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Presenter
Presentation Notes
we have all kinds of data about our population, how do we transform it into meaningful information and actionable knowledge


AUTHORITY AND MANDATES

CA Health &
Safety Code

LIVE WELL
m SAN DIEGO

Public Health
Services Strategic

Public
Health

Public Health
Essential

CA Code of
Regulations

Data
Type

Population

Client

Patient

Title 17: Public
Health

Title 17: Public
Health

Title 22: Social
Security

Title 17: Public
Health

Title 22: Social
Security

Division 1 and 101:
Administration of Public
Health

Division 20: Misc. Health
& Safety Provisions
Division 102: Vital
Records and Health
Statistics, and

Division 105:
Communicable Disease
Prevention & Control

Division 1 and 101:
Administration of Public
Health

Division 10.5 Alcohol
and Drug Programs
Division 108 CA Children
& Families Program

Division 2.5 Emergency
Medical Services
Division 106 Personal
Health Care

Services

Monitor Health
Status (1),
Diagnose and
Investigate (2),
Inform, Educate,
and Empower (3),
Evaluate
Effectiveness (9)

Same as above,
plus Link
to/Provide Care (7)

Same as above

Accredi-
tation

Domains 1,7,10

EXAMPLE
1.3.1 A: Data
analyzed and
public health
conclusions
drawn

Domains
1,2,7,10

Domains
1,2,7,10

Plan

Epidemiology & Immunization
Services Goals 1-3, 6

HIV, STD, & Hepatitis Branch
Strategies 7.5 and 7.6
Tuberculosis Control &
Refugee Health Goal 4
Emergency Medical Services
Goals 16-20

Epidemiology & Immunization
Services Goals 1-3

HIV, STD, & Hepatitis Branch
Strategies 7.5 and 7.6
Maternal, Child, and Family
Health Services Goal 1
Emergency Medical Services
Goal 21

Epidemiology & Immunization
Services Goals 1-3

HIV, STD, & Hepatitis Branch
Strategies 7.5 and 7.6
Tuberculosis Control &
Refugee Health Goal 4
Emergency Medical Services
Goals 16, 21-23



"POPULATION DATA SOURCES

(N=3.2 MILLION RESIDENTS)

PHS Data Sources
Birth Certificates
*CHIS (survey)

*Death Certificates

*Demographics
Reportable Diseases

Emergency Department
sImmunizations

sInpatient Hospitalization
*Prehospital (911)

«STDs, HIV/AIDS, TB
*SWITRS (traffic crashes)
*YRBSS (survey)
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Presentation Notes
data from varied sources. Our primary databases feed into what we call our CORE indicators. The core indicators data are provided from the various data holders, as they become available.  Then using consistent methodology, data are aggregated and formatted into the various products.  The most recent data is always available on the web – 2013 currently.

This strategy is designed to make it easier for the data providers by limiting requests, as well as the data users by creating internally consistent and comparable data products. 






"CLIENT DATA SOURCES

(N=1 MILLION RESIDENTS)

Data Sources TRENDS

*Aging & Independence
Services

ral Relief Recipients

*Behavioral Health w =1 ] e
Services

*Cal-Fresh Recipients

*CalWorks Recipients MAPS, DASHBOARDS
R C are Tran S | t | ons | “HHSA Welfar to Wk (WTW) Population Dashiboard February 2016 ‘FL:'}"; ‘L,I:iWELL
|n;:p;§=8 \ R;m:;; 2% **U $900 !ﬁ-" $9;E ‘ %I mMme“; HFM;;:" 3% i m % d

Population by WTW Status

*Child Welfare Services

*General Relief
Recipients

Homeless Services

*Medi-Cal Recipients

*\Veteran Services
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What kinds of data do we collect  Client Services Data 1.0 million


PATIENT-LEVEL DATA SOURCES

PHS Data Sources
*Black Infant Health (BIH)
«County Medical Services

sFamily Nurse
Partnership

sLow Income Health
Program (prior collection)

*Medi-Cal (forthcoming)

*Reportable
Communicable Disease
Outbreaks &
Investigations

«Sexually Transmitted
Diseases (STD)

*Tuberculosis (TB)
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What kinds of data do we collect Patient Services Data – STD, TB, Black Infant Health, Family Nurse Partnership, Reportables investigations, LIHP, CMS (looking forward to getting Medi-Cal from the state). 


