What Does eHI| Do?

= Work with our members to influence policy
= Convene multi-stakeholders to build consensus

= Members contribute through virtual forums:
« Meaningful Use and Health Reform Policy

« Connecting Communities through Health
Information Exchange

« HIT Infrastructure for Accountable Care
« Using Health IT to Coordinate Care
« Data Analytics and Research

* Inform and mobilize through reports, weekly
newsletters, educational events and policy

. alerts.
«» eHEALTH INITIATIVE

Real Solut er Health.
—'“5



Housekeeping Issues

= All [ines are muted

« To ask a question or make a comment, please submit via the
chat feature and we will address them in the order received at
the appropriate time

= Today’s webinar is being recorded.

« Members can access slides and replays of any other webinar for
free from eHI’s store

 Non-members can purchase access to any other webinar replay
for $25.00

« eHIl Store
o http://www.ehealthinitiative.org/store.htmi

I

i eHEALTH INITIATIVE

Real Solutions. Better Health.


http://www.ehealthinitiative.org/store.html

Thank You to Our Sponsor
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Overview of Our Agenda

* |Introduction and Welcome (2:00 — 2:05 PM)

« Jason Goldwater, Vice President, Research and Programs,
eHealth Initiative

» Healthcare Trends, Impact of Trends and New Capabilities and
Information Needed (2:05 - 2:20 PM)

 Laura Kolkman, RN, MS, FHIMSS
President, Mosaica Partners

= Health Information Exchange & the Health System Enterprise
(2:20 — 2:35 PM)
« Anita Samarth, President & Co-founder, Clinovations

= Reports, Dataissues & Lessons Learned: Care Does Improve
(2:35-2:50 PM)
« John Haughton, Chief Medical Officer (CMI), Covisint

« Nancy Wise, BSN, RN, Team Lead for Practice Engagement VT
BluePrint for Health project, Covisint

= Questions and Answers (2:50 — 3:25 PM)
= Closing (3:25 - 3:30 PM)
« Jason Goldwater, Vice President, Research and Programs,
' eHealth Initiative

Real Solutions. Better Health.



Laura Kolkman, RN, MS,
FHIMSS

President, Mosaica Partners

eHEALTH INITIATIVE

Real Solutions. Better Health.
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Mosaica Parthers — Who We Are

About Mosaica Partners

# Mosaica Partners is a nationally recognized Health Information
and HIE consulting firm

@ Our clients include: the federal government, states, regions,
communities, ACOs, IDNs, Payers,HIE/HIT vendors, and

organizations that manage and share health information
electronically

# Our employees and network of associates include clinicians,
consultants and researchers

Mission

Our mission is to improve the quality of health care by enabling,
improving and advancing health information exchange.

HEALTH INITIATIVE 7 ";“ MOSAICA
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Agenda

HEALTH INITIATIVE

> Healthcare Trends

» Impact of the Trends

» New Capabilities Needed

> Information Needed

8
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Healthcare Trends

\ Acute Care = Wellness >

Reimburse for Service = Reward for Outcomes

h—
CHEALTH INITIATIVE 9 ‘$®> MOSAICA
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Impact of the Trends

Emerging Models of Care New Payment Models

PCMH, emphasis on wellness ACO, bundled payments, capitation

N

* Greater need for payer/provider collaboration

* Greater need for mixing of payer/provider data
* Greater involvement of the consumers/patients

* Enormous increase in need for and use of information

HEALTH INITIATIVE 10 ”;“ MOSAICA
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Attributes of a Patient-Centered Medical Home

Monitoring,
Feedback &
Support

Quality Incentives

Provider Patient Involvement

Teams Life-Long Continuity
of Care

Easy Access to Care

Electronic Records

uee
¢HEALTH INITIATIVE 11 "’:‘ MOSAICA
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PCMH Care Coordination Capabillities

* Individual care management

« Patient tracking and alerting

« Referral management

* Results management and alerting
« Evidence based decision support
« Analysis and feedback

Care Coordination requires near-real-time

sharing of health information

cHEALTH INITIATIVE 12 "”;" MOSAICA
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Attributes of an Accountable Care Organization

LAST MONTH | TRANSPORTED
T2 PATIENTS
= u

——

h—
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ACO Care Coordination Capabilities

« Population management

* Predictive modeling to identify high risk patients
* Individual, shared care plans

« Manage transitions of care

« Coordination with non-clinical resources

Care Coordination requires near-real-time

sharing of health information

cHEALTH INITIATIVE 14 "”;" MOSAICA
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The Need for Information

 Determine baseline levels of service utilization
* Understand on-going patient utilization of O :
services gi -
* |dentify key populations for proactive care (:m
coordination 5
* Coordinate and target care strategies
& ldentify when patient intervention is needed
' Track progress against performance measures
HEALTH INITIATIVE s 2% MOSAICA

June 12, 2012



Challenges and Opportunities

ACOs have major challenges ahead
o Access to large amounts of data
o New analytics requirements
o Increased need for data exchange
o Optimum care coordination

HIEs have a huge opportunity

o Have the trust relationships in place

o Already exchange health information

o Understand the privacy and security
requirements for exchanging PHI

> 3
¢HEALTH INITIATIVE 16 ”"‘ MOSAICA
' June 12, 2012 PARTNERS



The New Era of Healthcare

Better
Outcomes
Coordinate
Analyze “ V V
F | wd
Gather ;,f‘ r (j
Data 5 \

SR

‘4—"‘.

