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Population Health:

virence

Managing Chronic Disease Patients Efficiently and Cost Effectively

Issue/Challenge

As payers transition to value-based care,
practice success will increasingly be
dependent upon the ability to integrate
care coordination into ambulatory care
settings to improve outcomes and better
control costs in chronic disease patient
populations.

However, cultural, organizational,
operational barriers and provider burnout
make it challenging to implement a
successful population health program.

« Enhance care quality with organizational
transformation, advanced care coordination, and
better visibility to where care is needed to more
effectively manage populations

* Increase provider efficiency by balancing
workloads, operating at top of licensure, and
aligning patient data with evidence based
guidelines at the point of care

« Strengthen financial performance in shared
savings contracts with better cost control in
chronic disease populations

Key outcomes impacted:

« Reduced provider and team burnout
* Improved disease control

* Reduced care gaps
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Population Health: @
Managing Chronic Disease Patients Efficiently and Cost Effectively “®

Agenda

1. Research Results: Challenges in and Barriers to Population Health
2. Importance of Organizational Transformation in Population Health
3. Practical Application: Tackle One Area at a Time

4. Enabling Technology and Tools

5. Summary and Q&A



Research Results:
Challenges in and Barriers

to Population Health virence

Conducted by HIMSS Media Pulse Research on behalf of
Virence Health Technologies, February 2018
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Research Overview: A large, diverse sample o @
produced robust insights m

HIMSS Media conducted this research

In February 2018 on behalf of Virence

Health to better understand how

healthcare providers/practices are 61% 39%
managing population health

Ambulatory practice Integrated Delivery Network

 Mix of Business,

9 Ciiical, TTechnology

Respondents roles

« Mix of small and large

ambulatory practices
and IDNs 62% 38%

21+ physicians <21 physicians




Large ambulatory practices most likely to be a PCMH / CPC+
have >10% of revenue tied to risk-based contracts

virence

==

Practice is PCMH or Involved in CPC+ Program >10% of Practice Revenue Tied to Risk-based Contracts

Yes Yes

59% 44%

22% 26%

38% 35%

[ T T T | [ T T

0% 200 40% 60%  80% 0% 20% 40% 60%

= Ambulatory 21+ physicians © Ambulatory <21 physicians ®IDNs = Ambulatory 21+ physicians © Ambulatory <21 physicians ®IDNs

Q. Is your practice a patient centered medical home (PCMH) or involved in the Comprehensive Primary Care Plus (CPC+) program?
Q. Is a significant portion (>10%) of your practice revenue tied to risk-based contracts (i.e., payment based on outcomes and costs)?



Top Population Health Management Challenges Differ by

Type of Practice

Ambulatory Challenges: Care Management /
Coordination

1. Ensuring gaps in care are closed
during the visit (51%)

2. Efficiently and effectively managing
outreach to priority cohorts prior to
or after the patient visit (39%)

3. Coordinating efficient and effective
team-based care on the day of the
patient visit (39%)

virence

IDN Challenges: Cohort Management / Identification

1.Ensuring the medical record reflects
all population health activities (46%)

2. Efficiently and effectively managing
outreach to priority cohorts prior to
or after the patient visit (43%)

3.Identifying patients in need of
Intervention (41%)

m o



Top challenges vary by type / size of provider

Population Health Management Challenges

Efficiently and effectively managing outreach 509
to priority cohorts prior to or after the... 15% o
Ensuring gaps in care are closed during the 7 50%
VISIt 52%
I 220
Identifying patients in need of intervention | 31%
26%
41%
Coordinating efficient and effective team- | 2804
based care on the day of the patient visit . 52%
I 27
Ensuring the medical record reflects all | 2804
population health activities 22%

46%

virence

Ambulatory 21+ physicians ~ Ambulatory <21 physicians ®IDNs (0% 10% 20% 30% 40% 50% 60%

Q. What are your organization’s top three challenges for managing population health?

70%
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Top challenges vary by type/size of provider continueq)

Prioritizing cohorts for intervention

Developing evidence-based care plans for
patients in priority cohorts

Individualizing care plans to particular patient
needs

Grouping patients with similar needs into
cohorts

Delivering care that consistently adheres to
evidence-based guidelines

Other

Ambulatory 21+ physicians Ambulatory <21 physicians  ®IDNs

22%

37%

30% 40%

Q. What are your organization’s top three challenges for managing population health?

virence
48%
50% 60%
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What are the top challenges you face today?

 |dentifying a Starting Point
« Risk Stratification — identifying your patients

« Getting paid for managing populations and their health

Transitional Care Management
Chronic Care management
VBC Programs: HCC / RAF

 The Change Process:

Shift to collaborative, team-based healthcare - Developing acceptance of New Workflows
Identifying/Hiring/reallocating Staff members

« Getting personal - empowering the patient, bolstering engagement

All stages of life
Wellness and health

« Coordinating Care across the continuum

collect, combine, analyze and share patient data and coordination activities

« Tracking Care quality and outcomes
« Using Best practices, communicating best practices and lessons learned

virence
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Importance of Organizational
Transformation in Population Health

virence

Preferred Primary Care Physicians
Population Health Implementation

Cheryl DeRosa RN, BSN, PMP-EMR Project Director
Briana O’Malley-Clinical Applications Manager
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Preferred Primary Care Physicians

virence
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25 years of service-4 Physicians started PPCP based on Quality of Care
* 41 Physicians FP/IM, 20 NP/PA’'S

« 22 Offices in 4 Counties in Southwestern Pa

« 85,000 Active patients (seen within 24 mos)

« Participate in Track 1 + ACO Keystone Clinical Partners

* One of 30% of the ACO'’s in the country to meet quality and cost
benchmarks and share in savings with CMS for 2 years

* Very successful in pay for value programs (NOw DEPENDENT ON)

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.



IT/Quality Resources

3 Full time Quality Nurses RN’s Centrally based
* 1 RN devoted to Intensive Case Management
- Each with 20+ years in health care quality experience

« Office based care managers and guality advocates

« Central and office based EMR/quality training for MA's and RN'’s
e 10 Full time IT staff many with 10+ years in HIT

« PHI consulting division 2006, implementation, CDS, workflow

« EMR since 2002, same EMR vendor since 2004

« Had already built our own POC PH tool for chronic disease
» Beta site for VBC Analytics with Virence
» Crimson for ACO population

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.
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Preferred Primary Care Physician’s Roadmap

virence

« 2015 Started working with Ambulatory Care Management Population Health
(ACM PH)-set up; decision making process

« 2016 Implemented First Practice with ACM PH POC Care Manager Dashboard
« 2017 Fully Implemented all practices to use of ACM PH Care Manager

« 2017 Central Worklist tracking for PCMH A1Cs greater than 9

= Failure-practices not willing/able to do
« 2018 Central Worklist implemented for:
= Transition of Care
= Intensive Case Management
= Dietitian Referral Tracking and Care Management

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.
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POPULATION HEALTH MANAGEMENT

Care Management / Care Coordination

preferred

. Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 21
primary care pnysicians



Pathway to Success- “Reach out and Tough! fa

o=

Supply proactive preventive and chronic care to “ALL” patients,
both during and between encounters.

