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Bottom  Line:

• Health care utilization and outcomes vary 
enormously within and across states

• EHR data allows targeted opportunities for 
intervention that produce rapid change in 
outcomes.

• Successful interventions require partnerships 
with public health and those in the community

Source: The Quality of Medical Care in the United States: A Report on the Medicare Program.  The Dartmouth 
Atlas of Health Care 1999.  The Center for the Evaluative Clinical Sciences Dartmouth Medical School

Disease Burden/Practice Patterns Vary
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Change In Female Mortality Rates From 1992–96 To 2002–06 In US Counties 

Kindig D A , and Cheng E R Health Aff
2013;32:451-458

©2013 by Project HOPE - The People-to-People Health Foundation, Inc.

Where Can Colorectal Screening Have the Most Impact?

Published OnlineFirst July 8, 2015:  DOI: 10.1158/1055‐9965.EPI‐15‐0082
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CalPERS Excess Medical Spending
attributable to selected preventable conditions

by county (2008)

THE URBAN INSTITUTE
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Density of asthma visits among Medicaid 
patients in catchment area 

More red areas have higher density of asthma 
visits

Some mismatch between “areas” with more 
asthma visits and “buildings” with most asthma

Notes: Visits are from 2012-7/2016. Does not include visits to non-Bronx Montefiore Health System locations.

2011 Best Web‐Based Application 

ESRI International Users Conference

UDS Mapper
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Interventions

Hypertension in Durham

Note: density plots depict 
ACTUAL patients and 
respective blood pressures in 
Durham County

Source: DSR data from 1/1/06-5/1/09; 

patients seen at DUHS
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Just For Us
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Just For Us

Durham County Connections Across Partnerships

healthydurham.org

1) Blue squares represent partnerships
2) Red circles represent organizations
3) The closer partnerships are located together on the map – the more members they share in common
4) The farther partnerships are from each other – the less of a connection they have through shared 
members
5) Organizations in the center of the map bridge across multiple partnerships
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But, can you scale or replicate this?

CAI Outcomes: 
Decrease in % patients with any
ED Visits or Admissions due to Asthma
N=1470 (through March 31, 2015)

56% decrease at 12 Months 80% decrease at 12 Months

(p<0.001)(p<0.001)

Woods, ER et al. Community Asthma Initiative: Evaluation of a 
Quality Improvement Program for Comprehensive Asthma Care. 
Pediatrics, 2012;129:465‐472.
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Comparison   Population Community Asthma 
Initiative

CAI Total Cost Per Patient (2006, N=102) 
ED Visits and Admissions

Return on Investment = 1.46 
Social Return on Investment = 1.73

Woods ER, et al. Community Asthma Initiative: Evaluation of a 
Quality Improvement Program for Comprehensive Asthma Care. 
Pediatrics, 2012;129:465‐472.
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The Community Asthma Initiative works to improve the 
health and quality of life for children with asthma. 

Boston Children’s Hospital designed the program to focus on 
medical interventions rather than environmental influences.

Since its establishment, the program has worked in tandem 
with partners at every level, including the individual, family, 
and larger community. 

As a result, the Community Asthma Initiative helped reduce 
the percent of emergency department visits by 58 percent, 
the number of asthma‐related hospitalizations, the number 
of school absences for children, and the number of work 
absences for their parents.

Massachusetts Improves Quality of Life for Children with Asthma

CAI helped reduce the number of asthma‐related hospitalizations by 80 percent.
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Cleveland, Ohio

Engaging the Community in New Approaches to Health 
Housing in Cleveland, Ohio is:
• Creating a Healthy Homes Zone
• Enacting prevention‐based housing maintenance
• Determining feasibility of HMO reimbursements for 
asthma home visits

Key Partners
• Environmental Health Watch
• The MetroHealth System
• Cleveland Department of Public Health

In partnership with:
• Stockyards Clark‐Fulton Brooklyn Center
• The Cleveland Building and Housing Department
• The Hispanic Alliance and Spanish American 
Community

