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Session Description & Objectives
Kaiser Permanente and Mount Sinai Health System will share learnings from their respective
journeys in achieving greater system alignment and delivering on the full transformative potential of
strategic population health management goals. The session will discuss key organizational levers
to accelerate learning and organizational change that benefit the health of patients and
communities served. Participants will learn: inclusive engagement strategies, structured
prioritization frameworks, critical infrastructure investment considerations, and systems approaches
to create shared accountability.
Objectives

▪ Apply deep, early, and frequent engagement strategies for diverse stakeholders such as
governing bodies, senior management, physicians, and frontline staff
▪ Develop structured prioritization frameworks, with discrete performance characteristics, to
enable deliberate evaluation of trade-offs between different measures and incentive strategies

▪ Use data, analytics, and system design principles to create engagement and accountability
across stakeholders
▪ Leverage organizational learnings – drawn from key insights, unexpected discoveries, and
unforeseen challenges – to create alignment between clinicians, administrators and other
stakeholders
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Session Presenters
▪ Stella A. Safo, MD, MPH | Senior Medical Director of Clinical Transformation,
Population Health, Mount Sinai Health Partners | Assistant Professor of Medicine, Icahn
School of Medicine at Mount Sinai
▪ Stephanie C. Wang, MD | Director of Clinical Transformation, Department of Medicine
at Mount Sinai St. Luke’s and West Hospitals | Medical Director, Mount Sinai Doctors
Faculty Practice at 1090 Amsterdam Ave. | Assistant Professor of Medicine, Icahn
School of Medicine at Mount Sinai | Clinical Informatics, Mount Sinai Health System
▪ Alen Vartan, MPH | Executive Director, National Quality Governance and Information
Connection, Kaiser Foundation Health Plan and Hospitals
▪ Scott Jacobs, MS | Statistical Consultant, Kaiser Permanente Insight, Kaiser
Foundation Health Plan and Hospitals
▪ John Gorham, MBA (Facilitator) | Senior Manager, National Quality Governance and
Information Connection, Kaiser Foundation Health Plan and Hospitals
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Case Study

Mount Sinai Case Study | Objectives
▪1

Provide organizational background

▪2

Discuss opportunity for transformation
▪ Applying transformation framework
▪ Engaging stakeholders

▪ Scaling implementation
▪3

Review key learnings
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Mount Sinai | Structure, Mission and Goals
Mount Sinai Health System is an integrated health care system in New York City
providing exceptional medical care to our local and global communities.
Our Structure
Mount Sinai Health System (MSHS) encompasses the Icahn School of Medicine at Mount Sinai and
seven hospital campuses in the New York metropolitan area, as well as a large, regional ambulatory
footprint.

Our Mission
The mission of the Mount Sinai Health System is to provide compassionate patient care with seamless
coordination and to advance medicine through unrivaled education, research, and outreach in the many
diverse communities we serve.

Our Population Health Goals
At Mount Sinai Health Partners (MSHP), we see our patients as people — and design our systems of
care to make it easy for people to engage in their health so they can focus on living their lives.
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Mount Sinai Evolution

Pivoting to Population Health Management Within a Fee-For-Service (FFS) Market

Mount Sinai Health System operates in an urban
landscape where FFS care delivery is dominant:
• Complex system: Different practice phenotypes (e.g.,
employed, network, voluntary, hospital-based, teaching)
accepting different payers with varying levels of risk
• Commitment: Despite Mount Sinai Health Partners’
financial stewardship of population health, more
knowledge and innovation is required to fully realize
value-based delivery within MSHS

Location
(across 5
boroughs)

Leadership
structure
(employed,
voluntary,
network,
teaching)

Experience in
transformation

Practice
Phenotypes
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A Complex System of Leadership

Icahn School
of Medicine

Mount Sinai
Hospitals

Practice
Touchpoints

Deans + Chairs

C-Suite Executives

Practice

Clinical / Research
Departments

Service Lines

Regional Leadership

Faculty and
Residency Practices

Wards / Procedural
Suites

System Executives
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Opportunity for Transformation
How will Mount Sinai create a population health management delivery
system with primary care as the foundation, given the challenges of a
(recent) merger and a market immersed in FFS care delivery?

