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ABSTRACT
Although recent payment and delivery reforms have shown some effectiveness,

challenges remain in achieving the “quadruple aim” of better health of populations,

improved quality care, lower costs, and sustained health of providers and caregivers.

A working group of payer, provider, academic, and pharmaceutical industry stake-

holders was convened to provide insight into these challenges and identify barriers to

and opportunities for collaboration to address them. A series of structured discus-

sions was conducted among workgroup members over several months in 2017. As

the challenges were discussed, stakeholders identi½ed 4 key areas for improvement

and collaboration: to (1) better manage touchpoints of healthcare, (2) identify and

focus on patients most likely to bene½t from interventions, (3) better incorporate

social determinants of health into population health interventions, and (4) better

measure return on investment among interventions and improve its alignment with

stakeholders.The working group further identi½ed several major themes to enhance

the frequency and impact of collaborative population health initiatives: Stakeholders

should (1) seek to mine and cross-leverage the increasing volume of health-related

data that they each develop independently, (2) collaborate to create patient touch-

point “ecosystems” in which patients are maximally engaged through a diverse and

complementary set of contact channels and technologies, and (3) collectively deter-

mine the investments required for high-impact population health initiatives and how

to allocate them, so that individual returns on the various investments can be esti-

mated and calibrated according to the stakeholders’ needs.
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The US healthcare system has struggled to achieve high-
quality, accessible care at affordable cost. Recent efforts to 
improve quality of care, expand access, and reduce costs 

have included insurance market reforms as well as novel payment 
and delivery system reforms that attempt to shift financial risk 
across key stakeholders while improving population health, partic-
ularly for the sickest and highest-cost patients.

Although recent payment and delivery reforms have shown 
some effectiveness, challenges remain in achieving the “quadruple 
aim” of better health of populations, improved quality care, lower 
costs, and sustained health of healthcare providers and/or caregivers. 
Consistently delivered high-value care remains elusive, and by some 
estimates, low-value care is estimated to cost the United States 
$340 billion each year.1

In our view, an important contributor to limited progress is the 
lack of consistent communication and collaboration among key 
healthcare stakeholders. Patients, healthcare providers, drug and 
device manufacturers, and payers (eg, traditional managed care orga-
nizations, integrated delivery networks, pharmacy benefit managers) 
all have different perspectives and incentives that make the reality of 
high-quality care at affordable cost challenging to achieve.

To provide multistakeholder insight into these challenges, 
Novartis Pharmaceuticals convened a working group of payer, 
provider, academic, and pharmaceutical industry stakeholders. 
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Providers represented integrated health systems and accountable 
care organizations, and payers represented commercial managed 
care organizations. The working group had the following objectives: 
to (1) bring together diverse healthcare stakeholders; (2) discuss 
the critical issues and challenges arising from the transforming 
healthcare environment, in particular related to population health;  
(3) brainstorm approaches to address current problems and future 
needs related to population health; and (4) identify barriers to 
multistakeholder collaboration and improved care.

Prior to convening the working group, we conducted compre-
hensive discussions with payers and providers to identify priorities 
of these stakeholders and inform selection of topics for working 
group meetings. Three separate meetings were held that focused 
on the following topics: (1) multistakeholder approaches to popu-
lation health and wellness, (2) promoting medication compliance 
through patient engagement and education, and (3) building 
creative solutions to improve population health and patient 
engagement. Through these meetings, common priorities and 
challenges emerged.

Overall, all stakeholders are currently implementing their own 
population health programs with the key goals of improving quality 
of and access to care, preventing disease, decreasing avoidable health-
care utilization, and ensuring healthcare provider job satisfaction. 
However, there are significant challenges to the success of these popu-
lation health programs, including fragmentation in their implemen-
tation and delivery and gaps in communication and collaboration.

For example, population health programs tend to be fragmented, 
as approaches are typically executed under 1 stakeholder’s umbrella 
(eg, all population health activities occurring under the purview 
of the provider organization as opposed to collaboratively with 
payers and/or pharmaceutical industry partners). All working group 
members agreed that cross-stakeholder collaboration could leverage 
strengths of individual stakeholders, but there has been limited prec-
edent for this collaboration. This inherent fragmentation leads to 
communication and collaboration gaps.

Although there are multiple payer-, provider-, and community- 
driven programs that all touch the patient, there is limited commu-
nication among programs, resulting in both the reduction of indi-
vidual programs’ effectiveness and duplicative overlap in some 
programs’ services.

