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Discussion for Today

• Background

– Maryland Department of Health

• Population Health Measurement

• Population Health Planning

• Population Health Management & Improvement 

• Population Health Sustainability

– Local, State, Federal, and Health System Leadership
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Maryland Department of Health 

Organizational Chart

Jinlene Chan, M.D.
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How is the Office of Population Health organized?

Office of Population Health Improvement
Director

Jennifer Newman Barnhart, MPH

Performance 

Improvement

Director

Ann Walsh, MHS, CHES

Health Systems 

Transformation
Director

Chad Perman, MPP

Fiscal Officer

Kim Slusar

Local Health Core Funding

Local Health Improvement Coalitions

Deputy Director

Alice Bauman, MSPH

School Health 

Coordinator

Tina Herrero-Backe, MA

Rural Health and Workforce
Director

Temi Oshiyoye, MPH

Rural Health
Coordinator
Sade Diggs

Primary Care
Director

Elizabeth Vaidya

Primary Care
Data Analyst

Karen Pereira, MSPH

Medical Director

Cheryl De Pinto, MD, MPH

Quality Improvement

Manager

Dorothy Sheu, MPH

SHIP

SHIP Data Analyst

Robert Durr, MPH, MS

SHIP Analyst

Genevieve Hugenbruch, MPH

SHIP Analyst

Morgan Bunting 
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Population Health Vision for Maryland

The population health vision for Maryland is a State in 
which health care is provided in an integrated, accessible, 
affordable, and fully accountable system with aligned 
incentives to continually improve the health of all citizens 
through the efforts of all care partners. In order to serve and 
actively manage the spectrum of health for all Maryland 
residents, health care in Maryland will be delivered in a 
patient-centered, value-based fashion. Person centered, 
community-based care will form the foundation of an 
integrated approach to addressing the physical, behavioral, 
and social needs of Maryland residents. Patients will be able 
to seamlessly access services at the right time, in the most 
appropriate care setting, and with easy access to their health 
information. 
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$57 Million Budget*

Quality Improvement 

• Public Health Accreditation, Public Health Services 

Training Needs and Employee Workforce, Customer 

Service 

State Health Improvement Plan (SHIP)

• DHMH Dashboard for 39 health measures by 

jurisdiction

Local Health 

• Core Funding, Local Health Improvement Coalitions

Health Care Transformation

• State Innovation Model, Primary Care Model, 

Population Health Quality Measurement: Health Equity 

& Social Determinants

*FY18 legislative appropriation, $56 million GF, $1.5 million FF

14 Employees 24
Local Health Departments 
Core Funding For

School Health

• Access to Care, Chronic Disease Management, 

Medical Home extension, Naloxone / Opioids & SUD, 

Disaster Preparedness, Immunization, School 

Telehealth

Workforce Development for Healthcare Professionals

• Maryland and State Loan Assistance Repayment 

Program, J-1 Visa Waiver, Preceptor Tax Credit, 

National Health Service Corps

Primary Care Improvement

• Health Professional Shortage Area designations

Rural Health Improvement 

• Maryland’s Rural Health Plan

39
State Health Improvement Process 
Measures For

Triple Aim of Maryland Department of Health
Office of Population Health

Coordinates the integration of Maryland’s high-performing public health system 
with value-based health care to: Improve Maryland’s population health, Reduce 
Maryland’s health care spending, and Improve health care quality
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Population Health Measurement
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Maryland State Health 
Improvement Process

Maryland's State Health Improvement 
Process (SHIP) provides a framework 
for continual progress toward a 
healthier Maryland and a local platform 
for action. The SHIP includes 39 
measures that represent what it means 
for Maryland to be healthy. 

Data from this website is applied to 
state and local strategic planning,  
needs assessments, grant reporting, and 
more.

