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Introduction 
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Agenda 
 

 

Today, we will review what we discussed in the first and second webinars in this series, and we 
will hear from two of our BHH services providers and their experiences with population health 
management.
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Review Webinar #1 
 

In the first webinar of this series, we discussed the principles of population health management 

using the Iceberg Model. We also discussed tools to use for  population health management. 

 
Developing new skills and a cultural shift to support the initial and ongoing implementation of 

those skills can be likened to the Iceberg Model. The underlying behaviors, structures, and 

relationships – the behavioral competencies – support the successful implementation of the 

knowledge and skills – the technical competencies. We also reviewed the care management 

reports in the DHS Minnesota partner portal. 
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Review Webinar #2 
 

 

During the second webinar, we heard from Guild, Inc., about how they collect data and how they 
focus on sub populations (specifically people with high ER visits and people with diabetes) to 
provide interventions and track outcomes. 

We also discussed the three Partner Portal reports: chronic condition, provider alert and 
members lost report. 
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Introduction Zumbro Valley Health Center 

Allie Harwood is the clinical integration manager for Zumbro Valley Health Center. Today, she will talk about how 
Zumbro has developed their patient registry and how they use it to track preventative screenings which allows 
their BHH services team to easily identify care gaps, implement strategies to improve patient care and outcomes 
through education, referral to primary care and other community partners. 
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Zumbro: Population Health Management 
 

 

 

(Transcript for this slide not available) 
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Zumbro: where are we now? 
 

 
 

(Transcript for this slide not available) 
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Zumbro:  Lessons Learned 
 
 

 
 

(Transcript for this slide not available) 
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Zumbro: Where are we going? 
 

 

(Transcript for this slide not available) 



 

 

Zumbro: First Steps 
 

Determine what data you want to have in the registry 
Determine what data is already being collected in the EHR 

 Health Wellness Assessment (HWA) – physical exam date, dental exam date, tobacco use screening, tobacco use status 

 Vitals Page – obesity screening date, BMI value Determine 
what data is still needed 

 Cervical cancer screening date, colorectal cancer screening date, breast cancer screening date 
Determine how to obtain the data which is still needed 

 Example: Registry – Preventative Screenings Add screening tool to complete during HWA 

 If age or gender applicable, ask about dates of last colonoscopy, mammogram, PAP screening tests 

 Work with MCOs to obtain the needed information 

 Currently working with UCare to obtain dates of the last screenings for BHH services UCare clients and the dates in which people are due or next 
eligible for the screening 

Determine how to best enter this data into the EHR 

 Consult IT or data analyst 

 Is there a configurable form already somewhere in the EHR that these data pieces can be easily added to? 

 Do you need to come up with a new form altogether?
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Zumbro: preventative screenings 

 

 

US Preventative Services Task Force Recommendation: Colorectal Screening 

 Men and women 

 Beginning at age 50, continuing at recommended intervals until age 75 

 Jane Doe: colorectal screening is “Not applicable” because she is not yet 50 years of age 

 Eric Doe: colorectal screening is normal color and font because he is 50 and was screened  this year 

 Alan Doe: colorectal screening is RED because it was over 12 years since his last screening, which is 

outside the recommended timeframe 
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Zumbro: Registry 

 

US Preventative Services Task Force Recommendations 

 Breast cancer screening: Women, ages 40+, mammography every 1-2 years 

 Cervical cancer screening (updated August 2018):  
• Women, ages 21-29: Every 3 years with cervical cytology alone 
• Women, ages 30-65: Every 3 years with cervical cytology alone OR every 5 years with high-risk HPV 

(hrHPV) testing alone OR every 5 years with cervical cytology and hrHPV combo  

 Colorectal cancer screening: Men and women, starting at age 50 and continuing until 75  

 Obesity screening and counseling (updated September 2018): Adults, BMI (height and weight), if BMI 
> 30, refer to intensive, multicomponent behavioral interventions 

 Tobacco use counseling and interventions: Non-pregnant adults, ages 18+, screen for 

tobacco use. Advise to stop using and provide behavioral intervention. 
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Zumbro: Registry Utilization 

 

 Run report at regular intervals to track progress: daily, weekly, monthly, depending on data tracked 

 Sorting the data 

 Example 1: BMI Value – Sort BMI highest to lowest value to determine which clients are obese/highest risk – 
Intervention examples: Incorporate motivational interviewing into BHH monthly visits, provide education on 
healthy diet/exercise – Referral to local fitness center/gym – Referral to HyVee free dietician service for grocery 
store walkthrough – Referral to community ed. healthy cooking class – Referral to ExercisAbilities  some Medicaid 
covered programs for those considered pre-diabetic – Coordinate with primary care provider 

 Example 2: Smoking Status – Sort to identify who the tobacco users are - Interventions: Incorporate motivational 
interviewing into BHH monthly visits – Provide education on smoking cessation – Offer QuitPlan resources – 
Smartphone applications (QuitGuide) – Coordinate with primary care providers 

 Example 3: Mammogram: Sort (or utilize automatic indicators – cell should be red) to determine 
women over 40 who have not had a mammogram | Intervention: Provide a reminder to those individuals 
via the phone, letter, or in person – Determine if eligible for insurance incentives Example: UCare Rewards 
and Incentives – some plans offer $50 gift card for getting a screening. If eligible, coordinate with primary 
care provider to schedule appointment 
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Other thoughts 
 

 

• Potentially partnering with local community provider 

• Identify pre-diabetic clients on BHH caseload/agency-wide. Criteria include: 

o 18+ years of age 

o BMI >/= 25 (or >/= 23 if Asian) 

o No previous diagnosis of type 1 or type 2 diabetes (gestational diabetes mellitus OK) 

o Diagnosis of prediabetes within the past year (must check at least one) 

• HbA1c: 5.7-6.4% (range means higher chance of getting diabetes) 
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Helpful resources 
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Vail Place: Introduction 
 

 
 

Julie Plante, nurse manager at Vail Place, is here to talk about how Vail identified sub-populations to gather more 
detailed information that helps provide more intensive interventions. 
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Vail Place: the first year 
 

 
 

(Transcript for this slide not available) 
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Identifying Subpopulation 
 

 

(Transcript for this slide not available) 
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Getting started 
 

 

(Transcript for this slide not available) 



21 
 

Initial challenges/outcomes 
 

 

(Transcript for this slide not available) 
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Initial challenges 
 

 

(Transcript for this slide not available) 
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Outcomes 
 

 

(Transcript for this slide not available) 
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New action plan 
 

 

(Transcript for this slide not available) 
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Smarter staff 
 

 
 

(Transcript for this slide not available) 
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Thank you 
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