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Presentation 
 
Operator 
All lines are bridged. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Thank you, good morning everyone, this is Michelle Consolazio with the Office of the National 
Coordinator. This is a meeting of the Advanced Health Models and Meaningful Use Workgroup. 
This is a public hearing on advanced health models. This is a public meeting and there will be 
time for public comment at the end of today’s meeting or throughout today’s meeting I should 
say.  
 
As a reminder, the hashtag for today’s meeting is #HITPC. Also, as a reminder, for those of you 
speaking please state your name before speaking as this meeting is being transcribed and 
recorded. We’ll take roll by going around the room and we’ll start with David Lansky.  
 
David Lansky, PhD – President & Chief Executive Officer – Pacific Business Group on 
Health  
David Lansky, happy to join you from the Strategy and Innovation Workgroup. 
 
Jennifer Covich Bordenick, MA – Chief Executive Officer – eHealth Initiative  
Jennifer Covich his Co-Chair. 
 
Marty Fattig, MHA – CEO – Nemaha County Hospital (NCHNET)  
Marty Fattig from Auburn, Nebraska, Nemaha County Hospital. 
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
Terry O’Malley from Partners Healthcare in Boston. 
 
Charlene Underwood, MBA – Independent Consultant  
Charlene Underwood, I’m in the Advanced Health Model Workgroup. 
 
Ginny Meadows, RN – Executive Director – Program Office – McKesson  
Ginny Meadows the Advanced Health Model Workgroup. 
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Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Neal Patterson the Advanced Models Health Group. 
 
Chisara N. Asomugha, MD, MSPH, FAAP - Acting Director, Division of Population Health 
Incentives & Infrastructure - Centers for Medicare & Medicaid Innovation  
Chisara Asomugha, Center for Medicare and Medicaid Services. 
 
Thomas Mason, MD – Chief Medical Officer – Office of the National Coordinator for 
Health Information Technology  
Thomas Mason, ONC. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Paul Tang, Palo Alto Medication Foundation Sutter Health. 
 
Devin M. Mann, MD, MS – Assistant Professor – Boston University School of Medicine; 
Attending Physician – Boston Medical Center 
Devin Mann Boston University and Boston Medical Center. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Art Davidson, Denver Public Health Denver Health. 
 
Cheryl Damberg, MPH, PhD – Senior Policy Researcher – Rand Corporation  
Cheryl Damberg, Rand Corporation. 
 
Mark Savage, JD – Director of Health Information & Technology Policy & Programs – 
National Partnership for Women & Families  
Mark Savage, National Partnership for Women and Families. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Mike Zaroukian, Sparrow Health System and Michigan State University. 
 
Samantha Meklir, MPAff – Senior Policy Advisor, Office of Policy – Office of the National 
Coordinator for Health Information Technology  
Samantha Meklir, ONC. 
 
Alexander Baker, MPP – Project Officer, Beacon Community Program, Office of Care 
Transformation – Office of the National Coordinator for Health Information Technology  
Alex Baker, ONC. 
 
Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National 
Coordinator for Health Information Technology  
Kevin Larsen, ONC. 
 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
On the phone it looks like we have Sumit Nagpal? 
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Sumit Nagpal – President & Chief Executive Officer – Alere Accountable Care Solutions 
Hello, good morning. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Hi, Sumit. 
 
Sumit Nagpal – President & Chief Executive Officer – Alere Accountable Care Solutions 
Sumit Nagpal from the Advanced Health Models Workgroup. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
And Lisa Patton?  
 
Lisa Patton, PhD – Branch Chief, Quality, Evaluation and Performance, Center for 
Behavioral Health Statistics and Quality – Substance Abuse Mental Health Services 
Administration  
Yes, good morning, Lisa Patton from SAMHSA.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Hi, Lisa. Are there any other members of the Workgroup on the line? Okay, I’ll turn it to you 
Paul. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Great, thank you very much, Michelle and thank you all for joining us on this hearing we’ve been 
planning for quite some time now and we’re very excited about both the panelists who’ve 
agreed to speak to us and for the general discussion we’re going to have. I’ll talk a little bit about 
logistics in just a moment. 
 
