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Tab 1:  Executive Summary
     The AF/SG recently cited primary care optimization and overall population health improvement “job 1”.  He charged public health with being the “installation epidemiologist”.  While we’ve been “talking-the-talk” for some time, this represents an exciting opportunity to embrace epidemiology as the premier public health core competency.

     This manual provides public health offices with basic guidance, recommendations and tools to “jump start” their population health improvement (PHI) activities and bolster successful outcomes.  It provides the “big picture” of what PHI is all about, as well as where and how public health fits in.  It also outlines the concepts upon which public health’s role is founded, in addition to step-by-step guidance for what our people need to do first, second and so on.  The manual also contains instructional materials on the data sources available, how to access them and how to best utilize the information.  Finally, it speaks to resource requirements and the references public health offices will need as they move forward with this exciting new mission.  A synopsis of public health roles and responsibilities follows:

· Familiarize Yourself with Population Health:  Understanding the “big picture”

· Participate in Population Health Management Forums:  Being at “the table”

· Know Your Denominator:  Understanding who your population is and what they need

· Focus On Warriors First:  Concentrating on the health readiness of active duty first

· Conduct Disease Non-battle Injury (DNBI) Surveillance:  Doing it better than ever

· Assist In Data Quality Assurance:  Helping the data mean something of value
· Facilitate Evidence-based Education:  Helping educators target population needs

· Serve as Epidemiology Consultant:  Advice and consultation for all “matters epi”

· Measure Effectiveness of PHI Performance:  Demonstrating PHI success, PH value
· Conduct Traditional Public Health Programs:  We’ve been doing PHI for years
     Certainly this manual will not answer every question or concern.  It is merely intended to be a “launch pad” for public health offices.  It recognizes that through PHI the Air Force Medical Service (AFMS) is embarking upon new ground.  And as such, our public health roles and responsibilities will change and “mature” as the PHI culture evolves.  That said, this manual will require periodic updating, fed by the lessons learned feedback of public health offices across the AFMS.  (NOTE:  In its present form, this manual is focused on active duty PH offices.  Applicability to the Air Reserve Component is currently being evaluated).

     The Associate BSC Chief for Public Health directs implementation upon receipt; however, implementation does not mean you should try to do everything discussed in this manual immediately!  The following list provides time lines for implementation in the initial stages that are manageable.

	By This Date
	Action Taken

	ASAP
	Complete Epidemiology of Population Health Course

	ECD:  

15 Feb 01
	Public Health has representation on each of the MTF’s Population Health Improvement forums (i.e., strategic and action levels)

	ECD:

15 Feb 01
	Establish working relationships with Health Care Integrator, Group Practice Manager and PCM Teams

	ECD:

15 Feb 01
	Become familiar with MTF data (i.e., HEDIS data) provided by Population Health Support Office (centrally supplied data--see Tab 7)

	ECD:

15 Feb-15 Mar 01
	Initiate support of MTF Population Health Plan through analysis of centrally supplied data

	ECD:

15 Apr 01
	Analysis of Immunizations

- Obtain and analyze population health management performance measures for immunizations in active duty (using AFPMT, Performance Measurement Tool*) and two-year olds (using PHSO-supplied CD ROM)

	ECD**:

1 Jun 01
	Individual Medical Readiness (using PIMR, as it becomes available**)

- Assist in development of IMR data management plan

	1 Dec 01
	Learn Business Objects, Microsoft Access and Microsoft Excel

	Start by: 

1 Dec 01-on
	DNBI Surveillance

- Establish surveillance system (monitoring clinics, using Business Objects, etc.)

- Disseminate surveillance findings to “those who need to know”

- Make recommendations based on surveillance results

- Over time, establish base lines


*AFPMT (Password Protected) can be found on the CHIPS (OHPSA) Home Page at http://pmt.tma.osd.mil/

Passwords can be requested at http://pmt.tma.osd.mil/frame.cfm?page_type=9&category_id=su&metric_id=0

**This is a “floating” suspense, since PIMR may not become available at each MTF at the same time
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Tab 3:  Introduction / Assumptions / Acronyms

     Our national security strategy hinges upon the precepts of shaping the world situation, responding to civil and humanitarian need and preparing for war.  Medics play important roles in each.  It is our privilege to champion medical readiness and our pleasure to build healthy communities through activities that are not only reasonable to taxpayers and beneficiaries but relevant to the demands of our dynamic mission.

     Various forces are driving tremendous change in healthcare; the survival of military medicine is at stake.  To accommodate, the Air Force Medical Service (AFMS) is reengineering from an episodic, “curative” care-based culture to one steeped in proactive, prevention-based “population health.”  With well-established skill sets and experience in force health protection, DNBI surveillance, risk management, community outreach and data driven decision-making, public health is a natural fit in population health.

     The AF/SG’s policy memo of 5 April 2000, Population Health Improvement Priority Areas, directed all AFMS Surgeons General (SGs) to “utilize the public health office as installation epidemiologist”.  The Associate BSC Chief for Public Health commissioned an Integrated Product Team (IPT) to codify public health support roles in population health and develop an implementation plan.  A comprehensive and time-phased strategy follows for launching and institutionalizing public health’s roles, responsibilities and activities in support of AFMS/DoD Population Health Improvement (PHI).

     Commitment to active involvement in PHI represents a long-term redirection and refinement of the Air Force Public Health mission that emphasizes epidemiology as a core competency.  That said, the following assumptions must be embraced during this transition:

· Public health’s roles in PHI should align with operational competencies and mission essential tasks;

· Current public health workload is considered “zero sum”, such that add-ons emanating from PHI activities must be balanced by commensurate streamlining of others;

· Many of our current public health programs and activities support PHI...we do a lot of this already;

· Public health will “own” little of the PHI data or processes; and

· As PHI progresses and matures in the AFMS, public health’s roles will also evolve.
     Public health personnel—officers, enlisted and civilians alike—should carefully study the enclosed guidance, recommendations and implementation tools.  This “Jump Start” manual will help launch a successful start in shouldering their new roles and responsibilities as the PHI epidemiologists.  Begin (phased) implementation upon receipt—start slow and smart, and build on your successes.

     NOTE:  To hone in on PH’s executable roles and responsibilities, see Tab 6.

ADAF




Active Duty Air Force

AFMAM



Air Force Medical Applications Model

AFMS




Air Force Medical Service

AFPMT



Air Force Performance Measurement Tool

AFRESS



Air Force Reportable Event Surveillance System

AGE




Acute Gastroenteritis

ASIMS



Aerospace Information Management System

BE




Bioenvironmental Engineering

CDC




Centers for Disease Control and Prevention

CHCS-II



Composite Health Care System-II

DEERS



Defense Enrollment Eligibility and Reporting System

DMIS




Defense Medical Information Systems

DNBI




Disease Non-battle Injury

ESOH




Environment, Safety and Occupational Health

GEMS




Global Expeditionary Medical System

GPM




Group Practice Manager

HCI




Health Care Integrator

HEAR
Health Enrollment Assessment Review

HEDIS
Health Employer Data Information Set

ICD-9
International Classification of Disease, Version 9

IDS
Integrated Delivery System

KG-ADS
KG-Ambulatory Data System

MAE
Maximum Allowable Enrollment

MITS/CITA
Military Immunization Tracking System/CHCS-II Immunizations Tracking Application

MTF




Medical Treatment Facility

OH




Occupational Health

OHE




Occupational Health Examinations

OPR




Office of Primary Responsibility

PBHP




Population-based Health Plan

PCS




Permanent Change of Station

PCM




Primary Care Manager

PCO




Primary Care Optimization

PHA




Preventive Health Assessment

PHO




Public Health Officer

PHM




Population Health Management

PHMO/F



Population Health Management Office/Function

PHSO




Population Health Support Office

PHWG




Population Health Working Group

PIMR




PHA-Individual Medical Readiness

RMO




Resource Management Office

SADR




Standard Ambulatory Data Report

SE




Ground Safety

SIDR




Standard In-patient Data Report

TMSSC



Tri-Service Medical System Support Center

URI




Upper Respiratory Infection

Tab 4:  What Exactly Is Population Health?
     This term has come into vogue lately but is one of those huge “umbrella” terms kind of like prevention that can cover a wide array of “stuff”.  It’s a lot like a pod of interlocking octopi with arms that reach over and under each other until you can’t tell which arm belongs to whom.  Population Health Improvement (PHI) is less a program than a multi-disciplinary, system-wide approach to health—a culture if-you-will.

     The following more clearly defines the overall picture of population health and how each of the major players in our sphere of influence and span of control fit together.

