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Challenge #1: Information Gap

A point of view can be a
dangerous luxury when
substituted for insight
and understanding.
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Challenge #2: Competition
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Challenge #3: Complexity




The Feds: What are they up to?
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The NEW ENGLAND
JOURNALofMEDICINE

PERSPECTIVE CM5'S ROLE IN IMPROVING FOFULATION HEALTH

Beyond a Traditional Payer — CMS’s Role in Improving
Population Health

William ). Kassler, M.D., M.P.H., Naomi Tomoyasu, Ph.D., and Patrick H. Conway, M.D.
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here is an emerging consen-

sus thae to improve health as
much as possible, we must adopt
population health strategies ad-
dressing underlying causes of
poor health.! The term “popula-
ton healeh™ has been used to
describe both a clinica! perspec-
tive focused on delivering care
b0 groups enrolled in a health
system and a broader perspec-
tve that focuses on the health
of all people in a given geo-
graphic area and emphasizes
multisector approaches and ncor-
poracion of nonclinical mterven-
tons o address social determi-

— el =P W

domains t0 EnOOUrAgEe inCremen-
ral progress toward population
health.

For medical praceices, which
are structured around indwidual,
face-to-face encounters, pursu-
ing a population-based approach
means considering what happens
between visits; using pacient reg-
istries and other wools o Improve
the use of preventive care ser-
vices; addressing health dispari-
ties by comsidering social, eco-
nomic, and cultural factors; and
referring pacients 0 a wider
range Of cOmMMmunity SErvices.
Through our Innovacion Ceneer,
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vide incencives for delwery sys-
tEms 0 invest in efforts o im-
prove health and reduce costs.
Although accountable care orga-
nizacions (ACOS) must inioally
mvest in internal systems for co-
ordinating care, mature ACOs
are exploring opportunities to
mmcorporate nonclinical members
into care e2ams w0 help high-risk
patients connect to0 practices and
address socia! and community-
based barriers wo care.

For health plans, Medicaid
and Medicare contracts afford
greacer flexibility than fee-for-
SEIVICE arrangements in paying
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STAKEHOLDER
TYPES

States

Federal and HHS

National Quality Strateqgy: How It Works

PRIORITIES

Six gquality concerns that
affect most Americans,

‘8 aa

Patlent Parsan- and

Safaty Family-Centarad
Care
Effective Prevention and
Communication Traatmant
and Care of Leading
Coerdination Causes of
Martality

alfd (G

Health and Affordable
Well-Being Care

LEVERS THE THREE AIMS

Core business functions, resources,
and/or actions that may serve as a
means for achieving improved health

and health care guality.

06

Measurement  Public Reporting Learning and
and Technical
Foedback Agsistance EETTER
HEALTH
9 e @ BETTER
Certification, Consumer Payment CARE
Accreditation, Imeentives and I.
and Regukatior Bonofil Dosign:
Health Innavation Workforce
infarmatian and D lGpemignt
Technalogy Diffusion

The National Quality Strategy unites efforts to improve health and health
care for all Americans. The above graphic provides a high-level view of
how the Mational Quality Strategy works to provide better, more
affordable care for the person and the community.



Neutral forum for collective impact among stakeholders

e

Those providing Those receiving Those paying
health care health care health care




To make health and healthcare

a competitive advantage for
Greater Cincinnati and the

communities we serve.




Organizational Infrastructure
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What We'll Cover Today
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PCMH Payment Reform Transparency Data Analysis
Transforming Payment Reform Quality Rankings of Aligning Data
primary care to to align payment Primary Care Collection and
better serve to outcomes: The Phvsici d :
wellness, Comprehensive ysiclans an Analysis
orevention, and Primary Care Hospitals- almost
disease Initiative 600 physicians
management reporting

With technology and data  \ll’ .
management powered by A HealthBrldge R
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Transformation and the PCMH
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The PCMH Model i
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HEALTH

PRACTICE
ORGANIZATION [ NFORMATION
TECHNOLOGY

PATIENT-
CENTERED
CARE

QUALITY
CARE
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The Promise of PCMH

B 4"

INPATIENT
ADMISSIONS

13%

Decrease in

Readmissions
(20 study average)

o 19%

(Michigan)

Reduction in

2{0] ED Visits Gk
25to 1

to 4.5:1
for every

dollar spent
(Colorado)