B %
Focused on Better Patient OQutcomes

3
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HEALTH INITIATIVE

Thank You

Laura Kolkman, RN, MS, FHIMSS
President, Mosaica Partners

LKolkman@MosaicaPartners.com
www.MosaicaPartners.com
727 570 8100
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Anita Samarth

President and Co-founder,
Clinovations
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Health Information Exchange &
(-B C"nOVatiOnS the Health System Enterprise

CREATIVE HEALTH SOLUTIONS
eHealth Initiative Webinar

Anita Samarth,
Clinovations President, Co-founder

June 12, 2012

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202,448.1200 www.clinovations.co




Background

Anita Samarth, Clinovations President & Co-founder

Technical Assistance Director, eHealthDC - Regional Extension Center for DC
Supporting ONC Programs for: State HIE Technical Assistance, Certification Testing
Co-author of eHI HIE Toolkit Module — Connecting Technically

Co-author of EHRs for Dummies (Wiley Publishing)

Prior employment: eHealth Initiative, GE, First Consulting Group, Accenture

Clinovations Overview

Washington, DC based healthcare management consulting firm

Over 50 full-time staff

— 60% clinical staff, 25% physicians

— Clinical strategy, implementation guidance, technology optimization, health IT policy expertise

— Partner with clients and technology providers (e.g., CTG, analytics vendors ) for analytics infrastructure
Commercial sector client examples

— MedStar Health, Catholic Health East, Inova Health System, Adventist Health Care, Presence Health

Public/non-profit sector client examples

— DC Regional Extension Center (eHealthDC), Office of the National Coordinator (ONC), Substance Abuse
and Mental Health Services Administration (SAMHSA) @ clinovations

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200  www.clinovations.com © 2012 Clinovations. All rights reserved.




Goals for the Next 15 Minutes

v How do hospitals and health systems look at
population health?

v" How do independent providers and solo
practitioners look at accountable care?

v Why is this so hard?
v" What can an EHR do? What can’t it do?
v Alook at primary care in the District of Columbia.

v What is needed for coordinated care?

& clinovations

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com 29



External and Internal Drivers

End-User
Satisfaction

Operational
Goals Decreased

Efficiency

(olTE1114Y;

S Required
Initiatives

Medicare

Recruitment

www.clinovations.com

Health
Reform

Public
Reporting

Value —

Meaningful
Basec! Use
Purchasing
No “Never
Events”

P.atlen.t Improved

Satisfaction Clinical
8:~ Outcomes

Experience
@ clinovations

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200
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Health System Integration Strategy

Health systems are embarking on a comprehensive strategy to
enhance the delivery of patient care across their employed ambulatory,
iInpatient, and independent physician communitie\s

" Independent
Ambulatory

“Employed
Ambulatory

Physicians Hospital

clinovations

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com



Sample Systems in a Single Hospital
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Goal: Fully Integrated Care Continuum

Employed Providers

I

Affiliate
Providers -
@ q Health System
Patients HIE
Consumer

PHRs

Other
Market
Health

Regional
Health
Systems

(National Connectivity ) (Community Connectivity )

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com

Network

Partners

Health

Plans
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State HIE

@ clinovations

© 2012 Clinovations. All rights reserved.
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Drivers of Accountable Care

Health IT

Deli .
elivery Reform Payment Reform Data Analytics

- Clinical Integration of Varying Degrees of - Support HIE across
providers and care Clinical and Financial care settings

- Care Coordination to Risk: - Aggregate and
achieve readmission - Pay for Performance normalize patient-
reductions and control - Shared Savings centric data

cost - Blended Payments - Empower robust

- Care Management - Bundled Payments analytics for PHM

- Patient Centered - Global Payments - Provide CDS

Care - Utilization Review - Data Registries

Accountable Care

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com
27



Population Health, Accountable Care, and PCMH

Patient Centered
Care

Outcomes Driven
Care

Targeted

Preventive Care

Patient- Centered
Medical Home

Patient Experience

Health
Care Coordination Information
Exchange @ clinovations

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave, NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com



Accountable Care:
Define, Segment, and Analyze the Population

Level 4: high risk/high cost
* Multiple chronic conditions

* Poor disease management resulting in acute care use
* Polypharmacy

Level 3: medium risk/high cost

* Multiple chronic conditions

* Fluctuating disease management requiring
limited hospitalization and acute care use

Level 2: low risk/lower cost
* Single chronic conditions LOW RISk

* Patients typically in compliance, disease
controlled

Level 1: healthy/low cost

* No chronic conditions

* Focus on prevention/
health promotion

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com



Population Management

Total CHF Patients: 3053

e Average Age: 73

® Female: 57%

e Male: 44%
e Average BMI: 30.43
e Average BP: 129/71
e Average LDL: 84.0

e Average K: 4.2

e Average Cr:1.64
e On ASA: 55.5%

e On ACE/ARB: 63.0%

e On MyChart: 2.9% e Data as of 3/1/11

1701 Pennsylvatira Ave. NW, Suite 450 Washington DC, 20006

© 2012 Clinovations. All rights reserved.




