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 How we promote the health and wellbeing of the communities weserve

e Includes:
 Assessing the population
« Segmenting the population
» Developing/targeting activities to meet needs of the population
 Analyzing the results and continuously improving interventions

* Involves collaboration across all sectors
Health Plan

Providers

Counties
Community-Based-Organizations
Members

o An NCQArequirement
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Intentional and proactive organization of care that utilizes:
e actionable data & information technology,
e collaborative teams, and

e Clear goals

to Improve heath outcomes for defined populations forwhom
the organization is accountable for cost and quality of care.

Thomas Jefferson University, Population Health Academy, October 18, 2019
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Annual Data-Driven Analysis of PHC's Regions and Members
Performed by Health Education Team & Health Analytics

Drives Interventions and Programs

e Communications
e Health Education
e Quality
e Care Coordination
* Provider Relations
e |nitiatives
* Housing Grant
* Drug Medi-Cal
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Data Sources

» Health plan data

* Member demographics

» Medical and pharmacy claims

» Disease registries

» Transportation claims
CMSadult and child coresets
Consumer and Assessment of Healthcare Providers and Systems (CAHPS)
Focus Group/ Member Interviews
County Data
Provider Community Needs Assessment
Social Determinants of Health

 California Healthy Places Index

» County Health Rankings State Report
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Key Findings

e Social/ Environmental Issuesfor PHCMembers
 Children living in poverty
* Violent crime and injury deaths
» Food insecurity

» Health Behaviors
* Adult smoking
* Impaired driving
e Substance use disorder
* Vulnerable Populations
e QOCY Children and Youth with Special Health Care Needs
» Seniors and Persons with Disabilities
* Homeless
» Serious and Persistent Mental lllness
o LGBTQ+
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Integrate Populatlon Needs into PHC's Strategy

of CAL[FORNIA
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Segmenting Member Needs
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Aligning Services with Member Needs

of CALA[EQRANIA

Keeping Members Managing Members Outcomes Across Managing Multiple
Healthy with Emerging Risk Settings Chronic Conditions
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|dentifying Cases

Keeping Members Managing Members Outcomes Across Managing Multiple
Healthy with Emerging Risk Settings Chronic Conditions
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Sharing Data
» eReports
» Provider measures targeted for incentive

» Partnership Quality Dashboard
» HEDISmeasure-specific data for provider’s paneled members
» Trended data (monthly or annually)

» Comparable Data
» Peer performance, local averages, and national benchmarks

Practice Transformation Technical Assistance
« ABCsof QI
o ADVANCE(training program

Value-Based Payment Programs

Ongoing Education / Support
* Provider Newsletters & Education
* Annual Conference
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Outcomes Data
« HEDISperformance measure data for targeted measures
« Complex Case Management Outcomes
» Emergency Department Visits
 Inpatient Admissions
 Total Inpatient Days
 Transitions of Care Outcomes
» PCPuvisit within 28 days of discharge
* 90 day readmission rate
* Member Experience Surveys
» Complex Case Management
* Transitions of Care

Population Needs (re)-Assessment

of CALA[FEQI{ANIA
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