The Promise of PCMH

¥ O &

Fewer "
complications in Same Day Nutrition Improved

diabetes Appointments Services Patient
patients (GE) Satisfaction
After Hours Medication

i Contact Reconciliation

screening and
immunization
rates




Early Local Results

imagination at work <%
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| 2008 W 2012

Emergency Room Visits per 1000 Members

PCMH PILOT

I 119
I 106

NON-PCMH MATCHED COHORT

I 132
I 139

Hospital Admissions per 1000 Members

PCMH PILOT

I 54
B 36

NON-PCMH MATCHED COHORT

I 54
I 67
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Payment Reform
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PCMH Payment Reform Transparency Data Analysis
Transforming Payment Reform Quality Rankings of Aligning Data
primary care to to align payment Primary Care Collection and
better serve to outcomes: The Phvsici d :
wellness, Comprehensive ysiclans an Analysis
orevention, and Primary Care Hospitals- almost
disease Initiative 600 physicians
management reporting

With technology and data Nl .
management powered by AN HealﬂlBrldge
5-3 [ERIC W M S [ [

HEALTH COUNCIL

. THEHEALTH
201 TARDRATING

+ HEALTH
HEEITGE



Paying for Value, Not Volume

Payment Models that...

SUPPORT ENCOURAGE CARE REWARD
TRANSFORMATION COORDINATION OUTCOMES
ACTIVITIES AND PREVENTION
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Eﬂhensm Primary Care

0

1 of only 7

75 practices and
261 providers

Multi- payer:
9 health plans +
Medicare
65 miles from
300,000 estimated Williamstown, KY to Piqua,.@H
commercial,
Medicaid and
Medicare enrollees

YCPC  pcVH + Payment Reform
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CPC

Comprehensive Primary Care

Care management

€ 24/7 patient access

} Patient experience focus

Quality improvement
Care coordination

Patient engagement

& Learning collaborative participation

& Health Information Technology
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CPC

Comprehensive Primary Care

Sustainability = Meaningful
Incentives for investment in
practice transformation

Risk = Not enough employer
participation

Risk = Insufficient information
for improvement and
accountability

ARDNATIVE

HEA LTH

ALLE CIMCIMEA]

HEALTH COUNCIL

THE HEALTH
NI




The CPC Investment @ CPC

Care Management Payments Comprehensive Primary Care
through 12/31/13

$35.0

$30.0 $28.9 M

$25.0

Millions

$20.0

$15.0

$10.0

$5.0

$0.0
Arkansas Colorado New Jersey New York Ohio Oklahoma Oregon

B Medicare M Non- Medicare Payers

Source: Non-Medicare Payers: Self-reported Milestone 1 submissions from participating practices for PY 2013; Medicare: CMS Payment Data.

Notes: Practice-reported Medicare data was overwritten with CMS data. Medicare data were cleaned to remove information that appeared
inaccurate of incomplete.

An Initiative of the Center for Medicare & Medicaid Innovation



DCPC

Comprehensive Primary Care

What do we learn from the data?
* Region level and Practice level:
— What are the characteristics of our population?
— Are we reducing expenditures?
— How are we doing in key utilization areas?
— How much variation is there amongst practices?

— How is our quality?

- '::_‘-‘I — o
An Initiative of the Center for Medicare & Medicaid Innovation



Region View of o Admissions per 1,000
Key Utilization
Areas |
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CPC Practice Expenditure Increase/Decrease

5200

$150 -

$100 -
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Over 60% of CPC practices decreased
expenditures from Q4-Q6

-5100 -

-5150 -

-$200 -

-5250




Practice Level Expenditure Variation

$1,100

$1,050

$1,000

$950

$900

$850

$800

$750

$700

$650

$600

CPC Practice Expenditures PMPM

Rolling 4Q Regional Averages
Q4 Oct. 2012-Sept. 2013: $836
Q5 Jan-Dec 2013: $834
Q6 April 13-March14:  $819

1

3

5

7

9 11 13 15 17 19 21 23 25 27 29 31 33 35 37 39 41 43 45 47 49 51 53 55 57 59 61 63 65 67 69 71 73 75
I Q4 to Q6 Overall Increase I Q4 to Q6 Overall Decrease average