Independent Practice Challenges

aCt adoption amount based
burden Cah care Cert]ﬁed clinical cms cost criteriadata

defined enr electronic ellglble

ep : following fy health nit hospital ii
INncentive including information ma
meaningful measures medicaid medicare
objective.. organization,...patients payment
percent period program
proposed provider qualifying quality receive
reporting requirements rule secC SECtlon services
state technology.....tite total ..o yE@r

@ clinovations
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The Hard Part: Making it Work

Distribution of Total Population by Federal Health Insurance Coverage of the Total Population,
Poverty Level, 2008-2009 2008-2009
B «0o%e ® 52% Employer 43% ®
CJ 251-399% ® 6% Individual 5% ®
15% L 139.250% | j. 21% Medicald 16%
15% ) \ :
Se— ] 100-138% ‘__3":_ ; 10% Medicars 12% 3
i B under 100%
District of Columbia =~ NSD Other Public 1% United States
District of Columbia United States ® 11% Uninsured 17% &
593,000 303,343,300

Source: Kaiser Family Foundation State Health Facts

Characteristic Ward Ward Ward Ward Ward Ward Ward Ward
1 2 3 4 5 1] 7 8
Population (in thousands) 80.0 828 19.6 1.4 66.5 65.5 647 6L5
Age 0 to 17 years (%) 17.0 106 12.9 20.6 218 19.1 279 316.7
Apge 65 years and older (%) 1.7 9.1 13.8 17.1 17.8 114 140 .4
African Amernican (%) 432 04 6.3 71.9 Ba.2 68.7 96.9 918
Caucasian (%) 35.2 562 Bi6 10.3 19 212 1.4 58
Hispanic (%a) 234 8.6 6.5 12.8 25 24 0.9 1.5
Family income <FPL (%) 200 109 27 1.9 14.3 19.2 216 332
Family income-< 1.85xFPL (%) 7.8 215 5.5 18.0 28.1 31.8 36.5 51.7
Median family meome (in § 1000s) 58 132 191 8l 55 68 45 315 S
Source: 2000 Census Data, 2008 RAND Health Assessing Healthcare in"the DIstrict o] Columbia

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com © 2012 Clinovations. All rights reserved.



The Opportunity: Improving Patient Care
District of Columbia

2o o

MPSA Shortage Score

| Low |02 9)
B e (2549 5) @ Primary Care - Adults
B 5 ) [ OC Hospital
i g Chronic Disease Prevalence
I Hioh
I wedium 5 1 2 Miles
= — . T T O ol
Source: 2008 RAND Health @ clinovations

Assessing Healthcare in the District of Columbia

© 2012 Clinovations. All rights reserved.
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EHRSs, HIE, & Chronic Conditions

Chronic Disease Management: Diabetes

Creation of a diabetes flowsheet or
equivalent template that supports
collection and display of:

HbAlc

LDL

Creatinine
Microalbumin
Blood pressure
Tobacco use
BMI

Influenza vaccination

Retinal exam date
Foot exam date

Report and/or alerting for patients with
overdue HbA1lc test

Follow-up report or reminders for
patients with HbAlc > 7.0%

Documentation of patient self-
management goals in After Visit
Summary related to:

— Diet and exercise

— Glucose monitoring

— Self-administered foot exam
— Medication adherence

Other Data:

— Discharge Summaries

— Labs ordered by other providers
@ clinovations

© 2012 Clinovations. All rights reserved.

1701 Pennsylvania

Ave, NW, Suite 450 Washington DC, 20006
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Accountable Care
Health System Leadership Roles & Drivers

Adoption of EHR and HIE to enhance shared decision
making

e Managing new types of electronic information

e Sharing data with patients and providers electronically

e Improving data flow and analytics for better patient outcomes

IT Catalyst

. New models and incentives to ensure value and
Reimbursement .
patient-centered care

e Meaningful Use e Bundled Payments
e PCMH e Accountable care/Shared savings

e PQRS and HVBP

Leveraging data analytics to support evidence based

CFO

Transparency -
\(a/ue-bGSEd e Care Coordination e Public Reporting
reimbursement e Physician Engagement e Predictive Analytics
(VBR) e Consumer Engagement

@ clinovations

2024481200  www.clinovations.com © 2012 Clinovations. All rights reserved.