Maintain regular contact with patients and support their efforts to
manage their own health. IMPROVE ACCESS

Care managers must ENGAGE high-risk patients to prevent
them from becoming unhealthier and develop complications.

Use evidence-based protocols to diagnose and treat patients in a
consistent, cost-effective manner. SHARED DECISION MAKING

preferred Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 29

primary care physicians



Areas of Focus @

« Tackle one area at a time

« Add areas of focus as your care managers develop skill

Cardiovascular
Disease

Preventative /

Wellness Diabetes Heart Failure

Emergency /
Urgent Care
follow up

Pain Transition of

Cancer Headache Management Care

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 23
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Care Management 101 v o8

Began with

* Internal quality * Meet with your  Are they taking
data diabetics at every their meds?
- Payer Data office visit . Are they checking
« POC PH Tool  Follow up with their blood
. Define your DM your diabetics sugars?
PH registry between office * Are they eating
Visits well?
* Reach out to your » Should they meet
patients who do with a nutritionist?

not follow up.

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.



Care Management 102 vronce) -

Aggregate the data at a higher level-prioritize YOUR efforts

* who did not have a pneumonia or flu vaccine

* who are not on an ACE inhibitor or an ARB

* who are not on a statin

* who did not have a urine microalbumin

» with repeated ER visits for hypo/hyperglycemia
« HOW DO YOU CLOSE THESE GAPS?

Diabetics

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. o5



Multiple Methods of Outreach

Portal Communications

Personal Calls from practice based Care Managers

Focused Mass Mailings

Automated Telephonic Outreach-Clinical Algorithm based

preferred e

escriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.

virence
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POPULATION HEALTH MANAGEMENT

Data Management- Understanding your
tools, what they can/can’t do

preferred |

primary care physicians

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 27



Reality Check

At this time,
no one Is connected well enough
to aggregate and analyze
all of the data!

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.
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IMAGING

PPCP |IA

HOSPITALS

ACO

REGIONAL |,
HE |-
POC
PH TOOL
LEGEND

1. Dark blue-CLINCAL DATA
2. Green-ANALYTICS

3. Blue-EMR
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DATA
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Data Input

Enter data correctly to optimize EHR utilization (Meaningful

virence

Use)

* Immunization Management Form

« Hand updating the flowsheet
* Interactive forms that prompt you and allow you to enter data at the point of

care

Interface as many as health systems and providers as

possible

* If set up correctly, will input structured, retrievable data
« The more information at hand, the better you can track your patients

IF YOUR DATA HOUSE IS NOT IN ORDER, YOU WILL
STARVEI!!

« Poor data = poor quality scores
« Coders Rule- Sad but true , RAF impacts everything

preferred Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.

( Care sician

3

30



PH Software- Vendors not born Equally _E!

Data Aggregation-Data Repository

Risk Stratification-Clinical/Financial

Care Coordination-Care Managers tool

Patient Outreach-Portals, Social Media, Secure Text

preferred

primary care physicians

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 31



Utilizing Data to Make Point of Care Decisions ... _E!

Using your data and evidence-based guidelines to make
decisions on patient care at the time of the office visit

Enables real-time decision making

Requires standardized data

Requires accurate clinical decision support

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.
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HF'I - General

UI/Falls Risk Assessrment
Yitals Extended PPCP
Hz-Summary

Risk Factors PPCP

PPCP ROS Camplete with Pr
HM & Disease Management
CareManager Contral Panel
Lab Rewiewy

PPCP Physical Exam
Problern &8P Single ICD-10
Prescriptions

Imrmunization kManagement
Fawarite Forms

Attachments

Favarites

[ Blank irnage
Faworite Forms
Risk Factors PPCP

Update - il est -- Ofc Yisit at 01 on 2/22/2018 12:18:21 PM by Katie Gargiulo RN [Doc [D: 1882]

Sum mary: « ﬁ Orders (% Medications Problems | == Medication == Problem

|nteractions: 0

Patient Hame: Test, E'Huuse“ Patient ID: 1520123 DOB: 100301944 73 Years Old Male Home: (412} 531-2902
ACO Patient

History of Present lliness

Since the patient's last office visit, has he/she been in the hospital or seen a specialist?

—

I= the patient having any problems with their P
medications?
Histary from:
Chiet Complaint:
HP:

e

brief (1-3 elements)

yes no

extended (4 or more elements)

HP elements: location, guality severity duration, timing, coptext, modifging factors, and gssocigted signs’symptoms

Problems Mewy Problem Allergies Meds Qrders

pt needs A1C (031052016 9:35:34 Ak

Providers in the patiert's | Dr. Test Cardiologizt (412) 485-5543
care zuch as Consultarts, Dr. Test B Oncologist (412) 475-4875
Home Care, Physical
Therapist, DME Providers,
Pzych, etc:

[ Include provider list in note

Refill Bx Flowesheet owledge Pre Visit Prep Informa

Care
Management
Workflow
definition




GE Test| 73 Year Qld Male | 10/30/1944

Care Team ]

Responsible Provider: Louis A Civitarese DO

Add Al Text |

DORDERS

PROBLEMS

MEDICATIONS

ALLERGIES

Update Flowshest )

Insurance Carrier, MEDICARE Last Office Visit 02/19/2014

Risk 10yn30yr Statin Intensity ) LOL-Cholesteral ) BF ) M| B-Blocker ) APT )
& 0On statin te=st patient mg/dL 122182 On beta blocker Warfarin
Diabetes ACEIARB ] Urine Alb ] Eye Exam ) Foot Exarm ) Diab Ed )
On ACEUARE e W e W b
Prevention Depr Scraen ) Diab Screen ) Falls Risk ] Tohacco ] ARA ]
[ Due ] [ Due ]
Cancer Screening Colon CA ) Breast CA ) Cervical CA )
High Risk
Immunizations Fiu ] HepA )  HepB ) HB ] HPY ] Meningo J  MMR ]  Pneumo ) TD ) Maricella ] Foster )
*Ciinical List | Due | [ 7 ]
Heart Failure Diaghosis) LVEF ) MYHA) Office'wt] Home'wt]  ACEIARBARM ) HFBB ) A&ldoBlocker] Diuretic] Digoxin] 1D ] CGRT ] Medcl)
HOS [ Due B Due T ACEl, ARB Yes Yes Yes Yes Yes
otroke Prey AFib D OnWarfarin Managed By IR Target Last INR Mgt MR TTR
Warfarin Momt Ho Yes a0 [ ?weeks |
Asthrma Last Contral ] Aszessment ] Contraller Meds ] Action Plan ]
[ e Ics [ e
A- Allergy A~ Active Hold or Take Action 7 - Missing Yalue
DElE) ) Suspected Diagnosis Depression Diahetes Heart Failure Hymertension Osteoporosis