The Goals.   Population Health Improvement is the mechanism to accomplish three major goals:

· Health Enhancement

· Health Protection

· Health Care

     Health Enhancement or optimizing the level of health of the population is a broad category.  This can include anything that improves existing health status, but is more commonly associated with activities that move an individual along the health continuum from “absence of illness” to “enhanced wellness”.  Embedded in here are concepts like “Fit and Healthy Force”, “Improving Performance” and “Modifiable Behavioral Risk Factor Reduction”, to name a few.  Traditional Health Promotion programs fit in here.

     Health Protection is based on maintaining the existing level of health and the amelioration of risks.  This is also a very broad area including such issues as ensuring clean air and environment, safe food and water, a safe workplace, prevention of illness, injury, disability and premature death.  Anything that keeps an individual from having a reduction in health status fits here.  Immunizations, clinical preventive services, occupational health, deployment surveillance, force health protection, and personal protective equipment are examples of health protection issues.

     Health Care as it is classically defined is actually disease care.  But because we don’t know how to prevent all disease conditions, and cannot totally prevent all cases of even essentially preventable illnesses (because of genetic factors, factors beyond the control of the individual patient, etc), health care is still vitally important.  Although in a perfect world it would be “the last resort… when all else fails”, in the imperfect real world we must continue to plan for a robust and caring disease management system.  It is important to recognize that there is an intrinsic potential for conflict between population health---which is attempting to provide the greatest good for the greatest number---and individual illness care, which focuses on providing optimized care to individuals. Although the temptation will be there, as an organization we must resist any tendency to drift toward an attitude that considers the ill as “expensive failures” of our cost-effective prevention programs.

     Of course there is a tremendous overlap in these three goals, with individual initiatives and efforts affecting more than one area; however, all population health initiatives should drive toward at least one of these outcomes.

The Prevention “Fit”.  To complicate things a little further, the concepts of primary, secondary and tertiary prevention also overlap these population health goals.  The chart below illustrates a very general overview of how this corresponds.

	 
	1o Prevention
	2o Prevention
	3o Prevention

	Population Health Improvement Goals
	Immunizations, Behavioral Risk Factor Reduction, Safe Environment
	Clinical Preventive Services, Occupational Health Exams
	Treatment

	Health Enhancement
	X
	
	

	Health Protection
	X
	X
	

	Health Care
	
	X
	X


The Big Picture.  Population Health can be viewed at multiple levels.  And much like the blind men examining the elephant, how you perceive the view is largely dependent on what part of the animal you are touching.  It is impossible to fully describe population health without understanding how it fits into the total environment.  The diagram below illustrates one way to look at this fit.

[image: image4.png]



     The environment of the society that surrounds the population obviously has a significant effect on population health.  People who live in developed countries benefit from laws that establish no-smoking areas in restaurants, require the use of seat belts, work to provide safe food and water, provide reasonable access to health care and form a culture that values fitness, good nutrition, pre-natal care, etc. The culture of the society is largely responsible for the health of their population and examples of this are endless.

     Within the overall United States society, we exist within a sub-population of DoD.  Again, the culture, policies, and expectations of that environment affect population health.  Within DoD we rarely deal with serious population health problems on a large scale.  Homelessness, drug and alcohol addiction, crime, lack of access to health care and similar issues are minimal in our more restricted sub-culture.

     In the even smaller sub-population of the Air Force, additional factors affect our population’s health.  And when we narrow the focus to the individual base and medical treatment facility (MTF), the population health needs are even further narrowed.

     We need to understand how this all fits together in order to construct meaningful PHI activities that target the population we wish to affect.  Programs that may be cost-effective for one population can totally miss the mark with another.  But if we focus too close to the population without understanding the role of the larger cultural groups, we will also miss the mark.  For example, imagine how difficult it would be to try to implement a weight reduction program in a Sumo wrestler cultural group.  Similarly we face the same challenges with smoking cessation initiatives when our weight management policy is punitive but our smoking policy is not.  That is, if you quit smoking and gain weight (a frequent occurrence), you may lose your career; but if you keep smoking and keep your weight down you are under no threat.  As well, we also try to validate our population health behavior change programs in an environment where subsidized alcohol and tobacco products are openly available and promoted by other DoD agencies.

MTF-BASED POPULATION HEALTH

     The rest of this discussion focuses on population health as it is structured in the MTF.

Overview of the Process.  No matter what the level of the PHI initiative, in order to be effective it should follow the same basic process of Surveillance, Planning and Execution.  These steps are a never-ending circle of activity but are clearly focused on the desired outcomes previously cited.



(READY)  Surveillance, investigation and analysis:
     Understanding the demographics of the key populations involved and their health status, behavioral risks, disease and injury rates, and other critical health enhancement, protection, and care needs is the first step in effecting PHI.  This involves monitoring and analysis of data to produce information and determine population health needs.  Key players in this should include the public health office, the health care integrators, utilization management, managed care and resource management.  This is the primary role of PH in population health.  We analyze the data and provide information to the rest of the team who use it to plan and provide optimized health care and preventive services.


(AIM)  Planning:
     Planning PHI is a complex issue that involves determining how best to apply limited resources to yield the most effect on overall population health.  This is primarily the responsibility of the MTF Population Health Management (PHM) forums who develop integrated action plans to address population health needs.  Though we do not have primary responsibility for this function, Public Health actively participates in planning.  In fact, we provide many of the data points that serve as the “hub” of strategic and tactical decision-making.


(FIRE)  Execution:

     In this stage, the MTF and community implement the planned strategies.  This occurs primarily where the patient interacts with our system(s).  The PHM forums and all of their supporting ancillary structures are the key players in this process, although lots of other medical and non-medical functions play a role.  Public Health’s role is important, and includes conducting relevant education, serving as epidemiology consultant and conducting our 
“traditional PH” programs.

The Structure.  Oversight of MTF-level PHI is vested in the PHM forums.  The PHM Function/Office (PHMF/O) is “action-oriented”, and should be headed by the Director of Population Health Management, named by the commander—often the SGH.  This individual is responsible for coordinating the PHI efforts throughout the MTF and outreach programs into the local community.  The Population Health Working Group (PHWG) represents the “strategic planning” body, and typically includes the executive staff; however, PH should be a member of the PHWG as well, since the data/information we provide is crucial to success PHI strategy.  

Responsibilities of the PHM forums.  Provide oversight of all PHI functions including:

· Review of Surveillance Data and Outcome Metrics.  These data should be collected, analyzed and presented to the PHMF/O and PHWG for fact-based decision making.  Good, accurate data, which reflect a true picture of the health care and maintenance needs of the population, are fundamental to establishing targeted programs and achieving good PHI outcomes.  As the installation epidemiologist, the public health office plays a lead role in this function.

· Types of data that may be reviewed include:

· Behavioral Risk

· Clinical Preventive Services 

· Disease and Non-Battle Injury Rates

· Utilization

· Pre and Post Deployment Surveillance

· Nuclear, Biological and Chemical (NBC) Monitoring

· Performance Measurement Tool (PMT) or equivalent

· Key Population Health Metrics:

        Clinical Preventive Services / Health Employer Data Information Set (HEDIS)

        Preventive Health Assessment, Individual Medical Readiness Requirements (PIMR)

· Sources for this data are many and varied.  They include databases such as:

· KG-Ambulatory Data System (KG-ADS)

· Air Force Reportable Event Surveillance System (AFRESS)

· Military Immunization Tracking System (MITS)/CHCS-II Immunization Tracking Application (CITA)

· Standard Ambulatory Data Report (SADR); Standard In-patient Data Report (SIDR)

· Health Enrollment Assessment Review (HEAR)

· Preventive Healthcare Application (PHCA)

· Command Core

· Aerospace Information Management System (ASIMS)

· Composite Healthcare System-II (CHCS-II)

· PIMR; PMT

· Strategic and Tactical Planning.  The PHM forums should be the primary PHI strategic planning bodies and set the direction for the MTF.  These integrated teams should:

· Determine data / information needs

· Based on the local population health needs, develop population health plans (based on sound, fact-based logic, targeting key leverage points)

· Ensure integration of activities at all levels

· Determine and acquire needed resources

· Market PHI initiatives to targeted populations

· Establish baselines and metrics to evaluate effectiveness of PHI activities

     The initial focus should include targets that are known to bear fruit, such as childhood immunizations, improving compliance with clinical preventive services requirements, and disease management protocols.  Please see Lieutenant General Carlton’s memo [HQ USAF/SG, “Population Health Improvement-Priority Areas,” #00-002, 5 Apr 00] for initial metrics.  Other key leverage points should be identified and appropriate activities developed or improved as appropriate.  It is important that our limited resources be used where they can do the most good for the population.  We must look for where the most significant gaps exist between where we are, and where we should be.  For example, we know that we can improve health considerably by just getting folks off the couch and moving a little bit.  On the other hand, improving someone’s fitness from fairly good to excellent doesn’t have nearly the same level of return on investment.  Thus, if our resources are limited, our initial focus and highest value is on motivating the couch potatoes, not providing personal trainers in the Fitness Center for those who are already fairly fit.