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006



Supporting Execution and Delivery of Results:
PHM/Accountable Care Strategic Roadmap

Initiatives C-Suite Lead

FFS revenue Value-based Expense Capital CEO/CFO

ST revenue
optimization e management management
optimization

Quality/clinical best Experience Strategic engagement CMO/CMIO

practice

. Consumer

Care coordination

engagement .

- - : Variable
Clinical process Physician/hospital

Revenue cycle : .
y improvement alignment

Organizational Technology Data business Workforce
* Program/project/ * EMR implementation/ intelligence * Training/skill dev ClO
change management optimization * Analytics « Soft skills
* Organ. development * HIE * Data governance

Infrastructure

©OCTG and Clinovations 2012 — White Paper - Population Health: Leveraging Data and Analytics to Achieve Value = clgnoyatlpps

1701 Pennsylvania Ave, NW, Suite 450 Washington DC, 20006 202.448.1200 www.clinovations.com © 2012 Clinovations. All I’IghtS reserved.
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@ clinovations

CREATIVE HEALTH SOLUTIONS

1701 Pennsylvania Ave. NW, Suite 450 Washington DC, 20006 202.,448.1200

wwwww .clinovations.com

Thank You

Contact Info:
Anita Samarth

President, Co-founder
anita@clinovations.com

© 2012 Clinovations. All rights reserved.
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John Haughton
Chief Medical Officer, Covisint
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Nancy Wise, BSN, RN

Team Lead for Practice Engagement
VT BluePrint for Health Project,
Covisint
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®8 covisint | a Compuware Company uware,

ometimes it’s hard to do

Nancy Wise — Practice Improvement Lead
John Haughton — Medical Information Officer



Providers improve care, decrease admissions with
point-of-care alerts — Payers publish & say it works

An Update

on Medicare
Advantage
Plans

America’s Health
Insurance Plans

April 2008

Cross Group Diabetic Comntral (350 plnyrsiciansd 30 000 diabetics]
0
350 Physicians
T 30K Diabetic = S T - §
Patients
il | T ] (Addiion of Raglonal Tlinlcw te Diabalwy
~ 3 months to r
: E I E Dae Site implementati=n /
gl MM (AlcS or missing) . / ' o :
s b = 5006
Presbyterian Healthcare Services s 1
. goal = 1
New Mexico e
L ]
0 4
Entaslivhad f
. N . CEnilce
Reinventing Diabetes Care Reeuits = 17%
s & - - . = 5 - - - . - - - - . . -
Upon finding that no single approach was effective in
diabetes, Presbyterian Healthcare Services (PHS) reva R S S S —
in 2004 to create a new, multidimensional program. Thy - __
coordination; case management; diabetes education; a .-'::.L.I i - )
based system to improve hospital care for individuals ) .
participate in the program, 23 percent of whom are Me e e
Giving Doctors Tools to Promote Recommended Services - MEI |-|1},- |mmEd|atE|Y tl o g an dl:”:u rTIE!I'lti il g “-I
All of PHS's Medicare Advantage members are patients of . . B . -
Presbyterian’s physician group affiliate, Presbyterian Medical DD':S”:E WI’[I‘IDU'[ a I'I‘,».‘ IHETFU |:t||:||-| frﬂm s

Group (PMG). PMG tracks information on members’ use of
diabetes-related health services in an online registry called
DocSite. Prior to office visits for individuals with diabetes,
physician office staff downlead reports from DocSite that
identify gaps in members’ use of recommended care, such

as HbAlc blood level testing, eye and foot exams, cholesterol
testing, and kidney disease screening. These reports are placed
in members’ charts so that physicians can review them and
discuss next steps during office visits.

Using a Team of Experts

Medicare Advantage members’ primary care physicians
coordinate care with multidisciplinary teams that work onsite
at Presbyterian Medical Group. These teams include certified
diabetes educators, pharmacy clinicians, nurse care managers,

I
For example, nurses may refer members to behavioral health
counselors for treatment of depression or to pharmacists for
mere information about medications.

Admission rates

26% less for Medicare
diabetic patients

with team-based care

Health Coaching te Overcome Barriers to Care

Based on informaticn frem DocSite and from PHS's engeing
analysis of claims data, nurse care coordinators make phone
calls to members who have not had tests and procedures
recommended for diabetes care. During these calls, nurses
identify members’ needs, help them overcome barriers

to following physicians’ treatment plans (e.g., lack of
transportation, inability to afford medications), and provide
coaching to help them live healthy lifestyles.

Providing Extensive Help to Meet Multiple Needs




Improvement in care / cost:
Decreased trend rates for ER & Admissions

KEY INNOVATION

Having community health
teams work with primary care
providers to assess patients’
needs, coordinate
community-based support
services, and provide
multidisciplinary care for a

general population.

A web-based central
health registry will capture
all patient data.