Risk Factors

Depression

Problems-CCC




A UL f THed Uit fenitiatl . NS | LOGAUOn . W | ERn Ldasl WUETIEd. A TorsUio TU.aa Fivl

Diabetes

Diabetes Without Statin = % | Add Filter - ( Export~ X Message & Print
Treatment
p——
Senvices Due Statin ACEI Diab Tob Other

L] Patient & Age Intensity’ LDL  Aflc BP IARB | APT? Ed Use BMI  LastAppt =~ MextAppt PCP Prov. Comm
i L] 76 w 102 -ﬁ 203 | 120282017 Louis Civitarese DO
Heart Failure O 76 m 135 ---- 112972018 | 7/30/2018 | Michael Speca DO
Prevention [] 59 m 45 - 6/212016 Michael Speca DO
Stroke Prevention O 23 m 13 - 218 11712018 Jared Bovalino DO
S Ny B BT ] 58 m a0 11212018 21282018 | Louis Civitarese DO

L] 24 m 95 0 - Warfarin @- 173012018 /92018 | Louis Civitarese DO

L] 69 m 118 /N Yes - 1132012 Frank Civitarese DO

[] 54 w 52 140/90 - - 112472017 Frank Civitarese DO

L] 40 m a8 m Yes AFT -@ 1/30/2018 3/5/2018 | Louis Civitarese DO

[] 83 m a3 i1 @-@@ 112472017 | 3282018 | Frank Civitarese DO

L] 58 w 26 E@ APFT 2162018 Jared Bovalino DO

L] a8 w o4 APT ﬁ@ 121612017 Michael Speca DO

L] 61 m 61 ﬁ APT E 81612017 Michael Spaca DO

] 54 w a9 ﬁm m 6/1/2016 Michael Speca DO

[] 23 m 113 m- @ 172017 3712018 | Michael Speca DO

AT E e



CV Risk Reduction < Diabetes / Treatment Contract : none | Location : O1 | EHR Last Queried: 2/18/2018 10:59 PM

Diabetes
Adlc greater than 9 with no apptinpast.. = ¥ Add Filter - & Expori~ & Message = Print
Treatment
p—
Services Due Statin ACE Diab Tob Other
L] Age | Intensity!  LDL Alc EF /ARB | APT2 Ed Use EMI Last Appt Next Appt  PCP Prov = Comm
Qualtty Assurance L] LR On high Emmm 1/42017 Louis Civitarese DO [ ]
Heart Failure O 44 I 102 @ m 8/10/2017 | 5/9/2018  Frank Civitarese DO
Prevention L] k3| 96 m- m@ 812112017 Michael Speca DO
Stroke Prevention [ 30 176 mm mm 272 | 42612016 Frank Civitarese DO [ ]
Patient Control Panel L] 61 187 EE mm 152017 Michagl Speca DO [ ]
L] 38 i5 E@ ﬁm 61572017 Frank Civitarese DO
L] 24 113170 Em 27 31232017 Frank Civitarese DO [ ]
L] Fit a9 E Yes 271 11212017 Michael Speca DO .
(] 59 69 21612017 Jared Bovalino DO [ ]
] | 155 112672017 Michael Speca DO [ ]
L] 58 613012015 Frank Civitarese DO [ ]
] 59 99 1152016 Frank Civitarese DO ]
L] 46 67 EE Yes mm 11212017 Michael Speca DO [ ]
L] 60 151 ﬁ ﬁ@ 62072017 2119/2018 | Louis Civitarese DO &
L] 55 104 i Le Yes Due Uit 41 10/24/2016 Louis Civitarese DO [ ]

.= T = e



Filter Builder

Module Name Prevention

Filter Name
Description
( Column
HepB
HepB

Delete This Filter

Table Name Immunizations

Property
W Text
v Color

W

W

Comparison

Equals

® And

Equals

W

O Or

W

Value

Red

Run

Type

Perzonal v
++ +4 X
++ +4 X

Save

Save As Cancel




Preferred Primary Care Physicians
Annual Wellness visit

-

Ca rEManag er Select Contract Change Cluster Briana O'Malley » Log Out (=

Asthma < Prevention / Adult Screening Contract (1): ACO Patients | Location : O2 | EHR Last Queried: 10/31/2018 10:54 PM
Behavioral Health
Patients due for AWY (Use with ACO Cont... = (| X Add Filter = & Export v i Message B Print
CV Risk Reduction
Adult Screening
Diabetes Breast Cervical Colon Falls Last  Next Other
Heart Fail [ ] Ppatient = Age Gender BMI | Tobacco CA CA CA Diabetes | Depress | Anxiety | Alcohol Drrug HIY STI Hep C AAA Risk Osteo AWV Appt Appt | |PCP Prov Comm
eal aliure
O sy | M -mmm - 9/0ME | 11718 ||Barry Austin DO
B Prevention
O 67y M mmmm - 6/4/18 12/5M18 |jRaman Purighalla MD
Adult Screening
O B8y F Due 41618 | 11/518 |Raman Purighalla MD
Pediatric Screening s00n
Abnormal Cancer O 75y M - EE - 9/26M13 | 12/12/18 |[Raman Purighalla MD
Adult Immunization O B4y M mmmm - 8718 | 115518 |[Barry Austin DO
i T 0 2y | ™ -EEE - 71818 | 1211918 | Barry Austin DO
Barry Austin DO
S 0 2y | F -EEEE a7e | 1ura fpam Avin 00
Risk Profile O 42y F EEEEE 1HBAT Raman Purighalla MD
Contl Pane § ny | w e | e | e | I s | 111318 framan Punata o
: )
ATy O 90y F -mmm - 9618 | 1211118 |[Raman Purighalla MD
0 oy | F -EEE - 52018 | 11720118 |[Bamy Austin DO
= o e | 0e o | ne - | s
O aly F m EE - 81817 11/5M8 |JRaman Purighalla MD
5 o | o e | oe | ox | s
O sy | F EEEE . 5012 | 111218 |[Barry Austin DO
O 63y M m EE - 71517 12/3118 |JRaman Purighalla MD
| 67y M EE . 911813 | 111318 |Barry Austin DO
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Outcomes

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 39
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ROI with Population Health Tool o
Financial 2

Hepatitis B Vaccine

Alerts in Pop Health tool based on Problem list and history of
vaccines that Hep B Vaccine is indicated

le: Diabetics; Fatty Liver Disease etc.