Transformation
Frameworks

Approach to
Stakeholder Engagement

Scale of
Implementation
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Transformation Framework

Recent
Past
▪ Primary Care Success
Framework defined 14
separate components
of highly functioning
transformed practices

I

II

III

• Data Gathering:
Literature review, indepth 1:1 stakeholder
analysis, site visits

• Advisory Board Series:
3-part curated meeting
to outline framework for
primary care success

• Primary Care
Success Framework:
14-component
framework for
successful primary
care delivery

The framework was created and tailored to Mount Sinai’s needs
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Transformation Framework

Recent
Past

Present

▪ 14-component framework
reworked into thematic
scheme that outlined
foundational support need in
practices before
transformation can occur
▪ Current Practice Redesign
efforts are implementing
portions of the foundational
framework into 47 practices
over a 2-year span
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Transformation Framework

Recent
Past

Present

Transformed Primary Care

Foundational
Framework

Culture change

Near
Future

▪ Implementing the foundational
framework components requires
significant changes to
organizational culture
▪ Once major elements of culture
change addressed and foundational
framework implemented for all
employed practices, we will return to
the original Primary Care
Framework goals of integrating
all 14 components for a practice to
be considered truly transformed
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Approach to Stakeholder Engagement

Recent
Past
Practice
Touchpoints
Practice
Regional Leadership
System Executives

▪ The approach to previous
improvement efforts focused on
practice operations, staffing
workflows and technology
▪ In order to get buy-in given the
politics of the recent merger, the
main stakeholders who were
engaged in early improvement
efforts were the practice dyad
leadership (rather than regional
or system leadership)
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Approach to Stakeholder Engagement

Recent
Past

Practice
Touchpoints
Practice
Regional Leadership
System Executives

Present

▪ Challenges with implementing
improvement work led to a realization
that most barriers to redesign lay in
problem areas that only regional and
system leadership could address
▪ Resulted in launch of a system-wide
Primary Care Redesign Initiative to
oversee improvement efforts, led by
system leadership with support from
regional leadership

• Convened regional governance
committees comprising hospital,
school and regional leadership
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Approach to Stakeholder Engagement

Recent
Past

Practice
Touchpoints
Practice
Regional Leadership
System Executives

Present

Step 1:

Step 2:

Step 3:

DELINEATE
FUTURE/IDEAL STATE

EVALUATE

(SYSTEM) Gather insights from
system leaders; informed by
literature and peers
• Captured via steering
committee + mission
statement; guided by
Primary Care Success
Framework

(PRACTICE) Meetings with
clinic’s core transformation
group to comprehensively
outline current state

(PRACTICE) Identify the
resources (e.g. staffing,
technology and system-level)
needed

(PRACTICE) Gather insights
from practice leadership
• Core clinic transformation
group meets at practice
(consists of dyad leaders +
MAs and front desk
supervisors)

(SYSTEM) Meetings with key
system functional groups (e.g.
Data + Analytics, finance, etc.)
to fill in full picture of current
state that practice may not
know

(SYSTEM) Identify which
system resources already
exist that can plug in gaps and
connect practice to these
resources

CURRENT

STATE

CONDUCT
GAP ANALYSIS
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Approach to Stakeholder Engagement

Recent
Past

Present

Near
Future

▪ Practices are given more autonomy at
local level
• Example: Practice-level ownership of
P+L drives key operational decisions
▪ Governance committees bring executive
and practice leadership together, marrying
clear vision and strategy with practical
execution and implementation of tactics
• Cross pollination with vertical and
horizontal integration throughout
leadership levels will promote rapid
identification of and removal of
obstacles as well as accelerate learning
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Scale of Implementation

Recent
Past
▪ Initially, MSHS invested in individual pilot
practices as early adopters of the Primary
Care Success Framework
• Sample practices: Full risk; Traditional
primary care model; Residency clinic
• Learnings: Initial engagement with
practice sites showed that major barriers
(in resourcing, actionable data and
analytics, etc.) came from the system
▪ The early work with pilot sites led to a
commitment to the Transformation Continuum,
with Redesign and Transformation as a
separate set of activities
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Scale of Implementation

Recent
Past

Present

▪ Continuing with individual pilots would mean that
baseline Redesign would occur on a 5-7 year
timeline, even before Transformation activities
could be initiated
▪ Accelerated Cohort Scaling: New approach is
a cohort approach to Redesign
• Four Cohorts cover all 47 practices over a
span of 2 years
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Scale of Implementation

Recent
Past

Present
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Scale of Implementation