     Once the PHM forums decide where to focus, they should integrate their activities with MTF and base resources.  Although the primary focus should be on services provided by the SG community, we should fully integrate with our partners in both the military and civilian communities as well.  The Integrated Delivery System (IDS) is another potential forum for this type of integration.

     For example, if it is determined that a large percentage of their population is overweight and they make this a priority issue, the PHM forums should develop an overall objective and integrated action plan that clearly defines the purpose and direction.  First, they must clearly define “overweight”, the sub-population(s) representing the targets of opportunity, the desired outcome(s) and how they will know when they have been successful (i.e., metrics).  The plan should consider myriad improvement opportunities, both medical and non-medical.  Worthwhile (e.g., cost beneficial) initiatives must be executed in a concerted fashion by all base agencies and activities that are all focused on the same overall objective.  This might include:  PCM team screening for obesity and documentation of all appointed patients; nutritional counseling and outreach to base units; menu coordination with base dining facilities; integration with the fitness program through the Fitness Program Manager and the Fitness Center; childhood counseling in the pediatric and adolescent clinics; body fat determinations through the Health and Wellness Center (HAWC); outreach through letters or phone calls to patients identified at risk from HEAR data; promotional material distributed in the BX, commissary, pharmacy, immunization clinic, and other clinic waiting rooms; coordination of healthier choices in vending machines;  chapel weight control programs; youth and child care center promotional activities; commander/ leadership involvement; and so on.  Leveraging the resources of all these differing agencies builds synergy and increases the potential to realize significant gain in population health.  It would be very difficult for these same agencies working individually to accomplish as much.

Summary.  Building and maintaining viable PHI is a complex and never-ending process.  This process must be founded on the principles of continuous improvement and constant self-examination.  As the accuracy and timeliness of the data improve we should ensure this is reflected in ever-improving programs and ultimately ever-improving population health!

.

- Col Denny Van Hook
In general terms, Public Health’s function in the MTF’s population health endeavor is epidemiology--surveillance, analysis and investigation of trends, reporting, and consultation.  Additionally, we should continue our role as public health educators (e.g., communicable diseases).  Public Health should not take on MTF population health roles that establish/manage programs, or that single-handedly plan clinical prevention activities or quality monitoring.  However, as members of the PHM forums, it is entirely appropriate that PH personnel participate in population health planning and quality monitoring.

Tab 5:  Conceptual Public Health Roles and Responsibilities

     As there are seven areas described in the Population Health Improvement (PHI). Model
, public health (PH) roles in PHI are framed, conceptually, in that context to foster clarity of purpose and enhance marketability.  The fulfillment of PH roles in these seven areas is long term and should not be considered immediate (see the Time Table in Tab 1).  Every effort should be made to move ahead in a reasonable time frame to establish each PH role for the seven areas.

PHI Area-1.  Enrollment Processing

1.1.  Definition.  Represents the foundation of PHI doctrine, the accurate identification and definition of the enrolled population.  Comprised of two key components:

· Administrative enrollment in TRICARE

· HEARS completion

1.2.  PH roles:
· Help establish the demographic breakout of beneficiary population

· Work with your Population Health Management Forums in establishing efficient and effective medical in-processing (and out-processing) processes.  These are potential sources of information regarding immunizations, occupational health exams (OHEs), disease/condition identification, etc).  Public Health personnel should neither be OPR for these processes nor have to be present at the in-processing to collect this information.
1.2.1.  This PHI area involves knowing everything you can about your population (“the denominator”), and is key to successful PH involvement in PHI.

1.2.2.  Directly translates to operational PH tasks, where we strive to know as much as we can about our deployed population.

PHI Area-2.  Demand Forecasting

2.1.  Definition.  Estimate of the volume of care required by a given population.  Comprised of three key components:

· Prevalence of diseases/conditions in the population

· Clinical practices used to treat a given disease/condition

· System-defined (e.g., PHA) or operationally-required (e.g., deployment medicine) care

2.1.1.  Prevalence of disease/condition is comprised of two sub-components:

· Objective prevalence (actual disease/condition experience)

· Subjective prevalence (self-reported on HEAR)

2.2.  PH roles in objective prevalence:

· DNBI surveillance (collection, analysis, interpretation, dissemination/reporting)

· Data mining of available (multiple) medical systems 
2.3.  PH roles in subjective prevalence:

· Population-based assessment of HEAR or other health status/needs assessment data (NOTE:  typically the HCI looks at HEAR on the individual patient basis)
2.4.  PH role in system/operationally-required care:

· Analyzing individual medical readiness (PIMR) and OHE data for completion rates
PHI Area-3.  Capacity Management

3.1.  Definition.  Number of patients a facility can actually or potentially receive and treat.

3.2.  Public Health can coordinate with the GPM regarding how epidemiological findings may influence cost and capacity management decisions for the MTF.
PHI Area-4.  Demand Management

4.1.  Definition.  Activities designed to:

· Create a healthy environment

· Decrease morbidity/mortality

· Encourage appropriate utilization

4.2.  PH roles in creating a healthy environment, decreasing morbidity/mortality:

· Current PH programs in food safety, infectious disease control, OH, DNBI surveillance, deployment medicine.  (NOTE:  Expected to re-focus OH program)
4.2.1.  These PH activities fall under three objectives in the PHI Policy & Guide document:

· Reduce/eliminate environmental conditions contributing to morbidity

· Monitor health of beneficiaries through a comprehensive surveillance system (PHMF should determine the scope of this surveillance)

· Focus on readiness issues in concert with the CINCs; support operational issues
PHI Area-5.  Condition Management

5.1.  Definition.  Coordinates and improves all of the services provided to patients with a given set of medical conditions.  It is the re-engineering of every instance where there is a “hand-off” of the enrollee in the entire continuum of care:  prevention, illness and recovery.

5.2.  PH roles:

· Data mining to identify/target high volume or high cost conditions

· As commissioned by process owners and/or the PHM forums, assist in performance reviews of quality control in communicable disease programs (e.g., proper treatment/follow-up for rabies, STDs, needlesticks, etc)
PHI Area-6.  Community Outreach

6.1.  Definition.  Motivating and facilitating community-wide health improvement.

6.2.  PH roles (IAW the system-based strategies outlined in the PHI Policy & Guide):

· Participate in formulating/executing “disease/condition (DNBI) reduction strategies”

· Conduct “trend analyses to identify potential and evolving health complications and threats” (DNBI)

· Participate in risk communication as requested.

· Participate in the “design and/or implementation of wide-based education programs”

· Targeted education on traditional PH programs (e.g., communicable disease)

· Provide information (resulting from data analysis) to allow health educators to provide targeted education

PHI Area-7.  Outcomes Analysis

7.1.  Definition.  Standardized performance measures will be used for evaluating the performance of the delivery system, health of the population and quality of clinical services.  Consists of five key performance measures:

· Customer responsiveness

· Force health protection

· Population health improvement

· Best clinical practices

· Initial focus on:  individual medical readiness (IMR), childhood immunizations, breast cancer screening, cervical cancer screening, prenatal care in the 1st trimester

· Best business practices

7.2.  PH role, focusing on force health protection and population health improvement:

· Establish and maintain DNBI baseline

· Monitor DNBI trends (i.e., identify real versus “chance” trends; supports surveillance mission for biological agent use)

7.3.  PH role as epidemiology consultant:

· Provide peer review (validity of data collection and analysis by PCM members:  limitations of methods; interpretations/caveats; assesses meaning/value; [e.g., separating a “real rate” from a prevalence, percentage, or just plain meaningless number, limitations of sample size, limitations of averaging averages, etc])

· Assist in developing, interpreting and reporting meaningful metrics (versus purely workload statistics)

· Assist in presenting epidemiological data and its implications on MTF financial decisions

· Collate central and local information, make it “customer friendly” for maximum acceptance and understanding, and distribute it to the appropriate decision-makers
Tab 6:  Executable Public Health Roles and Responsibilities (Step-by-Step)

1.  Familiarize Yourself with Population Health.  Before you do anything else, achieve at least a basic understanding of what population health is all about, who the players are and what roles they play, and what your role will be.  See Tab 4.