DCPC

Comprehensive Primary Care

Practice-level Transparency

Expenditure 20 Day_v Admission

Practice Name Change EDQ‘;I:Z?& ACS((I'. 4(321a6nge [::ehii';: Change

e Q4-Q6 Q4-qe
Practice A $62.00 -45 -23 21 -28
Practice B -$2.00 -49 6 -22 -31
Practice C -$217.00 -3 -10 4 -15
Practice D -$169.00 -22 -25 -59 -24
Practice E -$149.00 -230 15 15 -124
Practice F $62.00 138 4 17 22
Practice G $28.00 11 11 28 -11
Practice H $37.00 36 18 43 23
Practice | -$19.00 25 8 16 -37

An Initiative of the Center for Medicare & Medicaid Innovation



Change in ED Visits and Expenditures

Expenditure PMPM

Decreased Utilization 240 Increased Utilization
Increased Expenditure Increased Expenditure
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ED Visits per 1,000

Increased Utilization
Decreased Expenditure




CPC Serving as Model for Ohio

80%-90°

Have 80-90 percent of the
state’s population in some
value-based payment model

o within five years.
® CPC W

Coﬁmmhensh‘a Primary Care
Key Driver for Expanding
PCMH Statewide
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Transparency
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PCMH Payment Reform Transparency Data Analysis
Transforming Payment Reform Quality Rankings of Aligning Data
primary care to to align payment Primary Care Collection and
better serve to outcomes: The Phvsici d :
wellness, Comprehensive ysiclans an Analysis
orevention, and Primary Care Hospitals- almost
disease Initiative 600 physicians
management reporting

With technology and data Nl .
management powered by AN HealﬂlBrldge
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Transparency is happening.

ANNUAL AUTO ISSUE O RATINGS OF 270+ VEHICLES ﬂﬁ,@ n sumerlleports”l-leal th ’ ]VI—I S P

T s R
i ‘.” L NEW BT 1o for Massachusetts residents
Consumerneports How Does -z,
Your Doctor &E&EE.
B &w 2012 New-car ? 1 How to get
est orst standouts Compare g the best care

Tops for mpg, O Quiz; Does
reliability,

safety & more

Most reliable

your physician
used cars
I Recommended models (and clunkers

Exclusive ratings to avoid)
. 7 — PACE T

i
s
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L@rHea [thMatters

” YourHealthMatters.org

N4 , O
AKX ..c% [ 4% ]

Primary Care
Providers Diabetes
« (Cardiovascular Health

« Colon Cancer
Yoarticaminavicrs Screening Rates

(AL A AL ST WAARIEILE SRR COATALTIE e

1aw Dimled 1 e ol S pformelee b
bl g e oty ol < st svallabie in

OURGOAL i1 1 1 - Patient Experience

bl

Hospital

- Effectiveness

- Patient Experience

- Emergency Department
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YourHealthMatters.org

PRIMARY CARE PRACTICE VISITS

Diabetes

Lireirgg Well with Diabstes
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Goal:

Reduce unnecessary ED
use by building a better
relationship with a primary
care doctor.

MakeTheRightCall |/

- -Iﬂ' P

15 @ : -

D e imtmggycan
\ T % >




Campaign Videos

“Know the Difference”

MakeTheRightCall: Know the Difference

o B

Primary Care Physician? Or Emergency Room Physician?
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Data Analysis
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PCMH Payment Reform Transparency Data Analysis
Transforming Payment Reform Quality Rankings of Aligning Data
primary care to to align payment Primary Care Collection and
better serve to outcomes: The Phvsici d :
wellness, Comprehensive ysiclans an Analysis
orevention, and Primary Care Hospitals- almost
disease Initiative 600 physicians
management reporting

With technology and data Nl .
management powered by AN HealﬂlBrldge
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BENEFITS OF ALL-PAYER CLAIMS
DATABASE

@1 Need for a neutral, trusted, local source of truth

Community-wide view of cost and utilization for
lél decision support and benchmarking

Transparency for consumers and payers seeking

(@}
152 high quality care

SO PARDRATING

. HEALTH

LA LI CIHS I |
HEALTH COUMNCIL
. THE HEALTH
T OREINDGE




Better Data, Better Decisions

« 1 of 12 organization to receive
CENTERS FOR MEDICARE & MEDICAID SERVICES quallfled entlty StatUS

QUALIFIED « Medicare data for analysis of
ENTITY cost and utilization to drive
Improvement

MEDICARE DATA SHARING PROGRAM
I - -
« Add Commercial claims data

for a full and accurate picture
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Health Information Exchange and