Recent
Past

Practice
Touchpoints
Practice
Regional Leadership
System Executives

Present

Near
Future

▪ Concurrent Scaling: Once Redesign is
completed, Transformation activities will
commence; rollouts for Transformation will
occur concurrently across all practices
• Dependent on strong regional leadership
that can implement changes rapidly across
multiple practices
• Since Mount Sinai is in its infancy of
practice transformation, there is much we
can learn from a large system like Kaiser
Permanente about leveraging regional
leadership to deliver value
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Key Learnings

Recent
Past

Present

Near
Future

▪ Don’t be afraid to dream big — Cannot start transformation without a definition of what success
looks like; that definition must factor in your organization’s unique realities
▪ One size does not fit all — Different phenotypes, comfort with transformation, practice/regional
culture and staffing resourcing means every rollout must take into account the unique contexts within
the primary care landscape
▪ Know “who’s on first”— Clarity of roles and responsibilities, both within practice staff workflows but
also among how regional and system leadership operate, is foundational to success in primary care
Redesign and Transformation
▪ Must manage need for both top-down and bottom-up forms of leadership:
▪ System barriers are the hardest to remove, yet their removal unlocks the greatest potential for
success
▪ Practices are incredible innovators, but need a network to hone skills, float ideas, and — most
importantly — identify opportunities for collaboration
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Case Study

Kaiser Permanente Case Study | Objectives
▪1

Provide organizational background

▪2

Discuss opportunity for transformation
▪ Applying structured prioritization frameworks
▪ Leveraging inclusive engagement strategies

▪ Using data and analytics to drive decision-making
▪3

Review key learnings
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Kaiser Permanente | Structure, Mission, and Vision
Founded in 1945, Kaiser Permanente is recognized as one of America’s leading health
care providers and not-for-profit health plans, serving 12.2 million members, with
headquarters in Oakland, CA.
Our Structure
Kaiser Permanente is made up of three separate, but closely cooperating organizations:

▪ Kaiser Foundation Hospitals and its subsidiaries
▪ Kaiser Foundation Health Plan, Inc.
▪ The Permanente Medical Groups

Our Mission
To provide high-quality, affordable health care services and to improve the health of our members and
the communities we serve.

Our Vision
We are trusted partners in total health, collaborating with people to help them thrive and creating
communities that are among the healthiest in the nation.
25

Kaiser Permanente Geographic Footprint

Northwest
• Oregon, Washington
• 606,159 members
• 2 hospitals
• 58 medical office
buildings
• 1,190 physicians

Washington
• 705,267 members
• 32 medical office buildings
• 836 physicians
Mid-Atlantic States
• Maryland, Virginia, DC
• 766,702 members
• 30 medical office buildings
• 1,454 physicians

Northern California
• 4,288,153 members
• 21 hospitals
• 247 medical office buildings
• 8,955 physicians
Colorado
• 655,437 members
• 39 medical office buildings
• 1,199 physicians

Southern California
• 4,530,385 members
• 15 hospitals
• 231 medical office buildings
• 7,421 physicians

Hawaii
• 252,977 members
• 1 hospital
• 27 medical office buildings
• 600 physicians

Georgia
• 364,164 members
• 26 medical office buildings
• 555 physicians

Source: Fast Facts About Kaiser Permanente, September 2018 (https://share.kaiserpermanente.org/article/fast-facts-about-kaiser-permanente/)
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Opportunity for Transformation

How can financial incentives drive aligned, enterprise-wide accountability for Kaiser
Permanente’s Quality & Service performance?

Structured
Prioritization
Frameworks

Inclusive
Engagement
Strategies

Data-Informed
Decision
Making
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Structured Prioritization Frameworks
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Structured Prioritization Frameworks

Recent
Past

▪ Measure prioritization
and selection
decisions influenced
by technical
feasibility.
▪ Reliance on broad,
public composites,
lacking actionability
and timely, frequent
information.

29

Structured Prioritization Frameworks

Recent
Past

▪ Measure prioritization
and selection
decisions influenced
by technical
feasibility.
▪ Reliance on broad,
public composites,
lacking actionability
and timely, frequent
information.

Present

▪ Refreshed performance
characteristics – aligned,
actionable, transparent,
reliable, and market-facing
– to enable deliberate
evaluation and selection of
critical few measures.
▪ Committed to challenging,
evidence-based opportunity
areas with timely, frequent
information.
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Structured Prioritization Frameworks

Recent
Past

▪ Measure prioritization
and selection
decisions influenced
by technical
feasibility.
▪ Reliance on broad,
public composites,
lacking actionability
and timely, frequent
information.

