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Welcome!

Donald Ford, MD
Chief Medical Officer

Better Health Partnership



Before we begin… 

Everyone will 

be muted.

Submit your 

questions via the 

“Chat” window.  

We will do Q & A 

at the end.

Presentations 

will be posted 

on our website.



Working together 

since 2007…. 

to collectively 

improve health 

and reduce health 

disparities



Vision
Northeast Ohio is one of the healthiest places to live and best 

places to do business

Mission
We bring health care providers, social services, and other sectors 

together, to share best practices
and accelerate data-informed improvements in

equitable population and community health.



Better Health Partnership’s 

Population Health Improvement Priorities





Better Health Partnership’s 

Population Health Improvement Priorities 

“Twinkle to Wrinkle”

Infant &  
Maternal Health

(2018 - present)

Adult Health

(2007 - present)

Children’s 

Health

(2016 - present)

Obesity, Asthma

Hypertension

Diabetes

Colorectal Cancer 

Screening

Extreme Prematurity

Mental/Behavioral

Lead Exposure

Pathways HUB integrates with all to 
address SDOH/ improve outcomes



Adult Population Health 

State-Wide and County Initiatives 

• Diabetes  Quality Improvement – State-wide 

• Hypertension Quality Improvement – State-wide

• Cardi- OH – State-wide

• CDC REACH (Racial and Ethnic Approaches to Community Health); Adults 

with hypertension and leverages Clinic to Community 

Linkages (CCL), to  address health, social and economic 

needs



Strategic, Equitable Community Health 

Improvement for 8 Akron Neighborhoods

In collaboration with Huntington Bank-Akron, Summit County Public Health, Summit 
County UW 2-1-1, Summit County Pathways HUB, and Health Systems: AxessPointe, 
Asia, Summa Health, Akron-Childrens

• What is the alternative future state we want to create?

• How can we work together differently to achieve 

greater equity and impact for people in our Akron 

neighborhoods?

• How can we improve data-sharing and measure the 

impact of our strategic interventions in Akron 

neighborhoods?



FQHC COVID-19 

Community Testing Collaborative (CTC)

Goal: Reduce spread of COVID-19 – especially among low-income and 

minority populations living in Cuyahoga County

Objective: Establish timely, affordable, and widespread testing, easily 

accessible to minority and low-income populations

Future: equitable access to vaccination and treatment

• Asian Services In Action
• Care Alliance Health Center
• Circle Health
• City of Cleveland
• Cleveland Clinic
• Cleveland Department of Public Health
• Cleveland Metropolitan School District
• Cleveland Metropolitan Housing Authority

• Cuyahoga County Board of Health
• Cuyahoga County
• Greater Cleveland Congregations
• The MetroHealth System
• Neighborhood Family Practice
• NEON
• Signature Health
• University Hospitals Health System

Partners



Our Collective Impact on:

Triple Aim: Better care, Better Health, Lower Costs



Diabetes Care standard

(1) Hemoglobin A1c checked  

(2) Microalbumin screen or ACE/ARB

(3) Eye Examination  

(4) Vaccination against Pneumonia

Better Care: Reduced Gaps in Adult Diabetes Care by Race/Ethnicity

Best practice sharing: 
“Rising Tide Floats all Boats”



Better Health: Improved Adult BP Control in all Sub-Groups

Best practice sharing: 
“Rising Tide Floats all Boats”

Best practice 
intervention



Lower Costs:  Adult Avoidable Hospitalizations 

A study published in        

Health Affairs found BHP 

health care partners’ 

collaboration averted 5,746

hospitalizations between 

2009-2014, with estimated 

cost savings of $40 million.



Better Health Partnership 

Adult Health Report

2019 Data 

Chris Mundorf, MPH, PhD
Director, Data Analytics & Reporting

Better Health Partnership



The Better Health Partnership Collaborative

Over 193,000 Adults 

Reporting systems
• Asian Services in Action

• Care Alliance Health Center

• Circle Health Services

• Lake Health System

• The MetroHealth System

• Neighborhood Family Practice

• VA Northeast Ohio Healthcare System

• Summa Health (pilot phase; not included 

this report)



