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Learning Objectives 
• Understand context for a Community Health 

Dashboard 
– Case Western Reserve University  
– Other stakeholders 
– Data resources 

• Understand strengths and limitations of 
aggregate EHR and hospital data for surveillance 
purposes 

• Provide feedback on concept 
• Increase awareness of how to participate 
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Session Outline 
• Urban Health Initiative rationale & activities 

• Community Health Data Dashboard concept 
and key partners 

– Health Alliance 

– Health Improvement Partnership-Cuyahoga 

• Potential models 

• Discuss potential for use of aggregate hospital 
& EHR data 
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Urban Health Initiative   
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Vision:  Cuyahoga County is  a place where all residents live, 
work, learn and play in safe, healthy, sustainable and 
prosperous communities.* 
 
Mission: Foster improved health of community residents 
through strategically leveraging the research, teaching and 
services resources of Case Western Reserve University in 
partnership with community stakeholders. 
 
*HIP-Cuyahoga 



Urban Health Initiative Rationale 
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• Positive research results: 

• Better Health, Greater 

Cleveland: Better care & 

better outcomes 

• We Run This City:  

reduced BP in children 

• We can do more 
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Creating UHI: The Plan         
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• Scan internal and 

external environment 

• Literature Review 

• Align needs and 

opportunities 



Literature Review 
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 15% if no chronic     
disease 

Health Expenditures 
by Chronic Disease 

• Prevalent, chronic 
diseases drive health care 
costs. 

• Can be prevented through 
behavior change. 

• Care improvement and 
patient activation for 
disease management. 
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Promising Interventions 
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“The opportunity to move from a 
neighborhood with a high level of poverty to 
one with a lower level of poverty was 
associated with modest but potentially 
important reductions…in extreme obesity and 
diabetes.  The mechanisms…remain unclear…” 

Promising Interventions 



Promising Interventions 
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High Risk 

Moderate Risk 

Low Risk 

Mhealthy Leadership Update http://www.hr.umich.edu/mhealthy/ 

Non Participants 

• Evidence-based 
worksite wellness 
can show strong ROI 

• Spreading in local 
area 

• Smoking cessation is 
priority 

http://www.hr.umich.edu/mhealthy/


• Surveillance and 
monitoring are being used 
to improve health 

• Approach integrates social, 
behavioral, & access issues 

• Strong local data are 
available 
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New Surveillance 
Opportunities 
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• Improved research capacity 
through CTSC 

• Growing institutional 
cooperation 
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Institutional Strengths 
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Health Professional 
Education: SOM  

– Block 1 

– Urban Pathway 

– MPH Program 

– Student-Run Free Clinic 

– House Calls 

– Interprofessional Training 

 

 

Institutional Strengths 
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School of Dental 
Medicine: Healthy Smiles 
Sealant Program:  

– increasing sealants 
– decreasing cavities 
– Public Health 

dentistry program 
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Institutional Strengths 



Institutional Strengths 

FPB Nurses in Schools 
benefits: 

– Trainees 

– Schools 

– Students 

– Families 

– Local & state policy-makers 
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Community Engagement 
Resources: 

– Expertise in health promotion 
and prevention 

– Food availability and physical 
activity 

– Methods of community 
engagement 

– Network of Community Advisors 
– Risk assessment and surveillance 
– Intervention & evaluation 
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Institutional Strengths 
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Institutional Strengths 

Data and 
partnerships around 
social determinants 
of health 

–Policy focused 

–Engaged 
partners 

 



Institutional Strengths 
Quality Improvement 
& Clinical data 

– Clinical quality 
improvement network 

– Regional Extension Center 
REC) signed up 1400+  
providers for EHRs 

– Practice-based research 
network 

– Aggregation of clinical 
data 

– Health Informatics and 
Comparative Effectiveness 
Research  
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Environmental Factors 

Significant 
changes in local 
employment 
environment due 
to aggressive 
employee 
wellness efforts 
elsewhere 

 



SWOT Analysis 
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•Adverse selection of employees 

•Continuing deterioration of urban 
environment 

•Economic needs trump health 

•History of lack of successful 
collaborative efforts to get funding 

•Few mechanisms for coordinated 
action 

 

 

•Attention to health disparities & 
“place” 

