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	Data example
	In a narrative (1-2 paragraphs) describe how each source of data is currently being used, or how could it be used, to address health of individuals or populations (does not need to be in APA format).

	[bookmark: _Hlk82936025]CDC Behavioral Risk Factor Surveillance System
https://www.cdc.gov/brfss/data_tools.htm    
	The Behavioral Risk Factor Behavior System (BRFSS) was originally designed to capture data 6 specific behaviors, or risk factors that were known to be associated with premature death in adults in the United States. Data collected on behaviors such as smoking, Pre-Diabetes, healthcare access, cognitive decline related to industry and occupation, and many other behaviors help target efforts for education and the need for resources within each state and territory of the United States.  The system was successful in collecting information in a standardized fashion, and when the sample size numbers grew to be 100,000, the system was redesigned (Mokdad, 2009). The Department of Health in each state is responsible for collecting the data on standardized questions, and then the information is sent to the CDC for analysis and aggregation. This provides data about state specific population challenges, as well as nationwide trends. Since the initial development of the system, there have been multiple iterations of the behaviors focused upon for data collection, and innovations in the tools used to collect and analyze the data. States can use the data to determine which areas to place resources for the funding of public health measures and budget development and public health policy development. 
     The ability to target specific health promotions in specific populations based upon the unique factors in each state is empowering local and state governments to identify what the real challenges are for their own state. Geography, ethnicity, access to healthy food, access to high- quality healthcare, availability of public funding for health measures are all factors that can vary widely between geographical locations. Today, states are experiencing sometimes very rapid shifts of populations in many domains, such as diversity, income level, state of health and age. Prior health initiatives may no longer be as relevant, and state governments need to know as quickly as possible how to address health promotion for those who reside in the state. The other important factor that must be considered is funding for the CDC management of the BRFSS data. Research and design of how to accurately collect and store data, as well as how to analyze the data requires a large investment in both highly skilled human and financial resources.  BRFSS will continue to be a very important place to gather state specific and national health behavior data, and as populations shift and change in each state, it will be imperative to ensure that the system is well funded and employs the latest technology to capture both accurate and meaningful data as cost effectively as possible.

Mokdad, A.H. (2009). The behavioral risk factors surveillance system: past, present, and future. Annual Review of Public Health.30. 43-54. https://www.annualreviews.org/doi/10.1146/annurev.publhealth.031308.100226?url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub++0pubmed#_i20

	Agency for Healthcare Research and Quality (AHRQ)
https://www.ahrq.gov/research/data/dataresources/index.html 
	

	1. Health care spending
	The Agency for Healthcare and Research Quality (AHRQ) provides data both nationally and per state. The data that can be collected per state can provide information and statistics, but the data must be translated into actual strategies to make improvements in population health. Reducing disparities in healthcare is an important goal in population health. The financial resources that are committed to health care in the Unites States are substantial: “NHE grew 4.6% to $3.8 trillion in 2019, or $11,582 per person, and accounted for 17.7% of Gross Domestic Product (GDP)” (CMS, 2020). Health care spending can be broken down by a myriad of different categories. For example, “Analysis of Medicare Claims Data Reveals Significant Spending on Low-Value Services” revealed that in 2017, “Medicare beneficiaries received about 10 million distinct low- value services that offered little to no clinical benefit” (AHRQ, 2020).  In the September 8, 2020, AHRQ weekly newsletter discussed how patients being given opioids for low back pain is wasteful and through evidence-based practice this treatment has been demonstrated to be not clinically effective. Institutions focusing on safety and quality can utilize information about very specific measures to align care with evidence-based treatment. This could help decrease wasteful spending, but ultimately it could also improve the patient’s quality of life. Providing ineffective treatments to patients with no clinical benefit decreases quality of life and risks causing harm (opioids in the older population can have negative consequences).
         Non-evidence-based care can have negative effects on both the patient, the healthcare system, and specific populations, and the downstream effect can be costly. Treatments that are expensive and provide little benefit drain health care dollars. The negative effect on the patient may be limited to no clinical benefit or could lead to further complications and require more interventions. Increased interventions and complications translate into more health care dollar expenditure. In order to avoid this, healthcare must have access to high quality, large volume data. AHRQ captures data that is actionable and provides tools to implement improvements.