2.  Be a Member of the MTF Population Health Management Forums.  To be successful, you have to get a seat at the table.  The public health officer, or senior 4EO enlisted manager when no officer is assigned, will be an actively participating member of the MTF’s Population Health Management Office/Function (PHMO/F) (tactical level) and Population Health Working Group (PHWG) (strategic level).  Several steps have already been taken to make this happen; others require action by you.

2.1.  AFMOA/CC directed MTF/CCs to include PH membership in the MTF PHMO/F.  Your membership on the PHWG is also prudent.

2.2.  AFMOA/SGZP is taking necessary steps to embed PH membership in the AFMS Population-Based Health Plan, Primary Care Optimization Guide and applicable AFMS PHI/PCO doctrine/policy.

2.3.  You will need to actively pursue and embrace membership in the MTF’s PHM forums, and market current and future contributions/capabilities.  Actively seek out, at a minimum, the following individuals (or equivalents) involved in your facility’s PCO/PHI implementation:

2.3.1.  Healthcare Integrators

2.3.2.  Group Practice Manager

2.3.3.  SGH

2.3.4.  Population Health Committee Chairperson

2.3.5.  Data Analysts (as applicable—if your MTF doesn’t have one assigned, then RMO/BOBS Flight should have personnel responsible for data extraction)

2.3.6.  Information Systems (includes CHCS/ADS contractors)

2.3.7.  PHA manager(s)

     Discuss with these individuals what you can bring to the table.  One suggestion may be to centralize the data collection/analysis efforts with Public Health leading the effort
.  This can be accomplished by forming a metrics/data work group whose membership consists of the personnel in 2.3.1-2.3.7.  The group should meet independently of—and report to—either the PHWG or Executive Committee.  The forum represents an opportunity for “those in the know” to meet on the myriad aspects of data collection, analysis, reporting and decision-making.  This will preclude the data collection effort from being splintered into two or more sections that may have difficulty effectively communicating with each other.

3.  Know Your Denominator.  Actively participate in establishing and maintaining the demographic breakout of the beneficiary population.  Key to making PHI work, this activity closely parallels PH taskings in a deployed scenario, where no one would argue it is extremely important to know everything you can about your deployed population.

3.1.  Demographic data are currently provided by the PHSO (i.e., data CD) as DEERS (TRICARE) Prime Enrollees.  PH should receive these data; however, you may find that they are going to your SGH, HCI or other member of the PHMF.  See Tab 11 for an example of the table of contents for a data set.

3.1.1.  The PHSO recently started sending each facility’s aggregate data on CD-ROM every six months.  Most of the basic data mining has been done by the PHSO and includes a lot of demographic information mined from CHCS, ADS, MITS/CITA, etc.

3.2.  Validate the active duty demographics for your base.  This can be accomplished by cross-checking the PHSO data against the unit rosters from a representative sample of base units; you may know of/develop another method.

3.2.1.  This will allow for a quantifiable interpretation of denominator reliability in the most important sub-population—active duty personnel (e.g., “data are 75% reliable”).  Validating active duty demographics is something PH currently does already in the Immunization and Occupational Health Programs, and can be extended to the data contained in the PHSO CDs.  For example, we send immunization rosters monthly to units that, in return, provide “real-time” feedback regarding unit demographics and immunization status.  During occupational shop visits, supervisors provide us (or bioenvironmental engineering) with the most current shop personnel rosters.  These two relatively simple items provide a good means to validate data and also will provide some data accuracy estimation.

3.2.2.  Demographic data for other beneficiaries should be accepted from PHSO at “face value”.  In other words, except for the pediatric immunization rate, we should accept the dependent data from PHSO for now.  For various reasons, the pediatric immunization rate lends itself to more in-depth analysis.  Working with the pediatric clinics, PH can assist in evaluating the pediatric immunization rate by helping to validate an accurate denominator.  Currently, there are two ways to do this.  First, the PHSO CD data sets will contain a listing of 2-year old enrollees for each MTF and it should also include the number who are DEERS Prime enrollees.  This is the denominator used in the pediatric immunization rate and PH can help supply a “reality check” on this number.  The second way to obtain this denominator is by submitting a data request to the PHSO Help Desk at Brooks AFB.  They have the capability to extract that information from DEERS while local MTF RMO offices do not (i.e., the data local RMO offices can obtain are not limited to only current Prime enrollees).  The future AFMS plan for obtaining this denominator lies with the new version of MITS/CITA, which will allow local MTFs to obtain a monthly text file listing the current DEERS Prime enrollees.

3.2.3.  Later in your PHI journey, after processes are in place for accurately capturing TRICARE Prime enrollee demographic data, PH should seek methods to reliably estimate non-enrollees in the base community, in order to know the entire beneficiary population.

3.3.  Maintain or assist in maintaining, demographic breakout (i.e., typically by age, gender, race/ethnicity, etc) information and periodically report it to the PHM forums and information users.  Currently, the denominator contains all Tricare Prime Enrollees, which should include military members.  This activity may require coordination with the GPM or HCI.

3.4.  If HEAR data are available, perform, or at least assist in performing, population-based assessment of these data to determine broad stroke health needs and self-reported health status.  The HCI may be doing this already.  Report findings to the PHM forums and information users.

3.5.  Encourage the PHM forums to establish and institutionalize a base-wide newcomer in-processing process.  NOTE:  The intention is not for PH personnel to establish and manage medical in-processing but to act as an advocate for this program since it is a tremendous source of data that can benefit the entire population health program.  Medical in-processing allows the MTF to make early contact with essentially all active duty personnel and their family members as they PCS into the base.  In doing so, the following can be effected:  medical record review; determination of mobility readiness status; health needs assessment (immunizations, clinical preventive services, etc); TRICARE enrollment; patient education on services provided and how to access the system, etc.  Tab 12 is an example of a medical “Right Start” in-processing program, provided for your information only. 

3.6.  Encourage the PHM forums to establish and institutionalize a base-wide newcomer out-processing process.  This will allow the MTF to disenroll members as appropriate, as well as ensure all health needs are current prior to departure.

4.  Focus On Warriors First.  The active duty population needs to be the first priority for PH involvement in PHI.  In fact, this should be the first faction of the denominator your validate. As well, you should assist in determining the baseline status of the active duty population’s Preventive Health Assessment-Individual Medical Readiness (i.e., through PIMR, as it comes on line) requirements, and periodically monitor through query and analysis.  Public Health is currently involved with deployment medicine programs and looking at population data from PIMR will readily fit with our current involvement.  The PIMR information is the key indicator of the health readiness of the force, and is valued by commanders.  Since some base do not have PIMR at the time of this writing, this maybe a future effort for them.

4.1.  PIMR includes:  active duty/mobility immunizations, dental class, DNA, G6PD, sickle cell, profiles and PHA.

4.2.  Information will be obtained through PIMR, when operational.  MTFs will need to ensure that the various medical readiness criteria that make up the core clinical metrics for active duty personnel are known and assessed for adequacy.  Due to PH involvement in the deployment process, we have much experience in this area and can assist the MTF in data analysis.  Future AFMS plans include reporting the “mobility-readiness” status for each base’s units to the base’s unit/wing commanders.  The report will include those items listed in para 4.1, and perhaps more.  The report will be included in the PIMR database and will make the reporting task much easier because the database will pull all requisite information from the 5-plus databases that currently contain this information.  One example of how PH can execute this active duty “focus” is to ensure we are involved in the evaluation of the status of the active duty’s readiness criteria (using the reports in PIMR) and reporting this to PCO Teams who have medical responsibly for these individuals.

4.3.  With the other players, assist in analysis of IMR and OHE requirements.  This can be accomplished through medical in-processing, coordination with unit deployment monitors and bioenvironmental engineering, immunizations tracking systems and other data mining methods.

5.  Conduct DNBI Surveillance.  This is our bread and butter.  We need to conduct on-going DNBI surveillance for both illnesses and injuries—yes, injuries—to get our arms around everything that’s going on with our population.  For the purposes of this discussion, “DNBI” refers to comprehensive disease/condition surveillance (i.e., not just infectious/communicable diseases) in garrison as well as forward deployed.

5.1.  Certain “periodic” data are provided by the Population Health Support Office (PHSO) every three to six months.  These data will originate from multiple databases, including the Standard In-patient Data Report (SIDR) and the Standard Ambulatory (Out-patient) Data Report

(SADR).

5.1.1.  In these reports PHSO will provide top 25 diagnoses, top 5 high volume conditions, top 5 high cost conditions.  As some of the best critical thinkers on base, we need to help the PHM forums interpret these data and plan useful interventions.

5.1.2.  Use these data to establish baselines and monitor specific long-term trends.

5.2.  To cast the widest net possible, you’re going to use multiple data systems to collect “real-time” (i.e., generated at MTF) data.  See Tab 8 for a listing of data sources.