Office PH Tool Implementation % Revenue Increase
6 Months Post Implementation

Office 01 435%
Office 15 764%

preferred

ary ca pNysICians

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 40



ROI with Population Health Tool o
Quality Scores e g

Diabetics on Statin-2017
Majority of Practices 2017 1st 2017 4th

Implemented Pop Quarter Quarter
Health Tool in Aug/Sept

2017

Payor 1 55% or 1 STAR 82% or 4 STARS
Payor 2 62% or 1 STAR 81% or 5 STARS

preferred Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. a1



ROl with Population Health Tool .E!
Good Patient Care -

August 2016 — January 2018

FOBT Performed: 11,226

FOBT Positive: 1042
C-Scope Follow up: 489
C-Scope Abnormal: 324

Diagnosis Colon Cancer: 15

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change.



Transition of Care Improvement with Central Worklist
Measured by Decreased Readmission Rate to Hospital™" ot

March 2018 through September 2018

Piloted in 4 Practices since March | 2017 4th Quarter 2018 3rd Quarter
Fully implemented Mid August

Highmark BCBS .91 (Benchmark .46) .64 (Benchmark .41)
(lower is better!) 2 STAR 4 STAR

Additional Wins:
Tracking TOCs for all lines of business-not just those paying
Increased revenue based on increased number of Office Visits and Increase level
of service
Increased patient health through:
Improved Medication Compliance
Soft win of the patient appreciates the personalized care

preferred Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 43
primary care pnys ]
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Using Central Worklist

preferred

Any descriptions of future functionality do not constitute a commitment to provide specific functionality. Availability is subject to change. 44
primary care physicians
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Case Management Program u
Central Worklist

Briana OMalley Log Out®

< .
@ Reminders Program: Patient search: My Patients Only: Workfiow frequency:
o Approvals Screening for Intensive Case Manageme V Q \ Every Six Months v = More »
® Workflow { Giisia s 2
| | Buk Action v Add Patient Workflow Frequencies: Every Six Months | One Time
‘ Pabenls ~ & di At Nata | H Q b I's RE 11 act fatad 1N/1G/7018 199807
< Refresh | Hide Admin Data | Hide Actions | Show Selector | Count: 65 | Last updated 10/1%/2018 12:28.03

&= Programs Workflow Checklist

Other
.5 DocuSign &) Coordinator Appointment Patient Status Chart Review Letter F/U Call 1 Letter F/U Call 2 Letter from CM Letter F/U Call 3 Action
= Reports

¥ Beverly Burks 10/23/18 1:45 PM (15 m) [Referred v| ) 0 O O O 00

Re-check - 15

A

I

Paul Hartiey
¢ Beverly Burks 111619 2:30 PM (15 m [Enrolled v] 0 0 0 O (+ M|

Check Up - 15
Richard Cook ||

/& Admin

I

(33) Y} Beverly Burks 11/27/18 2,00 PM (30 m)
Annual Wellness Visit -
Sridhar Patnam

1) % Beverly Burks 11/2/18 1:30 PM (30 m |Referrad v| 0 0 0 0O 0 o™
Check Up - 30
Pau Hartiey

68 2 Beverly Burks [In Process v m O O O O 4
|In Process v| 0 0 0 O O +]

I

CE
I

=

(64) ¢ Bevery Burks

(W 4
I

Paul Hartley

@n ¢ Beverly Burks 10123418 11:15 AM (15 [In Process v 0 0 0 0 0 oM™

I

m)
Check Up-15
Paul Hartley
(94) e Beverly Burks 212/19 10:45 AM (30 m) [In Process V| O 0 O O g (4] m
Check Up - 30
Paul Hartley

79 |9 gevery s [etered v o 0 0 0 I BE=

I

I




Preferred Primary Care Physicians WA
Intensive Case Management Program -

CenUal WOfkllSt Briana OMalley Log Out &

<
4 Reminders Program: Patient search: My Patients Only: Workflow frequency:
© Approvals Intensive Case Management v Q [ Every Six Months v = More v
& Workflow iag: Every 60 Davs | Every Six M Evary Year| O ,

Bulk Action » Add Patient » Workflow Frequencies: Every 90 Days | Every Six Months | Every Year | One Time |

& Patients ) _ - R i

< Refresh | Hide Admin Data | Hide Clinical Data | Hide Actions | Show Selector | Count 35| Last updated 10/19/2018 12:29:26 PM
&= Programs Workflow Checklist

& Establish/Update Patient Other
B Docusign Patent |2 DOB (age) Coordinator Appointment Patient Status Last Appt Meds HCC-Dx Patient Education Goals Action
& Reports 9 |17 Beverly Burks 1212818 2:45 PM (15 m) Active (HFICOPD) 224118 L = 0O O 8=
Che 5
Z~ Admin Richard Cook Ii
B) % Beverly Burks 1/16/19 2:30 PM (15 m) [Active (General) v 10/10/18 8 103 O O (+] m =
Check Up- 15
Richard Cook Il
3) 7 Beverly Burks 1/28/19 3:45 PM (15 m) |-\:tve (HFICOPD) | 0124118 1 17.97 0 O [+ tj =

Check Up - 15
Richard Cook

3) W Beverly Burks 11/14/18 8:45 AM (15 m) Active (General)  wv/| A8

|

]
O
o
©
CE
I

(=]

Y Beverly Burks 11/1/18 115 PM (30 m
Check Up - 30

Active (General) V| 10/8/18

[
O
O
[+
CE
I

Paul Hartley

1) {} Beverly Burks 1/11/19 1:00 PM (30 m) |—\-:t\.'e (HF/COPD) v]
Routine/EXTENDED
John Chalfant

|2
]
a
[+
CE
I

0) ¢ Beverly Burks 2/20/19 11:00 AM (15 m) Active (HF/COPD) V| 10/1
Check Up - 15
Che 1

3
o
O
o
CE
I}

Active (General) v 10/3/18

Baiacirhs Btk M
Beverly Burks 2L

N
O
O
[+
CE
1!

eck Up

)

Joseph Labuda

0) Y% Beverly Burks

Active (HF/COPD) V| 10/16/18 19 2.00 U U e =
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Preferred Primary Care Physicians e
Transfer of Care Program |

