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Questions, Comments & Closed Captioning

Type in a question in the Q&A box

Type in a comment in the chat box

Click Live Transcript and then select “Show 
Subtitle”



Disclaimer

The views, opinions, and content expressed in this presentation do not necessarily reflect the views,
opinions, or policies of the Center for Mental Health Services (CMHS), the Substance Abuse and Mental
Health Services Administration (SAMHSA), or the U.S. Department of Health and Human Services (HHS).

www.samhsa.gov



Poll #1: What best describes your role?

• Clinician

• Administrator

• Policy Maker

• Payer

• Other (specify in chat box)



Webinar Series Details

https://thenationalcouncil-org.zoom.us/webinar/register/WN_NEDi1cb4Qu2goxZGPiZCMA
https://thenationalcouncil-org.zoom.us/webinar/register/WN_ncKUyD-oR6aR33LiQ0qY1w
https://thenationalcouncil-org.zoom.us/rec/share/DkytX4Ocw546MLCEz4Y4ZQbGs41kfaKqvyxtOOAr4YL9U96M_4wRB7DjF-Dq5rS7.lamfHudE3krlLQK_?startTime=1670353244000
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Nick Szubiak, MSW, LCSW 
Principal, NSI Strategies

Emilia De Marchis, MD, MAS
Assistant Professor, UCSF
Affiliate faculty, SIREN



Learning Objectives

After this webinar, participants will be able to:

• Recognize key components of a strategic plan for utilizing population health strategies to improve 

patient outcomes within integrated care settings.

• Understand how to select population health metrics based on key components of a strategic plan.

• Identify strategies to use data as a tool for accelerating change, improving patient outcomes and 

increasing equity in integrated care.

• Explore opportunities for collecting and utilizing data to understand and address social determinants 

of health needs and cultural and linguistic characteristics of populations within integrated care 

settings.



Part 1 Webinar Recap
• Basic concepts of population health management

• Clarifying terminology

• Social determinants of health; social drivers of health

• Social risks

• Social needs

• Described the value that population health management strategies bring to integrated care 
organizations, including optimizing resources and improving equitable care pathways.

• Explored how to utilize population health approaches to support equitable integrated care and best 
meet the needs of marginalized communities.

• Identified opportunities for using population health management (PHM) to support the adoption of 
changed clinical pathways post COVID-19.



PHQ9 Score Comparison (1 of 2)

Source: Susan Wu, (n.d.). Comparing PHQ9 Scores.

https://rpubs.com/suwu1219/634469


PHQ9 Score Comparison (2 of 2)

Source: Susan Wu, (n.d.). Comparing PHQ9 Scores.

https://rpubs.com/suwu1219/634469


Compare the patient mood report and 
PHQ9 score with patient

When we started 
intervention

Using the Data

Source: Susan Wu, (n.d.). Comparing PHQ9 Scores.

https://rpubs.com/suwu1219/634469


A Strategic 
Plan

Where do we 
start?

What do my 
teammates 

need support 
with?

What do our 
clients and 

patients need 
support with?

What are the 
strengths of 

our integrated 
care team?

What are the 
existing 
quality 

indicators we 
are already 
accountable 

for?

What data can 
we pull out to 
create into a 

report?



Using Data to 
Understand Population Health Needs

Opportunities for 
collecting and 

utilizing data to 
understand and 
address adverse 
drivers of health, 
and cultural and 

linguistic 
characteristics of 

populations

Source: Gurewich, D., et al. (2020).Addressing Social Determinants of Health Within Healthcare Delivery Systems: a Framework to Ground and Inform Health Outcomes

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7210348/


Using Data to 
Understand Population Health Needs

Collecting data on 
social risks

• Standardized 
screening tools

• Guidelines / best 
practices for 
screening

Evaluating 
collected data

• Who is getting 
screened

• Who is screening / 
documenting risks

• Risks experienced 
across patient 
populations

Acting on data

• 6A's for integrating 
medical and social 
care



6 A's for Integrating Medical/Social Care

Alignment
Align existing resources

Adjustment
Accommodate care to 

social risk

Assistance
Intervene on social 

risk factors

Advocacy
Develop new 

resources

Awareness
Identify social risk 

factors

Abolition
Apply an abolition 
frame across A’s

Source: National Academies of Sciences, Engineering, and Medicine. (2019). Integrating social care into the delivery of health care: Moving upstream to improve the nation’s health.

https://nap.nationalacademies.org/catalog/25467/integrating-social-care-into-the-delivery-of-health-care-moving


Choosing your Metric or 
Key Performance Indicator

Source: Stoto MA. (2015). Population health measurement: applying performance measurement concepts in population health settings. 