Present

▪ Refreshed performance
characteristics – aligned,
actionable, transparent,
reliable, and market-facing
– to enable deliberate
evaluation and selection of
critical few measures.

Near
Future

▪ Regularly reassess
priorities and potential
unintended
consequences of
decisions.

▪ Committed to challenging,
evidence-based opportunity
areas with timely, frequent
information.
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Inclusive Engagement Strategies
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Inclusive Engagement Strategies

Recent
Past

▪ Hospital / health plan
leaders engaged in
large groups.
▪ Goal setting perceived
to be driven
nationally, with
regional input.
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Inclusive Engagement Strategies

Recent
Past

▪ Hospital / health plan
leaders engaged in
large groups.
▪ Goal setting perceived
to be driven
nationally, with
regional input.

Present

▪ Invested in deep,
frequent, and
structured
engagement inclusive
of hospital / health
plan and medical
group leaders.
▪ Reinforced regional
ownership, with
national support, for
goal setting and
performance.
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Inclusive Engagement Strategies

Recent
Past

▪ Hospital / health plan
leaders engaged in
large groups.
▪ Goal setting perceived
to be driven
nationally, with
regional input.

Present

▪ Invested in deep,
frequent, and
structured
engagement inclusive
of hospital / health
plan and medical
group leaders.

Near
Future

▪ Continue to leverage
structured, bidirectional and
inclusive
engagement.

▪ Reinforced regional
ownership, with
national support, for
goal setting and
performance.
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Data-Informed Decision Making
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Data-Informed Decision Making

Recent
Past

▪ Emphasis on past and
current performance
to drive decisions
about the future.
▪ Reliance on
subjective
experience, “rules of
thumb”, and simplified
assumptions to project
performance.
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Data-Informed Decision Making

Recent
Past

100%

Max: 95.0%

90%

Target: 85.0%

80%

Threshold: 75.0%

70%

Actual

Goals
Threshold
75.0%

Target 85.0%
For illustrative purposes only
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Data-Informed Decision Making

Recent
Past

▪ Emphasis on past and
current performance
to drive decisions
about the future.
▪ Reliance on
subjective
experience, “rules of
thumb”, and simplified
assumptions to project
performance.

Present

▪ Complemented
existing data with
rigorous, computergenerated forecasts
of future performance.
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Data-Informed Decision Making

Recent
Past

Present

100%

Max: 95.0%

90%

Target: 85.0%

80%

Threshold: 75.0%

70%

Actual

Forecast

Threshold
75.0%
Goals
For illustrative purposes only
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Data-Informed Decision Making

Recent
Past

▪ Emphasis on past and
current performance
to drive decisions
about the future.
▪ Reliance on
subjective
experience, “rules of
thumb”, and simplified
assumptions to project
performance.

Present

▪ Complemented
existing data with
rigorous, computergenerated forecasts
of future performance.

Near
Future

▪ Integrate “evented”
scenario analysis
into expectations of
future performance to
increase utility of
forecasting.
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Data-Informed Decision Making

Recent
Past

Near
Future

Present

100%

Forecasting Events Menu
Max: 95.0%

90%

Start Date: Q3 2018
•

Hire additional staff

•

Implement
evidence-based
training program

•

Create
accountability for
daily interdisciplinary huddles

•

Implement new
Electronic Health
Record (EHR) best
practice alerts

Target: 85.0%

80%

Threshold: 75.0%

70%

Actual

Forecast

Evented Forecast

Threshold
Goals
For illustrative purposes only
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Opportunity for Transformation

How can financial incentives drive aligned, enterprise-wide accountability for Kaiser
Permanente’s Quality & Service performance?

Structured
Prioritization
Frameworks

Inclusive
Engagement
Strategies

Data-Informed
Decision
Making
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Key Learnings

Recent
Past

Present

Near
Future

▪ Move from Why > How > What.
▪ Consider first with what “should” be done, then determine how it “could” be done.
▪ Develop objective frameworks to deliberately asses trade-offs in decision making.

▪ Invest in deep, frequent, structured, and inclusive engagement.
▪ Translate data into insight and delegate the math to computers; focus on whether
you like the (expected) result and what to do differently, if anything.

▪ Document the rationale behind key decisions to create transparency and reinforce
learning culture across complex organizations.
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Let’s Discuss