Central Worklist Bana OMally  Log Oules
: <
@ Reminders Program: Patient search: My Patients Only: Discharge Date From: Discharge Date To: Type of Discharge Acuity
TR
= ——— . = More v |
© Approvals Transition of Care v Q o & | 101672018 a Al v All v ':_Mje ....... |
@ Workflow
Bulk Action Add Patient »
& Patients
< Refresh | Hide Admin Data | Hide Clinical Data | Hide Actions | Show Selector Count: 5| Last updated 10/19/2018 12:12:44 PM
= Programs Workflow Checklist d = calendar days until due
B DocuSign i Discharge Barriers to DC Calt 1 Med ReviewDC  Office Visit 2nd Appt Other
Patient lz DOB (age) | Coorginator Appomntment Date Type of Discharge Workfiow State Aculty ACO Patient Care Completed  Reconclliation  Instruction Completed DCCall2 Completed Action
= Reports 68 |7 Michele | 1022118300 | 10/16/2018 |[Hospital v || [Appt Scheduled v|| [Moderate Complexity v | _ _ 0 114 NA N/A [+ Wlm
Sutton PM(30m) —
/& Admin Hospital =
Follow Up - 30
Daniel Austin
(67)| $% Michele 10/22/18 10/18/2018 :Hcsmtal V] [Pt. Due for Call V| Moderate Complexity V\ - ” 0O 3d 0O 134 0O 134 0O 134 NIA N/A (4] m
Sutton 11.00 AM (30 g
m) —
Transition of
Care
Barry Austin
(90) [ Michele 10/16/2018 || SNF to Home v/||[Pt. Due for Call v | [Moderate Complexity v| s s g 0 114 0 t1d 0 11d N/A N/A (+ W)
Sutton )
—
(75) |§Y Michele | 1719200 | 101172018 |[Hospial v/| [Appt Scheduled v/ [Moderate Complexity v| ; 0 124 NIA NIA onN
Sutton AM (15 m) —
Check Up-15 s om!
Barry Austin
(7)Y Michele | 102418 1:45 | 10/16/2018 | Hospital v||[Appt Schaduled v|| [Moderate Complexity v/| - s 0 1d NIA N/A (+) m
Sutton PM (15 m) b
Transition of b
Care
Uma
Punghalla

Items per page: 10 v



Preferred Primary Care Physicians
Dietician Program virence

Central Worklist Jiana OMalley  Log Outes

q

: £
a Reminders Progrw: Patient search; My Patients Only: Workflow frequency:
° AWTOVBIS Dietitian Workiist v J f Q L Every Year v = More «
@ Workflow o
Bulk Action » Add Patient » Workflow Frequencies: Every Year |
& Patients » | , )
< Refresh | Hide Admin Data | Hide Clinical Data | Hide Actions | Show Selector | Count 16 | Last updated 10/19/2018 12:31:31 PM

Programs Workflow Checklist

. Attended 3 Altended

B DocuSign . Reason for Patient Charting Week Group  Office Group Other

g a Patient lz DOB (age)  Coordinator Appointment Workflow State BMI Height Weight Alc Diab Ed Referral Education Contact Completed Visit Billed Class Class Action
eports

¢ Kim Pierce | 10/30/18 3.00 | [Active vl 252 1000 175 . Due Diabetic . 0 0 oM

}. Admin PM (5 m) e

CheckUp-5
Nicolette

Chiesa

—

-4
iy
=]
o)
o
>~

{?;Qmpwce 1115118 9:45 | [Active V.
AM (15 m

Diabetic = 0 O © 0
—_—
e
Crystal
Connors

€% Kim Pierce | 11/13/18 1045 | [Scheduled v|
AM (15 m)
Re-check - 15

Barry Austin

: o 0 =

—
—

a

ﬁ Kim Pierce | 1212118 10:15 ﬁ
Joshua
Goodrum
4mo tag

1175 240 . Diabetic

!

Y2 Kim Pierce| 322119 11:00 | [New Patient (Defaut) |
AM (30 m)
Check Up - 30
Joshua
g.month Yy
MAD

I
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Summary Success at PPCP

« Enhance Care Quality

* Increase Provider Efficiency

« Strengthen Financial Performance

« Key outcomes achieved:

Improved disease control
Reduced care gaps
Reduced provider and team burnout

virence
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Helping you achieve the outcomes that
matter most to you

Enhanced
Care Quality i‘

virence I
|

Improved
Provider
Efficiency

Strengthened

Financial
Performance

Organization transformation
Advanced Care Coordination

Better visibility to where care is
needed to effectively manage
populations

Help ensure consistent adherence to
evidence-based guidelines from
recent medical literature.

Help reduce gaps in care with
actionable insights from Care Plan
dashboard.

Balance workloads across Care Team
Team operating at top of licensure

Alignment of data with evidence based
guidelines at point of care

Reduction in clinician and Provider
burnout. efficiency for provider or other
identified role

Actionable plans of care offer focus for
conversation and interventions that
matter most for the patient at the point
of care.

Better cost control in chronic disease
populations can help strengthen financial
performance in shared savings contracts.

Strengthen performance under FFS and
VBC models by helping practices ensure
delivery of needed services and optimize
value of care delivered across the team.

Identify and take immediate action on
gaps in care.

Add-on Chronic Care Management tools
offer focus and capture of time spent
between face-to-face encounters.




Roadmap

Available

Today

Incubation
< 6 months

virence %I
]

On the Horizon
> 12 months

* Cloud based integrated Care
Management Platform

* Over 400 curated and codified
evidence-based guidelines inform
decision making

* Intelligent Patient-specific Care Plan
automatically generated for the entire
population

 Care Coordination Platform helps
optimize revenue under both fee-for-
service and VBR payment models

« Team-based care design helps ensure
all team members practice at top of
license, reduces physician burn-out,
and reduces variation in care

 Analytics driven Cohort
identification — high risk, high cost,
gaps in care

» Patient focused care - health
concerns, advanced directives,
social determinants

» Extended tools for patient outreach,
engagement, and care
coordination activities

» Threshold driven alerts prioritize
care coordination

» Appointment-driven workflows
support timely patient engagement

» Care Team Communications

 Configurable Care Plan based on
heterogeneous data sources

* Quality Insights at the Point of need:
integrated analytics with clinical
workflows



Sneak Peek !
December 2018 LA of CareManager 5.2

« Extended tools for patient outreach, engagement, and care coordination
activities
o Patient Health Concerns and Goals
o Social Determinants of Health
o Advanced Directives
* |Immunizations
o CDSI - Vaccine Schedule Recommendations
o Jump button to Immunization Mgt HTML form

Central Worklist v4.2
o Threshold driven alerts prioritize care coordination
o Appointment-driven workflows support timely patient engagement

virence
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Care Manager 5.2 Preview ence)
be

Care Plan Extensions — Comprehensive Care Plan for CPC+

CamMnnagar i Version 5.2.0.1 I,i,’ie!P, |
Elizabeth Ahmed | 55 year old | 07/27/1963 | AddAnText |
| CareTeam | "Update Flowsheet | | PROBLEMS | [MEDICATIONS | | ORDERS | | ALLERGIES ||
Health Risk U Goals || HealthConcems | |  Socioeconomic | | Adv Dir 5 i
Gare Pian . : ———rE— J |
Ris Risk 1 0yr/30yr I Statin | LDOL i | B8P | [ wie-Biocker | [ APT |
ASCVD On mod-fow | Due | APT, Warfarin j
| BMl || Tobacco | |Diabetes| | Depr | | Stress | |Alcohol | | Drug | | HW | | 8Tt | | HepC | |FallsRisk! | Osteo |
g 227 | | W oue | |__Due |
I Colon CA ] i Breast CA | | Cervical CA l
e ——— I e —3
Fio—) [ repA | [CHese | A ] [ mrv | [Wetigo ] [ W] [ Preume. ] 15 [verceta ] [Czesier |
______Jil - D || e B - B 02020 0 0 W et B B ,
Alc ] | ACEUARB ] 1 Urine Alb ] | Eye Exam ] | Foot Exam ] | DM Edu ]|
: , _ﬂ!— _ _ [——— "}
Care Plan Psychosocial and Behavioral
v Patient health concerns, goals and self-management plans. v Financial resource strain
v" Care gaps v~ Education
v Auto-population of data. v' Stress
v"  Available to patient on paper and electronically. v" Depression
v~ Available in electronic format to team members outside the practice. v~ Physical activity
v"  Interventions and health status evaluations and outcomes. v~ Alcohol use
v Advance Directives and preferences for care. v~ Social connection and isolation
v Action Plans for specific conditions. d v" Exposure to intimate partner violence