Actionable
Accessible 
Credible 

Data

Shared 
Interpretation

Simple and 
Transparent 
to Calculate

Good 
Metric

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4438103/


Risk Stratification
• Risk-stratified care management: process of assigning a health risk status classification and using it to 

direct and improve care.

• A consumer is at risk when he/she reaches an established threshold or cutoff that triggers a step-
in care (i.e., up or down).

• High utilizers are the most familiar example of a risk group.1

• Risk stratification helps patients achieve the best health and quality of life possible by:

• preventing chronic disease

• stabilizing current chronic condition

• preventing acceleration to higher-risk categories and higher associated costs 2

Sources
1. Porter S. (2019). AAFP Outlines Quality Measurement Strategy for Primary Care.
2. NACHC. (2019). Population Health Management Risk Stratification.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6411393/
https://www.nachc.org/wp-content/uploads/2019/03/Risk-Stratification-Action-Guide-Mar-2019.pdf


Population Health & 
Measurement Informed Care

Source: Susan Wu, (n.d.). Comparing PHQ9 Scores.

https://rpubs.com/suwu1219/634469


5 Steps to Develop Measure Specifications
Step Example

1. Brief measure 
description/Strategic Plan

All clients with an A1C score greater than 7% or a PHQ9 score greater than 
5 receive a behavioral health psychotherapy intervention or referral to 
primary care.

2. Definition of measure 
numerator

Numerator - Clients with A1C score greater than 7% or a PHQ9 score 
greater than 5 that receive behavioral health intervention or primary care 
intervention.

3. Definition of measure 
denominator

Denominator – Clients with A1C score greater than 7% or a PHQ9 score 
greater than 5

4. Exclusions to measure, if 
applicable

Exclusions – Clients under 18 years old.

5. Reporting Periods Reporting periods – monthly for one year.



Data Registry

“…an organized system to collect uniform data (clinical and other) to evaluate 
specified outcomes for a population defined by a particular disease, condition, 
or exposure, and that serves one or more predetermined scientific, clinical, or 

policy purposes.”

Source: Gliklich RE, Dreyer NA, eds. (2010). Registries for Evaluating Patient Outcomes: A User’s Guide. 2nd ed.

https://pubmed.ncbi.nlm.nih.gov/24945055/


4 Steps to Create a Data Registry
Step Example

1. Compile a list of clients All clients, 18 years or older

2. Sort clients by condition Clients with A1c greater than 7%; consider also accounting for other co-
morbidities or level of A1c

3. Stratify clients into target 
groups

Group clients by A1c and co-morbidities and/or level of A1c. High risk 
clients could have A1c in highest quartile and/or greatest number of co-
morbidities.

4. Design care models and 
target interventions for 
each risk group

Based on internal/external resources, design behavioral 
health psychotherapy intervention(s) or strategies for referral to primary 
care to meet needs of clients within risk groups.

Source: NACHC. (2019). Population Health Management Risk Stratification

https://www.nachc.org/wp-content/uploads/2019/03/Risk-Stratification-Action-Guide-Mar-2019.pdf


Data Registry Tools

• Examples of EHR vendor population health tools

• Epic's Healthy Planet

• NextGen's Population Health (formerly Eagle Dream)

• athenahealth’s Population Health

• Oracle Cerner population health management 
solutions

• MEDITECH’s Expanse Population Insight

• Example of other vendor tools

• SyntraNet by UpHealth



PHM Strategic 
Workplan Tool

Download the tool

https://8e423eb9-90a2-4255-9fe9-454361179ade.filesusr.com/ugd/fff462_e14c0d92f8864a0090bc79ae930bf448.xlsx?dn=NSI%20Population%20Health%20Strategic%20Plan%20Too


Housing Your Data

• Provider Excel Intranet or Shared Files
• Electronic Medical/Health Record 

(EHR/EMR)



Define Target Outcomes

Increase population’s access to Primary Care or Behavioral Health

Decrease A1C scores 



Questions about 
next steps?

