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  HIT, Screening Programs Build Bridges to Improved 
Population Health Management 
by Pete Desai 

ealth plans today continually struggle to find ways to provide optimal care in a broad, ever-changing and increasingly 
uncertain marketplace. Challenges faced by health insurers and their provider networks include managing diverse 
populations—often with multiple comorbidities—engaging those populations, identifying risk and, of course, intervening  

in a manner that improves outcomes and ultimately manages costs.                 

Health insurers can and should adopt a range of strategies. Not surprisingly in this day and age, those involve leveraging 
health information technology (HIT) solutions broadly and efficiently to connect and deliver cost-efficient, effective care. 
As the nation rapidly moves to value-based payment models (VBP), health insurers recognize the need to closely manage 
the health of populations because of the growth of risk-based contracts. Under VBP, which is replacing fee for service (FFS), 
patients who require high-cost care could quickly erode insurers’ profits. 
That means health plans have an incentive to identify any gaps in care for every member in their plan. But doing so is a 
significant challenge when 141 million Americans (including 86% of U.S. workers) have one or more chronic conditions,1 and 
more than two-thirds of Medicare beneficiaries have two or more chronic conditions,2 often receiving health services from 
multiple providers and settings, both in and sometimes out of network. 
This year, Republicans in Congress are working to fulfill a long-held campaign promise to repeal and replace the Affordable 
Care Act (ACA), known as Obamacare, with what they’re calling the American Health Care Act (AHCA). The ACA had 
expanded focus on the power of HIT to coordinate care, identify potential health issues and intervene sooner to foster 
healthier lifestyle choices, reduce unnecessary duplication of services and in the end, deliver healthcare value. 
Meeting Quality Measures 
In addition to meeting the quality mandates of the Centers for Medicare & Medicaid Services (CMS) and other payers, most 
health insurers recognize their need to maintain accreditation with the National Committee for Quality Assurance (NCQA), the 
body that accredits the nation’s health plans. Part of that accreditation—while managing financial risk—is to demonstrate that 
plans are achieving quality outcomes by identifying patients with gaps in care and helping providers in their network fill those 
gaps with best-practice, preventive screenings and care interventions. In a risk-sharing, value-based healthcare marketplace, 
insurers and providers know that care gaps and missed opportunities for early interventions can cause unnecessary high-cost 
hospitalizations and procedures—costs that can quickly erode profits. 
Achieving four or more (out of five) stars in quality rankings under the Medicare Shared Savings Program and higher scores on 
NCQA’s Healthcare Effectiveness Data and Information Set (HEDIS), a tool used to measure performance, results in higher 
reimbursement from CMS, indicates proof of insurers’ ability to deliver value and provides greater leverage with employers 
when seeking or negotiating contracts.  
Timely access to actionable data gives health plans insights they need to discover and implement interventions that lead to 
these higher scores—and improved outcomes for members—by identifying members’ risk levels, including comorbidities, 
pertinent family histories and poor lifestyle choices. But all of the potential benefits of HIT can only provide plans, providers and 
patients an edge if it’s designed and deployed effectively. And even today, many systems are still not. 
Insurers and their network providers use a wide variety of information systems to collect and share patient-related data. But too 
often, these systems aren’t yet capable of seamlessly and securely sharing that data across their platforms and getting it back 
to members’ primary care and other providers. Despite billions of dollars used to incentivize providers to adopt electronic 
health record-based IT systems that meet agreed upon standards for secure “data liquidity,” providers, insurers and patients 
still face roadblocks to their ability to efficiently and securely communicate. 
Three ways healthcare technology can facilitate effective communications among providers and insurers as the U.S. 
healthcare system rapidly moves toward value-based payment are: 

• Offer multiple communication methods. To gain member compliance, insurers and providers need HIT systems 
that support multiple communication methods. These range from text messaging to email, paper “snail” mail, patient 
portals and interactive voice response (IVR). 
These choices are required because each member and/or his or her provider and designated extended care support 
team have different communication preferences. And while it’s true that some Medicare Advantage members may be 
more comfortable with postal mail and millennials may prefer text messages, it’s important to remember that this is  
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• Get the most from provider networks. HIT systems should help insurers get the most from their provider networks. 

Insurers recognize that there are often wide gaps between how they want care delivered and how physicians, 
hospitals and other provider organizations prefer to deliver health services. Effective communication tools and data 
sharing not only coordinate care but also facilitate adherence to care guidelines by 
looping in all members’ individual providers. 
HIT systems also must be capable of delivering essential information about which 
members participated in programs co-branded by insurers and providers, such as 
community health screenings, and the results the programs produced. If this data 
aren’t shared—and shared promptly in a usable form—with members’ care 
providers, it will prove of limited use. 
Effective systems should have the capability in between care visits to collect and 
integrate data from members’ wearable technology. This enables providers and 
insurers to enhance their interactions with those members who recognize the value 
of collecting this data. 
Particularly for health insurers, data from the best HIT systems could be used to identify underperforming provider 
networks in which gaps are clustered in particular areas. These can include healthcare organizations, network 
specialties or individual providers who are over or underutilizing lab, radiology or other diagnostic or care     
procedures or are not following up appropriately with members ensuring they understand the importance of their 
results and act accordingly. 

• Incorporate behavioral science. The most effective HIT systems should incorporate behavioral science, which can 
provide insights into the mindsets/psyches of plan members. Technology can operationalize advances in behavioral 
psychology at scale, offering choice where it was previously unavailable, delivering messages tailored with more 
intelligence and human touch and escalating engagement when members are unresponsive.  

Deployed effectively, HIT systems could ease the administrative burden, while also improving the collection and appropriate 
sharing of baseline biometric data for all members, including those in a population considered the most fragile medically and 
thus, potentially the most costly. 
Chosen and used effectively, the latest generation of health information systems can empower insurers to work more closely 
and effectively with providers and members to better manage the health outcomes of insurers’ member populations while 
controlling costs and improving quality. That is, delivering true value in an increasingly value-based world. 
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