5.2.1.  Use these data to establish baselines and monitor short-, mid- and long-term trends.

5.2.2.  Daily:  monitor acute care clinic, other outpatient clinics and inpatient wards; face-to-face (Pro Staff reminders, etc) for standard/selected conditions of interest (e.g., AGE, URI/flu, etc); and laboratory results.  Typically, no documentation or other action is required unless there is a problem.  Daily surveillance is valuable for identifying an outbreak/sentinel event, albeit natural or intentional (i.e., bioterrorism), functioning as an “early warning”.  It also represents a core PH wartime skill.  See Time Table in Tab 1 for suggested initiation time for this process, if not already in place.

5.2.3.  Weekly/Periodic:  Ambulatory health data can be mined from KG-ADS using the data extraction/reporting software program Business Objects. See Time Table in Tab 1 for suggested initiation time for this process, if not already started.  Some facilities have Data Analysts to obtain this data from KG-ADS, but PH personnel should have some basic familiarity with KG-ADS and Business Objects in order to understand the data strengths and limitations of this system.  Ideally, PH personnel should learn how to query KG-ADS using Business Objects; this will provide the ultimate flexibility in data extraction and analysis.  Tab 13 is a comprehensive tutorial for Business Objects data mining tool.  Tab 14 is a Business Objects lesson plan from the Tri-Service Medical Systems Service Center (TMSSC).  Tab 15 contains several examples of Business Objects reports produced from data mining of KG-ADS.  Further information on Business Objects training is available at the TMSSC web site:  http://www.tmssc.brooks.af.mil, and follow these links: Supported Systems, KG ADS, Training Programs.  NOTE:  Use the Global Expeditionary Medical System (GEMS) during deployments for ICD-9 coded diagnoses.  For example:

· AGE, URI, reportable diseases, other communicable diseases;

· Injuries;

· Occupational illness/injury (i.e., provider “yes” interpretation);

· Blood Pb; and/or

· Conditions of local interest (e.g., low back pain, carpal tunnel, etc).

     Periodicity of data mining will be determined locally.  Periodic surveillance is valuable for:  establishing / characterizing baselines (including changes over time); identifying and prioritizing intervention opportunities; resource allocation prioritization; program planning/monitoring (e.g., Project Gargle); creating a level of awareness/buy-in; and fostering data quality.  It also represents a core PH wartime skill.

5.3.  Using standard epidemiological methods, analyze the collected data to establish baselines and monitor trends (i.e., “track and trend”), spot potential/evolving health threats (i.e., sentinel events, trends) and identify preventable threats to force health readiness.
5.4.  PH will periodically, and as needed, report surveillance findings to the MTF PHM forums, Aeromedical Council, Pro Staff and invested process owners.  Utilize briefings, reports, newsletters, bulletin boards, etc.  Reporting frequency will be determined locally, and dictated by sound management practices.

5.4.1.  Reportable diseases and conditions (i.e., communicable diseases and occupational illnesses) will be reported using the AFRESS.

5.5.  As warranted and/or requested, PH will investigate root causes for problems noted, and recommend condition reduction strategies.
6.  Assist In Data Quality Assurance.  Without quality data, we can not function as MTF epidemiologist, decision-makers will be paralyzed and PHI/PCO will flounder.  Data quality can only happen through multidisciplinary commitment by the PCMs, their staffs, the MTF commander, the SGH and all involved in the PHI/PCO process.

6.1.  PH will be proactively involved in optimizing data quality at the MTF, to include the following.

6.1.1.  Education:  help the MTF understand importance of data quality.  Involvement depends on the magnitude of the problem.  Multiple venues can be used, such as Pro Staff briefings, one-on-one consultations with PCMs, Health Service Managers (4As), Quick Start program for new providers, reports to the PHM forums and/or SGH, etc.

6.1.2.  Medical in-processing:  as previously mentioned, help establish an effective in-processing program(s) for newcomer enrollees.  See Tab 12.

6.1.3.  Medical out-processing:  as previously mentioned, help establish an effective out-processing program(s) for departing individuals.  This important initiative will ensure beneficiaries are not deficient with medical requirements prior to departure, and are promptly and efficiently dis-enrolled from their current location.  NOTE:  To be fielded in Spring ‘01, the National Enrollment Database (NED) should eliminate enrollment difficulties once it is established.

6.1.4.  Where it exists, be a member of the MTF Data Quality Function/Committee.

6.1.5.  You many find yourself helping to “scrub data”, to the extent deemed necessary and valuable by senior PH leadership.  This may require the commitment of significant resources; costs which must be carefully weighed against benefit.  To facilitate data quality in your own best interest, you may find yourself scrubbing more data than you’d like.  This will be especially true early in the PHI journey.  However, longer-term plans should focus on appropriately shifting the responsibility for data quality to data owners and originators.

6.2.  Through channels, help your MTF commander understand (s)he must champion the pursuit of data quality, including:  appropriate emphasis (local policy/guidance, incentives, etc); PCM/staff training; resources (e.g., hiring data coders).  PCM commitment is equally paramount.

7.  Facilitate Evidence-based Education.  Public Health shoulders direct and indirect roles.

     7.1.  Provide relevant PHI-generated data/information to base health educators (e.g., the Integrated Delivery System (IDS), health promotion (HP), base safety (SE), BE, HCI, behavioral health, dental, etc).  This information will emanate from demographic data, health assessments (e.g., HEAR), DNBI surveillance, special performance reviews or studies, etc.  Provide periodic reports and “by request”.  Determine method and frequency locally.

     7.2.  Conduct Specified Education.  Conduct targeted education programs—for which Public Health is the designated OPR—using relevant PHI-generated data/information (e.g., ESOH, public health awareness, risk communication, etc).  This information will emanate from demographic data, DNBI surveillance, health assessments, special performance reviews, studies or research, etc.  Audiences range from individuals to units to communities at risk or concerned.

8.  Serve as Epidemiology Consultant.  As “base epidemiologist”, provide epidemiological advice and consultation to the MTF Executive Staff, PHM forums, PCM/staffs and any base agency requiring these services, to include the following.

8.1.  Public Health may also function as a consultant for performance reviews of population health programs, including those done by other organizations in the MTF (e.g., suggesting study design, statistical methods and interpretation).

8.2.  Advice/consultation to the PHM forums might include clinical preventive services (PAPs, mammography, prenatal visits, 2-year old immunizations), demand forecasting, demand management, capacity management (through financial decisions supported by epidemiological data) and condition management.

8.3.  Peer review study methods and conclusions for validity, limitations, caveats and value.

8.4.  Assist other functionals in developing, interpreting and reporting meaningful PHI/PCO metrics (i.e., focusing on operational readiness, best clinical/business practices, cost:benefit, etc).  NOTE:  As we get further “down-the-PHI-road”, PH personnel need to become familiar with financial processes and data.  The financial implications of one decision versus another are among (if not the) main drivers at the MTF level.  To be truly value-added to the commander, we need to include the financial piece in our products.  

8.5.  Compare local with centralized data/information.  Collate local and central data, optimize understandability, and distribute to decision-makers.

8.6.  Provide advice and consultation to other medical and non-medical base functions (e.g., HP, SE, IDS, BE, HCI, etc).

9.  Help Transition Operation of Tracking Systems to New Users.  When the transition occur, provide consultation and training of the former PH-managed systems (ASIMS, MITS/CITA, etc) as required.  Assist others in operating these systems during PCO transition to ensure (program & process) continuity.

10.  Help Measure Effectiveness of PHI Performance.  Bottom line success in effecting PHI requires a multi-disciplinary (medical and non-medical) effort.  Knowing if you’ve been successful involves measuring indicators of the population’s health status (i.e., clinical performance measures) and efficiency of the delivery system (i.e., best business practice measures).

10.1.  While there are many, examples of health status indicators include:

· Percent of active duty current for PHA, IMR

· Percent of two year olds current for childhood immunizations

· Percent of adult women current for breast cancer and PAP screens

· Percent of adult women with a prenatal visit in their first trimester

· Number of lost duty days; dollar value of work-related compensation claims; number of deployment limiting profiles

10.2.  While there are more, examples of delivery system indicators include:

· Percent of Maximum Achievable Enrollment (MAE) achieved

· Percent of private sector care “recaptures”

· Percent over time PCMs meet productivity standard (25/day)

· Percent of customers declaring “good” or better satisfaction rating

· Percent over time patient appointments meet access standards

10.3.  Success in these (and other) indicators can be determined by benchmarking against someone else (e.g., HEDIS, Healthy People 2010, DoD, AF Performance Measurement Tool (PMT) goal, an IG “Best Practice”, etc); marking against a pre-established goal (e.g., locally determined that 95% of two year olds will be current in childhood immunizations); or a combination of both.

