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Success Story

Analytics Helps Population Health Coordinators 
to Better Treat Chronic Conditions

EXECUTIVE SUMMARY 

Chronic conditions remain a severe and costly problem for 
healthcare organizations. For example, of the U.S. adult population, 
an estimated 13 million have undiagnosed hypertension1, and 30 
million have diabetes2—both are leading causes of death that carry 
huge costs. Improving the management of chronic diseases for 
patients is crucial for reducing expenses and improving health 
outcomes for this population. 

Newton-Wellesley Hospital, a member of the Mass General 
Brigham (formerly Partners HealthCare) system, recognized that in 
order to meet quality measures and improve population health, it 
needed to build and expand team relationships across more than 
30 large-group practices. With the help of analytics, the hospital’s 
new population health coordinators were able to identify variations 
in chronic disease management across these practices and develop 
standardized best practices aimed at reducing costs through better 
outcomes for patients.

RESULTS

Improved effectiveness of diabetes management:

• 6.9 percent more patients with diabetes whose hemoglobin
A1c was within the recommended guidelines.

• 4.6 percent more patients with diabetes achieved
hypertension control.

• 8.5 percent more patients with diabetes whose cholesterol
was controlled within the recommended guidelines.

Improved effectiveness of cardiovascular management:

• Six percent more patients with hypertension achieved blood
pressure control.

• 7.7 percent more patients with high cholesterol whose
cholesterol was controlled within the recommended guidelines.

Newton-Wellesley has also achieved a 16.1 percentage point increase 
in the adult prevention composite score.
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Using the analytics 
application, I was able to 
share physician-specific 
performance data with the 
lead medical assistant for a 
busy, eight physician 
practice. The medical 
assistant gained new 
insight and understanding 
about the quality measures 
and was able to better 
support the physician’s 
efforts in providing 
patients with the 
appropriate care, which 
improved quality scores.

Maria Hall
Senior Population 

Health Coordinator 

CHRONIC CONDITIONS CARRY SIGNIFICANT COST FOR 
HEALTHCARE ORGANIZATIONS

Chronic diseases carry a significant cost for healthcare 
organizations and patients. In the U.S., 12 percent of adults have 
five or more chronic conditions. However, this patient population 
accounts for a disproportionate 41 percent of the $3.3 trillion in 
healthcare expenditures annually.3,4 Each year, seven out of ten 
deaths among Americans are from chronic diseases.5

To reduce costs and improve outcomes, healthcare 
organizations must address the growing epidemic of chronic 
disease. Mass General Brigham is a large, non-profit integrated 
delivery network headquartered in Boston, Massachusetts. 
Through its system of 12 hospitals, 150 primary care practices, 
and physician network, it strives to meet population health needs, 
including improving outcomes and reducing costs associated with 
its patients with chronic illnesses. Newton-Wellesley Hospital, a 
member of Mass General Brigham, is committed to delivering 
high quality medical care to its primary care patients and upholds 
the Agency for Healthcare Research and Quality’s definition of 
quality: "Doing the right thing, at the right time, for the right 
person, and having the best possible result." Because of the high 
risk of death associated with chronic illness, improving population 
health outcomes for this patient population is a top priority for 
Newton-Wellesley Hospital.

UNRELIABLE DATA LIMITS INSIGHT ON PERFORMANCE

Newton-Wellesley Hospital determined that processes for 
managing chronic diseases such as hypertension, high 
cholesterol, and diabetes varied between practices. This variation 
made it challenging to demonstrate that the organization was 
meeting the expected population health quality measures. While 
care was documented in the EMR, it was difficult to use that 
information to evaluate performance over time due to the high 
level of practice variation.   

As a result of unreliable data, providers had limited insight and 
knowledge about how the care they provided and documented 
affected patient outcomes and quality measures. The lack of 
visibility into performance made it challenging to determine where 
to focus improvement efforts. Providers were often unaware of 
which quality measures they had the opportunity to improve and 
how their performance compared to that of their peers. 
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Leadership at Newton-Wellesley Hospital recognized that to improve 
population health and reduce healthcare costs, it needed to build and 
expand team relationships across more than 30 large-group 
practices and expand access to meaningful performance data that 
could be used to drive improvements.

The ambulatory quality team at Mass General Brigham had 
implemented network-wide tools—including the population health 
coordinator (PHC) role, analytics platform and applications, and 
registries to improve outcomes. Newton-Wellesley Hospital utilized 
these tools to help drive improvement efforts and successful quality 
outcomes.

NEW COORDINATOR ROLE TASKED WITH IMPROVING 
POPULATION HEALTH

Newton-Wellesley Hospital adopted a PHC role to support frontline 
teams in improving the management of chronic health conditions. 
PHCs support providers and practices in quality performance 
improvement and facilitate quality, patient-centered care that 
improves timely access to, and provision of, preventative services, 
cancer screenings, and chronic disease treatment.

To aid in their work, PHCs leverage the Health Catalyst® Data 
Operating System (DOS™) and a robust set of analytics 
applications, including Mass General Brigham Quality Insights, in 
addition to data in the EMR. The data and analytics application are 
used to identify patients’ unmet needs, engage patients in their own 
care, gather summary information for treatment interventions, and 
enhance ongoing communication between patients and their care 
teams.