Data Management

PCMH

Transforming
primary care to
better serve
wellness,
prevention, and
disease
management

Payment Reform

Payment Reform
to align payment
to outcomes: The
Comprehensive
Primary Care
Initiative

With technology and data
management powered by

(5 |
Eish
ald)

.@‘
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Transparency Data Analysis
Quality Rankings of Aligning Data
Primary Care Collection and
Physicians and Analysis
Hospitals- almost
600 physicians
reporting
s HealthBridge
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HealthBridge HIE Network

Total HIE Network
* 50+ Hospitals

* 9000 Doctors
« 3+ Million
patients

Collaborative HIE Network

HB provides technology :%‘:::
infrastructure for three

other HIEs GDAHIN e NeKY RHIO iealthLING
HEAgﬁEIf\‘IL%aR?/ﬁAY'I:Irgnﬁ?'F\'IAVORK \"\-\.._‘_-_-___._._._,.r”’- ONNECT. CARE. COLLABORATE.
A Service of GDAHA

ST B Bl LT S g s it e o
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Health System Participation

The
i# Christ Hospital m McCullough-Hyde

Health Network MEMORIAL HOSPITAL

Cincinnati { Health
Children’s l(

NTY
Ve A= St.Elizabeth y ADAMS COUNT)

)

rrrrrrrrrrrr More than 80%

| of hospitals
+ MERCYHEALTH and practices in
the region
a4y IriHealth

HEALTH

HIGHLAND
DisTrICT HOSPITAL

/ /‘{ ,ﬁ."II.I.I- MARGARET MARY

HEALTH

Premier Health
Partners

QKETTERING
Health Network.




Connection Statistics

20+ 800

, . unique
hospitals practices d

patients

3-5M

messages
per month

>80% of physicians & hospitals exchanging data through HealthBridge
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Architecture

Who We Get Data From

Hospitals

Physicians Practices
& Clinics

Lab Providers

Imaging/Radiology
Providers

Health Plan Data

& HealthBridge

How We Handle Data

Core HIE Technologies

x Inbound Integration
Engine

B Data Normalization

Identity Management
Solution

Clinical Repository

@ Routing Logic

Outbound Integration
Engine

Who We Send Data To

S

L
3 4
7
A

Physicians Practices
& Clinics

Health Systems

Post Acute &
Social Services

Patients & Families

State HIE
Connectivity
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HIE Evolution

“The goal is to turn data into information,

and information into insight.”
- Carly Fiorina

Data Repository

Message Delivery

Connectivity

Transactional se———— % Data-Driven Decision Making
Sl -
A< HealthBrldge



750K of 2.3M Use Multiple Health Systems
(32% of patients in the region)

A
RN, - . ‘" |

Hospital H

Hospital G

Hospital F

Hospital E
Hospital D
Hospital C
Hospital B
Hospital A
0% 112.96 205 30% -HHG SCIH-G G0%s ?ﬂ% Bﬂ‘.’-ﬁ S5 100%

m People that have gone anly here

Nearly 50% of these hospitals, = Peaple that have also gone elsewhere Source: HB MPI Ana/ySiS,
patients also go somewhere else. Jan — Sept 2014



More than 50,000 Patients Went to 3 or More
DIFFERENT Health Systems for Care

2,074,817 people

327,820 people

47,730 people ]

6,738 people

P
7
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FEREETEER
FERETET
TERTET
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Attacking Unhelpful ED Visits

A care coordination issue, particularly for chronically ill
patients

PCPs get little information about patient ED visits
Unknown how many patients use ED for non-urgent illnesses

Many follow up appointments after ED visit involve “data
gathering”

Processes for ED follow up inconsistent — risk for further ED use
and hospitalizations

Few off-the-shelf improvement tools and processes for ED visits

SOl AREATIVE

4 HEALTH
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Event Notification

Sources For % % x Sources For
Patient Panels ‘ » ADT Messages
Physicians
Practices m Hospitals &
& Clinics Other HIEs
Interface Engine
ﬂﬂ Health Systems
Patient Matching
! Post Acute &
Social Services ED Alert Engine
Filtering Options: Timing Options:
A * Inpatient Admissions + Daily

 ED Admissions » Real-Time
* Discharges * Q2H



Event Notification

Alerts System participating organizations include:

21 hospitals

87 primary care practices

200+ Adult PCPs

300+ Pediatricians

35,000 patients with Diabetes

30,000 patients with Pediatric Asthma

Visiting Nurses Association and Council on Aging
HealthLinc HIE network in Bloomington, IN

€8 8 8 8 8 8 8 &

& 7,000 - 10,000 alerts sent per month currently

SO L ARDRATIVE
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Success!