10.4.  Performance measures specific to your effectiveness in PHI may be difficult to pare out.  At the least, they should focus on demonstrating the value PH activities bring to the overall PHI process, and not merely workload statistics.  As PHI evolves, so should PH performance measures.  For now, consider the following measurement ideas for gauging the effectiveness of your shop’s performance (local determination of relevant metrics is encouraged; do not consider the following to be all-inclusive).

· Public Health is an assigned (and engaged) member of the MTF PHM forums

· The following are known and reported on an ongoing basis:

· Percent of eligible beneficiaries captured in medical in/out-processing

· Percent of ADAF members that are in compliance with IMR

· Percent of two year olds who are current in required immunizations

· Percent of female who had a breast cancer screen in the past 2 years

· Percent of females who had a PAP test in the past three years

· Percent of pregnant females having a prenatal visit in their first trimester

11.  Conduct Traditional Public Health Programs.  Your PH programs fully support PHI—they create a healthy environment, decrease morbidity/mortality and encourage appropriate utilization (i.e., food safety, infectious disease control, OH, DNBI surveillance, deployment medicine).

NOTE:  For further guidance on PHI metrics, reference AF/SG policy memo: “Population Health Improvement Priority Areas,” #00-002, 5 Apr 00

Tab 7:  Example of Periodic MTF Data Set (Table of Contents for Data CD) Provided by the AF PHSO
Population Health

MTF Specific Data

CD Table of Contents

Data Information Sheets- Information sheets are included for each report.  The information sheets describe the data source, time period represented, and how the data was used to generate the report.  Also included are suggestions for using the reports as you develop and implement local Population Health strategies.

1.  MTF Demographics



INFO SHEET FOR DEMOGRAPHICS.doc

2.  Cervical Cancer Screening



INFO SHEET FOR PAPS.doc

3.  High Utilizers




INFO SHEET FOR HIGH UTILIZERS.doc

4.  Prenatal Visits - 1st Trimester


INFO SHEET FOR PRENATAL CARE.doc

Reports





File Name
1.  MTF Enrollment Demographics



MTF_demog.xls

2.  Cervical Cancer Screening




Paps_rate.ppt









PapDMISID.xls

3.  Prenatal Visits - 1st Trimester



Prenatal_Rates.ppt









PrenDMISID.xls

4.  High Utilizers





huDMISID.xls

Items highlighted in “Blue” will appear with the MTF’s name or DMIS ID in the CD Directory.

For additional information, or if you have questions, please contact the PHSO Help Desk at DSN 240-8190 or via e-mail at: PHSO.HELPDESK@brooks.af.mil.
Tab 8:  Data Source Matrix

	Public Health Data Source Matrix 
	
	
	
	
	

	
	
	
	
	
	
	

	Sources
	Uses
	PH Interest
	How Obtained
	POC @ MTF
	How Fed
	Limitations

	
	
	
	
	
	
	

	KG ADS
	To determine baseline incidence rates for various conditions (URI, Flu, AGE), monitor real-time incidence rates, determine "Top 25s and Top 5s". Diagnosis Codes
	Numerator data
	Business object queries
	Overall: systems; each clinic for their data
	Bubble Sheets or Direct keyboard entry
	Scanner problems; skill level of persons entering data

	AFRESS
	Reporting tool for communicable disease and Occ Illnesses and includes worldwide influenza surveillance data and DNBI from SWA
	Numerator data
	RS/RH Brooks AFB reports quarterly to MAJCOM and MTFs
	Public Health
	Mil Pers Data & individual entering of data
	Skill level of persons entering data

	ASIMS - OH
	Occ health data: Civil Service Data (non beneficiaries) and OHE compliance rates and abnormal data 
	Numerator data
	In-House
	Public Health
	Mil Pers Data & individual entering of data
	Skill level of persons entering data

	CHCS
	Utilization data (Appointment types and numbers), Lab Values
	Numerator & Denominator Data
	Internal Ad Hocs; www.tmssc.      brooks.af.mil
	Systems - Host Admin
	DEERS data dump/       individual entering of data
	Does not provide diagnosis & Only info from that MTF (No Historical)

	CITA
	Beneficiary immunization rates
	Numerator data
	Built in reports
	Immunization Clinic
	Data Dumps
	New Product - Few at this time 

	DEERS
	Demographic data: age, gender, residence, grade, and number of dependents
	Denominator Data
	No real access of data. Data is dumped into several programs
	Military Personnel Flight (MPF)
	MPF
	N/A

	DESERT CARE II
	Deployment Medical Data Tracking
	Numerator data
	
	
	

	GEMS
	Deployment Medical Data Tracking
	Numerator data
	
	
	

	HEAR
	Needs and health status data; determine trends in behavior or health care usage, data could be used to determine prevalence of diseases or conditions; demand forecasting, utilization management, or community outreach
	Numerator data
	PHSO… However TRICARE region can produce PCM, MTF, Individual summary reports
	HAWC & HCI
	Individual Self-reporting 
	Not uniformly deployed across all TRICARE regions… Information is self-reported (bias)

	PIMR
	Preventive Health Assessment & Individual Medical Readiness requirements
	Numerator data
	Built in reports
	Flight Med??? 
	DEERS data dump/       individual entering of data
	New product, few product bugs. Large data base, some systems are having problems with size.

	SADR
	Utilization data
	Numerator data
	AD Hocs & Business Objects
	RMO
	CHCS/       KG-ADS
	Data quality - suspect

	FIT SOFT
	Fitness testing results and smoking
	Numerator data
	Built in reports
	HAWC & Exercise Physiologists
	DEERS data dump/       individual entering of data
	None

	ASIMS - HEHP
	Specialized OH tracking of hospital employees
	Numerator data
	Built in reports
	Public health
	Mil Pers Data & individual entering of data
	None

	BASE DDS
	Base Dental Data/Feeds PIMR
	Numerator data
	Built in reports
	Dental Clinic
	
	

	SIDR
	Utilization data
	Numerator data
	AD Hocs
	RMO
	CHCS
	Data quality - good


The following is an example letter of request for pediatric immunization data.  It is addressed to the Office for Prevention and Health Services Assessment (OPHSA), and provided for your use.

(May want to use: Population Health Support Division (PHSD) AFMOA/SGZZ)

DEPARTMENT OF THE AIR FORCE

Your Unit Designation

[image: image5.wmf]
Date
MEMORANDUM FOR AFMOA/SGZZ

FROM:  Your Office Symbol
Your Address
Your Address, Line 2
SUBJECT:  Request for Operational Data

1.  Request pediatric immunization data for the Your Base beneficiary population.  Data elements requested include name, age, phone, address and dates of immunizations.

2.  I hereby certify that I am a member of a US Government entity.  I further certify that the purpose of this request is to support work within the operational scope of our organization’s mission, and that the intent of my request is to prevent disease and injury and to improve health.  These data will be used to support Your Base pediatric immunization program evaluation; specifically, to evaluate the percent of our enrolled pediatric population who have been properly immunized by two years of age.

3.  I am aware of the Privacy Act of 1974 requirements to safeguard personal information, and will assure these requirements are followed to maintain subject confidentiality.  I am further aware that the Privacy Act only allows access to sensitive data if the requestor has a “need to know,” and I hereby certify that I have such a “need to know.”

4.  I understand these data are being provided because their use does not constitute “research” in accordance with CDC guidelines on the definition of public health research.  If, in the future, these data are used to generate or contribute to generalizable knowledge, I acknowledge that this may constitute research and agree to seek oversight from my local Institutional Review Board.

5.  I will not distribute these data to others and I will only use it for the purpose(s) above.

6.  I agree to provide a copy to AFMOA/SGZZ of the final report for which these data are used.  If future use of these data constitutes public health research, I further agree to provide a copy of the Institutional Review Board approval letter and a copy of the study protocol.  Please contact me at Your DSN; or email:  Your e-mail.

Your Signature Block

1st Ind to Your Office Symbol, Date of Your Memo, Request for Operational Data

Your Unit CC’s Office Symbol







Date
MEMORANDUM FOR AFMOA/SGZZ

I concur with the above request.  These data will help evaluate how well we are managing our pediatric immunization program.

Your Unit CC’s Signature Block
 Tab 9:  Training Requirements

     The following table describes the training PH officer and enlisted personnel will require for supporting their PHI mission based on rank, experience and position.  Additionally, the table lists requirements for other PHI players who will require training in PH roles.

