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Contra Costa Health Services
• County owned Integrated 

Healthcare Safety Net 
System 

• Complex data needs; 
• Health Plan caring for 180K 

patients working with multiple 
internal and external Delivery 
Systems, 

• Public Health arm with active 
Whole Person Care Pilot

• Behavorial Health System
• Homeless Division
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Systems @ CCHS
Inpatient/ 
Ambulatory Epic
Visualization

Qlik
Registry/Pop Health

Epic Healthy Planet
Data warehouse

SQL
Analytics

SSRS, QLIK
Behavioral Health

Epic
Jail

Epic
Public Health

Persimmony & Epic
HIE

EPIC, Sequoia Project, Care Quality
EMPI

Epic
eConsult / eReferral

Epic
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What is Gaps in Care?

Evidence-based 
recommendations

Care that is 
actually delivered
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Why is it important?

=
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Address Disparities
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Lasso
Regression

Odds ratios associated with
predictors of PRIME measure
1.1.1 - SBIRT
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Address Cost
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What causes Gaps in Care?

• Incomplete Data

• Lack of Care Coordination

• Lack of Patient Engagement

• Social Determinants
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Managing Gaps in Care
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Define Patient Population
• Define Active vs Inactive patients

• Provider Attribution

• Build Disease Registries in EHR
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PCP 
Central
System for
Provider
Attribution
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Define Quality Measures
• NQF Standards

• PRIME

• QIP

• NCQA

• UDS

• Outpatient Surgery

• Core Measures

• Meaningful Use

• CAHPS
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Data Aggregation
• EHR data - Inpatient & Ambulatory
• Health Plan Claims
• Filled Prescription PBM Claims
• Behavioral Health 
• Foster Care
• Public Health Case Management
• Housing
• EMS
• Custody
• AODS
• Patient Experience
• CareEverywhere
• External Partners – Planned Parenthood, CAIR, etc. 
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Data Analysis
• Data Integrity

• Quality, Completeness, Timeliness, Accuracy

• Metrics Programming

• Shared Data dictionary

• Data Validation 

• Visualization with Qlik

• Risk Stratification

• Prevention, Disease Management, Case 
Management

• Data Maintenance
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Gaps in Care Score
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Gaps in Care Score
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Risk Stratification

CCHS Data 
Warehouse

EHR 
(includes 

medical, BH, 
health plan, 
Detention)

Claims

HMIS

MH / SA 
Billing 

Eligibility 
(MEDS)

EMS

Predictive Analytics 
Risk Model 

High risk cohorts 
identified for 
enrollment

EHR (Epic) 

Patient Enrolled 
in WPC Registry Case Manager assigned to 

patient via HL7 interface 

EHR Patient Chart 
- WPC Enrollment Flag
- Care Management 

documentation
- Tracking and Follow Up 

Care Management

All charted data 
available in EHR 

dataset

DHCS & 
Program 
Reporting 

Datasets
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Whole Person Care Core Services

0101

0505

02020808

04040606

0707 0303 Food
• Assist client with obtaining food 

security through Cal Fresh 
applications, food pantry 
navigation

Behavioral Health
• Connect to Access Line to establish care 

with MH and SUD services 

• Educate patient on how to navigate 
these systems

• Advocate with clinical providers involved 
in care 

• Support patient with readiness to engage 
with services

• Open new Restoration Center

Foster Youth

• Coordinate medical and social services 
for foster youth on psychoactive 
medications 

Social Services 
• Partnership with EHSD to hire Social Workers 

and Eligibility Specialists into CMCT program 

• Develop new data sharing agreement to 
collaborate on shared clients 

• Direct line to identify and assist with securing 
and maintaining benefits/income (SSI, GA)

Housing
• Direct clients to Coordinated Entry (CE) system

• Assist clients with securing housing who do not 
identify as Homeless and/or reluctant to access 
existing services 

• Provide tenancy support education 

• In coordination with H3 and CE programs,  support 
recently housed clients when case management 
services are unavailable

Physical Health
• Connect patient to PCP, accompany to 

PCP visits

• Reinforce and educate on care 
instructions post visit, post-discharge

• Perform in-home medication review 

• Communicate with PCP on 
discrepancies or care concerns

• Educate patient on how to navigate care 
system (myccLink, keeping appts, ED 
usage, etc) 

• Assist and reinforce specialty care needs 
(referrals, dental, etc) 

Financial, Employment, Legal 
• Refer to Bay Area Legal Aid for direct legal aid

• Support educational and employment search needs

• Payee Management Services –CrissCross

Transportation
• Provide transit vouchers for non-medical 

transportation needs

• Connect patients to existing transportation 
assistance resources to develop long-term 
transportation plans (CCHP, reduced fare 
passes, paratransit) 
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Care Coordination
• Care Team assignments
• Care Plans accessible across the continuum
• Health Maintenance tracking

• E.g. Datalink for Eye Exam, Asthma Medication Ratio, 
etc.

• Care Gaps visible within provider workflow
• E.g. Best Practice Alerts for Cervical Cancer 

Screening
• Tools to close care gaps within provider workflow
• Communication tools within CC/CM team and across 

teams
• Community Services Directory and Referrals to 

community partners
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Engage Patients
• Outreach

• Phone outreach tools

• Online questionnaires for health risk assessment 
and social determinants

• Birthday Letters

• High Risk Notification
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Birthday Letter Sample
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Engage Patients
• Inreach

• Fit Flu Clinics

• Registration

• PCP

• RNs
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Engage Patients
• Self Service

• Patient Portal usage for secure messaging, appt 
scheduling, access to patient data

• Virtual Care Tools (video visits, eConsults)

• Effective delivery of educational content

• Patient experience monitoring
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Monitor Performance
• Oversight Reports

• Provider level dashboards/scorecards

• Provider Communication and Education

• Weekly huddles
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Aggregate View

36

SBIRT Completeness
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Birthday Letter Effectiveness
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Case Manager Effectiveness
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Future State
• Incentive programs for behavioral modification

• Expand Data sources

• E.g. patient reported outcomes

• Develop and align alternative payment models to 
support data measurement

• Address barriers

• E.g. transportation

40