STANDARDIZATION

Data is standardized and reported by number, percent, or rate by Region and
Community (geography) and by age, gender, race/ethnicity, and SES

* If we talk the same Example: What is the primary health

language problem in South Region?
Highest cost A Number
» If we use the same ¢ death® S of
| — e % Episodes
denominators Nd Y.
RATEOFDEATH ‘o
s
« If we use the same PREVALENCE OF DISEASE “o¢
j?.
methods 049.11 dpecific hated 0,?9
Lowest
Then we can compare data quality of life NUMBET OF GLIENTS SEIVED

all of our data eliminate
programmatic data silos
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Data is standardized and reported by number, percent or rate by Region and Community and by age, gender and race/ethnicity



COMPARABILITY

Are we speaking the same
language?

A How bad is this flu season?

Community
& Progressing
Circulating virus Out Sick lliness Hospitalization Death

* Baselinetrends  *Absenteeism  + Self medicating  * tc&&‘ath
* New Incidents * Salf mmimriaa certificate
= Vaccinations . ‘w il Dx * Mutopsy

visks *Llabtests
011 calls * Prescriptions
*Paramedic transports

* School outbreaks

* Flu strai -
. H:asltilgf =]l t d‘ﬁet
= Situ atiﬁl

After standardization, it is important to ensure comparability of data from
different sources to tell the story about any given health issue or situation.
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Comparability and standardization makes it possible to integrate data from different sources. 
Problems are not as simple as the rate of ED visits in an area for Flu, we must also look at other factors and from other sources. 
But this makes comparing numbers difficult if we aren’t clear. 



PLANNING

Once data is standardized, then it can be tied to population projections
to estimate the future disease burden to identify impending problems
EXAMPLE: BOS ALZHEIMER’S PROJECT

Estimate of the Number of Residents with Alzheimer's Disease and Other Dementias by
Health and Human Services Agency Regions, 55 Years and Older, San Diego County,
2012-2030

25,000 m2013 2020 2030

20,000

15,000

Number of Residents

10,000 -

5,000 -

0,

Central East North Central North Coastal North Inland South

Source: County of San Diego, Health and Human Services Agency, Public Health Services, Community Health Statistics,
Alzheimer's Disease and Other Dementias Database.
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Presentation Notes
Once data is standardized then it can be tied to population projections to estimate the future disease burden (if nothing changes) to identify impending problems (Alzheimer’s)



QUALITATIVE VS QUANTITATIVE ~

Data is the “collection of facts, such as numbers, words, measurements,

observations or even just descriptions of things.”

Data

'\

Qualitative data Quantitative data

(words) (hnumbers)

» friendly demeanors e 672 students

e civic minded o 394 girls, 278 boys

e environmentalists  68% on honor roll

e positive school spirit » 150 students accelerated

Descriptive info

https://www.mathsisfun.com/data/data.html
Example from: Oswego City School District. Regents Exam Prep Center.
http://regentsprep.org/regents/math/algebra/ad1/qualquant.htm

in mathematics
Numerical info
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Data is the “collection of facts, such as numbers, words, measurements, observations or even just descriptions of things.”

Data can be qualitative or quantitative.

-Qualitative data is descriptive information (words that describe something) such as colors, textures, smells, tastes, appearance or beauty. 

-Quantitative data is numerical information (numbers) such as length, height, area, volume, weight, speed, time, temperature, humidity, sound levels, cost, members or ages.. 