I wanted to tee up this hearing it’s a little bit like the Gretzky hearing in other words we’re trying 
to skate to where the puck is going instead of where we are right now. As you all know in 
January Secretary Burwell talked about her plans not only for delivery system reform but the 
timing and I think that’s extremely important. Just in 2016, a year and a half, by the end of 2016 
a year and a half from now, she plans to have 30% of Medicare payments going towards 
alternative payment models and by 2018, two years after that, 50%. So that is really game 
changing for all of us on the provider’s side and I think it will be for people and patients as well. 
 
And our job is to provide some policy recommendations from an HIT point-of-view, policies that 
would motivate, would incentivize and support the development of these new models, the 
models that would help steer this healthcare titanic away from running aground on the fee-for-
service world, where it is undoubtedly going to sink us from cost alone, and move towards the 
advanced health models that would optimize the health and well-being of individuals in 
communities that’s sort of the way we went after this hearing. 
 
We all know that despite the 3 trillion dollars a year that we spend only a tiny fraction is 
improved by what we do in the care delivery system that we currently have. So we really have to 
do something different, we have to take into account the social determinants, we have to take 
into account health behaviors and really improving the health and well-being of all of our citizens 
and residents. So, we’re focusing on models of…advanced models that would deliver better 
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outcomes that aren’t tethered by the whole fee-for-service payment system that we currently 
have.  
 
So, over the next two days what we’ve done is we’ve…Alex Baker and Sam Meklir have really 
worked hard to canvas the country looking for exemplars that could help show us the way in 
terms of these new models. We want them to talk about the barriers they’ve encountered. The 
ways they’ve gotten around that and some of the results they’ve had in using these new models. 
 
And tomorrow will be our turn. So, at the end of today we’re going to sort of summarize some of 
our thoughts of what we’ve heard during the day and tomorrow, after we sleep on it, come up 
with recommendations on policies that would support and facilitate these new models of health 
care. 
 
So, I also wanted to thank Michelle who is ever present and causes all of these things, with 
regard to the FACA committees, to happen. Without her we wouldn’t have any of the meetings, 
deliberations and the good work that’s produced by this team, this committee and all of the 
workgroup members who participate. 
 
So, I want to…we’re going to start out with some framing remarks from the department, Jodi 
Daniel are you going to…okay. 
 
Thomas Mason, MD – Chief Medical Officer – Office of the National Coordinator for 
Health Information Technology  
Yes, she wasn’t able to make it so I’ll fill in. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, great. So, fortunately we have Tom Mason who is the Chief Medical Officer of ONC who 
is going to deliver remarks both on the part of Karen as well as Jodi and then we’ll be followed 
by Chisara Asomugha from CMMI who is the…she is the Incentive and…she is the Acting 
Director of the Division of Incentive and Infrastructure at CMMI. And then finally Suma Nair from 
HRSA will be talking to us from the Bureau of Primary Healthcare. 
 
So, they’re going to help set the stage of what the federal government is looking at as it moves 
towards the delivery service reform agenda that the Secretary set. So, let’s open up with Tom 
please. 
 
Thomas Mason, MD – Chief Medical Officer – Office of the National Coordinator for 
Health Information Technology  
Great, thank you. First of all I’d like to thank and welcome workgroup members, distinguished 
panelists and recognize leadership of the Chair, Paul Tang, and welcome members of the public 
that are in the room and on the phone today. 
 
This hearing provides a rich opportunity to dive deep and explore how Health IT can be used to 
support whole, person focused health and care across the continuum. Increasingly we’re seeing 
incentives through payment reform for understanding the whole person and their experiences 
that occur outside the traditional health center model.  
 
We know that Health IT is pivotal for helping to improve health and health care of individuals 
and communities and plays an integral role in transforming health and healthcare delivery. Thus 
it’s critical that we understand better the challenges, policies and programmatic designs needed 
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for scaling and sustaining Health IT’s infrastructure as part of an advanced health model and as 
part of our journey towards building a learning health system and broader health delivery 
system reform.  
 
I’d like to just a minute to give you a brief background. I am a practicing primary care internal 
medicine physician. Prior to joining ONC I spent the past 15 years in the Chicago Safety-Net 
Health System. I was the Co-Medical Director of a public health-based intervention design to 
improve the health of men on the South Side of Chicago and one of the things that we noticed in 
Chicago was that the men weren’t coming into the health center.  
 