•Health care reform: prevention, 
primary care & HIT 

•National advocate for prevention 

•Change in local political 
environment; willingness to 
collaborate 

•Apps; home monitoring 

•Engaged funders 

•Willingness to share data 

•Lack of evidence-based employee 
wellness efforts 

•No SPH 

•Decentralized environment 

•History of lack of collaboration 

•History of competition 

•Complicated post-graduate clinical 
structure 

•Local data collection 

•Community engagement 

•Support & desire for collaboration 

•CTSC and PRCHN 

•Alignment of WR2, MPH, Urban 
Pathway, Family & Preventive 
Medicine Residencies 

•Health professional programs 

•Clinical research 

•Student interest 

•Advocates for urban health 

•EHRs, Bioinformatics and   quality 
improvement efforts 

Strengths 
Weak-
nesses 

Threats 
Oppor-
tunities 



25 

Strategies to Increase Impact: 

RESEARCH 

SERVICE 

TEACHING 

1) Infuse socio-ecologic awareness into 
research, teaching and service 
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2) Engage Community Perspectives 

RESEARCH 

SERVICE 

TEACHING 

Strategies to Increase Impact: 
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3) Create strategic partnerships 

RESEARCH 

SERVICE 

TEACHING 

Strategies to Increase Impact: 



Health Impact Pyramid,  
Frieden, 2010 AJPH 

4) Focus resources on higher impact/ 
lower effort opportunities: 
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High Effort 
 
 
 
 
 
 

High Impact 

HOME 
MONITORING/ 

APPS 

QUALITY 
IMPROVEMENT 

SYSTEM 
CHANGE 

POLICY 

Strategies to Increase Impact: 

Surveillance 



Strategies to Increase Impact: 

• Surveillance ties 
it all together 

 
 
 
 
 
• If you want to 

change it, 
measure it 



Initial Activities 

• Coordinating Committee 

• Internal Support 

• Pilot Grant Program (CTSC) 

• Partnership Showcases 

• Program Inventory 

• Campus Wellness Initiative 

• County Health Dashboard 
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Case Comprehensive 
Workplace Wellness 

Rationale: 
• Needed 
• Possible 
• Strategic   

– Impact on employees+ 
families+dependents 

– CWRU issues mirror community  
– Opportunity to connect with 

County initiative 
– Responsive to broader 

environmental trends 
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32 

Regional 
Collaborative 

Employers 

Providers 

Patients 

Insurers 

Why 
worksite 
wellness & 
urban 
health? 



Health Alliance Leverages Impact of 
CWRU Worksite Wellness 
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Community 

Other 
employers 

Dependents 

CWRU 
Employees 



Key Strategic Partnership: County 
Health Alliance 
Cuyahoga County Health Alliance 

• Address health improvement through 
regional collaboration, innovation and 
accountability 

• Pilot in 10 communities  

• Focus on worksite wellness (Borawski) 

• Data Dashboard (Sheon) 

34 



Community Health Dashboard 
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• Began as effort to evaluate 
impact of Health Alliance on 
population health 

• Connect with County Stat—
performance measures 



County Health Dashboard 
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• Connects with existing data, 
and 

• Connects with required 
community needs 
assessments 
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• Top FIVE Health Issues  

1. Alcohol and Drug Abuse (44%) 

2. Overweight and obesity (41%) 

3. Mental health issues (31%) 

4. Violence (30%) 

5. Aging Issues (29%) 

5. Tobacco use (29%) 

Preliminary Analysis for  
Cuyahoga County 

Trapnl, HIP-C presentation 3/12 



CHD: What it is 
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Health 
Outcomes 
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Diabetes 

Life Expectancy 
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ER visits for 
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Medicaid 
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availability 

Children w/ 
elevated lead 

Health 
Behaviors 

Smoking 

Inadequate 
physical activity 

Inadequate 
nutrition 

Illegal drug use 

Social 
Deter-

minants 

Unemployed 

No health ins 

% below poverty 

Access to ffv 



• Indicators prioritized by 
stakeholders 

• Based on standard 
measures 
– County Health Rankings 

• Routine updates 
• Some demographic & 

geographic breakdowns 
• Benchmarked 

– Healthy People 2020 
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Main features 



