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eHI 2018 Workgroups and Programs

▪ Goal of workgroups and other programs to 

enable eHI to take actionable steps to impact the 

transformation of healthcare

▪ 2018 Workgroups:

– Workflow to Support Patients and Providers

– Technology and Analytics

– Value and Reimbursement

Focus: What is needed to effectively manage a 

patient’s chronic condition
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Thank you to Leadership

▪ Technology & Analytics

– Al Kinel, CEO, Strategic Interests, LLC

– Theresa Wilkes, Medical Informatics Strategist, Alliance for 

eHealth Innovation, American Academy of Family Physicians

▪ Value & Reimbursement

– Morgan Honea, CEO, CORHIO

– J. Leonard Lichtenfeld, MD, Deputy Chief Medical Officer, 

American Cancer Society, Inc. 

▪ Workflow

– Leslie Kelly Hall, Vice President, LifeWIRE

– Holly Miller, MD, Chief Medical Officer, MedAllies
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eHI Workgroups’ Mission: Promote Best 

Practices Related to Chronic Conditions

Identify key 
partners to assist  
with promotion

Develop Tools and 
Resources to Help 

Educate Others

Develop Policy 
Recommendations 

for Legislation 
change at state and 

federal level

Educate 
communities and 

regions about best 
practices



Goals and Motivations:

• Remembering friends and relatives 

who have suffered from heart 

disease

• Wanting to live a good normal life

Fears & Barriers:

• I’m anticipating future problems, 

sometimes when I’m feeling down I 

tell myself changes don’t matter if 

I’m going to die of this anyway.

• I may believe that as long as I take 

my medicine I don’t have a problem, 

or that a procedure cured me. 

• I may have concerns about 

medicine costs, dependence, or 

side effects. It’s a love hate 

relationship. 

When my doctor said it was heart 

disease it didn’t make sense, I mean I 

don’t drink that much and I’ve never 

smoked. I kept thinking about my 

father… he had a heart attack and 

passed away young. 

I appreciated knowing what I’m up 

against, but I’m not sure there’s much I 

can really do. My wife sometimes 

pushes these changes; honestly going 

to the gym and eating like that isn’t for 

me. 

My Doctor says my Type II Diabetes is 

also a factor. I need to keep it under 

control; I am a bit depressed by all of it. 

...considering it has been 7 years now I think I am doing fine when it 

comes to heart disease and diabetes.” Oscar, age 60

Support

Going it alone Feeling supported

Certainty that changes help

Unsure Know they’re worth it

Symptoms

Ignorable part of life Alert for changes

Cause

Selective attention to risk factors Holistic appraisal

Financial Barriers

Avoids Care   Affords Care

Important Factors:

Where he’s now Our goal for him

Oscar

Financial relationship: Insured in Value Based Care (commercial)

Business case: Retention (plan, provider, service providers) 

Service Area: Suburban Mid-west College Town
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1. Conduct research and identify and highlight “best practices” of approach, 

workflow and technology to accomplish key objectives

2. Identify resources including economic and business models, legal and data 

sharing agreements, organizational models, and communications guides

3. Policies; barriers & recommendations to accelerate adoption of best practices

4. Widely disseminate results using a wide-range of mechanisms

– Annual meeting, Webinars, eHI resource page, Targeted briefings, media

Workgroup Deliverables

Provider 
Information 

Access

Identify 
Patients at 

Risk

Identify 
Gaps in 

Care

Decision 
Support / 

AI

Encounters 
& TOCs

Attain VBP 

Outcomes

• Quality

• Cost

• Access

• Provider and 
Patient Sat

Claims 
Data

Engage Patient  
Between 

Encounters
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Chronic Care 
Management

Workflow

Value & 
Reimbursement

Tech & Analytics

Collaboration Among Workgroups
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Workgroup Discussions to Include:

▪ Artificial Intelligence Used to Predict Atrial Fibrillation

▪ HL7 Da Vinci: Unlocking Challenge of Interoperability for Value Based Care

▪ Health System Interop Best Practices – RHIO & Carequality & Direct & HIE

▪ Medicaid ACO – Improved Outcomes and Reduced cost with innovative IT

▪ Use of Quality Measurement in Chronic Care Management

▪ Remote Monitoring Integration with Clinical Workflows + Advancements in 

Supporting Payment Models

▪ Behavioral Health & SDOH Support and Reimbursement of Care

▪ Best Practices of Consumer Relationship Management Tools

▪ Patient Education and Impact on Workflow

▪ Enhancing Care for Transitions of Care Between Providers

▪ Behavioral Health IT Patient Engagement Tools 
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Recommendations

▪ What were key findings?

▪ Please join us on April 24 at 2pm for a webinar 

to from the workgroup leaders.