Care Manager 5.2 Preview N B
Care Plan Extensions — integration w/ Care Plan form %

CareManager Version5201 | Help |
Elizabeth Ahmed | 55 year old | 07/27/1963 | Add All Text |

[ CareTeam | | Update Flowsheet | [ PROBLEMS | [MEDICATIONS | [ ORDERS | | ALLERGIES |

Health Risk ‘I Goals | HealthConcems | |  Socioeconomic | | Ady Dir |
2 1 | bue |
isk 10yri30yr [ Statin | | LDL ] | | M| B-Blocker | | APT |

| BP
onmosiow TN A Martan

Diabetes | | Depr | | Stress | |Alcohol | | Drug | | HM | | STl | | HepC | |FallsRisk| | Osteo |

1 [ Cenvical CA ]

| &
[ Fooonon JRETRRR

| =0 |
: |

Diabetes 1! Ale

|
Diabetesharmt I 72 |
f  Complete troumaotic omputotion of right foot. leved u.

Dapresson, re RIF339)
[,_\‘ / PR ec % Get my viral lood under control Torget: undetectable Active Start: 08/19/2018 End: 09/05/2018 /0
Cther ond unspecified alcohol dependence. unspecif.

Acute myocardiol infarction, of cther anteror wall @
DIABETES MELUITUS. NONINSUUN DEPENDENT INIDD. ¥ Get out of the house more often Torget: None Active Stort: 08/14/2018 End: 09/06/2018 0

T o e i ro (221} ~ - . ~
HIV infection, acute retravirol syndrome ( 221 View Goals by Status: O All @ Active O Completed OOn Hold O Not Started

Asthmo

v Health Concerns =

cnother hedlth concern 70
independent odd of a health concern 70

W




Care Manager 5.2 Preview N
Care Plan Extensions — Quick view of goals and health Concernsﬂ=

CareManager Version 5.2.01

‘Help
Cherrie Aalto | 85 year old | 10/23/1932 | AdOAl Text |
| CareTeam | | Update Flowsheet | | PROBLEMS | |MEDICATIONS | | ORDERS | | ALLERGIES |
[ Goals /| HealthConcems | |  Socioeconomic | | Agv Dir ]
‘ | 3 1 | obue W 0 Duve |
Risk 10yrf30yr Statin ] | LDL | | =l ] | MI B-Blocker ] | APT J
Age >79, Ho ASCVD [ owe W v
f | __BMI__ |  Tobacco | Diabetes : | Stress | | Alcohol | Dru | 8STI | | HepC | [FallsRisk | Osteo | &= AWV |
aning I Colon CA | | Cervical CA 1 | Lung CA |
= : wtricity Practice Solution
Sl | Fiu || HepA || HepB || HIB | | | wvaricella | | Zoster |
: |
*Chinical List m Health Concerns Im Due RZVY
: : Lack of mobiity  Start Date: 08/14/2017
Diabetes Comments: Sits around
Goals
- Wald
Heart Failure | dlfntetventuon: Excersise goal Status: Active  Start Date: 08/13/2017
a5arsa
Hurt less  Target Date: 09/03/2017
Intervention: Walk a lot  Status: Active  Start Date: 08/14/2017
Asthma
oK - -
Be Ith



Care Manager 5.2 Preview N B
Socioeconomic Risk and Advanced Directives ﬁ

CareManager Version 5.2.0.1 | Help .
Elizabeth Ahmed | 55 year old | 07/27/1963
[ CareTeam | 'Update Flowsheet | | PROBLEMS | | MEDICATIONS | | ORDERS | | ALLERGIES ||
Health Risk Goals ||  HeathConcemns | |  Socioeconomic | | Adv Dir |
Care Plan - 1 “
Risk 10yr/30yr J ' Enli CareManager Version 5.2.0.1 Help
ASCVYD | Elizabeth Ahmed | 55 year old | 07/27/1963 Add Al Text

Update Flowsheet | | PROBLEMS | [MEDICATIONS | | ORDERS | | ALLERGIES |

m [ BMi_| [Tobacco | [Diabetes| | Depr |

m Risk Profile Include page details in note ) ) ) ——
- - - Care Pl Parametes Last Value/Date Current Status Next Due Plan Entry
Screening [ Colon CA ] Education 11th grade (08220.2018) Hiah ~ Education |
— T ... Very hard 08202010 e T
r & | o] hee oms Soclal Isotation 0 (08202018) High | Social Isolation |
immunizations ) e e _
. P P Physical Activity 80 minwk (08:20/2018) | PhyslcalAcm Physical Activity |
*Clinical List m — - — Intimate Partner Violence 0 (08/202018) =
' r Advance Directives = [_e_@y_]
Diabetes Alc | | ACEVARB ]
Diabetes Mart
/\‘ —/\\ L Enty | j Bian ]
Education
What is the highest grade or level of school you have completed or the highest degree you have recetved? 11th arade v
i i i m Financial
CCC BaSIC SOCIaI/ BehaV|0raI/P5yCh Form VWarfarin Mamt How hard s it for you to pay for the very basics like food, housing, medical care, and heating? Very hard =|
Or ‘ Social Isolation Declined to answer
1 1. Are you now married, widowed, divorced, separated, never married, lving with a partner? Divorced |
Entry USIng CareManager Data Entry 2. How many imes par week do you talk on the telephone with family, friends, or neighbors? 2
m 3. How many times per week do you get together with fiends or relatives? 2
. . , | 4. How many imes per year do you attend church or religious services? 0
BOth Wl” pUSh tO the pat'ent S reCOI’d 5. Do you belong to any clubs or organizations such as church groups, fratemnal or athiedic groups, or school groups? Yes @ No

I Soci stoon Score:

e P TS R



Care Manager 5.2 Preview <
Socioeconomic Risk and Advanced Directives confirmation ﬂl

