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Pubmed search: title ‘population health’, + species = human. English language. 



Population Health Management Market, Analysis and Global Forecasts to 2020.   Markets and Markets
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Source:  Bipartisan Policy Center, 

“F” as in Fat:  How Obesity Threatens 

America’s Future (TFAH/RWJF, Aug. 

2013)
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Focusing on sickest does not bend the cost trend
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Spot the ‘patient’…



Key facets of population health management

• Substantial use of data

• Comprehensive view of ‘health’ – physical, mental, whole person

• Early Intervention, Health Promotion and Prevention

• Wider determinants of health considered – eg Income maximisation, 

legal advice, housing, education

• Addressing lifestyle behaviours

• Population stratification / risk prediction 

• Care pathways defined and used, automated management

• Self-management

• Integration across agencies & team based care
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Data Acquisition

Patient Centric Data Warehouse 

Protocol Engine

Comms Engine

Acute 
EMR

P/C EMR

Social 
Care

Housing

Public 
Health

Community

Unique Patient ID / Master Patient Index – patient reconciliation / linkage

New delivery models require integrated data…

Cloud 

based
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Taking Action on “Actionable Data” 

Understand the population:
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Taking Action on “Actionable Data” 

Address entire population with targeted interventions

All diabetics <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 

All between A1c 7 and 9 are sent an 

automated message to encourage 

visit website to take diabetes self-

management course

All >9 A1c and no planned GP visit 

are sent a text message to call care 

manager

All >9 and BMI >35 are sent an 

automated invitation to a group visit 

with a diabetes dietician

1

2

3

4

10



Bring people into the system (appropriately)
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Automate
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Patient engagement / self management
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Comprehensive view of ‘health’ / wider determinants
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Team based care – integrated across agencies
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Identify variances by 

practice to target 

improvement 

strategies

System Comparison 
eg Identify variance in care by practice
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Population Health 
Management 
- one person at a time
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