We realized to improve and impact the health of the men in Chicago that we had to go where 
the men were. So, we looked at where the men were and one of the things that we noticed is 
that one of the pillars of the community is actually the barbershop. We found that the men were 
on the basketball courts or summer leagues. 
 
So what we did, we actually partnered with the American Cancer Society and designed a 
program to utilize barbers as health outreach workers and so we brought barbers in and trained 
them on colorectal cancer prevention. We had a curriculum for the barbers and actually had the 
barbers distribute, this was in 2005, to distribute fecal occult blood testing cards to their clients 
in the barbershops to encourage their clients to bring those stool cards to our health center to 
obtain primary care. So, this is an example of going into the community, meeting people where 
they are in the community and leveraging resources within the community to impact health. 
 
One of the things that we trained the barbers on was having a broad definition of health. We 
trained them in the The World Health Organization definition that health is a state of complete 
physical, mental, and social well-being not merely the absence of disease and including that 
definition we also broadened the definition of health to include financial health, spiritual health 
all of the competing factors that come into people’s lives when they’re making decisions on a 
day-to-day basis.  
 
It’s very important that we look at innovative and unique models to impact health and in doing so 
making sure that care across the continuum is addressed, that we have a broad sense in what 
the definition of health is and as we move into the community where people spend the majority 
of their lives, not in the health center, how do we design the technology and data infrastructure 
to capture that information that’s generated within the community.  
 
I’m very happy and pleased that I can be here today to really hear what many of the leaders in 
the nation are doing to address community health. How do we create these data and technology 
platforms to share this information broadly, how do we scale these innovative programs to 
ensure that this work is progressing throughout the nation? Thank you. 
 
 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you, Tom and that’s a perfect setup for the kind of information we’re looking for. So, 
treating not just patients like patients don’t sit in barber seats people do and they have health 
and well-being issues and questions, and that’s where we’re trying to go meet people where 
they are. So, thank you, very much. And Jodi just joined us.  
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Jodi G. Daniel, JD, MPH – Director, Office of Policy – Office of the National Coordinator 
for Health Information Technology  
Sorry for being late I had a naming matching problem I went to the wrong Marriott when I got off 
the Metro. So, we need to figure out how to differentiate the hotels as well as we need to figure 
out how to accurately match patients. 
 
Thank you, I just wanted to offer my welcome to the committee members and to our 
distinguished panelists who are here today and thank Paul and Joe Kimura for their hard work in 
pulling this together and their tireless leadership, and thoughtful efforts in trying to prepare us for 
a really interesting and rich discussion.  
 
I’ll be personally listening and encourage folks to be listening for how we can think about Health 
IT as a foundation to support these advanced health models and community-based care and 
where there might be some actionable steps that we can take in ONC or in the department 
today that can help support some of the spread of this…some of the great efforts we’re going to 
hear today in the future. So, thanks. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Great, thank you, Jodi and thanks for acknowledging Joe Kimura who has been working as Co-
Chair of the workgroup and has been behind the scenes in preparing this today. He 
unfortunately couldn’t join us today, but, when we moved the date, but he is with us spirit. 
Thanks. 
 
Speaking of new health models, Chisara from CMMI who is helping to develop some of the 
thoughts but also supporting some of the new health models. Chisara? 
 
Chisara N. Asomugha, MD, MSPH, FAAP - Acting Director, Division of Population Health 
Incentives & Infrastructure – Centers for Medicare & Medicaid Innovation  
Thank you and you guys all can hear me, right? Just to make sure. So, thank you Paul and the 
rest of the Advanced Healthcare Workgroup and all that are listening for this opportunity to 
speak about some of the work that CMS is doing. I don’t know if you guys have my slides, but 
just follow along, there should be a handout. 
 
So, many of us are very aware what Secretary Burwell has said and her commitment to set forth 
the delivery system reform goals and has galvanized the entire department, I think the activity of 
this workgroup speaks to that, around how we can transition or accelerate the transition to new 
models of payment and care delivery that prioritize value and quality over volume. 
 
What you will often hear is that the goal is to provide better care, smarter spending with 
healthier people. So that is our focus in CMMI and across all of CMS. I will say I wear two hats 
right now I have been for the last 2.5 years, in the Center for Clinical Standards and Quality 
there as a Senior Advisor and working on value-based purchasing activity and am now starting 
this role in CMMI where we have this incredible model that we’re working on called the 
accountable care…so the accountable care communities. But before we do that I just wanted to 
provide some context.  
 
