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Where are we starting?

K. Davis, K. Stremikis, C. Schoen, and D. Squires, Mirror, Mirror on the Wall, 2014 Update: How the U.S. Health Care System Compares Internationally, The Commonwealth Fund, June 2014.

Quality Care 

ÅEffective

ÅSafe

ÅCoordinated 

ÅPatient-Centered

Access 

ÅCost-Related Problem 

ÅTimeliness of Care 

Efficiency 

Equity 

Healthy Lives 

Health Expenditures/Capita, 2011 
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Å Healthcare lacks value and access

Å Focus on healthcare

Å Big data without insights

Å Stakeholder fragmentation

Å Patients are not empowered
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Global Health Problem List
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By The Numbers

$47 trillion3

Cumulative estimated global economic impact of chronic 

disease between 2011 and 2030

The number of people over the age of 60 by 2050

2 billion2

The rate medical data is expected to double every by 2020

Every 73 days1

12.9 million4

Global shortage of health-care workers by 2035

1.https://www-03.ibm.com/press/us/en/photo/46588.wss

2. http://www.un.org/en/development/desa/population/publications/pdf/ageing/WPA2015_Report.pdf

3. http://www3.weforum.org/docs/WEF_Harvard_HE_GlobalEconomicBurdenNonCommunicableDiseases_2011.pdf

4. http://www.who.int/mediacentre/news/releases/2013/health-workforce-shortage/en/
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Healthcare Spending Continues To Rise
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There is a mismatch between 

what affects health and what we 

spend on health

Source:  Bipartisan Policy Center, ñFò as in Fat:  How Obesity Threatens Americaôs Future (TFAH/RWJF, Aug. 2013)
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Physicians Are Not Happy 

http://www.huffingtonpost.ca/health-media-today/canada-doctor-shortage_b_3586754.html

https://www.fraserinstitute.org/article/canadas-doctor-shortage-will-only-worsen-coming-decade

https://www.vice.com/en_ca/article/young-canadians-are-suffering-through-canadas-family-doctor-shortage

http://www.vancouversun.com/health/family+doctor+shortage+worsening+despite+campaign+promise/11029139/story.html

http://www.cbc.ca/news/canada/british-columbia/walk-in-clinics-patient-caps-1.3480377

http://www.cbc.ca/news/canada/british-columbia/physicians-bearing-heavy-workloads-as-b-c-battles-family-doctor-shortage-1.3859680
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2/3 of Canadian physicians feel their workload is too demanding

1/2 feel that tiredness, exhaustion or sleep deprivation affects the care they deliver 

1/2 feel that their family and personal lives have suffered

éLeading To Burnout

Watson Health © IBM Corporation 2017

Michael Fralick MD, Ken Flegel. CMAJ 2014. DOI:10.1503/cmaj.140588

Physician Burnout: It Just Keeps Getting Worse - Medscape - Jan 26, 2015



Move from a system that encourages and 

rewards VOLUME to one that focuses on VALUE

and at its core: Patient Medical Home

So How Do We Fix It?
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Health integrated network

that supply and require 

information and

coordination

Claims 

and Cost

Payer

Person-Centered Care

Clinical  

Analytics

Care

Management

Enhanced 

Access and 

Communication

Social Services Care Team Consumer

Engagement

Hospitals

Post acute

Radiology, lab, Rx

A Person-Centered Care System

Specialty care
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Å > 4,500 primary care doctors at 1,638 practices around the state in its 

seventh year of operation

Å These practices care for more than 1.4 million BCBSM members

PCMH Results ïState of Michigan BCBS Plan

Á15% Decrease in adult ER visits

Á21.4% Decrease in adult ambulatory care sensitive inpatient stays

Á18.1% Decrease in adult primary care sensitive ER visits

Á12.7% Decrease in adult high-tech radiology usage

Á17.2% Decrease in pediatric ER visits

Á22.7% Decrease in pediatric primary-care sensitive ER visits

http://www.bcbsm.com/content/dam/public/Providers/Documents/help/documents-forms/partners-report.pdf
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Outcomes of Implementing Patient Centered Medical Home Interventions: A Review of the Evidence from Prospective Evaluation Studies in the US ïPCPCC Oct 2012 

In Prospective Studies, PMH Leads 
to Better Cost Outcomes

36.3 Drop in hospital days

32.2% Drop in ER use

12.8% Increase in chronic medication  

-15.6% Total cost  

10.5% Drop in inpatient specialty care costs 

18.9% Ancillary costs down 

15.0% Outpatient specialty down
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Overall Evidence Review: PMH Gets Results

The Patient-Centered Medical Homeôs Impact on Cost and Quality . Annual Review of Evidence 2014-2015 Published February 2016 
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Massachusetts experience:

Comparing outcomes in 

primary care with EHR vs. 

practices with enhanced 

primary care.

PCMH Effect on Quality 

18Watson Health © IBM Corporation 2017

Britton et al.  Enhanced Primary Care and Impact on Quality of Care in Massachusetts. Am J Manag Care. 2016;22(5):e169-e174

Adjusted Rates for Quality Processes Controlling for Race, Sex, Income, Education, and Insurance Status 



Components of the Medical Home Most Directly Tied to Quality

Clinical Quality and the Patient-Centered Medical Home. Karin Nelson, et al. 

JAMA Intern Med. Published online May 1, 2017. doi:10.1001/jamainternmed.2017.0963
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Building Blocks of High Performance 

Primary Care

Bodenheimer et al. Ann Fam Med March/April 2014 vol. 12 no. 2 166-171
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1

Engaged leadership

2

Data-driven 

improvement

3

Empanelment

4

Team-based care

7

Continuity of care

6

Population 

management

5

Patient-Team 

Partnership

9

Comprehensiveness 

and care 

coordination

8

Prompt access to 

care

10

Template of the

Future

20



Enabling Providers on Their Path to PMH 

Close and Address Gaps in Care Risk and QualityAnalytics

Enabling Providers & Patients to Work Together High-touch Care Management & Coordination

Population Health

- How is my chronic care population?