TOWARD THE TRIPLE AlM

By Christina Bielszka-DuVerray

INNOVATION PROFILE

Vermont's Blueprint For Medical
Homes, Community Health Teams,
And Better Health At Lower Cost

sysTEM The Vermont Blueprint for Health is a statewide public-private
initiative to transform care delivery, improve health outcomes, and
enable everyone in the state to receive seamless, well-coordinated care.
KEY INNovaTioN Having community health teams work with primary care
providers to assess patients’ needs, coordinate community-based support
services, and provide multidisciplinary care for a general population. A
web-based central health regisiry will capture all patient data.

cosT sAVINGS A recent analysis of the first pilot program found
significant year-over-year decreases in hospital admissions and emergency
department visits, and their related per person per month costs. Further
savings are forecast once comprehensive financial reform is in place.
When rolled out statewide, the initiative is projected to save 28.7 percent
in incremental health spending in the state by its fifth year.

QUALITY IMPROVEMENT RESULTS A qualitative assessment of pilot sites
suggests that providers and patients value the role of community health
teams in connecting patients with behavioral health, chronic care
management, and social services support. Objective assessments suggest
early improvements in clinical quality and use, such as better control of
hypertension.

cHALLENGES For the initiative to be financially successful, there must be a
measurable reduction in avoidable emergency department visits and
hospitalizations. Insurers must shift spending away from remote call
centers, disease management, and mailings, and into support for
community health teams.

Dot 101377 itk 20110169
MEALTH AFFARS 30,

W03 [2011): 383-385

©2011 Project HOPE—

The People-to-Peaple Health

Foundation, nc.

Christina Bielas zka-DuVernay
emdEipe alumbia.edy) is 2
freelance editor and writer
based in Baltimare, Maryland,
and is the former editor af
Harvard Manogerment Updole



Utilization Results — after 1 year, 20% rate decrease in
trend for ER and Admissions

St Johnshury Serviee Area - Medicsid Blueprint Cohort
Emergency Department Visit Rate Per 1000 Patients

Cohart =1.001 Patients Intervention .ﬁ
- X
@ A
=
=
E &
ER Use Trend Down &
-
- E y=0.H4Tx - 53572 y = 0121 + 52668
E |
El
Rale of Change = 21.7% Decrease
St Johnsbury Service Area - Medicsid Blueprint Cohort i
., Inpatient Admission Rate Per 1,000 Patients oo b B R N B ¥ s
Cahort =3,081 Patients Intesvention F ofF F d F F F o F o F d F T
=1
- & Jamn D& - Jum OF = Sl OF - Jumn 10
.- —Lin=ar Projection [Jan 05 - Jun 00} —Linear Projection (Jul O0- Jun 10}
z
T
% & Department of yermaont Data Provided by Department of Vermont Health &coess
- Health Apcess Aralysis Prapared by Jeffords Instibute Fletcher Allen Health Care
L
E v =0.005x - 147.09 v 022y & 58 15T

Rata of Change = 22.4%, Dacraass

F AT IS LI T LTI LSS ES Admit Rate Trend Down .
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Health Access Analysis Prepared by Jefiords Institute Fletcher Allen Health Care



A Full Care Community

Patient / Care Team / Population

Health Plan

Patient / Clinic _erss . Population
; Organization Performance
Information )
- Reporting
Collection
Exchange and
And .
. Clinical Data /
Decision
Subport Workflow
PP Repository

HOSPITAL




Example — Comparative Analytics

Performance Report By Condition and Measure

Condition: HTN
Site: Independent Practice 1

Instructions:

- Measures are listed in Visit Planner order

- click on Organization Name for a list of all patients with the condition
benchmarks

month and in last 12 months

specified time interval, averages are based on the last measure result at any point in time.

one level lower in  Measur Measur % of Patients
on click here Denominator at Goal

Parent Org ©
Patient:

0T G L T o B Body Mass Index; patients 12.68%
aged 20 and older

Goal: < 25 Calculated
Interval; Per Visit

13.73%

- Click on Measure Name in blue for a display of results for each group in the organization and comparative
- Click on Measure Denominator for a bar graph of the percent of patients with a measure test/assessment by

- Display of measure data is based on last measure result during the time interval. For measures without a

12.11%

Mea
A

ure  Me
age

BMI for Age Percentile; 0 0.00% 0.00%
patients aged 2 to 20

Goal: >= 5 Percentile &
<= B4 Percentile

Interval: 356 days

0.00%

Blood Pressure 710 22.96% 27.25%
Goal: < 130/80 mmHg
Interval; Per Visit

30.91%

Smoking Status Assessed; |710 55.35% 65.18%
patients aged 11 and older

Goal: = Former, Never
Interval: Per Visit

29.71%

Smoking Cessation Activity |63 19.05% 24.26%
Recommended; patients
aged 11 and older

Goal: =Y
Interval; Per Visit

12.95%

Include benchmarks or organize for

comparison

Last Measure Result Averages by Provider

Report Run Date:9/27/2010 9:26:49 AM
Report Current As Of 9/21/2010 3:17:01 AM

Condition:

Measure:

Denominator.
Site:
Patient Status:

Provider Name
Asoook, Exooon
boocoe, Lxooooc

booaok, Drooooc

Ex0000¢, Ex0000¢
Aooo00x, Nsoooox
Axooock, Exoocoe
Ox000x, Yx0000¢
Looooc, Niooo
Asosoox, Exooooc
Ex0000, Lie0ox
Aok, Asooaoe
ES000K, AX000C

HTN

Body Mass Index; patients aged 20
and older

Patients with at least one Body Mass Index; patients aged 20 and older measure
FAHC - Aesculapius Medical Center
Active

12.50%
2340%
20 27%
16.82%
20 91%
0.00%
15.66%
19.61%
16.64%
17.58%
14.42%
18.12%

FAHC - Aesculapius Medical Center AT 72%

FAHC

Vermont

11.35%
12.33%

# of Patients

8

47
528
338
373

7

415
413
601
812
430
563
4232
10951
27362

Average ©
2160
2774
2881
29.07
2915
2950
2967
2988
2968
38.79
4512
6512
3657
3398
3337

HIDNL

Measurs Datn
107282009

] ag

L

Maasure Vakue

[==F]
1|85

HDL L ast 10 Flesaalns)

49
E 1 1
M 2008 A0 2005

VB0

1 22e008

Measure Date
10O 28200%
ESUZ009
4002009

12/292008

Tasghyonrides

Measure Vabae

Bs -0 va 75
.Im BE =l

LOLfLarsa 10 Flesles)

AR Z0S S 200 412009

=]
1 2200

Measure Dase
TVZBZ00D
SO0

A
1222093

20049

Blessure Walue
(=4
110
141
T

105

]
. T
1O2E2005

Trighwcerides{Last 10 Foesults]

110
- 3
S 200 40102009 Rt ot an




Example — Identify Care Opportunity

4 4 1 of2 b Pl @ 100% - Find | Mext  Select a format ~  Export

#= S

Qutreach Report: Patients with Measure Overdue or Missing
Condition: Diabetes
Measure Name: HbAlc Good Control
# Patients: 84
Site Name : FAHC - Aesculapius Medical Center
ProviderName @ Bx0o00( AXXXXX
Date of report  : 09-28-2010

Foreach patient:

1. Text in red indicates a value not meeting the goal or overdue for assessment

2. clicking patient’s Last Name displays a list of measure history for all measures associated with all conditions.
3. Clicking patient's MRN displays a list of all patient alerts across all managed conditions for the patient.

4. Clicking patient’s Last Result displays historical information for the selected measure.

5. Arrows in column headers indicate sortable data.

DocSite

First Name MRN Managed Street Address Measure Name .
Last Name 2 Sex 2 DOB/Age & Conditions (Goal: <7, Last Result 2 Last Result < | Next Due
Interval Days: 180) Date Date
Ao AET SN M 1/1/1942 Browooooo0 Health 100 Main Street AnyTown VT 11111 (555) HbAlc Good Control -
(68) Maintenance 5555555555
Diabetes
Ao Roceoox F 1/1/1943 Dooooooo0 HTN 100 Main Street AnyTown VT 11111 (555) HbAlc Good Control -
(67) Health 5555555555
Maintenance
Diabetes
Aoy R M 17171961 Brxxnxxn0 HTN 100 Main Street AnyTown vT 11111 (555) HbAlc Good Control -
(49) Health 5555555555
Maintenance
Diabetes
A0 BRI F 1/1/1962 Saoooooood Health 100 Main Street AnyTown VA 11111 {555) HbAlc Good Control -
(48) Maintenance 5555555555
Diabetes
Ao Croooox F 1/1/1923 Sooooooox0 HTN 100 Main Street AnyTown VT 11111 HbAlc Good Control ~
(87) Health
Maintenance
Diabetes
Ao Mxxxxx F 1/1/1955 2x0000000 HTN 100 Main Street AnyTown VT 11111 (555) HbAlc Good Control -
(55) Health 5555555555
Maintenance
Diabetes
Aoy Loowxsn M 17171948 Sxxxnxxn0 Health 100 Main Street AnyTown NY 11111 (555) HbAlc Good Control -
(62) Maintenance 5555555555
Diabetes
Aoxax Mxxxx F 1/1/1958 it eein) Health 100 Main Street AnyTown VT 11111 (555) HbAlc Good Control 580
i52) Maintenance 5555555555
Diabetes
Ao00e Loxxxx F 1/1/1927 Swwoooox0 HTN 100 Main Street AnyTown VT 11111 (555) HbAlc Good Control 7
(83) CAD 5555555555
Health
Maintenance