You’ll see on the first slide, or the second slide technically, where we are currently right now 
some of the key characteristics of our fee-for-service system and where we are evolving to our 
evolving future state with key characteristics like patient centeredness or in terms of our 
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systems and policies looking at value-based purchasing, accountable care organizations and 
then also promoting and encouraging quality and cost transparency.  
 
There are three focus areas for DSR, for this delivery system reform in, pay the providers, 
deliver better care and then distribute.  
 
So, in terms of paying providers what we’re talking about here is to promote value-based 
payment systems, increase the linkages between Medicare, Medicaid fee-for-service and other 
payments towards value and then bring the proven payment models to scale. 
 
And then in terms of how we deliver care it’s really to encourage the integration and 
coordination of clinical care services, improve population health and then promote patient’s 
engagement through shared decision making. 
 
Also, how to distribute the information, again like I said before, creating that transparency 
between cost and quality information but also to bring electronic health information to the point 
of care for Meaningful Use. 
 
Now the Secretary has outlined two big goals that we are focused on across CMS. The first is 
that 30% of our Medicare payments will be tied to quality and value through alternative payment 
models by 2016, 50% by the end of 2018 and then 85% of our fee-for-service payments will be 
tied to quality and value by 2016 with 90% by 2018. So, we’re working furiously to make sure 
that happens and I think this is important work because what we want to make sure is that not 
only its value for us as the payer, CMS, but also value to the patient, to the person and then the 
caregivers, and providers who are working with them. 
 
So, on this slide its tiny, but this is a host of models that we are working on throughout CMMI 
that contribute to the goals. For instance CPCI, Pioneer, ACOs, some specialty focus models 
like the oncology model and others that will continue to focus on our goals of achieving 
payments that are tied to quality and value.  
 
And within CMMI the group that I am in, the prevention and population health models group, 
we’re very much committed to new models that can focus on a broad set of entities and factors 
that improve population health across the community and not just in the traditional care settings 
somewhat like what Tom Mason said earlier. 
 
Our case in point is that model that I spoke to you about a second ago, the accountable health 
community’s model, through this model we aim to bring a wider set of community partners 
together under a model of shared accountability and to test whether this can actually impact 
healthcare utilization and healthcare costs in addition to improving health outcomes.  
 
We’re hoping that individuals who are part of this model, beneficiaries who are part of this model 
actually receive the services that they need that aren’t just tied to the healthcare system but also 
through community service providers.  
 
CMMI also believes that a robust Health IT infrastructure will be a critical factor in bringing 
partners together under this model and similar efforts being pioneered around the country. So, 
for us to be successful under these models we know that partners will need insights into a 
variety of data sources including clinical data, cost data and social determinants of health data, 
which we know is not always routinely collected at the point of care but also data that is derived 



8 
 

from different community partners in order to understand how to better target our resources and 
use our dollars more wisely.  
 
We also know that IT tools at the point of service that can deliver a holistic view of an 
individual’s history and needs to inform effective shared decision making is also critical for the 
success of this model and the success of our achieving our goals.  
 
And lastly, we would need tools to engage individuals in their health and healthcare not just 
within the context of the primary care clinic but also just as they live in their communities.  
 
I know CMMI and CMS is certainly committed to working with ONC and I know that some of my 
colleagues in CMMI are actually on the workgroup so I give kudos to them and I want to 
recognize them as well and thank them for their work. 
 
In the meantime, I’m really excited to hear what comes of this, we are eagerly waiting. We know 
that IT is very important in making this happen so thank you again for allowing us to be here.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you Chisara and I want to thank the federal government, CMS and HHS for really leading 
this charge. We all know that there is no sustainability in the way we’re currently doing it but it 
really takes CMS, the largest payer, certainly for seniors and for underserved to take a bold 
move and I really think the Secretary’s timeline really helps us do that. 
 
I can also report, as a provider, that the private sector is a very willing follower in this in fact and 
partly a leader as well, most of the contracts that are being negotiated are in the pay for by 
value as well. So, I think this is just a really solid deliberate movement in this direction.  
 
