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BSVMG Transformational
Vision Timeline

First Nurse First EP MU First MyChart First Registry ACO
Navigator Placed Attestation User Utilized Implementation

First EMR Go-live First PCMH First integrated EKG First Managed Care
at IMAC Go-Live at MMC at Brook Run Contracting

Hampton Roads BSMG Total

Volume FY12

Vitals FYI2

Good Help to Those in Need® BON SECOURS HEALTH SYSTa,



PCMH
Nurse Navigator Team

Medical Hom

Nenartment

Good Help to Those in Need® BON SECOURS HEALTH SYSTE’,



Engaging Patients via
EMR Portal & Nurse Navigators

Epic Patient Portal:

Number of

“Activated

Patients”

Virginia 48 223
BSHSI Total 73,884
Number of 2,383
messages/week

eRx Turnaround 10hr 40min
Time

Appointment 8hr Tmin
Request

Turnaround Time

Messaging TAT 10h 34min

Navigator Readmissions:

Month
Dec-11

Total counted # with Post

in Readmit Hosp 30 DAY
Total Stats Readmission READMISSION
Patients

182

Jan-12 385
Feb-12 496

Mar-12

671

Jun-12 556

Jul-12

Aug-12
Sep-12
Oct-12

Nov-12
Dec-12
Jan-13
Feb-13
Mar-13
Apr-13

652

763

600

821

652

834

1025

1035 E

1098 g 0.72%

1175 8 g 1.57%
N A

1) Patient was seen as part of a Post Hospitalization Episode
2) Must have a documented Initial Hospital Discharge Date to be counted in

readm|SS|on is counted as having a documented Other Hospital
Admission Date within 30 days of the Initial Hospital Discharge Date
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Population Outreach:
Phytel & Epic Registries

Patient, age 18-
99 with automated call to Patient
Uncontrolled DM, the patient and contacts the

Phytel receives
claims data

e with no _ reminds of the offlcg to make
appointment in need for an appointment
the past 3 mos appointment
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Ten
Health IT Tools to Achieve
Population Health Management:

1. Electronic Health Records
2. Patient Registries

3. Health Information Exchange
4. Risk Stratification

5. Automated Outreach
6

T/

&)

. Referral Tracking
. Patient Portals
. I'elehealth/Telemedicine
9. Remote Patient Monitoring
10. Advanced Population’Analytics

Source: Managing Populations, Maximizing Technology: Population Health in the Medical Neighborhood. Shaljian

& Neilson; PCPCC 2013 \’,
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Transaction
IT supports
individual
providers in
delivering care
and measuring
outcomes
Accountable
care

sustainability

Care
coordination

Meaningful

Our Progress Toward Reform;:

Interaction Integration

Care coordination
capabilities
improve and
health status

measurement
is possible

Basic care
coordination
capabilities
emerge with

initial population-
based metrics

2009-2016

Collaboration Transformation
Seamless care

coordination with
demonstrable
improvement
in population
health status

Triple Aim goals realized across
the population

anced population analytics
Continuous process

improvement

Risk and financial management
Evidence-based standards

- Team-based care collaboration

- Outcomes measurement and reporting
- Virtual care team coordination
- Individual engagement

- Clinical decision support

- Care management and registries

- Population analytics

n
An accountable caré orgam;auz '
(ACO)isd healthcare orqamza:d
na
d by a payme
characterize "
care delivery model that seek

THE AIM OF AN ACO

VALUE-BASED |

- Process measurement and reporting
use

- Health information exchange

- Clinical systems (ancillary, EHRs, EMRs)
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