Think of Qualitative as Quality and Quantitative and Quantity.


https://www.mathsisfun.com/data/data.html

PRIMARY VS SECONDARY DATA

Primary Data

Ex: Office of Business Intelligence -
Client Services data

¥HHSA
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- OfRe i B st Intoine

JSource: BHS Impact Program Population maiched with CalWiN datz

Tuesday, March 18, 2014

Males by Age Population by US Citizen's Birth State

i [ Eligibilty Programs
o [
e -
h 1 oy

CaORs .5m e

1 -

[General Relel .425% “
o oo W

< |+ Indigusis may be receiving more then one program

Secondary Data

Ex: Community Health Statistics
Unit - Population data

Lifestyles Profiles: Tapestry | BH NSNS

EGMENT 1E: EXURBANITES
*  Supportthe arts and public
TViradio

S
= Appreaching retirement age

* Active community members

*  30% have some college * Eriaygatening

education *  Financially active: investors
AR B SEX wai INCOME AND NETWORTH  HOUSING
Median Age: 45.4 US 378
[

2
o
e
wiad & [ e T i D
e e Modian bat Worth
) : ! Srgha Faresly
B
= Meclan Vabeas:
e e, M LFLE £348,000
25 —_— : O T ST
o
S—

n - ~ =N




DOLLARS MATTER

COST ANALYSIS

Determine costs of services per recipient for programs like CalFresh
Calculate economic burden of disease on the population:

= The total lifetime cost of care for San Diegans currently diagnosed with
Alzheimer’s disease and other dementias was estimated to be between $13.5 and

$27 billion dollars.

Provide a Return on Investment (ROI) for Aging and Independence Services’ Care
Transitions Intervention (CTI) by determining readmission rates and cost among

patients who received a CTI Clinic Care Coordinator and those who did not

= The average cost of readmission for patients with a care coordinator was $30K vs

$40K for patients without a care coordinator.
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Presentation Notes
Client services data (OBI) can be used with program budgets to determine costs of services per capita; Patient services data can be used to identify patients who are frequent users of health care who may benefit from case management (HCPA); Population health data can be used to show the cost of a disease on the community (either Chronic, Injury or ADOD econ reports)
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Transparency and Accessibility. Aggregated data is posted in static form on the COSD website. Aggregated Population Health and Wellbeing data is available in downloadable format through the Socrata website. Aggregated Population Health and Wellbeing data is available for download through ArcGIS on Line (AGOL) for mapping by regional and community (SRA).


DATA DRIVEN PROJECTS




DATA-DRIVEN PROJECTS

MEASURING RESULTS _ Risk of Health Outcomes Compared to
San Diego County by Race/Ethnicity, 2011
Areas of v :
s
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Max BT62% || 38% El 2.4% ETGo% |
3-4 50 Death
CHD Death
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CHD EDD

Stroke Death
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Stroke EDD
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Diabetes Hosp
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Asthma Hosp
Asthma EDD
COPD Death
COPD Hosp
COPD EDD
Overall Cancer Death

Correlation with Medical Outcome
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Current data driven projects – 

Big Data a pilot project to look at correlations between disease and demographic/consumer data (show Isabel’s 3-4-50 by SRA green to red map, Health Equity and LiveWell. Can speak upon ConnectWell an integrated client record across all services, San Diego Health Connect an HIE between hospitals, clinics and public health in addition.


DATA-DRIVEN PROJECTS: ACHIEVING

HEALTH EQUITY

Risk of Health Outcomes Compared to
San Diego County by Race/Ethnicity, 2011
2

1.8
1.6
1.4
1.2

m Non-Communicable
(Chronic) Disease

m Communicable
Disease

w Maternal and Child
Health

o Injury

Hispanic AsianfPacific

Islander

Equal
0.8
0.6
0.4
0.2

m Behavioral Health

Risk (compared to San Diego County)

Black residents compose just over 4%
of the population but are more likely to

have every single poor health outcome
compared to the county as a whole.
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Health Equity plays a large role in the work that we do with the County of San Diego. Throughout our services, we are continuously striving to achieve full and complete equity. We have recently published a series of reports addressing health equity in the county. 

