, 
Danville, Pa.
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Analysis (continued)

shifting away from fee-for-service too early. “How do you migrate from 

a discounted fee-for-service environment, where you’re paid for produc-

tion, to one where you’re paid for value while assuming a certain level of 

financial risk? It’s not just how you do it. It’s at what pace. The question 

of sustainability through the transformation process is a big one.”

>Scale	requirements.Hospitals and health systems are examining their 

served markets and admission levels to glean insight into scale require-

ments. Lancaster Health serves a community of 500,000, and now counts 

annual admissions at just under 40,000. “We have about 18,000 patients 

in fee-for-service Medicare,” says McGowan, “patients who are managed 

by primary care physicians who are fully aligned and employed by us. 

Some may say that may not be enough scale to take financial risk like the 

health plans take, because they spread the risk over a region or over the 

nation.”

Among the options to consider for increasing scale are partnerships and 

joint ventures, mergers and acquisition, and becoming more integrated 

with care partners. McGowan observes, “Some think that you have to 

be really big. Some think that you have to be fully owned and integrated 

with a health plan like those providers that own a plan.” She notes that in 

Pennsylvania, where Lancaster competes, two high-profile health systems 

are developing scale by acquiring additional hospitals. 

Providers know healthcare. Payers may know the data, the population, 

risk, and risk assessment. But healthcare is the domain of providers. 

Early steps toward population health can yield valuable learning about 

both the nature of risk and the nature of the changes required to deliver 

healthcare in a more efficient fashion. 

“Payers are not well orchestrated across the care continuum. Providers 

have touch points with patients throughout their lives, within the com-

munity,” McGowan says. 

Providers working together in an ACO agreement, for instance, can align 

themselves with population health objectives while gaining exposure 

to delivering care in a shared-risk environment, she says. Working to-

ward population health objectives means that partners will modify care 

delivery in concert. For instance, nearly half (49%) expect to deploy health 

coaches or patient navigators within the year, a sign of willingness to 

invest along with partners in the care continuum. Respondents expect to 

improve access to primary care through outreach with community orga-

nizations (45%), primary care redesign (42%), and pursuing relationships 

with clinics and walk-in centers (40%).

According to McGowan, providers should expect to make some invest-

ments to enhance the care-delivery system. “There will be a number of 

things like the care processes and the support associated with managing 

high-risk patients or people with chronic conditions.” McGowan sees 

the patient-centered medical home as an environment that is adaptable 

to population health management, possibly evolving out of primary 

care practices. “Providers can expect to help rebuild the primary care 
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office, perhaps reengineering primary care into patient-centered medical 

homes, so that care providers can do a better job at managing panels of 

people and spend more of their time on health promotion.” 

Data and analytics. Two-thirds of survey respondents (66%) expect to 

invest in integrating clinical data across the care continuum, and 53% 

expect to add to their data analytics capability. While the investments are 

likely to be substantial, Steinberg observes that access to data is a neces-

sary component of population health management. “It’s not just the ex-

pense,” he says. “There has to be cooperation from the payers. Providers 

need data from payers. Some payers are providing it, some payers aren’t. 

Some payers are providing it in a form that’s usable; others are providing 

it in a form that winds up just chewing up time, while you try to make 

sense of it.”

More than half of the respondents (56%) say their organizations need 

training in data analytics, and 44% need training in population statistics. 

Nash describes how physicians might be guided by a system with well-de-

veloped registry and reporting functionality. “As a physician, I ought to 

be able to assess instantly and graphically how I’m doing in the care of a 

population of patients and how my care compares to a peer group at the 

local, regional, and perhaps even national level.” Getting useful function-

ality requires more than buying and installing software. “I’m going to 

need a whole new type of information technologist,” Nash says.  

The expectation that IT tools will be available to monitor and guide 

population health activities on several levels is what will help Lancaster 

General’s pending ACO function as a population health training ground. 

Says McGowan, “The accountable care organization serves as the vehicle, 

but we are doing it because of the new intelligence we will gather around 

the opportunity to improve not only value, but quality.” Still, McGowan 

is concerned about software costs. “Because they’re just becoming avail-

able, the tools are very costly.” 

Population health management presents many challenges, particularly 

with data and data analytics, new and unfamiliar partners or working 

relationships, and pressure to reduce costs and increase efficiency. But 

the overarching requirement when examining population health is that 

healthcare institutions have to prepare themselves to bear risk. And at 

its core, the requirement to bear risk is financial in nature, so all of the 

tendrils of population health management must be examined first from 

a financial perspective. For some, the financial examination may be the 

grim task of examining sustainability.

Michael Zeis is research analyst for HealthLeaders Media.  

He may be contacted at mzeis@healthleadersmedia.com.

Analysis (continued)
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FIGURE 3   |  Preferred Population for early Population Health effort

Q | For an early or pilot population health management effort, what is your preferred population to work with?
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FIGURE 7   |  Financial Incentives to Pursue Population Health Management

Q | Which of the following is most likely to provide a financial incentive for you to pursue population health management?
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Indicates the type of goods or services  
the respondent is involved in purchasing   

Indicates the role of the respondent in 
making purchasing decisions   

Indicates the total dollar amount the 
respondent influences  

FIGURE 7 (continued)   |  Financial Incentives to Pursue Population Health Management

Q | Which of the following is most likely to provide a financial incentive for you 
to pursue population health management?
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