The working group also identified a key unmet need of identi-
fying which stakeholders are best suited to manage certain compo-
nents of care and leveraging those strengths to achieve improved 
overall outcomes. For example, 1 component of improving heart 
failure care requires more local efforts by providers that can shift 
social determinants of health. A health plan may have strategies to 
improve heart failure management (eg, lowering co-pays, deploying 
nurse managers, notifying providers of heart failure hospitalizations, 
etc), but it may not have the on-the-ground capabilities to affect 

social determinants of health. Ideally, it could leverage the provid-
er’s influence in the community to meet these needs, resulting in 
an optimal approach of complementing payer and provider strate-
gies. This level of collaboration is not broadly achieved today. These 
communication and collaboration gaps can impact both the patient 
experience and the ability to achieve positive health outcomes.

As these challenges were discussed, stakeholders identified 4 key 
areas for improvement and collaboration: to (1) better manage 
touchpoints of healthcare, (2) identify and focus on patients most 
likely to benefit from interventions, (3) better incorporate social 
determinants of health into population health interventions, and 
(4) better measure return on investment (ROI) among interventions 
and improve its alignment with stakeholders.

Better Manage Touchpoints of Healthcare 
As patients move along the care continuum, the use of tech-
nology has been widely promoted to facilitate coordination (eg, 
telehealth). In addition to physicians, other individuals on the 
care team, such as nurse navigators who help guide patients and 
their families through a complex healthcare system, may also 
find significant benefit in new technologies such as telehealth. 
However, the promise of the potential of these technologies has 
not been achieved. Although the payers, providers, and pharma-
ceutical industry members of our working group are all engaging 
in programs utilizing telehealth/telemedicine to address key 
challenges, financial and patient compliance barriers impact the 
ability to successfully incorporate technological solutions to drive 
high-quality care. These barriers include the costly investment 
in the technology itself, payer reimbursement for the technology 
and service, personnel investment in the program to facilitate use 
of the technology (eg, nurses to monitor patients using a remote 
monitoring scale in a heart failure program), inability to accu-
rately measure ROI, and patient engagement to promote compli-
ance with the technology.

Although in the current environment it is challenging to 
measure ROI and financially justify technology-driven programs 
that manage patient touchpoints across the continuum of care, 
stakeholder collaboration and exploration of alternative financing 
models that more explicitly link financial rewards to assumed risks 
can support further expansion of these programs to recognize their 
potential benefits. For example, with the implementation of federal 
programs such as the Medicare Access and CHIP Reauthorization 
Act and the Merit-based Incentive Payment System, stakeholders 
are increasingly focused on meeting quality measures, as the federal 
programs have given these measures a greater financial impact on 
stakeholder payment. As a result, the ability of technology-based 
solutions to improve quality of care and support achievement of 
quality metrics should also drive their implementation across the 
care continuum.
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Identify and Focus on Patients Most Likely to Benefit From 
Interventions
Many current interventions aimed at reducing costs focus on 
identifying the highest-risk, highest-cost patients. However, this 
strategy may not be the most effective way to reduce costs to the 
greatest extent.

When developing interventions to address key issues such as medi-
cation adherence, the highest-risk and highest-cost patients may not 
be those for whom the needle can be moved with regard to outcomes 
and cost. This is because healthcare behaviors that are correlated 
with poor adherence and poor health outcomes will persist in some 
patients even if adherence itself is improved.

Therefore, stakeholders should be focusing on patients for whom 
the maximum benefit of an intervention can be realized both clini-
cally and financially. Almost all stakeholders in our working group 
are implementing ways of analyzing data for this purpose. For 
example, 1 provider stakeholder in our working group described a 
risk stratification model that is applied to their data warehouse to 
identify patients in the top 1%, 2.5%, and 10% of cost and utiliza-
tion. The top 2.5% to 10%, as opposed to the top 1%, are identified 
as “rising risk” and are thought to be the patients with the poten-
tial to change their health trajectories for the better, and where the 
greatest ROI from an intervention is possible.

As payers and providers seek to develop programs to better care for 
these rising-risk patients, there is the potential to harness advance-
ments in data analytics to identify patients who are both high-cost 
and most likely to respond to healthcare interventions, as well as to 
partner with pharmaceutical industry stakeholders who are imple-
menting patient-centered programs to improve engagement of these 
critical patients. Achieving this potential will require stakeholders 
to view each other less as adversaries and instead more as partners 
in identifying and delivering appropriate care to the right patients.

Better Incorporate Social Determinants of Health Into 
Population Health Interventions
A theme stressed by all stakeholders in the working group was that 
improving the value of interventions, and ultimately quality of 
care and patient outcomes, requires addressing not only clinical 
but also nonclinical components of care (ie, social determinants 
of health). This is a key priority of payers and providers, both 
of whom are addressing social determinants of health in various 
ways. Providers in our working group identified several ways in 
which their organizations are attempting to improve quality and 
outcomes through nonclinical components of care, including 
creating a culturally sensitive diabetes cookbook, identifying which 
patients would qualify for or benefit from Meals on Wheels, iden-
tifying which patients are in greatest need of assistance with trans-
port to medical appointments, and piloting house-call models in 
which primary care is provided in the patient’s home for patients 

who are unable to reliably make visits to a physician’s office. These 
traditional care management techniques are effective but finan-
cially burdensome for the provider. This misalignment of action 
and payment is a point of stress on the system.

