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 Are we measuring the right KPIs and finding the right patients to 
manage? – A novel approach to improving both    

Speakers: Herbert Fillmore, MSW, DrPH doctoral candidate, SUNY Albany, Senior Director for 
Strategic Innovations in Value Based Care, 3M HIS 
 

Source: HIMSS C&BI Community 

Event Date: November 30, 2017 

Download the recording and slide presentation here.  
 

Session Description: This presentation will first discuss a composite score of primary care 
metrics creating the “Value Index score” which emphasizes the measurement of outcomes 
across a population and promotes lasting systemic change.  
  
Second, we discuss a new approach to identifying cohorts who can be helped by care 
management but may not be identified through typical methods.  These patients are flying 
“under the radar” but have complex needs and interactions with systems of care and your 
success in identifying and caring for these individuals is mandatory! 
 

 

Q&A 
 
Q: I was curious about your predictive model. Is this based on an established statistical or 
machine learning algorithm? Could you kindly share the details? 
 
A: We use an ensemble approach to modeling.  Various techniques are used at different 
stages. Predominantly, those include cluster, factor, logistic, local regression, GLM, and 
random forest.  
 

http://www.himss.org/getinvolved/are-we-measuring-right-kpis-and-finding-right-patients-manage-novel-approach-improving-both
http://www.himss.org/getinvolved/are-we-measuring-right-kpis-and-finding-right-patients-manage-novel-approach-improving-both
http://www.himss.org/ClinBusIntelCommunity
http://www.himss.org/getinvolved/are-we-measuring-right-kpis-and-finding-right-patients-manage-novel-approach-improving-both
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Q: What do you recommend for data collection on social determinants? Structured coded data?  
Unstructured data with abstraction? Any recommendation on a classification system? 
 
A: We use a tool called “How’s Your Health?” developed at Dartmouth when we are doing new 
data collection directly with recipients of health care.  Obviously, there are also many geo-
coded big data that can be attached to individual patients for place based factors. NLP 
techniques for extracting SDOH data from case notes and other unstructured sources is 
another useful source of SDOH data.  The issue of a classification system is an important 
question.  Some good work has been done on building taxonomies but often the specifics of an 
investigation will drive the details. Some sources that I use to guide classification include: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4124598/    
 
One of my favorite sources for sources and classification of SDOH data is “Accounting for 
Social Risk Factors in Medicare Payment: Data” from National Academies press in 2016. It is 
directed at the issue of using SDOH in Medicare Payment, but I have found it useful for any 
number of topics.  
 
Q: Looking at the current composition of the Value Index Score domains, how many categories 
were explored as input into the VIS and how did you arrive at these final VIS categories? 
 
A: At the time of its development we reviewed the major existing quality measures from CMS, 
NQF, and NCQA, as well as proposed measures in the literature using a criteria set for filtering. 
Measures were considered if they covered a large portion of the population, had a significant 
impact on cost and health status, could be calculated from administrative data, could be risk 
adjusted when appropriate, and, whenever possible, were outcomes, not processes of care 
measures.  Final measures met these criteria and were included if they contributed to profiling 
practices along the dimensions delineated by Starfield in her writings on excellence in primary 
care.  We chose this perspective because we believed that successful accountable care begins 
with successful primary care.  
 
Q: If an organization wants to adopt VIS what are some of the dependencies and foundational 
capabilities that must be in place before VIS can be effective? 
 
A: Organizations will need a full data set of patient experiences across the continuum of 
settings and providers.  This usually means that the organization is an integrated system or has 
a collaborative relationship with a payer than can supplement their local information with a 
more comprehensive view of the patient’s experience. The organization must also have medical 
leadership that understands and promotes systems thinking and a whole person / population 
health perspective. It probably goes without saying, but I’ll note that some financial support is 
necessary for any population health performance improvement effort and if that does not come 
from value based financial incentives then it will need to come from another source.  
 
 
 
 

https://howsyourhealth.org/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4124598/
http://nationalacademies.org/hmd/Activities/Quality/Accounting-SES-in-Medicare-Payment-Programs/Medicare-Social-Risk-Factors-Overview
http://nationalacademies.org/hmd/Activities/Quality/Accounting-SES-in-Medicare-Payment-Programs/Medicare-Social-Risk-Factors-Overview
https://www.nap.edu/catalog/23605/accounting-for-social-risk-factors-in-medicare-payment-data
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Q: What is a typical VIS implementation cycle? 
A:  It usually takes 3-5 months to get all the data in order, enriched, grouped, and reported back 
and after that point “refresh” cycles of new data and analytics are produced monthly.  Run 
charts, practice and population profiles all can become ongoing sources for evaluating and 
plotting program change.  
 
Q: One obvious outcome of using and leveraging the VIS data is input into Predictive Models 
for Care Management.  Can you share a few words about how you see such models being 
measured and managed over time? 
 
A: VIS tells us about individual provider performance, groups, and larger systems.  Within it are 
a number of items that relate to individual patients.  At that level, whether it be the use of 
emergency rooms, readmission, ancillary services or items it is important to understand not just 
system factors but patient factors that can put individuals more or less at risk.  Predictive 
analytics can help pinpoint those factors and patients and best of breed Predictives will 
combine patient and system factors together to establish risk.  We have used multisource data 
for these kinds of models and that can produce powerful models… but I want to emphasize that 
many of the problems that we must manage for population health do not occur over night, and 
administrative data, if that is all you have, can be more than adequate for driving risk models to 
help care managers trying to prevent readmissions, ambulatory care sensitive admissions and 
ER visits, and excess low value ancillary use.  
 
Q: It seems that the VIS has to remain being a dynamic score.  Does VIS allow for such self-
monitoring and self-correction lifecycle? 
 
A: VIS scores can change as often as the data is refreshed.  However, the change is tied to 
changes in practice and population and is not arbitrary and the magnitude of change can be 
smaller or larger based on those changes.  It is this continuous feedback that is the basis for 
the attractiveness of the measurements in monitoring performance.  
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