Drive population management activities




Example — Identify Care Gaps

Patient Alerts

[¥] Actionable Alerts only.
Vitals
Measure (Alert) Name

BH=ight (inch)
B Temperature
Lab

Measure (Alert) Name

Ina+

Isun

B Creatinine (Plasma)
IHbAlc

BasT

IHDL

B Total Cholesteral

B Trighycerides

BLDL

BMicroalbumin Cr Ratio
Immunization

Measure (Alert) Name
BTetanus
IIanuenza vaccine
Clinical

Measure (Alert) Name

BFoot Exam Monofil / Skin / Pulse
B Fe=al: Flow

Last Value
65 in
93

Last Value

131 meq
7

0.6

6.9 %

11

50 mg/dL
232

161 mg/dl
126 mg/dl
126.2

Last Value

Done Done, Not Done,
I

Last Value

L/min

Date Last
Value

11/29/2011
6/9/2011

Date Last
Value

4/26/2010
4/26/2010
4/26/2010
4/12/2011
12/22/2010
2/26/2009
12/22/2010
2/26/2009
2/26/2009
4/26/2010

Date Last
Value

9f14/2009

Date Last
Value

Patient Goal

Patient Goal

< 7

== 40.0000

= 150.0000
< 100.0000

Patient Goal

Patient Goal

Population Goal

Population Goal

== 40

= 150
< 100

Population Goal

= Done

Population Goal

Due Date

11/29/2011
6/9/2011

Due Date

4/26/2011
4/26/2011
4/26/2011
10/9/2011
/14/2010
/26/2010
/14/2010
/26/2010
/26/2010
/26/2011

Eal ==

Due Date

9/14/2010

Due Date

Apply evidenced based medicine criteria to derive patient level compliance.

Maximize point of care efficiency



VERMONT

Blueprint for Htﬁh

Smart choices. Powerful tools.

State & Federal Partnerships
Example - Health information & quality infrastructure

National Guidelines & Federal Funding & Guidance

ONC
Measures (ONC)
(NIH, Task Force, AHRQ)
State Led Health Reforms
Clinical Tracking Systems Guideline based Data Dictionary Reporting & Evaluation
*EMR Templates (Core Data Elements) * Registry reports
* Registry visit planners <= - *Clinical process data elements —_— ¥ Outreach
. v
Outreach reports «Health status data elements Performance
* Interfaces & data transfer . * Claims database reports
*Aligned measure set

|
v

Guideline Based Health Services

¢ Individual patient care
* Population mngt & outreach
* Coordinated health services

* Emphasis on prevention

*Aligned answer options

Learning Health System

Ongoing Refinement

|
\4

Guideline Based Ql

* Comparative Evaluation
* Provide reports & data
* Coaching & facilitation

*Shared learning




Data Issues...

“Continuity of Care Document” or “CCD” — just
exchange the message, right?

Nope! not good enough....



Numbers & Free Text = easy to map

Immunizations & Mammograms = tricky

MeasureName Count Total Count Valid Pct Valid Count that need mapping  Pct Needs mapping

BP DBP 19,221 19,221 100.00% - 0.00%
Clinical Hx Comment 15,576 15,576 100.00% - 0.00%
Patient/Caregiver Self-Management Goals 2,614 2,614 100.00% - 0.00%

BP SBP 19,223 19,222 99.99% 1 0.01%

K+ 10,367 10,365 99.98% 2 0.02%
Creatinine (Plasma or Serum) 10,732 10,726 99.94% 6 0.06% >
HDL - Male 4,640 4,637 99.94% 3 0.06% T‘g
Body Mass Index 16,111 16,100 99.93% 11 0.07% L;_
Height (inch) 16,120 16,097 99.86% 23 0.14% g
HDL- Female 4,658 4,651 99.85% 7 0.15%
Triglycerides 9,073 9,050 99.75% 23 0.25%
Weight (Ib) 19,250 19,171 99.59% 79 0.41%

Total Cholesterol 9,753 9,704 99.50% 49 0.50%

HbAlc 2,330 2,316 99.40% 14 0.60%

LDL 9,347 9,222 98.66% 125 1.34%
Microalbumin Cr Ratio 1,201 996 82.93% 205 17.07% %
Smoking Status 7,884 3,820 48.45% 4,064 51.55% =
Tobacco Use/Exposure Assessment 6,701 3,225 48.13% 3,476 51.87% g
Exercise (# days/week) 9,076 3,696 40.72% 5,380 59.28% 2
Tobacco Use Cessation Intervention 1,170 425 36.32% 745 63.68% 2
Cervical Cancer Screening 3,771 784 20.79% 2,987 79.21% I2
Breast Cancer Screening Mammogram 5,378 737 13.70% 4,641 86.30%
Today's Visit Type 4,473 536 11.98% 3,937 88.02%
Pneumovax 3,868 421 10.88% 3,447 89.12% g
Influenza vaccine 10,699 446 4.17% 10,253 95.83% <§:
Tetanus 9,326 68 0.73% 9,258 99.27% z
CHD or CHD Risk Equivalent (circle all that apply) 2,085 1 0.05% 2,084 99.95% 2
Alcohol Use Screening 2,356 1 0.04% 2,355 99.96% ﬁ
Discussion of Prostate Cancer Screening 1,551 - 0.00% 1,551 100.00%
Dilated Eye Exam by Ophthalmologist or Optometrist 1,441 - 0.00% 1,441 100.00%