% Adults – Colorectal Cancer Screening

% Adults With Screening                    

By Age, 2016-2019
% Adults With Screening                    

By Age and Practice, 2019



% Adults – Meeting Diabetes Care Composite

% Adults With Care                                   

By Age, 2007-2019
% Adults With Care                                 

By Practice, 2008 vs 2019

Completion of All Four

1. A1C Measured    3. Kidney Mgt.

2. Eye Exam            4. Pneumo Vaccine



Improvements among FQHCs- Diabetes

Diabetes Care by Practice Diabetes Outcome by Practice

Federally Qualified Health Centers primarily serve the safety net population



% Adults – Meeting Hypertensive Care Composite

% Adults With Care                                   

By Age, 2015-2019

% Adults With Care                                      

By Practice, 2015 vs 2019

Measurement of All Three

1. BP     2. LDL    3. Serum Creatinine



Improvement among FQHCs – Blood Pressure

Hypertensive Care for ESL              

by Provider

Hypertensive Care for Latinx 

by Provider

Federally Qualified Health Centers primarily serve the safety net population



% Adults - High BMI

% Adults With High BMI                    

By Age, 2016-2019
% Adults With High BMI (50-75)                

By County, 2019



% Adults - High Blood Pressure

% Adults With High BP (50-75)                

By Age, 2016-2019
% Adults With High BP (50-75)                 

By County, 2019



% Adults - Diabetes

% Adults With Diabetes                  

By Age, 2016-2019
% Adults With Diabetes (50-75)                

By County, 2019



% Diabetic Patients by Race/Ethnicity/Income

% Diabetic (50-75) by Race/Ethnicity                        % Diabetic by Neighborhood Income

Latinx adults - over 40% more likely to have 

diabetes than White adults



Addressing Disparities in the Clinic – Diabetes Care

% Meeting Care Categories 

By Ethnicity

% Meeting Care Composite

By Ethnicity and Neigh. Income



Addressing Disparities in the Clinic – Diabetes Outcomes

% Meeting Outcome Categories 

By Ethnicity



Impact on Latinx Population – Diabetes Outcomes

% Meeting Diabetes Outcome Composite                 

By Ethnicity and Insurance

Assuming community disparities in 

diabetes persisted, Northeast Ohio 

health systems helped an additional                    

700 Latinx diabetics achieve       

optimal health outcomes for diabetes 

in 2019           



Continue Self- Exploration Through BHP’s

Interactive Dashboards on Web Site

Our adult metrics
https://tinyurl.com/bhp-adult-health-dash

Our children’s metrics

https://tinyurl.com/bhp-chi-report



COVID- 19 

Adult Risk Factors and Quality of Care 



COVID-19

Estimated Risk Factors

20% of Adults over 65 yrs. Old

Had Diabetes and BMI >30

(1 in 5 adults)



COVID Risk Factors by Race and Income; Cuyahoga County

% of 65+ with COVID Risk Factor

By Race

% of 65+ with COVID Risk Factor

By Race and Neighborhood Income

No % change in COVID-19 risk by 

Socio-economic status for Black adults



Quality of Care and Outcomes for 
At-Risk COVID Groups vs Others

Adults 65+, Diagnosed Diabetic, and Obese received overall higher 

quality care and achieved better outcomes with bp control



Polling

Question



Integrating Data and Collaboration for 

Improved Outcomes 

Ron Lloyd RN, MBA
Vice President of Performance Improvement

Neighborhood Family Practice



NFP
Community 
Partnerships

 



NFP Uniform Data Systems (UDS) Metrics



Chronic Disease 
metrics 

NFP vs. Regional BHP Adult Data Report –

Chronic Disease Metrics



Colorectal Cancer Screenings Hypertension Patients Controlled
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NFP vs. Regional BHP Adult Data Report –

Chronic Disease Metrics



• Community and Patient-centered programs

• Patient Chronic Disease Education

• Food Distribution Days

Redesigning Healthy Behaviors



• Drive-up Testing for Chronic Disease

• HgbA1C and INR

• CASE Medical and Nursing Students

• CRC pilot

• Covid preventative education

• Managed Care Plans collaborations in:

• Remote Patient Monitoring (RPM)

• Social Determinants of Health 
(SDOH)

NFP Continues to Innovate and Promote Collaboration



• Collaborative efforts are       

instrumental

• Identify and Promote Health 

Behaviors that are relatable

• Open to multiple tools and 

resources to develop sustainable 

deliverables

Summing UP…..



Questions? 

Please submit through chat function



Register for Future Webinars

• August 26 The Better Health Pathways HUB

• September 3     Prioritized Findings from First Year Cleveland’s Action Team #4                                 

Extreme Premature Births

• September 23   Prioritized Findings from First Year Cleveland’s Action Team #1 

Patient Experiences; Racial Disparities

• Need more information?  Please send your requests to Carol Kaschube 
ckaschube@metrohealth.org

mailto:ckaschube@metrohealth.org


www.betterhealthpartnership.org

Thank You!