Centers for Medicare &Medicaid Services (2020). NHE Fact Sheet. https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NHE-Fact-Sheet

	2. Health care systems
	Health care systems are accustomed to gathering large amounts of data. This data can be analyzed in the form of reports and provides some information on use, volumes and outcomes in healthcare services provided by the specific institution or system.  In order to understand how healthcare systems, compare to other like institutions, data must be collected and available for analysis.  Benchmarking, that is measuring performance against other institutions of similar size and populations served, is helpful for evaluating performance metrics. In health care today, the goal to provide safe high-quality care requires much more information. AHRQ offers programs that can help. Currently, despite the competitive nature of healthcare provision, AHRQ helps facilitate “Innovations Exchange” (AHRQ, 2021). The exchange offers an opportunity for health care systems to collaborate and facilitate the sharing of innovations in healthcare to speed improvement. Videos, toolkits, web events, articles and access to industry experts are available to a wide variety of stakeholders such as educators, students, policy makers, and health care administrators. 
      Collaboration is helpful, but only if it can actually spur changes. Articles such as “Will it Work Here? A Decisionmaker’s Guide to Adopting Innovations” (Brach, Lenfestey, Roussel et al, 2008) can provide guidance to those who are responsible for making decisions about policies, expenditures and quality and safety improvements. In addition to the guidance, there are downloadable databases that include innovation profiles and attempts made at other institutions, as well as the text of all the quality tools. Healthcare institutions struggle with analyzing their own data at times. Data collection and evaluation are needed to chart a course for improvement, but it can be time and resource consuming.  Access to a national database and the ability to learn from and collaborate with others can help increase the speed with which improvements can be made and cost savings realized (Agency for Healthcare Research and Quality, 2021) This data is also focused on specific populations that are impacted by the innovation, as well as the human story behind the innovation so that it is relatable.

Agency for Healthcare Research and Quality (2021). Innovation Profiles Column Definitions.
https://www.ahrq.gov/innovations/database-download/profiles-definitions.html

 AHRQ (2021).  Health Care Innovations Exchange. https://www.ahrq.gov/cpi/about/otherwebsites/innovations.ahrq.gov/index.html

Brach, C., Lenfestey, N., Roussel, A., Amoozegar, J. & Sorenson, A. (2008). Will it work here? A decisionmaker’s guide to 
adopting innovations.   https://www.ahrq.gov/sites/default/files/wysiwyg/innovations/will-work/InnovationAdoptionGuide.pdf



	3. Health care use
	Healthcare systems need real time information about which groups and populations are utilizing which categories of health care. Health Information Technology is the means by which health care data is collected and analyzed. Vulnerable populations are the groups that should be accessing health care, so it is important to identify the vulnerable populations and then ensure they are utilizing the care that they need. Each state has unique and often diverse populations. Healthcare systems need the specifics of who is and who is not utilizing healthcare in the state, and how does this compare to other states. 
“The Unites States Health Information Knowledge base “(AHRQ, 2018) is a metadata registry. The healthcare-related standards provide institutions and governments, both state and federal with information about health care standards that can be utilized to compare those who are accessing healthcare and how the standards impact the populations that the care is actually being provided to.   The Health Care Cost and Utilization Project (HCUP) (AHRQ, 2021), provides data about population inpatient use of healthcare resources, pediatric inpatient trends and information about chronic conditions and clinical classifications (AHRQ, 2021).  Decision making groups in institutions and government need to understand what the challenges are for their respective populations. Knowing who is using healthcare, and when and how frequently they are utilizing specific services can inform policy, community initiatives and educational offerings to improve health and well-being. It is also essential to understand where the healthcare dollars are going for future planning and initiatives.