CareManager version 5.2.0.1 Help
Ahikar Abarsha | 34 year old | 11/30/1983 Add All Text
. CareTeam | 'Update Flowsheet | | PROBLEMS | | MEDICATIONS | | ORDERS | | ALLERGIES
' [ Goals | [ Health Concems | Socioeconomic | | Ady Dir l
0 0 '
Risk 10yrf30yr | Statin | | Bp [ Mie-Blocker || APT
—-i? 65 T a—
BMI | | Tobacco | | Diabetes | | Dep | Stress | | Alcohol | | Drug = | HW | | 8TI | | HepC | |FallsRisk| | Osteo |
| m Centricity Practice Solt Sy ] Cewical CA I #[ L_MA ]
[ | Socioeconomic
| tions | Flu B || HPV | Meningp | @ MMR || Pneumo | TD | varicella | Zoster
cinicartist | IICTIIL Favcnom pon [ oue |
- . - Financial: Due '
Diabetes Social Isolation: Due Not Applicable
Physical Activity: Due
I Intimate Partner Violence: Due
Heart Failure Not Applicable
| 4 OK I
| Asthma | Not Applicable

NG S T s e RS SIS et NS



Care Manager 5.2 Preview @
CareManager CDSI Immunization recommendations m

« CDC CDSi: Foundation for the Solution
» Uses patient age, gender, conditions, and co-morbidities to recommend vaccines and their schedule

» Does require capturing vaccines using CVX codes — Obs terms not supported

Health Risk

MMmunizatiuns Show Al || Show Plan

*Clinical List
Diabetes | DTaPTdap/Td Pneumococcal Paolio

Heart Failure - - - -

Asthma

l L




Care Manager 5.2 Preview @
Immunization, Next Due & History =

Immunizations Show All | Show Plan

DTaP/Tdap/Td Hib | Pneumacoccal | Polio

Immunization Detail: DTaP/Tdap/Td

Patient: Infant, Sixmonth =~ 02/01/2018 (6 mos) M  6Molnfant Immunization Detail: DTaP/Tdap/Td
Setails History

Antigens: Diphtheria, Pertussis, Tetanus etails History
Last Dose: DTaP-Hib-IPV (08/05/2018)

Patient: Infant, Sixmonth =~ 02/01/2018 (6 mos) M  6Molnfant

Diphtheria standard series

Date ~ CVX  Description @tatus ‘
|| 08/05/2018 ' 120 - DTaP-Hib-IPV V Valid |
@ 05/01/2019 09/28/2019 06/05/2018 120 DTaP-Hib-IPV Valid
11 Add Hold Close Pertussis standard series
Date - CVX  Description Status
08/05/2018 - 120 ' DTaP-Hib-IPV Valid
06/05/2018 120 DTaP-Hib-IPV Valid v

Bl Add Hold Close



Care Manager 5.2 Preview

: : : : virence H

Immunization — Patient Plan History ﬂg
Immunizations Show All | Show Rjan

DTaP/Tdap/Td Pneumococcal | Polio , i

Vaccine ~ Last Value Current Status Modify Status Next Due

DTaP/Tdap/Td DTaP-Hib-IPV (08/05/2018) #1 Hold 05/01/2019

HepA Too Early i Hold 02/01/2019

HepB Hep B, adolescent or pediatric (08/05/2018) Complete

Hib DTaP-Hib-IPV (08/05/2018) #1 Hold 02/01/2019

HPV Too Early #i Hold 02/01/2029

Influenza Too Early #! Hold

Meningococcal Too Early 88 Hold 02/01/2029

MMR Too Early #1 Hold 02/01/2019

Pneumococcal Pneumococcal conjugate PCV 13 (08/05/2018) On Track #i Hold 02/01/2019
Polio DTaP-Hib-IPV (08/05/2018) On Track #8 Hold 02/01/2022

Rotavirus rotavirus, monovalent (06/05/2018) Complete

Varicella Too Early i1 Hold 02/01/2019



Care Manager 5.2 Preview
Immunizations Due & Aged Out.

virence %I
|

Immunizations Hide Inactive
DTaP/Tdap/Td Hib Pneumococcal Polio HepB HepA | HPV ~ Influenza
| Due Soon ] Due Soon Due Soon Due Soon ‘ - Too Early Too Early Too Early
1 .
Meningococcal | | MMR | Pneumococcal Varicella Zoster Rotavirus
Too Early Too Early Too Early Too Early Too Early Aged Out
J)

Rotavirus: Aged Out

Show Plan



Central Worklist v 4.0 & 4.1 currently available

« Text Messaging integration — Twillio
« Separate contract / license key with Twillio required
* One-way communication — from Care Manager to patient

« Configurable Threshold driven alerts
* Prioritization Care Coordination
» Guides Care Manager tracking patients for follow-up and management
« Example: Result values change, completion / in-completion of care Plan activities

* Appointment driven workflows
* Pre-visit outreach
« Chart-prep
« Daily Huddle

m o



Central Worklist

v4.1 Ad-hoc Text Messaging integration - Twillio

« Writes a copy of the message within Central Worklist

* Individual patient or bulk message Text

Central Worklist

<
ﬁ Reminders Program: Patient search: My Patients

Only:

Workflow frequency:

Chronic Care Management v Calendar Month v 10 V. 2018 v 5 v

© Approvals

@ Workflow Workflow Freque

Bulk Action v Add Patient v

& Patients Calartad: 41 Prunt: 4

T Refresh | Hide Admin Data | Hide Clinical Data | Hide Actions | Hide Sefartr !

Workflow Checklist m = minutes Record Bulk Action

= Programs

E DocuSign
CAUTION: This will create the same action for all patients selected.

S Reports ¢ patient |3 ' DOB(age) Coordinator  Workflow State
% i @ |Gabn 114/1939 | P Steve | [Due For Cal z Fields marked with an asterisk (*) are required
\dmin
Apolline. (78) Kupsky
Program Chronic Care Management
¥ |Smith Jane 82811960 | Steve | Due ForCall v Patients Selected 4
(58) Kupsky
Action * Call Office v
¥ |Tachel | 2211940 ¥ Team |[DueForCal  v]/| gent 10/17/2018 5:39 PM
Jacqueline. (78)
Mobile Numbers All selected patients have mobile numbers on file
6/1511969 | Y Team || Due For Cal

(49) Message * Do not send PHI via text message

Call the office at 5

Do not reply to this message

Text messages will be sent when action is saved They cannot be edited or recalled

CC Chart
[N
Created by Steve Kupsky
Refresh Workflow when done

¥ (You can change this while processing)

https://www.twilio.com/sms/pricing/

Central Worklist

B9 Reminders

© Approvals
@ Workflow
& Patients

-_
== Programs

& Reporis

& Admin

Workfiow

(# Edit patient © Record action

Patient: Apolline Gabriaux
Status: Active

DOB: 11/14/1939 (78)
Address:

2306 Nelm Street
Haymarket, VA 22069

Care Action Summary

Program: A
Occurred Program

10/17/2018 Chronic Care
Management

10/04/2018 Ortho Enhanced
Recovery

Gabnaux, Apolline (F)

) Create reminder

MRN/Patient ID: 27725
Primary Care Provider: Harry
Winston (HWINSTON)

Home: (571) 261-7344

Mobile: (305) 209-6155 Email:

Data Source: CPS12

Preferred Contact:

Work: Location: SOUTH
Preferred Language:
v Actions: Al v
Program Action
State Event Action (By) For
Active (@ TxT MSG: Call Office (Steve  Steve
Kupsky) Kupsky
Active (@ TxT MSG: Call Office (Steve ~ Steve
Kupsky) Kupsky

£y el § (= L NS L L) aha e el T

virence

Patient Contact Notes

# Edit

Time

Spent  Status Notes

0 Completed Call the office at 503-616-8128 Do not reply to
this message

[y
Completed Call the office at 503-816-8128 Do not reply to
this message



https://www.twilio.com/sms/pricing/

Central Worklist v4.1 ‘.
L

virence
Threshold driven alerts
 Data element tracked in central worklist — based on threshold

Re-interpret results — based on the change of a data element
Care Manager informed for Care Coordination activities

Central Worklist Steve Kupsky  Log Out®

@ Reminders Program: Patient search: Due Beginning: Due Ending: Today Assigned To: Flagged Only:
© Approvals Diabetes - High Risk v ! Q = 10/17/2018 Fom) All v &
& Workflow
Z Refresh Count: 1 Last updated 10/17/2018 5:26:15 PM
& Patients Reminders
S
e Due Date l 1 Patient Data Source DOB (age) Program Assigned To Description
== Programs
_ 82002018 Gaines. Devon Demo 3/8/1979 (39) Diabetes - High Risk Clara Barton RN CDE New Red Medication Gap Days Data Received
E DocuSign
Items per page: 10 v
s
&= Reports
Central Worklist
g Reminders < Reminders Devon Gaines (8/20/2018)
View detail
© Approvals
& Edit & Complete a Delete © Record Action
@ Workflow
& Patients
Reminder Pauent
== Programs
Description New Red Medication Gap Days Data Received Name Gaines, Devon (M)
I Docusign Created By pos 03/08/1979 (39)
B Reports Due 8r20/2018 8.15 PM Address Leggtown, NC
Assigned To Clara Barton RN CDE Data Source Demo
}' Admin Program Diabetes - High Risk MRN/Patient ID 465
Notes S e =i Preferred Contact
Display Text:
value: 68 Contact Notes

[




Appointment driven workflows
Using appointment data from Centricity

Identify the days ahead of the visit to create the list of patients
Pre-visit outreach
Pre-visit chart prep

o Pre-visit Huddle
Central Worklist

O
O

virence

Steve Kupsky

==

Log Out

Program: Patient search: My Patients Only: Workflow frequency:

Pre Vist Huddle v

Bulk Action « Add Patient »

< Refresh | Hide Admin Data | Hede Clinical Data | Show Selector Count. 8| Last updated 10/17/2018 5.54.48 P
Workflow Checklist
A Other
Pabent lz DOB (age) Coardinator Appointment Hospital’ED Event Cervical Screening PHQ-9 Socioeconomic Risk No Shows Last Visit Action
Ackermann, Leon 5/29/1958 (60) ¥ Malcolm Costelio 10711 .00 Phi (60 m - 14 ~ 2 ~ L+ ﬁ —
QFFICE VISIT Long.BH =
Hary Winston
Pain
Aksenova, Freida 5/6/1961 (57) Y} Team 10/18/18 6.00 PM (60 m) % /212017 0 m =
QFFICE VISIT Long-BH
Hamy Winston
Pan
Almanza. Karolne 5/23/1965 (53) ﬁ Team 10/18/18 6.00 PM (60.m) 12016 = 10872010 ° m -4
QEFICE VISIT Long-B!
Haory Winston
Mammeography
Alvaraz. Laurene 4/24/1922 (96 YT Betty Knight NP 10/18/18 6.00 PM (60 m 11/1/2017 1011122016 O M=
QFFICE VIST
Haoy Winsto
Pain
Barrett, Gene 4/30/1942 (78) I Team N N 0 4/14/2017 o Cj e

Harry Winston

Month: Year:

Workflow Frequencies

: Calendar Month |




Ambulatory Product Roadmap @.‘!

DenialslQ™

COR
Collaboration Framework

VBC Analytics -

Quality TODAY
Ambulatory VBC Analytics - Hospital Intelligent Landing Medication
Population Health Advanced Connect 2.0 Orders Page Management

g o ° 9
©

b

=

S EPCS - CPS 19 CPS 20

) SP1 SP2 SP3 PC

E_ = 32 Usability fixes * Rx renewal workflow fix = Patient Access DigiCert ?E’L\/IUFE:19 CEMR 20
» 10 Performance fixes Duplicate medication fix Measures — API - Cloud Data Servi

8 = 31 Stability fixes Bulk approvals of patient refills Support oud Data services

= Centricity Now

10 Compliance fixes Visibility into inactive meds

Additional measure support



ACtIOn |temS virence

Attendees:
« Share the presentation with your care team(s)

Quality Leaders, Providers, Healthcare Executives

» Are your care managers and care team working with the same list of cohorts that you are?
o Improve on 400+ quality measures with intuitive dashboards.

Care managers, and coordinators

» Does your current population health offering automatically assign plans based on patient’s
problems and conditions.

« Document care manager notes and task follow-ups to other members of the care team and push
notes bidirectionally back to the EHR for workflow efficiency.

Learn More:
« Stop by the GE Booth this conference, or
* Account Manager

 Emall Inside Sales at: EMRInsideSales@qge.com
 Email Presenter: Shirley.j.Garcia@age.com

m o
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Thank you!

Shirley Garcia

Director, Product
Management
Shirley.|.Garcia@ge.com
503.467.8346

N Briana O’Malley

Clinical Applications Manager
Preferred Primary Care Physicians
BOMalley@PPCP.org
412-819-4235

virence

Cheryl DeRosa
EMR Project Director
Preferred Primary Care Physicians

cderosa@ppcp.org
412.531.2902 x119

==


mailto:Shirley.j.Garcia@ge.com
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mailto:cderosa@ppcp.org

Other sessions to consider

Saving Time and o
Improving Community
Collaboration

Hospital Connect

Geoff Lay

Saturday 10:45 - 11:45
Cumberland 3&4

Stay Current to
Optimize

Integrating the latest CPS
and CEMR Functionality
Into your workflows

Rhea Davis

Saturday 1:30 - 2:30
Cumberland 3&4

&

virence I
|

Simple Chart Function ©
Builder

New ways to save time,
reduce clicks, and keep your
Sanity

Katie Drennan & Sharie Frye

Saturday 2:45- 3:45
Cumberland 5
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