These efforts were echoed among stakeholders; however, the inte-
gration of nonclinical components of care in interventional programs 
more broadly has not been achieved. Risk stratification models need 
to include community data from community needs assessments, 
as well as patient-specific data, to target “hot spots” for improving 
social determinants of health. Solutions offered by pharmaceutical 
industry stakeholders have not typically included social determinants 
of health in their design, possibly because they are viewed as inap-
propriately diffuse targets for investments whose returns need to be 
quantified. Nevertheless, as programs are developed moving forward, 
the most effective interventions will include these components and 
take advantage of stakeholders’ unique abilities to influence social 
determinants. For example, with the powerful direct-to-consumer 
communication channels they have developed, pharmaceutical 
industry partners may be able to break through some of the social 
determinant barriers to facilitate program implementation.

Better Measure ROIs Among Interventions and Improve 
Alignment With Stakeholders
A factor underlying all of these identified challenges and barriers 
is the measurement of ROI and the resulting impact on the ability 
to implement and maintain these programs. All stakeholders are 
concerned about the measurement of ROI; however, with so many 
touchpoints and interventions affecting the patient, it is diffi-
cult to ascribe ROI to a particular intervention or stakeholder’s 
investment. Moreover, for most interventions, detailed data on 
intervention costs and any cost offsets associated with the inter-
vention are frequently lacking, making it challenging to compare 
ROI across multiple competing interventions. Ultimately, these 
challenges make it difficult for individual stakeholders to finan-
cially justify many population health programs. In addition, stake-
holders have different financial incentives, and the return derived 
from a particular intervention may not be aligned with the finan-
cial incentive of that stakeholder or even be realized by the stake-
holder making the investment. For example, even as they take on 
increased financial risk, providers still are not typically account-
able for pharmacy spending, so the ROI of interventions to 
improve medication adherence may not be realized by providers, 
even if they are primarily responsible for funding the interven-
tion. However, as providers engage in alternative payment and 
care models, such as the Comprehensive Primary Care Initiative 
and the Oncology Care Model, and are more accountable for the 
care that they provide, there may be ways to evaluate the impact 
of interventions on cost and quality of care compared with that in 
traditional care settings.
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One example from our working group was the provider imple-
mentation of a heart failure program that used telemonitoring to 
communicate with at-risk patients with heart failure. An enhanced 
weight scale used at home communicated patient information back 
to case managers, who would intervene if necessary. However, even 
though the program realized positive clinical outcomes, there was 
insufficient ROI to justify the costs of the technology and the case 
managers, and the program was subsequently terminated.

CONCLUSIONS
Despite potential opportunities for providers, payers, and phar-
maceutical industry partners to collaborate to improve quality 
of care, including better population health, collaboration among 
these groups has traditionally been low, particularly with regard to 
engaging industry partners. This is in part due to misalignment 
of financial incentives, as well as difficulties in measuring and 
properly attributing returns on investments. Our working group 
brought together stakeholders from diverse organizations with the 
goal of identifying barriers to and opportunities for multistake-
holder collaboration. The working group identified several major 
themes to enhance the frequency and impact of collaborative 
population health initiatives:
• Stakeholders should seek to mine and cross-leverage the 

increasing volume of health-related data that they each develop 
independently. Each type of stakeholder collects and curates 
a somewhat different data set; these data sets are useful inde-
pendently, but together they enable exceptionally powerful 
patient targeting.

• Stakeholders can collaborate to create patient touchpoint 
“ecosystems” in which patients are maximally engaged through 
a diverse and complementary set of contact channels and 
technologies offered by providers, payers, and pharmaceutical 
industry members working together. Such ecosystems should 
be effective in modifying key patient behaviors and particularly 
powerful in affecting social determinants of health.

• Payers, providers, and pharmaceutical industry members need 
to collectively determine the investments required for high- 
impact population health initiatives and how to allocate them, 
so that individual returns on the various investments can be 
estimated and calibrated according to the stakeholders’ needs. 
This collaborative approach also can facilitate the equitable 
sharing of the investment burden to overcome population 
health barriers recognized as meaningful, although diffuse.

Experience has taught us that we can expect only limited success 
in addressing population health challenges with fragmented 
single-stakeholder initiatives. Significant progress will require 
innovative thinking from the critical stakeholders—patients and 
their families, providers, payers, and pharmaceutical industry 
members—and a willingness to collaborate, in recognition that 
improved population health is a worthy goal deserving of unprec-
edented approaches.
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