	WHO
	LEVEL OF TRAINING
	HOW
	WHEN
	TYPE

	PH Apprentices
	Knowledge of pop health, of databases, and computer skills needed to work databases
	1) Convert course hours from previous PH duties to descriptive epidemiology and pop health; 2) Restructure computer hours to place special emphasis on ACCESS/EXCEL skills
	PH Apprentice Course
	Computer based training - Computer use and programs; Classroom instruction - epi and pop health topics; All accomplished In-Residence

	New PH Officers
	Knowledge of pop health, of databases, epidemiology, and computer skills needed to work databases
	1) Continue to receive the Applied Epidemiology Course in Basic Officer Course; 2) Pop Health Epi Course during Basic Officer Course; 3) Restructure computer hours to place special emphasis on ACCESS/EXCEL skills                                                        
	Basic Officer Course
	Computer based training - Computer use and programs; Classroom instruction - epi and pop health topics; All accomplished In-Residence

	PH NCOs
	Knowledge of pop health, of databases, epidemiology, and computer skills needed to work databases
	1) Applied Epidemiology or equivalent; 2) Pop Health Epi Course; 3) Staff Assistance Visits (SAVs)
	Applied Epi - As a SSgt (Equiv - As a SrA); Pop Health Epi - SSgt/TSgt/MSgt
	Applied epi - residence (equivalent - CDC correspondence course); Pop Health Epi - In Residence

	Seasoned Officers
	Knowledge of pop health, of databases, epidemiology, and computer skills needed to work databases
	1) Applied Epidemiology or equivalent; 2) Pop Health Epi Course; 3) SAV Visits
	Priority as soon as offered, may need to increase number of course offerings/year
	CDC correspondence course is alternative for in-residence Applied Epi which, like Pop Epi, is available in-residence (preferred)

	Providers*
	Courses and information in helping improve data quality
	PCO working groups, inservices, PCO SAV Visits, Internal Marketing
	on going
	informal, Pro Staff, 1-on-1 visits

	HCI*
	Awareness training/role definition
	PCO working groups, inservices, PCO SAV Visits, Internal Marketing
	on going
	informal, pro staff, 1-on-1 visits

	Exec Staff*
	Awareness training/role definition
	PCO working groups, inservices, PCO SAV Visits, Internal Marketing
	on going
	informal, pro staff, 1-on-1 visits

	PCO Working Group*
	Awareness training
	PHO informal discussions, internal marketing, SAV Visits, MAJCOM 
	on going
	

	TriCare
	Awareness training
	PHO informal discussions, internal marketing, SAV Visits, Region 
	on going
	

	PHMF*
	Awareness training
	PHO informal discussions, internal marketing, SAV Visits, MAJCOM 
	on going
	

	HSI Inspection Teams
	For PH Inspectors, see Seasoned Officer requirements; otherwise, in-depth awareness required to afford valid assessment
	Pop Health Epi Course and  1-on-1 training by Lt Col Hartzell (Kirtland PHO)
	ASAP
	Pop Health Epi course in-residence; 1-on1 at Kirtland AFB

	PH Corporate Board
	See Seasoned Officer requirements
	Pop Health Epi Course; self teach
	ASAP
	See Seasoned Officer req'mts

	MAJCOM Functional Managers
	See PH NCOs
	Pop Health Epi Course; self teach
	ASAP
	See PH NCOs

	
	
	
	
	

	
	
	
	
	

	Short term actions to spin up our people
	Rework Pop Epi course to focus on Public Health Issues and put on more classes.
	Team Aerospace Operational Solutions (TAOS) course
	SAV Visits
	Immediate training for PH offices. How??? At SAM? At Base? Regionally?

	
	
	
	
	

	Long term…
	Advanced Pop Epi course
	SGH Course, Med Group Commander Course - Sheppard AFB

	
	
	
	
	

	NOTES:
	
	
	
	

	Pop epi course more hands on with data and business objects or applicable software
	- Short term solutions to training deficiencies… VTCs, Links on Web Page to sources, Tool Kits

- AFMOA/SGZP is OPR for ensuring development and implementation/execution of training materials and programs

*Indicates those local PHI players who must be trained by local PH personnel themselves

	Information from the training plan will be incorporated into the next CFETP published after the PH U&TW scheduled for FY01


Tab 10:  References & Marketing Tools

     PH Offices will need a ready reference listing to facilitate their PHI implementation journey.  This list will be expanded to include additional policy guidance and other documents.

1.  The following websites provide a rich reference source.  These will also be the locations for posting the newly reengineered PH roles/responsibility documents (POCs provided) and helpful implementation tools, such as various product templates, best practices, “shareware”, etc.

1.1.  AFMAM (Air Force Medical Applications Model).  Website and CD ROM Description of purpose of website: it can be used as a self-paced tutorial tool for entry level personnel or newly assigned personnel. It is also used as a platform for posting the most current guidance and policy documentation to AFMAM's "Reference Library".  It is designed with a process-task structure to significantly reduce the user's search time for task-related documents.  http://afmam.sagtx.disa.mil  POC is Paul Wilson DSN: 240-2366.

1.2.  Population Health Support Office Home Page.  POC is Amy Kircher of the Population Health Support Office.  She can be reached through the PHSO HelpDesk @ DSN:  240-8190  amy.kircher@afmoa.brooks.af.mil.  http://www.phso.brooks.af.mil/
1.3.  AeroSpace Information Management Systems.  It is primarily software applications and tools.  Epi Surveillance is being developed as page for this website, as well as Occupational Health, they also have MITS/CITA and GEMS. This website is currently being redesigned by Thomas Mowbray at Langley, thomas.mowbray@langley.af.mil.  DSN 574-1270. https://www.asims.brooks.af.mil/



1.4.  USAF School of Aerospace Medicine with a Public Health webpage at this site.  POC is:  Robert.Gudgel@mirage.brooks.af.mil  Can add information to the Public Health Homepage, and the Coffeeshop (chat room).  http://wwwsam.brooks.af.mil/



1.5.  Air Force Medical Operations Agency Prevention Division AFMOA/SGZP website for Public Health Programs.  The POC is Lt Col Fred Kelsey.  Among other things, it contains reference pages to policies and newsletters.  http://sg-www.satx.disa.mil/moasgop/pubhlth.cfm
1.6.  Also look for related information on various MAJCOM and installation medical/PH home pages.

Tab 10 (continued):  References & Marketing Tools

     A marketing brief and point paper follow, for your information and use.

INVESTING PUBLIC HEALTH IN POPULATION HEALTH IMPROVEMENT:

A Key Component in the Re-engineering of AF Public Health

1.  Overview

- Assumptions

- Population Health Improvement Areas

  -- Definitions & Conceptual PH Roles

- PH Roles and Responsibilities

  -- Executable PH Activities & Tasks in PHI

- Summary

2.  Assumptions

- PH roles in PHI align w/operational competencies and mission essential tasks

- Current PH workload = “zero sum”

- We do a lot of this already

- We “own” little to none of the data

- As PHI progresses, PH roles will change

3.  7 PHI Areas in PHI Model

- PHI-1.  Enrollment Processing

  -- TRICARE enrollment, HEARS completion

  -- Represents denominator data

- PH Role:

  -- help establish demographic breakout of beneficiary population

  -- medical in-processing “quick start”

  -- capture your denominator when they PCS in

      --- immunizations, OH Exams, condition ID, etc)

4.  7 PHI Areas in PHI Model

- PHI-2.  Demand Forecasting

  -- Prevalence, clinical practices, system and operationally required

- PH Role

  -- DNBI Surveillance (looking at “top” items)

  -- population-based assessment of HEAR data

  -- forecasting PIMR and OHE requirements

  -- coordinator across the MTF “system”

5.  7 PHI Areas in PHI Model

- PHI-3.  Capacity Management

  -- # of patients a facility can see

  -- No direct PH role assumed in Garrison

  -- PH role in deployment scenarios

      --- medical capabilities (site surveys)

6.  7 PHI Areas in PHI Model

- PHI-4.  Demand Management

  -- Create healthy environment, decrease morbidity/mortality, encourage appropriate utilization

  -- PH Role

      --- food safety, CD control, OH, DNBI, Operational Health (i.e., Deployment Medicine)

      --- hearing conservation

      --- pre/post deployment surveillance

      --- coordinator across the MTF “system”

7.  7 PHI Areas in PHI Model

- PHI-5.  Condition Management

  -- Coordinates/improves all services provided to patients with given medical conditions

  -- PH Role

      --- data mining to ID/target top diagnoses, hi volume or hi cost conditions (DNBI surveillance)

      --- relinquish “case management” in CD programs

           ---- best accomplished by providers (PCMs)