   Agency for Healthcare Research and Quality, (2021). Healthcare Cost and Utilization Project (HCUP). 
https://www.ahrq.gov/data/hcup/index.html

Agency for Healthcare Research and Quality, (2018). United States Health Information Knowledgebase.  
https://www.ahrq.gov/data/ushik.html


	4. Hospitalization
	Healthcare encompasses all modes of care delivery including primary care visits and preventative care. The vast expenditure of healthcare dollars is spent during hospitalization. “Total health care spending in America went over $4 trillion in 2020 and more than 30% of that – or about $1.24 trillion – was spent on hospital services.” (Fay, 2021). Data collection for hospitalization, the populations that were hospitalized, the breakdown of the diagnoses treated in hospital, the readmission and hospital acquired condition rates, are all key metrics that the healthcare system needs to study in order to make improvements.  There are facets of hospital care that can impact patient safety, quality of care, satisfaction, and resource expenditure. This data is used by health care systems to track and analyze trends so that patterns can be identified. 
       ED visits that do and do not result in hospital admission and readmission rates are important to understand. Inappropriate admissions and the insurance-imposed restrictions for readmission reimbursement can severely impact the financial health of the institution. Access, cost, and outcomes are all important for those who are trying to determine how are the local populations best served. The ability to compare this information and collaborate on new ways to provide efficient hospital care and services is in the best interest of all the stakeholders, and the AHRQ can provide meaningful data for all of the categories. This information is also important because predictions about future needs must be taken into consideration for planning. Current state and future state planning are important considerations in population health especially as populations shift and diversify.

Fay, B., (2021). Hospital and Surgery Costs Paying for Medical Treatment (debt.org). https://www.debt.org/medical/hospital-surgery-costs/

	5. State-specific health care quality information
	The AHRQ provides state-based data on many metrics to help inform states about the populations that are served and can help states that have like populations compare and collaborate on initiatives to improve care. Each state is an entity of its own, and each state has unique challenges. Financial resources, availability of healthcare systems and providers, demographics, 
ethnicity and per capita income are all factors. The ability to compare state healthcare quality population characteristics with other states is an important strategy to impact specific health challenges. For example, any data that can inform states about opioid related health impacts is much needed by all states. The opioid crisis is not isolated to any one or small group of states.  Information about opioid related ED visits, hospitalizations and deaths is crucial information for all state policy makers and health care providers.
   The AHRQ State Snapshots (AHRQ, 2018), provides quality data by each state. This resource supplies a national view to quality measures and allows data to be searched in each state across specific measures.  Priority populations can be chosen, and specific subjects can be filtered. Tables and graphs can also be viewed for comparisons.  Data can be reviewed per state, or on a national level. Age, race, specific topics, and specific measures can be selected. There are also resources available to assist in addressing disparities and improving care. States can compare what is working well, and opportunities for improvement and look to similar states that may have made progress and improvements in provision. 


Agency for Healthcare Research and Quality, (2018). State Snapshots.
https://www.ahrq.gov/data/state-snapshots.html

	6. National Healthcare Quality and Disparities Reports (You won’t be able to get to an actual dataset. However, you can enter a variety of options to gather information to collect information and/or do comparisons that will allow you to complete this table.)
https://nhqrnet.ahrq.gov/inhqrdr/data/query 
	AHRQ is dedicated not only to identifying and raising awareness of disparities but looking for strategies to identify best practices. Identification of best practice is not enough; implementation and success tracking are also needed. Specific populations such as children and adolescents, older Americans and those with disabilities have specific needs that often go unaddressed or under-addressed. Specific data, such as “Covid 19 and Behavioral Health Disparities for Black and Latino Communities in the U.S.” (AHRQ,2020) helped focus on how magnified the gap was between the need for and availability of behavioral health services for this specific population. The identification of gaps is key to developing strategies to close that gap.
        Reducing disparities in healthcare is an important goal in population health. Disparity reports are retrievable by filtering by state, subject area, and topic. The specific measures are then listed the results of the measures can then be viewed in table and graph form. This data is currently being used by states and institutions to identify measures to improve performance and provide higher quality care. The ability to compare measures across states for diseases and conditions, as well as the settings that the care is provided in, should be helpful to state and local leaders in customizing financial and institutional resources to address disparity and quality of care for that locality or institution. The ability to identify disparities should also drive additional research and improve the body of knowledge which should theoretically help streamline costs and services.


