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Challenge #1: Information Gap

A point of view can be a 
dangerous luxury when 

substituted for insight 
and understanding.



Challenge #2: Competition 



Challenge #3: Complexity



The Feds: What are they up to?





Who we are

Those paying 

health care

Neutral forum for collective impact among stakeholders

Those providing

health care
Those receiving 

health care



VISION

To make health and healthcare 
a competitive advantage for 
Greater Cincinnati and the 

communities we serve.



Organizational Infrastructure

…Reorganized
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What We’ll Cover Today
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Transformation and the PCMH



Source: American Academy of Family Medicine
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19% 
Reduction in 
ED Visits (GE) 

FEWER 
ED VISITS

31% 
Decrease in

Inpatient 
Admissions 

(20 study average) 

INPATIENT 
ADMISSIONS

13% 
Decrease in

Readmissions 
(20 study average) 

FEWER 
READMISSIONS

$26.37
PMPM

(Michigan)

ROI
2.5 to 1 
to 4.5:1
for every 

dollar spent 
(Colorado)

COST 
REDUCTIONS

The Promise of PCMH



Nutrition 
Services

Medication 
Reconciliation

INCREASE IN
PREVENTIVE 

SERVICES

Same Day 
Appointments 

After Hours 
Contact

IMPROVED
ACCESS

Improved 
Patient 

Satisfaction

IMPROVEMENT IN 
SATISFACTION

Fewer 
complications in 

diabetes 
patients (GE)

Increases in 
screening and 
immunization 

rates 

IMPROVEMENT IN
POPULATION 

HEALTH

The Promise of PCMH



PCMH PILOT

119

106

PCMH PILOT

54

36

NON-PCMH MATCHED COHORT

132

139

NON-PCMH MATCHED COHORT

54

67

Emergency Room Visits per 1000 Members Hospital Admissions per 1000 Members

2008 2012

Early Local Results



Payment Reform

Payment Reform 
to align payment 
to outcomes: The 
Comprehensive 

Primary Care 
Initiative
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Payment Models that…

REWARD
OUTCOMES

ENCOURAGE CARE 
COORDINATION 

AND PREVENTION

SUPPORT
TRANSFORMATION

ACTIVITIES

Paying for Value, Not Volume



Greater Cincinnati

1 of only 7
chosen sites nationally

65 miles from 

Williamstown, KY to Piqua, OH

75 practices and 
261 providers 

Multi- payer: 
9 health plans + 
Medicare

300,000 estimated 
commercial, 
Medicaid and 
Medicare enrollees 

PCMH + Payment Reform



Care management 

24/7 patient access 

Patient experience focus

Quality improvement 

Care coordination 

Patient engagement 

Learning collaborative participation 

Health Information Technology



Sustainability = Meaningful 
incentives for investment in 
practice transformation

Risk = Not enough employer 
participation

Risk = Insufficient information 
for improvement and 
accountability

















Key Driver for Expanding 
PCMH Statewide

Have 80-90 percent of the 
state’s population in some 

value-based payment model 
within five years. 

80%-90% 

CPC Serving as Model for Ohio



Transparency

Quality Rankings of 
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Transparency is happening…



Primary Care 
Providers Diabetes 

• Cardiovascular Health

• Colon Cancer 

Screening Rates

• Patient Experience

Hospital 
• Effectiveness

• Patient Experience

• Emergency Department





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



“Know the Difference”

Primary Care Physician? Or Emergency Room Physician?

Campaign Videos



Data Analysis

Aligning Data 

Collection and 

Analysis
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BENEFITS OF ALL-PAYER CLAIMS 
DATABASE 

Need for a neutral, trusted, local source of truth

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

Transparency for consumers and payers seeking 
high quality care



• 1 of 12 organization to receive 
qualified entity status

• Medicare data for analysis of 
cost and utilization to drive 
improvement

• Add Commercial claims data 
for a full and accurate picture

Better Data, Better Decisions



PCMH

Transforming 
primary care to 
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wellness, 

prevention, and 
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management
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Initiative
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Quality Rankings of 

Primary Care 
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Hospitals- almost 
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reporting
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Aligning Data 

Collection and 

Analysis

With technology and data 
management powered by 

Health Information Exchange and 
Data Management



Collaborative HIE Network 

HB provides technology 
infrastructure for three
other HIEs

Total HIE Network

• 50+ Hospitals 

• 9000 Doctors 

• 3+ Million 

patients

HealthBridge HIE Network 



More than 80% 
of hospitals 

and practices in 
the region

Health System Participation



50+ 
hospitals

9000 
MDs

800 
practices

3-5M
messages 
per month

3+M
unique
patients

>80% of physicians & hospitals exchanging data through HealthBridge

41

Connection Statistics



Who We Get Data From Who We Send Data ToHow We Handle Data  
Core HIE Technologies