• How do I get the intervention 
to my target?

• How do I make this data 
actionable?

Tune in to Webinar 3- Clinical 
Pathways for Pop Health!



Consulting Support for 
Integrated Healthcare Environments

Thank you! 

Nick Szubiak, MSW, LCSW
Integrated Health Consultant, NSI Strategies

nick@nsistrategies.com

(808) 895.7679

www.nsistrategies.com

twitter.com/nszubiak

linkedin.com/in/nick-szubiak
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Questions, Comments?
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Tools & Resources
• Access for Everyone: Addressing Health Equity & Racial Justice within Integrated Care Settings

• Addressing Health Equity & Racial Justice NCMW Webpage

• Past Training & Events - Recordings & Slides
• Understand Health Inequities, Health Disparities & Social Determinants of Health within Integrated Care 

Settings
• Resources to Advance Health Equity through Integrated Health

• Breaking Down Health Literacy, Cultural and Linguistic Barriers in Integrated Care Settings

• SDoH: Screening for Patient Social Risks in Integrated Care Settings

• SDoH: Integrated Care Screening Tools & Implementation Considerations

• University of San Francisco California – Social Interventions Research & Evaluation Network (SIREN)

• OCHIN/KP Social screening & referral implementation guide

• Other social care implementation guides

• Comparison of social screening tools

• NSI Strategies – Consulting Support for Integrated Healthcare Environments

https://www.thenationalcouncil.org/resources/integrated-health-coe-toolkit-purpose-of-this-toolkit/
https://www.thenationalcouncil.org/resources/addressing-health-equity-and-racial-justice/
https://www.thenationalcouncil.org/event/coe-office-hour-understand-health-inequities-health-disparities-social-determinants-of-health-within-integrated-care-settings/
https://www.thenationalcouncil.org/webinars/coe-office-hour-january-health-equity-topic/
https://www.thenationalcouncil.org/event/breaking-down-health-literacy-cultural-and-linguistic-barriers-in-integrated-care-settings/
https://www.thenationalcouncil.org/event/social-determinants-of-health-part-1-screening-for-patient-social-risks-in-integrated-care-settings/
https://www.thenationalcouncil.org/event/social-determinants-of-health-part-2-integrated-care-screening-tools-implementation-considerations/
https://sirenetwork.ucsf.edu/
https://sirenetwork.ucsf.edu/sites/default/files/2021-12/Guide%20to%20Social%20Risk%20Screening%20and%20Referral-Making%20Steps%201-5.pdf
https://sirenetwork.ucsf.edu/taxonomy/term/284
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison-tables
https://www.nsistrategies.com/


Upcoming CoE Events

Interested in an individual consultation with the CoE experts on integrated care?

Contact us through this form here!

Looking for free trainings and credits? 

Check out integrated health trainings from Relias here

Subscribe for Center of Excellence Updates

Subscribe here

Peers Part 1 Webinar: Peer Support in Integrated Care Settings

Register for the webinar on Tuesday, February 28th, 12-1pm ET

CoE-IHS Office Hour: February Health Equity Office Hour - Black History Month Focus

Register for the Office Hour on Thursday, February 16th, 2-3pm ET

https://www.thenationalcouncil.org/program/center-of-excellence/request-training-or-assistance/
https://www.thenationalcouncil.org/resources/relias-course-list-coe-2022/
https://www.thenationalcouncil.org/integrated-health-coe/subscribe/
https://thenationalcouncil-org.zoom.us/webinar/register/WN_p6KyefiET1C_Rp1d_J6Fxw
https://thenationalcouncil-org.zoom.us/webinar/register/WN_pvoxcoAhRU6S3BBGajeByg


Thank You

Questions? 

Email integration@thenationalcouncil.org

SAMHSA’s Mission is to reduce the impact of substance 
abuse and mental illness on America’s communities. 

www.samhsa.gov

1-877-SAMHSA-7 (1-877-726-4727) 1-800-487-4889 (TDD)

mailto:integration@thenationalcouncil.org
http://www.samhsa.gov/
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