CHD: How it works 
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CHD: How it works 

44 

 

Health 
Outcomes 

Infant Mortality 

Obesity 

Diabetes 

Life Expectancy 

Health 
Care 

ER visits for 
ambulatory care 

Preventable 
hospital stays 

Medicaid 
physician 

availability 

Children w/ 
elevated lead 

Health 
Behaviors 

Smoking 

Inadequate 
physical activity 

Inadequate 
nutrition 

Illegal drug use 

Social 
Deter-

minants 

Unemployed 

No health ins 

% below poverty 

Access to ffv 



CHD: Where data come from 
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CHD: How it’s used 
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Modeled on Existing Dashboards 

• Include disparities and 
trends 

• Include community 
resources 

• Michigan Government  

• Healthy Communities 
Network 

• HIP-Washtenaw 
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http://www.ewashtenaw.org/government/departments
/public_health/health-promotion/hip 

 

http://www.michigan.gov/midashboard 

 

http://www.healthysonoma.org/ 

 

http://www.healthycommunitiesinstitute.com/ 

 

 

http://www.whatcomcounts.org/whatcom/index.php 

 

http://www.ewashtenaw.org/government/departments/public_health/health-promotion/hip
http://www.ewashtenaw.org/government/departments/public_health/health-promotion/hip
http://www.ewashtenaw.org/government/departments/public_health/health-promotion/hip
http://www.ewashtenaw.org/government/departments/public_health/health-promotion/hip
http://www.ewashtenaw.org/government/departments/public_health/health-promotion/hip
http://www.michigan.gov/midashboard
http://www.michigan.gov/midashboard
http://www.michigan.gov/midashboard
http://www.healthysonoma.org/
http://www.healthysonoma.org/
http://www.healthycommunitiesinstitute.com/
http://www.healthycommunitiesinstitute.com/
http://www.healthycommunitiesinstitute.com/
http://www.whatcomcounts.org/whatcom/index.php
http://www.whatcomcounts.org/whatcom/index.php


Questions for discussion 
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• What are the biggest cost drivers in inpatient 
and outpatient care?   
– Of public funds? 

– What are the best indicators? 
• Health outcomes, treatment, costs 

– What are the best data sources? 

• Are there indicators of health care quality to 
include? 

• How to show we’re making a difference? 

 



Deeper Dive on Clinical Data 
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• What are the biggest cost drivers 
in inpatient and outpatient care?   
– What are the best indicators? 

• Health outcomes, treatment, costs, 
appropriate use 

– What data are already being 
tracked? 

• Are there indicators of health care 
quality to include? 

• How to show we’re making a 
difference? 
 



Thank You! 

Join Data Dashboard 
Steering Group! 
 
 
 
 
Urban Health Initiative 
CWRU SOM  
Office: 216-245-CWRU (2978)  
urbanhealth@case.edu 
Urbanhealth.case.edu 

mailto:urbanhealth@case.edu
Urbanhealth.case.edu


EXTRA SLIDES FOLLOW 
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Urban Health Initiative 
• Part of Weatherhead 

Institute 
• Coordinating,  
    not managing 
    programs 

• Established with SoM 
funding 

School of 
Medicine 

Weatherhead 
Institute for 

Family 
Medicine and 
Community 

Health 

Urban Health 
Initiative 

Department of 
Family Medicine 
and Community 

Health 

Prevention  
Research Center 

for Healthy 
Neighborhoods 

Health 
Professional 

Education 
Programs 
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• Considering off-
the-shelf software 

• Standard metrics 

• Progress toward 
goals 
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• Disparities 

• Promising 
practices 
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Preliminary data 

just reported 
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5,706 responses in County 
Socio-demographically diverse 

Trapnl, HIP-C presentation 3/12 
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Rank What are the strengths of your 
community? 

What could improve your 
community?  

1 Responsive police, fire and rescue;  
Access to parks and recreation (44%) 

Good job opportunities (52%) 

2 Quality education and schools (37%) 

3 Walkable, bikeable community (41%) Safe neighborhoods (35%) 

4 Affordable Housing (32%) Programs, activities, support for 
youth in non-school hours  (35%) 

5 Quality education and schools (31%) Low violence (27%) 

Trapnl, HIP-C presentation 3/12 