AHRQ (2020). National Health Care Disparities Reports. https://nhqrnet.ahrq.gov/inhqrdr/resources/info#Collecting%20Data


	Centers for Medicare and Medicaid (CMS)
https://data.cms.gov/ (Actual data sets at CMS are very large and can cause disruption in your computer performance if you try to download.  However, it is important for you to know they are available.  In addition, there have several tools for you to search a data set without actually downloading it.  Exploring these data sets from CMS below is the goal of this section of the Scavenger Hunt.
	

	Medicare Physician and Supplier Lookup
https://data.cms.gov/utilization-and-payment (called Medicare Provider Utilization and Payment Data)
	This database provides information about Medicare providers via CMS administrative claims data. Publicly reported data has been available for several years. Patients are able to review their own charts in near real- time through the patient portal. Patients have become savvy consumers of healthcare and understand that they have choices and options. Medicare provider utilization is further broken down into inpatient and outpatient categories, post-acute care and hospice, prescriptions and durable medical equipment and medical supplies. 
  This information is an important facet of transparency in health care; however de- identification and privacy are also important. According to the AARP “it is in the public interest to create a database that is searchable and permits analyses based on geography, condition, procedure, as well as patient or physician characteristics. The data should be fully disaggregated, for example, by individual claims, to conduct measurement of performance at the individual physician level” (AARP,2013). The knowledge that this data is publicly reported impacts healthcare. The goal to increase competition and give consumers access to quality care begins with data that is available for review. Transparency as to how healthcare dollars are spent is important. The taxpaying public, and those covered by Medicare, have a strong desire to understand the type of quality care that is being provided and at what price. 

AARP (2013). RE: Request for public comments on the potential release of Medicare physician data. https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Downloads/PublicComments.pdf



	Mapping Medicare Disparities
https://data.cms.gov/mapping-medicare-disparities 
	This website offers a fascinating graphic in the form of a map of the United States that allows one to filter state or county of interest and then visualize all sorts of data graphically. Minority populations are often deeply impacted but specific chronic health conditions. This graphic enables one to evaluate prevalence of specific conditions, such as diabetes or severe sepsis, and compare prevalence between minority groups, geographic location, and hospital type. While the differences between geographical locations may seem expected, the differences between and within groups and locations, as well as between hospitals provides very detailed and specific information that may not be as obvious upon first review.
     The quick start guide is user friendly and details how to obtain data from the map, and where to find additional data. In addition, there is an option to drill down further buy filtering via a population view and a hospital view. This data can be used to compare and contrast the effectiveness of measures and the existence of disparities that may not be readily apparent.

	Market Saturation and Utilization
https://data.cms.gov/market-saturation 
	Fraud, waste, and abuse are costly problems for large government programs, and Medicare is not different. Tracking utilization and market saturation of services via Medicare Fee-for -Service claims are methods to help minimize or uncover fraud or waste. Long-term care, laboratory services, hospice care, and dialysis are just some of the many categories that are available for review. Providers can view the data to make “informed decisions about their service locations and the benefit to the populations that they serve” (CMS, 2021).

 Understanding the types of services and challenges that the local population utilizes most frequently informs providers about how they may best serve the patients that they care for. It can also be useful for healthcare institutions to appropriately address disparities in access to services, and this could provide an indication of where to look for possible knowledge gaps that can lead to research. Transparency helps to ensure higher quality care helps to uncover the specific patient population that may be “falling through the cracks”.

