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“You cannot step into the same river twice...” 
                        

                                         - Heraclitus 

 



           Healthcare Reform Currents 

Reactive, episodic care  Proactive care 

Treatment of individuals Health of populations 

Isolated, siloed data Data-driven performance 

Fee-for-service Value-based payment 

Paternalistic Person-centered 



        Public Health 

• Syndrome surveillance 

• Outbreak mitigation 

• Registry maintenance 

• Public education 

• Healthy behaviors / social 
determinants of health 

• Government authority 

 

Population Health 

• Taking responsibility for health 
outcomes of a specific population; 
tracking patient cohorts for 
proactive care; prevention and 
chronic condition management 

• Key ingredient of quality 
improvement initiatives, new care 
and payment models, Triple Aim, 
Learning Health System 

• Rich clinical & claims data; data-
driven performance 

• Often within health systems, some 
community efforts 

• Patchwork governance 

 
 

? 
 

How can public health entities align with the momentum toward 
Population Health Management (PHM)?  

Outreach 

Community data 
assets (HIE, bi-
directional registries) 

Prevention 
and wellness 
programs 

Epidemiology / 
data analytics 



Specific 
motivation 

Data / IT 
Infrastructure 

Trust 
Coordinated 
teams and 
workflows 

Outreach 

Leadership 
commitment 

Ingredients for data-driven 
care quality improvement  

and population health 
initiatives 

- Executives must 
own the vision 
- Stakeholder 
collaboration 
Ex: Clinic in Napa 

- Technology tools 
- Data quality 
- Common measures 
- Data-sharing 
mechanisms 
- Ex: SJCHIE and 
behavioral health 

 

- Reported outcomes are 
based on accurate data, 
apples-to-apples 
- If you share your 
performance, it won’t be 
used against you 
- Data privacy and security 
laws / best practices 
followed 
- Ex: Health systems in SD 

 
 

-Reporting 
requirements 
- Value-based 
payment 
- Grant funding 
Ex: Managed Care 
Plan  

- Engage people in their 
care with person-
centered approaches 
- Coordinated messages 
- Multiple touchpoints 
- Platform agnostic 
- Ex: MU portal 

- Team-based care 
- Data-aware 
organizations 
- Workflow alignment 
- User-friendly, 
integrated IT products 
- Ex: KP Richmond 



Data Infrastructure Adoption Progression 

POPULATION HEALTH MANAGEMENT TOOLS 

Action-oriented dashboards showing population- and cohort-level outcomes while highlighting patients in need of careful 
management, with ability to drill down to individual patients and their care plans 

ENHANCED EHR, REGISTRIES, HIE, CARE MANAGEMENT TOOLS 

Financial & Clinical Risk Stratification 
and Predictive Analytics 

Appointment Reminders and Patient 
Education  

EHR based Clinical Decision Support 
using Alerts and Reminders 

EHR REPORTING 

Embedded reports for MU, HEDIS, etc. Custom reports (e.g. 1M Hearts, MUPD) 



        Data Infrastructure Reality 

EHR (Primary Care) 

EHR (Dental) 

EHR (Behavioral Health) 

i2i registries 

Homegrown 
reporting 
tools 

Practice 
management 
system Excel on 

someone’s 
desktop 

Claims data 

Data push to HIE, state 
registries, other consortia 
from various systems 

Silos, ad hoc integration, manual processes, poor data quality 

Paper 

Faxing, 
scanning 

Data warehouse 
(planning stage, budget 
approval TBD) 



EHRs and…. Everything Else 

• EHR 2.0 Wave 
• EHR replacements quadrupled between 2013 and 2014 
• Many organizations consolidating to a single enterprise EHR 
• Cases of single EHR instances across multiple organizations for unified patient record 

(Ex. Southern California health systems – in planning; OCHIN model) 

• Other Products 
• Health information exchange (HIE) has deep penetration in small number of 

communities, most not offering PHM yet but many plan to 
• Registries not a comprehensive solution 
• Homegrown solutions often not scalable 
• Population health management / care management platforms can be expensive 
• Overlapping product categories with innovation in market also creates confusion 
 

 

 



Stage 2 Meaningful Use: PHM via EHRs 



Meaningful Use eCQM Requirements 

• Report on 9 eCQMs across 3 National Quality Strategy Domains 
• Patient and Family Engagement 

• Patient Safety 

• Care Coordination 

• Population / Public Health 

• Efficient Use of Healthcare Resources 

• Clinical Process/Effectiveness 

• Recommended Core Sets for adults and children 

 

http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/2014_ClinicalQualityMeasures.html
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/2014_CQM_AdultRecommend_CoreSetTable.pdf
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/2014_CQM_PrediatricRecommended_CoreSetTable.pdf


NQF Measures 18 and 59 – MU eCQMs  

NQF Measure # / 
CMS eCQM 

Description National Quality 
Strategy Domain 

In recommended set for 
Eps? 

NQF 18 
CMS 165v1 

Controlling high blood 
pressure 

Clinical process / 
effectiveness 

 
Yes – for adults 

NQF 59 
 

HbA1c Poor Control Clinical process / 
effectiveness 

 
No 

• Prevention First / Lifetime of Wellness environmental scans will identify provider 
organizations tracking these measures 

• Pair this knowledge of data infrastructure with an understanding of existing quality 
improvement / pop health initiatives on hypertension and diabetes in your community 



Lifetime of Wellness / Prevention First 

• Modest initial scope, potential to expand 

• Community focus with technical assistance role for LHDs 

• Environmental scan great place to start 
• Questions about EHRs, Meaningful Use, quality reporting, HIE 

• Consider including health plans in program 

• Hypertension and diabetes 
• Ideal chronic conditions for public health / population health convergence 

• Prevention, patient self-management, team-based care 

• Leverage existing quality improvement / pop health initiatives in your 
community focused on these conditions 



Million Hearts Initiative Measures 
 



Solano County Health Hub 

• Population and Public Health Hub (PPHealthHub) 

• Portal simplifies MU and public health reporting 

• Harvests data for community-level analysis to inform collaborations to 
improve community health 

• Embedded in vision for “Healthy People – Healthy Community” 

 

http://solanohealthhub.org/ 

 

 

 

http://solanohealthhub.org/
http://solanohealthhub.org/


Specific 
motivation 

Data / IT 
Infrastructure 

Trust 
Coordinated 
teams and 
workflows 

Outreach 

Leadership 
commitment 

Ingredients for data-driven 
care quality improvement  

and population health 
initiatives 

Solano County addressing 
all elements of this cycle 



Follow the Data 

• Data is like water flowing through the Learning Health System, 
enabling growth and improvement 

• Many dams and isolated watersheds, but change is underway 

• Identify the data that will sustain your quality interventions 

• Understand where it comes from, who’s using it and why, how it’s 
structured, and map its flow 

 

Then boldly step into the river! 
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Questions? 
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California Department of Public Health 

CDPH Staff – Thank you! 
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