Visit SHIP here: 
http://DHMH.Maryland.gov/SHIP

http://dhmh.maryland.gov/SHIP
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State Health 
Improvement Process 

Suicide Rate

SUIDs Mort

Teen Birth Rate

Infant Death Rate

Life Expectancy

Low Birth Weight

ED Alzheimer's

ED Addictions

ED Asthma

ED Dental

Chlamydia infection rate

HIV incidence rate

Children Lead Screening

Children Dental Care

Adolescents Well Visit

Kindergarten Ready

High School Graduation

Adolescents Tobacco

Adolescents Obesity

Physical activity

Prim. Care Provider

Adults Who Smoke

Flu Vaccinations

Adults not overweight

Prenatal Care

Cancer Mortality

Drug-Induced Mort

Heart disease Mort

Fall-Related Mort

ED Hypertension

ED Mental Health

ED Uninsured

ED Diabetes

Domestic Violence 

Pedestrian injury

Children – Vaccines

Child maltreatment

Affordable Housing

Children Lead Levels

Data Sources

MDH BRFSS Vital Stats HSCRC Infec. Disease Medicaid YRBS

State Police Highway CDC DHR Planning Environment Education
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Population Health Planning
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POPULATION HEALTH PLANNING

• Population health is both:

– Health outcomes of a group 
of individuals, and

– Distribution of such 
outcomes within the group

• Improving population health 
requires both:

– Clinical management of 
individuals in the group, and

– Addressing underlying 
determinants of health status 
across the group

County Health Rankings model, 2014 UWPHI
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Health Disparity: Difference in health outcomes among groups of people

Health Equity: Attainment of highest level of health for all people 

Assessment of health disparity and inequity is driven by social determinants 
of Individual Health Status:

20%: Clinical Care

40%: Socioeconomic factors

10%: Physical Environment

30%: Health Behaviors

Social Determinants of Health: reliance upon Non-Medical Infrastructure

Social Structures (social services, employment, income, healthy food access)

Physical Environment (housing, transportation, safety, green space)

Health Services (access, quality of care, cultural competency) 

Societal Factors (poverty, education, crime) 

POPULATION HEALTH PLANNING
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All Payer
Coordinated 

Continuum of Care

Value-Based Competitive

Address 

Social Needs

Achieve 

Health Equity

Care Delivery

and Financing

Population

Focus on Needs 

of the Community

Surrounded by a

Support Team

Engaged and 

Health Literate

Patient

POPULATION HEALTH PLANNING



MARYLAND 

Department of Health14

Population Health Management
Population Health Improvement

Clinical Care 

Public Health System

Schools are the critical access point in sustainability
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POPULATION HEALTH IMPROVEMENT
PUBLIC HEALTH SYSTEM

Auerbach, J. (2016). The 3 buckets of prevention. Journal of Public Health Management & Practice, 22, 215-218.

Traditional Clinical Prevention: Access to care in SHS/SBHC

Innovative Clinical Prevention: Collaborative Programs with LHDs

Total Population: Parent outreach and education, community schools model, 
collaboration with social services 
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POPULATION HEALTH SUSTAINABILITY
Leveraging the Window of Opportunity

• Strengthened and Transformed Primary Care Delivery

– Move from volume to value

• Federal government willing to make substantial financial 
investment to implement further investment in health 
care transformation: rewarding improved health care 
delivery

• Person Centered Care: Family Center Care 

– Title V: Family Centered Care for children with special 
health care needs; expanded to address social 
determinants of health for all children
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POPULATION HEALTH SUSTAINABILITY
Platform for Action 

• Population Health Example: Linkage between DM guidelines 
and how that relates to the life course care for DM that 
eventually hits Medicare (population life course investments)

• Financing Example: Schools engagement with hospitals on 
community benefit in order for schools to comprehensively 
reach families, or to better the economy

• Patient Empowerment Example: Schools opportunity to 
provide health literacy and empowerment to students

• State Health Improvement Process/Data Example: 
Providing providers and schools with data around child 
readiness to learn and linkage between health and education
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DISCUSSION AND OPPORTUNITIES
SCHOOL HEALTH SYSTEM ROLES, WORKFORCE NEEDS, STAKEHOLDER ENGAGEMENT, 
LOCAL HEALTH, POPULATION HEALTH ASSESSMENT TOOLS, REPORTING NEEDS, 
ACCOUNTABILITY, HEALTH REFORM, SOCIAL DETERMINATES OF HEALTH, 
DISPARITIES, RURAL HEALTH, PERFORMANCE MANAGEMENT

ACCESS TO CARE & QUALITY OF CARE & COST OF CARE

JENNIFER NEWMAN BARNHART, MPH
JENNIFER.BARNHART@MARYLAND.GOV

ALICE BAUMAN, MSPH
ALICE.BAUMAN@MARYLAND.GOV
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