Ex: Race Ethnicity: Black residents compose just over 4% of the population but are more likely to have every single poor health outcome compared to the county as a whole. Black residents are 2 times more likely to have a chronic disease medical encounter than all other race/ethnicities combined. 


DATA-DRIVEN PROJECTS: THE LIVE

WELL SAN DIEGO VISION
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Current data driven projects – Live Well San Diego. The County of San Diego’s 10 year vision to create healthy, safe and thriving communities. Collective actions generates shared measurable impact which is captured in the data. 


DATA-DRIVEN PROJECTS: BIG DATA

PROJECT

Percentage of Adults who Exercise
by Location and Use of Selected
Equipment

County Mean
Min
Max

3-4 50 Death
CHD Death
CHD Hosp

CHD EDD
Stroke Death
Stroke Hosp
Stroke EDD
Diabetes Death
Diabetes Hosp
Diabetes EDD
AsthmaHosp
Asthma EDD
COPD Death
COPDHosp
COPD EDD
Overall Cancer Death

Correlation with Medical Outcome

Exercise at

Exercise at  Exercise at club L . Own weight
, , other facility L Own stationary ) -
home 2+times  2+times per Own elliptical i Own treadmill lifting
er week week (not club) 2+ bicycle equipment
P times/wk quip
Boro% | Bd6i% B 81% B 39% Bl 51% B 91% B 126%
IT10.4% ] 88% El 52% 0 26% 0 26% E 46% El 6.9%

BNS5.4% | IT23.0%

B 1108%

5.6%

B 86w

B 154%

17.4%

- Exercising at home 2 or more times per week is negatively correlated with 3-4-50

Deaths.
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The County has engaged in a Big Data Project with the University of California, San Diego (UCSD) and Virginia Commonwealth University (VCU) to explore the efficacy of using non-traditional data sources and larger data sources to promote health and well-being across our communities.  This is a snapshot of a correlation analysis looking at ESRI’s marketing data and pairing it with our chronic disease medical encounters.   

Sample Interpretation: About 27.9% of San Diegans exercise at home 2 or more times per week. Exercising at home 2 or more times per week is negatively correlated with 3-4-50 Deaths.			
			
			


PRESENTING DATA

=Visualization
= Reports

= Storytelling

*|nfographics



AND MAPPING FROM DATA

Alzheimer's Disease and Other i (ED) or Hospital Discharged Patients,
55 Years and Over, by Subregional Area (SRA) In San Diege County, 2012
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We map our data with a spatial component to further our analyses.



SEXUALLY TRANSMITTED DISEASES
1M SAN DIEGD COUNTY
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IN SAN DIEGO COUNTY: i 4 UNINTENTIONAL INJURY IN
SOCIOECONOMIC STATUS ! y ] J = SAN DIEGOD COUN
- : l 7 THE ECONOMIC BURDEN OF
I z r: . ]

h Status Report

nst Region ‘

SAN DIEGO COUNTY
SENIOR HEALTH REPORT
Updote and Leading Indicabors

San Diego County
Demographics Profile

Chronic Disease Atlas
- Coronary Heart Disease -
San Diego County

HEALTH AND HUMAMN
SERVICES AGENCY

HEMLTH & ND HLINSA N
SERVICES AGENCY

IDENTIFYING HEALTH DISPARITIES TO HEALTHY PEOPLE 2010:

ACHIEVE HEALTH EQUITY IN SAN DIEGO ‘Fualnh Tndiearors for y
COUNTY: SOCIOECONOMIC STATUS San ;?Egor_c'mm ty San Diego County
ADe of Frogress . .
The Economic Burden Community Profiies
of Chronic Disease in

San Diego County

Communicable [Chronic) Disease Profile

y Region and Subregional Ares (SRA)

REGHINS.

Cantral

¢HHSA



Presenter
Presentation Notes
The county has a wide variety of reports that we publish annually for the public, internal and external stakeholders.
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QUESTIONS?

—

ANY QUESTIONS?
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