
Population Management  

Proactively identifying gaps in care and reaching out to patients 
overdue for treatment or preventive services. 

 

 

Key Changes 

• Ensure patients are linked to a specific provider and team (see Empanelment). 

• Decide which patient populations and data elements to track. 

• Create consensus among providers to follow selected evidence-based guidelines. 

• Regularly generate actionable and trusted reports at the team level. 

• Select and train population management staff. 

• Develop and document criteria that specify who/when/how to take action. 

 

Examples 
 

• Ask staff which populations are most difficult 
to manage. 

• Review current clinical outcomes to define 
high risk, high volume and or high cost sub-
populations.  Look for populations where 
you are meeting patient needs and/or clinical 
outcomes. 

• Select a single sub-population to address. 

• Set aim and measure for sub-population 
management. 

• Choose evidence-based care algorithm for 
target sub-population. 

•  Providers review algorithms and endorse 
selected plan in a group meeting. 

• Identify and resolve causes of clinical inertia. 

• Create patient focus group to review plan and 
give feedback on tests of change. 

• Develop new workflows and explicit roles for 
population tracking and outreach. 

•  Design tracking system that does not use the 
appointment schedule or medication refills. 

• Develop script for staff to contact patients to 
educate and complete care plan. 

• Test PDSAs of outreach scripts and workflows 
incorporating patient feedback. 

• When process is stable, consider adding other 
sub-populations leveraging learning from 
early successes. 

Search ImprovingPrimaryCare.org for more resources 
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How Primary Care Teams Achieve the Quadruple Aim 

 