      --- conduct performance reviews as requested or commissioned

           ---- report findings to OPRs

8.  7 PHI Areas in PHI Model

- PHI-6.  Community Outreach

  -- Motivating/facilitating community-wide health improvement

  -- PH Role

      --- trend analyses to ID potential DNBI threats

      --- DNBI reduction strategies

      --- education programs/activities

      --- partner with other invested agencies

           ---- BE, Health Promotion, Safety, IDS, others

9.  7 PHI Areas in PHI Model

- PHI-7.  Outcomes Analysis

  -- Performance of the delivery system + health of pop’n + quality of clin services

  -- 5 performance measures:

      --- customer responsiveness, FHP, PHI, best clinical practices, best business practices

  -- PH Role

      --- focuses on FHP and PHI performance measures

      --- establish and maintain DNBI baseline

      --- epidemiology consultant

10.  PH Roles & Responsibilities

- Executable Mission

  -- Two Main Roles

      --- epidemiology (“Job 1”)

      --- education

11.  PH Roles & Responsibilities

- First… Become Familiar with Population Health Improvement
  -- Appreciate the “Big Picture”

  -- Appreciate the PH “Niche”

12.  PH Roles & Responsibilities

- Then… Become a Member of the MTF Population Health Management Function

  -- Market contributions (current, future)

      --- HHQ embeds PH roles in PHI doctrine/policy

      --- PHO markets internally as well
  -- Actively participate in PHMF plans/activities

      --- participate in establishing / maintaining demographic breakout of beneficiary population

13.  PH Roles & Responsibilities

- Next… Know Your Denominator

  -- To be successful, you’ll have to know:

      --- who your population is

      --- what their health status is

      --- what their risk factors are

      --- what their health needs are
  -- This is the key to PHI success

14.  PH Roles & Responsibilities

- Focus on Warriors First--Focus on AD Health Readiness

  -- Immunizations, Dental Class, DNA, G6PD, Sickle Cell, Profiles, PHA

  -- ID process problems, report findings to process owners/OPRs

      --- however, we do not track/hound non-compliers
  -- Investigate and offer recommendations, as requested

15.  PH Roles & Responsibilities

- Conduct DNBI Surveillance

  -- Include illness and injury data

  -- Historical Data

      --- establish baselines & monitor trends

      --- top 25 diagnoses, top 5 hi vol, top 5 hi cost

  -- Real-Time Data

      --- establish baselines & monitor trends

      --- data mining

      --- ID potential/evolving health threats

16.  PH Roles & Responsibilities

- Proactively optimize data quality

  -- We need good data for meaningful epi

  -- PH helps MTF understand importance of data quality… Education role

      --- involvement depends on magnitude of problem

      --- one idea:  Quick Start for newcomer providers

   Be a member of the MTF Data Quality Function

17.  PH Roles & Responsibilities

- Facilitate Evidence-based Education

  -- Helping educators target population needs

  -- Using PHI-generated data/info, conduct programs that create a healthy environment and decrease morbidity/mortality

- Conduct Relevant Education

  -- Population-based education and training

18.  PH Roles & Responsibilities

- Provide Epi Advice & Consultation

  -- Peer review study methods and conclusions for validity, limitations, caveats, value

  -- Assist in developing, interpreting, reporting meaningful metrics

  -- Compare local with centralized data

      --- collate local/central data, optimize understandability, distribute to decision-makers

  -- Help others “hug their data”

19.  PH Roles & Responsibilities

- PHI is a Cultural Change for AFMS

  -- From emphasis on episodic “curative” care of individuals to proactive prevention-based care of populations

- PHI is a Work in Progress 

  -- We don’t have all the answers “up front”

  -- We’ll learn, and improve, as we go

  -- PH roles will change as PHI evolves

20.  Summary

- Assumptions

- Population Health Improvement Areas

  -- Definitions & Conceptual PH Roles

- PH Roles and Responsibilities

  -- Executable PH Activities & Tasks in PHI

-----------------------------

- Address Questions to Your MAJCOM PHO

POINT PAPER
ON
AF PUBLIC HEALTH'S ROLE IN POPULATION HEALTH IMPROVEMENT

-
Many Public Health (PH) programs already support concepts of population health improvement (PHI) (e.g., food safety/sanitation, surveillance, STD prevention education)

-
HQ USAF/SG Memo, Population Health Improvement (PHI) Priority Areas, 5 Apr 00, directed AFMS/SGs to “utilize the public health office as installation epidemiologist”

-
Future role will expand population health epidemiology while streamlining other programs to offset new PH role(s) in PHI initiatives

-
Expanded epidemiology role will focus on comprehensive PHI; emphasizing communicable disease, occupational illness/injury and non-infectious disease surveillance/analysis

--
Active “real time” surveillance as a more effective counter to bioterrorism and natural outbreak prevention (in garrison and deployed)

--
Surveillance of infectious/non-infectious disease to support MTF condition management and demand forecasting

-
Additional PHI roles for PH will include monitoring status of Individual Medical Readiness requirements (IMR), working with the Population Health Management Function to develop meaningful metrics, and assisting with data optimization

-
PHI add-ons must be balanced by commensurate transfer of functions to those having closer skill set match, elimination of low/non-value tasks, re-prioritization

--
Will require transfer of PH’s case management oversight to the PCM, who now has primary responsibility for enrollee’s care

--
Non-clinical activities will align more closely with standard public health roles (e.g., food procurement programs will emphasize food safety/wholesomeness, not quality issues)

-
Several steps must be completed to ensure near-term accomplishment of new initiatives

--
Memos from AFMOA/CC directing MTF/CC to embrace and actively utilize PH in PHI and from SGZP to PH offices directing them to actively participate

--
PH must be a member of the MTF Population Health Working Group/Function

--
PHOs and senior 4E0X1s should have priority in the Epidemiology of Pop Health Course

Tab 11:  AFMS Consultative Epidemiology Services

Communicable Diseases and Occupational Illnesses/Injuries


The Air Force maintains a central agency for epidemiological services.  The Force Health Protection and Surveillance Branch, Air Force Institute for Environment, Safety and Occupational Health Risk Analysis (AFIERA/RSRH), Brooks AFB provides consultation services to the Air Force and DoD in public health surveillance, epidemiology, and preventive medicine, and acts as the Air Force hub for global emerging infectious diseases.  Also, they can coordinate reference laboratory services to Air Force MTFs worldwide.  If you need assistance with surveillance or epidemiological/outbreak investigations contact AFIERA/RSRH.  Their website is http://pestilence.brooksaf.mil/.  The DSN and commercial phone numbers are 240-3471 and (210) 536-3471.  The address is AFIERA/RSRH, 2513 Kennedy Circle, Suite 104, Brooks AFB, TX 78235-5123.

Population Healthcare Data and Performance Measures


Public Health personnel will analyze and describe data of the MTF’s enrolled population to support the Population Health Function’s determination of the health care needs of this population.  Additionally, we will assist stakeholders in the preparation of performance metrics.  For assistance in these areas contact the Population Health Support Office at DSN:  240-8190 or commercial (210) 536-8190.  Their web page is http://www.phso.brooks.af.mil/
Tab 12:  “Right Start” Medical In-processing Program

Separate file, located on the following:

AFMAM CD ROM or home page at http://afmam.satx.disa.mil, which can be accessed from the

PHSO home page at http://www.phso.brooks.af.mil or

USAFSAM home page at http://wwwsam.brooks.af.mil/eh/
Tab 13:  Tutorial on Ambulatory Data Systems Business Objects

Separate file, located on the following:

AFMAM CD ROM or home page at http://afmam.satx.disa.mil, which can be accessed from the

PHSO home page at http://www.phso.brooks.af.mil or

USAFSAM home page at http://wwwsam.brooks.af.mil/eh/
Tab 14:  TMSSC Training Team Lesson Plan—Business Objects

Separate file, located on the following:

AFMAM CD ROM or home page at http://afmam.satx.disa.mil, which can be accessed from the

PHSO home page at http://www.phso.brooks.af.mil or

USAFSAM home page at http://wwwsam.brooks.af.mil/eh/

Tab 15:  Examples of Business Objects Products

Separate file, located on the following:

AFMAM CD ROM or home page at http://afmam.satx.disa.mil, which can be accessed from the

PHSO home page at http://www.phso.brooks.af.mil or

USAFSAM home page at http://wwwsam.brooks.af.mil/eh/
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�Seven areas of PHI Model taken from Population Health Improvement Plan and Guide, Department of Defense, 1 Apr 2000


� AF/SG Memo dated 5 Apr 00, Population Health Improvement Priority Areas


� Recommendation from 377 MDG (Kirtland AFB NM) PCO Staff Assistance Visit
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