- What is the health status over time?

Care Management

- What care coordination activities should I take?

- What is the ideal care plan?

- What social determinants exist?

Proactive Patient Outreach

- What is my population profile?

- Where are my gaps in care?

- Who should I engage?

Performance Management

- Who is at risk?

- How can we improve?

- What is my practice variation?

Watson Health © IBM Corporation 2017
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Using Data to Manage a Population

Care  

Delivery

Patient  

Stratification

40-60%

FullyAutomated

HEALTHY

Encourage healthy  

lifestyles

20-25%

Blended  

Automated with  

Health Coaches

AT RISK

60+

Intervene on risk  

and keep from  

becoming chronic

5-15%

Blended  

Automated with  

Care Managers

CHRONIC

Prevent disease  

progression and  

avoid unnecessary  

complications

2-3%

Case  

Management

CATASTROPHIC

Manage benefits,  

controls costs,  

provide dignity  

through end of life
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Catastrophic Patients This Year

Multiple Chronic ConditionsStable

Healthy At Risk

Catastrophic Patients This Year That  

Were Not Catastrophic Last Year

67%

Intervening with the Right Patients at the Right Time

Source: Healthcare Risk Adjustment and Predictive Modeling by IanDuncan
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Data-Driven Improvement

Catastrophic

Individuals with >9 A1c and no office visits are sent 

a text message to call care manager

Chronic

Individuals with >9 and BMI >35 are sent an 

automated  invitation to a group visit with diabetes

dietician

At risk
Individuals between A1c 7 and 9 are sent to an

automated  message to encourage enrollment in 

diabetes self-management courses

Healthy
Diabetics with <7.0 are sent an email message 

emphasizing  the importance of nutrition and 

exercise to maintain low A1c  levels with a link to a 

mobile app to track their progress
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Population Health Management: Patient Engagement as an 

Enabler

1. http://content.healthaffairs.org/content/32/2/216.full

2. http://www.cbc.ca/news/politics/2016-census-age-gender-1.4095360

3. http://www.phac-aspc.gc.ca/publicat/hpcdp-pspmc/36-8/assets/pdf/ar-04-eng.pdf

3. http://www.aha.org/content/00-10/071204_H4L_HighestQualityCare.pdf   

4. https://www.brookings.edu/research/improving-quality-and-value-in-the-u-s-

health-care-system/

5. McGlynn, et al. N Engl J Med 2003; 348:2635-2645June 26, 2003DOI: 

10.1056/NEJMsa022615

Impact on patient non-compliance

50% of patients are not getting recommended care5

Chronic conditions drive 75% of national healthcare spending4

38% of the population has at least one chronic condition4

Studies show that patients who are less engaged in their own health incurred 21% 

higher costs1

Aging population is growing

~23% of Canadians could be seniors by 20312

Seniors now outnumber children in Canada3

Watson Health © IBM Corporation 2017 26
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Biggest Obstacles to Patient Engagement at Provider Level

Insufficient Provider

Training
Clinical Information  

Systems that Fail to  

Adequately Track  

Patients

Overworked  

Physicians
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Automated Patient Engagement
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Targeting Campaigns for Population Health Management

29
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Visualize Quality Metrics
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Comprehensiveness & 

Care Coordination
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Benefits of Care Management

Admission/ Readmission

Å Avg. Admissions decreased 20.6% 

Å Avg. Readmissions decreased 10%

Emergency Department Utilization

Å Average ED utilization rates dropped 21.5%

Cost of Care

Å Average per capita expenditures dropped 13.1%

Quality of Care

Å ñMortality was 63% lower in the intervention group vs. controlsò

Å ñDecreased body-mass index by 59.1%, improved HbA1c 66.7% and improved in LDL by 31.6%ò

Provider Experience

Å ñ86% of PCPs reported the program allowed them to provide more comprehensive careò

Å ñ87% of practices reported improved chronic disease careò

Quality of Life/Patient Experience

Å ñSF-36 scores improved in four of eight scalesò

Å ñSF12 physical functioning and mental functioning increased by 15% and 16%ò 
http://www.commonwealthfund.org/~/media/files/publications/issue-brief/2014/aug/1764_hong_caring_for_high_need_high_cost_patients_ccm_ib.pdf

Watson Health © IBM Corporation 2017
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ñUsing [this solution] has helped us Lean our 

process and eliminate unnecessary waste. The 

unintended outcome is that after using the 

product for 2 months we have seen an increase 

in productivity of our Care Managers and it has 

actually given them back 2 hours of their day.ò

Suzanne Gruszka, RN

Sr. Director, Health Services

Orlando Health Physician Associates

Orlando Health ïsaving time for care managers

Orlando Health Physician Associatesô Care Coordination Team faced a number of challenges in providing care to 

patients transitioning out of hospital:

ïCare Managers had to access multiple systems to see the relevant information for a patient

ïWorkflow was cumbersome, with no guidance on steps to follow

ïLed to more time preparing for and conducting outreach calls and assessments
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Our Mission

We, Watson Health, aspire to 

improve lives and give hope by 

delivering innovation to address 

the worldôs most pressing health 

challenges through data and 

cognitive insights.
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Thank you 

@DrLisaLatts

@IBMWatsonHealth

Lisa Latts MD 

www.ibm.com/watson/health/

http://www.ibm.com/watson/health/
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