PHCs at Newton-Wellesley Hospital also utilize the Mass General 
Brigham Quality Insights analytics application and data from the 
EMR as a population health registry (see Figure 1). The analytics 
application allows the PHCs, and practices they support, to 
effectively monitor chronic and preventative disease quality 
measures. PHCs are able to capture and report timely, meaningful 
data related to chronic disease management and exception reporting 
for health maintenance.

We use the analytics 
application to help plan 
care for the week and 
improve performance. If 
the data demonstrates we 
need to improve 
hypertension control, we 
are able to identify 
patients with 
hypertension who are 
coming in to be seen and 
address their blood 
pressure management. By 
giving the providers 
actionable data, they are 
able to better manage 
their patient panel.

Kristen Slejzer, MS, MPH
Population Health Coordinator
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• Increasing the engagement of the frontline staff. One of the
PHCs identified the opportunity to meet with the lead MA for
the practice. Using data from the analytics application, the PHC
reviewed performance with the lead MA, helping her to
understand the measures and potential opportunities for
improvement.

FIGURE 1. MASS GENERAL 
BRIGHAM QUALITY INSIGHTS 
ANALYTICS APPLICATION SAMPLE 
VISUALIZATION
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Filters to select measure, 
practice, or provider. 
Filters to select patients 
of interest.

Light blue indicates 
performance below target.

Dark blue indicates target met.

Figure 1: Mass General Brigham Quality Insights 
analytics application sample visualization

Informed by data, the PHCs developed and implemented standard 
practices, in addition to implementing practice and provider specific 
strategies for improvement. PHCs are also responsible for 
coordinating patient outreach. When the data demonstrates a patient 
needs to receive specific preventative or primary care, the PHC 
contacts the patient and schedules them to be seen by a provider. 
PHCs also help to ensure patients are scheduled for follow-up 
appointments at the point of care.

When patients are being seen for a primary care visit, PHCs help 
ensure eligible patients are also scheduled for a mammogram on the 
same day, decreasing the number of trips the patient must make to 
the clinic.

Practices have implemented best practices for using data and 
inputting new information into the EMR. Additionally, the use of 
modifiers has been standardized. Practices have also made changes 
to maximize the medical assistant (MA) workflow, ensuring accurate 
data capture. To support this, documentation of quality measure 
exceptions has also been standardized to avoid variation.

Other practice-specific improvements that have been implemented 
include:
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• New workflow for scheduling. For patients who have failed
to show or have canceled their follow-up visit, new procedures
were implemented to get these patients scheduled for all
necessary follow-up check-ins and care.

• New workflow and standard documentation in the EMR to
request outside patient records. As practices join Newton-
Wellesley Hospital, staff are able to use phrases in the EMR to
auto-populate a records request form, which is then faxed to
facilitate transmission of the patient records.

• Using the data to identify patients who will be due to
receive preventative or chronic care, but who do not yet
have an appointment scheduled. Once identified, the PHC
or practice staff perform patient outreach to ensure the patient
is scheduled for the needed care.

• Ensuring referrals for patients who have hemoglobin
greater than nine who are not currently being seen by an
endocrinologist. The PHCs use data to identify these
patients, then reach out to the primary care provider to request
a referral to the diabetes clinic.

PHCs send data from the analytics application to the practices each 
week, identifying opportunities for improvement. Each quarter, the 
organization reviews un-blinded quality data, so that each provider 
can see their specific performance and how their performance 
compares to the practice of their peers. This ensures best practices 
are followed throughout the organization. 

RESULTS

Using a data-driven approach and developing strategies to meet the 
needs of the various provider practices is yielding the desired results. 
In just one year, Newton-Wellesley Hospital has achieved the 
following results:

Improved effectiveness of diabetes management:

• 6.9 percent more patients with diabetes whose hemoglobin A1c
was within the recommended guidelines.

• 4.6 percent more patients with diabetes achieved hypertension
control.

• 8.5 percent more patients with diabetes whose cholesterol was
controlled within the recommended guidelines.
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Improved effectiveness of cardiovascular management:

• Six percent more patients with hypertension achieved blood
pressure control.

• 7.7 percent more patients with high cholesterol whose
cholesterol was controlled within the recommended guidelines.

Additionally, Newton-Wellesley Hospital has also achieved a 16.1 
percentage point increase in the adult prevention composite score.

WHAT’S NEXT

Newton-Wellesley Hospital plans to continue its PHC program. 
Leadership also intends to use data to drive improvement in population 
health outcomes, better coordinating care for the management of other 
chronic diseases while further improving outcomes for its diabetic and 
hypertensive patient populations. 
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ABOUT HEALTH CATALYST

Health Catalyst is a leading provider of data and analytics 
technology and services to healthcare organizations, committed 
to being the catalyst for massive, measurable, data-informed 
healthcare improvement. Our customers leverage our cloud-
based data platform—powered by data from more than 100 
million patient records, and encompassing trillions of facts—as 
well as our analytics software and professional services expertise 
to make data-informed decisions and realize measurable clinical, 
financial, and operational improvements. We envision a future in 
which all healthcare decisions are data informed. Learn more at 
www.healthcatalyst.com.

Visit www.healthcatalyst.com, and follow us on Twitter, LinkedIn, 
and Facebook.
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