« 5yrold girl had visited the ED 5X in the
previous year for uncontrolled asthma

 Alert notified practice that this patient
was in crisis

* Medical Home followed up immediately

« Parent alerted to same day, open access
scheduling — no need for the ED visit

« Great continued follow up and monitoring
have kept her healthy

SO L ARDRATIVE

4 HEALTH
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An Overarching Strategy

% THE HEALTH COLLABORATIVE %

COLLECTIVE
IMPACT ©N HEALT

F DATA-DRIVEN HEALTH IMPROVEMENWT IN GREATER CINCINNATI 3%

-
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A Collective Vision and Strategy -
Informed by Data Can Drive Change

© & O

Opportunity Drive Change Innovation
If we don’t find local Communities and We have a unique
solutions, someone employers collectively collaboration in place in
else’s solutions will be need to drive improved Greater Cincinnati
forced upon us. health throughout the foundational to leading
entire system. health care innovation.

GG masters of our health destiny %%
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...By Working Collaboratively
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Cooperation

Health systems, health plans and
employers have a 21 year history of
cooperation.

oge

Health
Systems Quality

Currently leading successful Ql
m initiatives in physician offices and in
Employer

ofe

Health
Plans

the hospital setting.

Infrastructure

Capacity to securely collect and
manage health data files. Soon be
receiving Medicare Data

@ 7,500 CONNECTED PHYSICIANS

Greater Cincinnati is one of the nation’s most connected health care communities
with 7,500 connected physicians and a high adoption of electronic medical records.

We are ahead of most other US cities in this regard. e e
“ HEALTH COUNCIL

. THE HEALTH
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...To Drive Value

BENEFITS

~

-

* More effective and
efficient use of health
care resources resulting,
in lower cost of care.

Resources

Reputation

* National reputation for
pioneering solutions and
the first to benefit from
innovations.

COL T FOTIVE
IMPAGT @1 HZALTH

» Healthier, more

productive
workforce/talent pool
and community.

« Economic growth in
the region by being a
cradle of health care
innovation and
entrepreneurships.
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Bold Goals LIVE UNITED' BB

The year the Bold Goals were created

.11 § [y [ 1 | J.J

Target year for the Bold Goals to be achieved
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Impacting Change with Better Aim
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Create an informed community-wide shared agenda for
better health, better health care, and lower costs. Data-Driven
Collaborative

Sustainable
The Health Collaborative -
Responsibilities Backbone Innovative
 Guide Vision & Strategy Organization

» Coordinate Aligned

Activities Spread & Scale What Works
e Shared Measurement

. E\gl\l,gnzlébg%yg ! Model Data-Informed Agenda
. el and Measurement
- Mobilize Funding Triple AIM Outcomes

Collective New Data Informed Opportunities

C it
o Impact

Model
Activity

Care
Providers

Resources
Employers Financial Support
Foundations
Providers Advocacy
Payors s LA LIS CIME IHEHA
Gov't Activations HEALTH COUNCIL

Vendors - THEHEALTY

.+ HEALTH
F LRINGE

Data
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With Everyone Involved

Ty

O T EGTTY
IMPACT @M HZALTH

INTERACT FOR
HEALTH

Interact for Health is
a major supporter.

"
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HOSPITAL SYSTEMS

Hospitals and
foundations
contributing over
$650,000/year x 2-
years.

Employers

Health Plans and the

g
F - & : :
J ﬁr' = . | business community.
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LEADING THE WAY
Leading a
Collective Impact

on Health; a well-
documented
approach to large-
scale social change.

EXPERIENCE TRIPLE AIM PLAN

Nationally recognized Community-wide
organization with a 21 - aligned goals and

year history of strategy for better
bringing health care health, better care
providers, payers and and lower cost; “The
consumers together. Triple AIM”.
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Models like PCMH are changing the way care is
delivered and paid for

We have an opportunity to use data to guide and
iInform health care decision making

We provide tools for stakeholders to drive
affordable, high quality care and improve health

Our region’s Collective Impact strategy on Health
unites the community
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Craig Brammer, CEO
The Greater Cincinnati Health Council
The Health Collaborative
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