Inbound Integration
Engine

Data Normalization

Identity Management 
Solution

Clinical Repository 

Routing Logic

Outbound Integration 
Engine

Hospitals

Physicians Practices
& Clinics

Lab Providers

Imaging/Radiology
Providers

Health Plan Data

Physicians Practices
& Clinics

Health Systems

Post Acute & 
Social Services

Patients & Families

State HIE 
Connectivity

Architecture



Identity Management



“The goal is to turn data into information, 

and information into insight.”
- Carly Fiorina

Connectivity

Message Delivery

Data Repository

Information/Insight

Transactional Data-Driven Decision Making

HIE Evolution



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

Source: HB MPI Analysis, 
Jan – Sept 2014

Nearly 50% of these hospitals’ 

patients also go somewhere else. 



Replace text box with chapter logo

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



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

47

Attacking Unhelpful ED Visits



Interface Engine

Patient Matching

ED Alert Engine

ED/Admission Alert

Filtering Options:
• Inpatient Admissions
• ED Admissions
• Discharges

Timing  Options:
• Daily
• Real-Time
• Q2H

Delivery Features:
• Single Recipient
• Multiple Recipient
• Delegation (group)

• Ability to route patients specific 
to their assigned care provider

Sources For 
Patient Panels

Sources For 
ADT Messages

Hospitals & 
Other HIEs

Physicians 
Practices
& Clinics

Health Systems

Post Acute & 
Social Services

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 

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

Event Notification



• 5 yr old 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

Success!



An Overarching Strategy



masters of our health destiny

Drive Change

Communities and 

employers collectively 

need to drive improved 

health throughout the 

entire system.

Innovation

We have a unique 

collaboration in place in 

Greater Cincinnati 

foundational to leading 

health care innovation.

Opportunity

If we don’t find local 

solutions, someone 

else’s solutions will be 

forced upon us.

A Collective Vision and Strategy 
Informed by Data Can Drive Change



Cooperation

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

Quality

Currently leading successful QI 
initiatives in physician offices and in 
the hospital setting.

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. 

Infrastructure

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

Health
Systems

EmployerHealth
Plans

…By Working Collaboratively



• Economic growth in 
the region by being a 
cradle of health care 
innovation and 
entrepreneurships.

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

• Healthier, more 
productive 
workforce/talent pool 
and community.

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

Resources Workforce

EconomicReputation

BENEFITS

…To Drive Value



Helping individuals live quality lives & 
achieve maximum health & 

independence.

Bold Goals



Triple AIM
Collective

Impact
Model

Resources
Employers

Foundations
Providers
Payors
Gov’t

Vendors

Backbone
Organization

The Health
Collaborative

Data

Community
Will

Care
Providers

Activity

Model
Outcomes

Data-Informed Agenda 
and Measurement

Spread & Scale What Works

New Data Informed Opportunities

Advocacy

Financial Support

Activations

Create an informed community-wide shared agenda for 
better health, better health care, and lower costs. Data-Driven

Collaborative
Sustainable
InnovativeThe Health Collaborative

Responsibilities

• Guide Vision & Strategy

• Coordinate Aligned 
Activities

• Shared Measurement
• Build Public Will
• Advance Policy
• Mobilize Funding

Impacting Change with Better Aim



Interact for Health is 
a major supporter. 

INTERACT FOR 
HEALTH

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

HOSPITAL SYSTEMS

The United Way has 

entrusted the Health 

Collaborative to lead 

it’s Bold Goals for 

Health.

UNITED WAY

Health Plans and the 
business community. 

Employers

With Everyone Involved



Nationally recognized 
organization with a 21 
year history of 
bringing health care 
providers, payers and 
consumers together. 

EXPERIENCE

Leading a 

Collective Impact 

on Health; a well-

documented 

approach to large-

scale social change. 

LEADING THE WAY

Community-wide 
aligned goals and 
strategy for better 
health, better care 
and lower cost; “The 
Triple AIM”.

TRIPLE AIM PLAN

Charting a Path Together



SUMMARY
Models like PCMH are changing the way care is 
delivered and paid for

We have an opportunity to use data to guide and 
inform 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 



Craig Brammer, CEO
The Greater Cincinnati Health Council
The Health Collaborative
HealthBridge

cbrammer@healthbridge.org