CMS (2021). Market Saturation and Utilization Technical Guide. https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fdata.cms.gov%2Fsites%2Fdefault%2Ffiles%2F2021-08%2Fmarket_saturation_and_utilization_technical_guide_r12_v3.1_0.docx&wdOrigin=BROWSELINK

	Chronic Conditions  
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/CC_Main.html 
	The ability to review the chronic conditions that Medicare spends the most healthcare dollars upon is a window into where the US healthcare system should probably be focusing its research for  prevention of these conditions. Age related chronic conditions may not be able to be eliminated, but progress could be made into the research and development of strategies to educate the population and reduce morbidity and mortality. 
 Prevalence by age, race, ethnicity, and sex can provide insights into barriers to care that may exist, and disparities that most certainly exist. Data is available up to 2018, and there is a dashboard to review Medicare chronic conditions by region, state, and county. Beneficiary enrollment characteristics can also help paint the picture of the populations that fall into these categories and how that looks across the United States. Proactive planning based upon historical trends can be very beneficial to municipalities and districts as they attempt to predict their population needs in the future.

	State Medicaid and CHIP Application, Eligibility Determinations, and Enrollment Data
https://www.medicaid.gov/medicaid/national-medicaid-chip-program-information/medicaid-chip-enrollment-data/monthly-medicaid-chip-application-eligibility-determination-and-enrollment-reports-data/index.html
 (This data you should download.  It is not huge and will give you an opportunity to explore what data points are collected and how you could pull information from the data set to gain knowledge.
	Data about state Medicaid and CHIP usage can provide a picture of the utilization of Medicaid and CHIP benefits. The data is current up to April 2021 and helps policy makers and healthcare providers understand the vulnerable children in each state. Vulnerable children require routine preventative care and may also require specialized care related to socioeconomic factors. This information is necessary to ensure that programs and benefits are available. 

Each state administers their CHIP program under federal guidelines. The goal is to ensure children have adequate coverage to improve their health. There are large populations of children (and adults for that matter) who fall in the “space” between Medicaid eligibility and private health insurance availability. The CHIP program is designed to protect the health of children with expanded benefits. Comparing utilization of these benefits across states gives healthcare providers and policy makers information for schools to ensure children have the care and safety net that they need. 

 Comparison of the data points for eligibility reveals that there are some states with much higher CHIP enrollment than Medicaid enrollment. This illustrates the number of children who could be left without coverage and care of CHIP benefits were not available. The enrollment data and eligibility determinations may require adjustments periodically. Shifting demographics related to immigration and migratory citizens may change which states need more or less resources. This information can also assist in determining funding requirements and healthcare workforce needs for the future.

	Health Resources and Services Administration (HRSA)
Health Workforce Data
https://bhw.hrsa.gov/health-workforce-analysis/data 
	Data about the health workforce is an important piece of the structure of healthcare in the United States. While policies and funding are crucial to our healthcare provision, none of the initiatives matter of there are not enough of a healthcare workforce to provide the care.  This is the other side of the healthcare equation for the US and other countries who may find themselves with large specific populations to care for, and not enough specialists to care for the population needs. The ability to estimate supply and demand, understand the training required, and ensure there are enough educators and the compensation and benefits required to maintain the workforce is vital information. 
     Professional licensing bodies are one source of data and there are 38 other Federal Agencies that provide data and information to support workforce analysis (Health Resources and Services Administration, 2017). The human factor in healthcare cannot be understated. There have been shortages of specific disciplines in the past. Knowledge about populations, such as the size of the baby-boomer generation, helps predict the size of the health workforce that may be needed. In planning for future educational programs and support for the size and skills of the health workforce, the aggregate data collected across these agencies can provide a means to ensure there are enough well-trained healthcare workers to meet the population needs.

Health Resources and Services Administration, (2017). Compendium of Federal Data Sources to Support Health Workforce Analysis. https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/compendium.pdf