• Cuyahoga Place Matters Team
• HIP‐C (a consortium of 50 partners)

Action Plan:
ECNAHH seeks to improve asthma and lead 
poisoning outcomes related to unhealthy housing, 
as well as COPD and injury prevention.  
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Many Poor Asthma Sufferers Stuck in Settings 
That Make Their Disease Worse 

WEDNESDAY, Jan. 4, 2017 (HealthDay News) ‐‐ Poor Americans with asthma face 
constant challenges in managing their respiratory disease ‐‐ from dilapidated housing to 
neighborhood violence to depression, new research shows.

The study offers a snapshot of the lives of asthma patients living in inner‐city 
Philadelphia, from the point of view of community health workers who visited them at 
home.

It's a bleak picture, and asthma experts called it "eye‐opening.“

How much can health care providers do?

For one, they can help connect low‐income patients with social workers or local services 
that could help them, according to Dr. Tyra Bryant‐Stephens, who led the study.

She said there's also a role for community health workers, like those who were involved 
in the study.

Amy Norton HealthDay Reporter

Rick Brajer former secretary, North Carolina Department 
of Health and Human Services, Raleigh, North Carolina.

NCMJ Vol. 78, No. 1
NCMEDICALJOURNAL.COM
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Adapted from countyhealthrankings.org

What Works: Multi‐Sector, Multi‐
Stakeholder Partnerships

www.healthypeople.gov/ph3
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Community Coalitions are Forming
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The Practical Playbook
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The Practical Playbook (PPB)

MISSION

• Advance collaboration between public 
health, primary care, and others to
improve population health. We do this 
by providing practical implementation 
tools, guidance, and resources.

What we do: 

• Practical Playbook website

• Practical Playbook print version

• Build connections through social media communications

• Provide technical assistance

• Initiate/develop workforce training and organizational 
capacity innovations

• Develop partnerships

• Share success stories

• Convene like-minded organizations and individuals



19

Bottom  Line:

• Health care utilization and outcomes varies 
enormously within and across states

• EHR data allows targeted opportunities for 
intervention that produce rapid change in 
outcomes.

• Successful interventions require partnerships 
with public health and those in the community
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Improving the health of populations requires that:

Public Health is Key

Emergency Department Utilization for Primary Care

Neighborhoods Matter
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High Risk Neighborhoods 
Neighborhoods Matter

Most Illness is Chronic

*Source: Paez KA, Zhao L, Hwang W.  Rising out of pocket spending for chronic conditions: A ten year trend. 
Health Affairs, Vol 28, Number 1, pp 15-23.

MEPS Survey 2005
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Green LA, Fryer GE Jr, Yawn BP, Lanier D, and Dovey SM. 
Ecology of Medical Care Revisited. NEJM 344:2021‐205.  June 28, 2001.

Most illness and care occurs in the community

Percent Difference Between Medicaid Recipients Enrolled in CCNC 
and Those Not Enrolled in CCNC, for Rates of Asthma‐Related 
Emergency Department Visits and Inpatient Admissions, 2008–2012

Note. CCNC, Community Care of North Carolina. NCMJ 
September/October 2013, Volume 74, Number 5
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Source:  Neil Irwin, Quoctrung Bui, THE NEW YORK TIMES, April 11, 2016
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Source:  Neil Irwin, Quoctrung Bui, THE NEW YORK TIMES, April 11, 2016

PPB VALUES
• Strong public health and primary care are 

essential for an effective health/wellness system
• To achieve maximum impact on health, 

underlying [upstream] factors that affect health 
must be addressed

• Community engagement is critical for success
• Multidisciplinary, multi-sector teams are most 

likely to drive improved health behaviors and 
health

• Evidence, data, and evaluation must drive 
prioritization of resources and efforts

• Collaboration is hard, takes energy and time, but 
is worth the effort
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