Mammos & Pneumovax & Visit type

Done-RRMC - WNL
Done-Rye Radialogy
Done-SVMC

Done-Tufts Mammo Center

dx R breast benign/ f/u 1 year

gyn
impression

incomplete needs further imaging

I

L BREAST STABLE

L CAT 1 NEG

L density;fu views needed
L dx benign CAT 2

L normal

L only BR3 neg

L-Cat 1, R-Cat O

LEFT BREAST CYST

LEFT BREAST CYST NEG
left breast cysts

Left breast mammo and US
left breast mass

4/15/2010 Albany
5/25/1999
5/9/2008
6/27/2002
6/7/2004

6-Jul

5-Aug

8/15/2001
8/17/2009
8/17/2000
8/18/2009
8/28/1997

6-Sep

after age 65 per pt in old office
Algus

allerg local
allergic

allergic reaction
allergic, done

AT ROWE

at SVMC

BFP

Damasco

date approximate
declined

Declined

declined

see patient cc
sick

sick x few weeks
urgent

urgent walk in
wcc

wcc

Well Child Check
Well Child Check
Well Child Check
Yearly H&P
Acute

Acute

acute

Consult

Consult
PlannedVisit



Who Cares?

It’s the practices & patients
What matters?
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VERMONT

Blueprint for Héﬁh

Smart choices. Powerful tools.

Social, Economic, &
Community Services

Mental Health &
Substance Abuse
Programs

Healthier Living
Workshops

Specialty Care & Disease
Management Programs

Hospitals

Community Health Team
Nurse Coordinator
Social Workers
Nutrition Specialists
Community Health Workers
MCAID Care Coordinators
Public Health Specialist

Public Health

Health IT Framework

Programs & Services

Medical

Home

\
(

Medical
Home

Medical
Home

Medical
Home

= A foundation of medical homes and
community health teams that can
support coordinated care and linkages
with a broad range of services

= Multi Insurer Payment Reform that
supports a foundation of medical
homes and community health teams

= A health information infrastructure
that includes EMRs, hospital data
sources, a health information
exchange network, and a centralized
registry

= An evaluation infrastructure that uses
routinely collected data to support
services, guide quality improvement,
and determine program impact



Questions
Final Thoughts

eHEALTH INITIATIVE
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Thank You to Our Speakers

e | aura Kolkman
e Anita Samarth
» John Haughton
* Nancy Wise

«w» eHEALTH INITIATIVE
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Slides/Recording for Sale

= Slides and recording of webinar

« Members can access slides and replays of any other
webinar for free from eHl's store

 Non-members can purchase access to any other
webinar replay for $25.00

 eHlIl Store
o http://www.ehealthinitiative.orqg/store.html

I

am eHEALTH INITIATIVE

Real Solut er Health.
:A


http://www.ehealthinitiative.org/store.html

Take Advantage of eHIl Resources

= Reports and Directories
* Vendor Report
* List of HIEs and Selected Vendors
« Sustainability Report

= Upcoming Conference

« National Forum on Data and Analytics Iin
Health Care

* August 9, 2012

« Gaylord National Resort and Convention
Center, National Harbor, MD

» eHEALTH INITIATIVE

eeeeeeeeeeeeeeeeeeeeeeeee
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eHl National Forum on

Data and Analytics

= Join us August 9, 2012 at the Gaylord National
Resort and Conference Center

* Todd Park, U.S. Chief Technology Officer just
Confirmed as a keynote speaker!

= Topics to Include:

— Transforming Data into Healthcare Intelligence in Today’s Market

— Best Practices Using Data to Manage Populations with Chronic
Conditions

— Leveraging Analytics to Facilitate Accountable Care
— Using Analytics to Enable Transparency and Quality Improvement

— Predictive Analytics to Improve Clinical Outcomes: Four (4)
Organizations Share Their Experiences

I

. eHEALTH INITIATIVE

Real Solutions. Better Health.



National Forum on Data and
Analytics in Health Care
Thursday, August 9, 2012

Gaylord National Resort and Convention Center
Forum registration is open

http://www.ehealthinitiative.org/2012-ehi-national-forum-on-data-and-
analytics-in-health-care/reqgistration.html

Thank you to our sponsors!
THE GUIDELINE

ADVANTAGE .. COVISInt @ PNC 'H UnitedHealthcare t
- I HEALTHCARE S -
B s =% w, iz==  pwe
sandlot - NEMGEN Noetum il T o
S oA < SIEMENS
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Real Solutions. Better Health.
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Contact Information

= Sponsorship and Membership:

— Amy Eckenroth, 202.624.3265,
amy.eckenroth@ehealthinitiative.org

= General Feedback or Questions about eHl:
— Info@ehealthinitiative.org

= Jobs, fellowships, internships
— Jobs@ehealthinitiative.org

L
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Real Solut er Health.
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mailto:info@ehealthinitiative.org
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Thank You to Our Sponsor
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