The other thing you mentioned was social determinants and you know that the IOM, I think 
partly with ONC support, came out with 12 social determinants to be put into EHRs most of 
which…four of which were in there but eight were not in there so we have no way to measure 
even how we’re doing let alone to improve it.  
 
So, I think we’ve been making great strides in this area and the most recent IOM report on core 
metrics also highlight much more health including the persons, the individual engagement, 
community engagement. So, I think we’re…the train is leaving and I’m glad that both the federal 
government is leading this as well as this committee and workgroups trying to support it with the 
information that’s absolutely critical. So, again, it really highlights the importance of this topic 
and this hearing and so, thanks. 
 
Okay, next is Suma please from HRSA?  
 
Suma Nair, MS, RD – Director, Office of Quality Improvement – Health Resources and 
Services Administration 
Thank you, good morning everyone, thank you for allowing us to join and to build upon the 
comments of our colleagues, our federal partners, to provide the safety-net perspective and our 
interest around the work that you all are doing today and really using health information 
technology to drive quality improvement and patient outcomes. 
 
I’ll start with the broad agency perspective HRSA oversees a 10 billion dollar investment in 
really improving access to health care to underserved, medically vulnerable and isolated 
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populations. We do that through our grant programs that provide direct services, workforce and 
training programs, innovation, as well as system and infrastructure improvement. 
 
The goals of our programs include increasing access to quality healthcare services through our 
community health center program, our Ryan White Program, our home visiting program, healthy 
start to name a few and then our programs to strengthen the healthcare workforce both our 
recruitment and retention programs as well as our training programs really focused on 
developing a pipeline of diverse inter-professional folks who can work in inter-professional 
teams and that they are then getting to the most medically underserved and disadvantaged 
communities.  
 
We also have programs focused on building healthy communities, as mentioned our home 
visiting program and our maternal and child block grant program, and finally, all of our programs 
have an element of focusing on health equity as we’re focused on the most disenfranchised and 
underserved populations.  
 
We train and support multidisciplinary clinical workforce, we do research on them and are very 
focused on the whole patient orientation thinking about culturally competent, accessible and 
integrated care.  
 
We build communities through, as I mentioned, healthy start, home visiting, as well as, we have 
a focus on rural communities and women’s health initiatives.  
 
So that’s the broader review of HRSA and the safety-net programs. I’ll focus more specifically…I 
come from the bureau of primary healthcare and I work specifically with the health center 
program, I’m the Director of the Office of Quality Improvement, and we’ve had a long history 
within the health center program very much focusing on underserved populations and 
leveraging a quality improvement focus with our mission as well as technology to advance the 
quality of care.  
 
The health center program this year is 50 years old. It started in 1965 with a demonstration 
project for neighborhood health centers in rural Mississippi. When they started they were very 
much focused, I think they were innovators for their time, they were focused on, as the name 
would allow, neighborhoods and they were the first ones to give food, prescriptions, develop 
farm co-ops, think about job programs and collocating much needed social services with clinical 
services with the understanding that you needed both to truly improve the health of individuals 
and communities.  
 
They were the first ones to have that population health orientation, it was never about the 
individual alone who presented for care but their entire family and the community that they were 
engaged with.  
 
Fast-forward 10 years, it moved from a demonstration program to a program in the mid-70s that 
had 100 health centers, they were serving over a million patients and they became authorized 
as a full federal program.  
 
At that time the key program requirements that distinguished health centers from other primary 
care practices was part of this community orientation as demonstrated by its board and 
governance responsibilities and requirements. They have a responsibility that 51% of the health 
center boards are made up of health center providers or sorry health center patients so that they 
are uniquely focused on the needs of the communities and the patients that they serve. 
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They also had a program requirement and focus around quality improvement and population 
health from the beginning. So, their focus was there in terms of serving the mission of the health 
center program to improve access to high quality services. 
 
Central to them the focus was the most vulnerable populations the uninsured, migrant seasonal 
farmworkers, homeless, transient populations, etcetera, and as a result of that they had a 
specific focus on enabling services that would allow people to access care.  
 
Another distinguishing focus of the health center program programs such as translation, 
transportation, childcare all of those pieces that allowed folks to get care and keep routinely 
engaged in care to improve their health. They had a focus on, as I mentioned, patients and 
families.   
 
So, fast forward now 40 years to 2015 there are 1300 community health centers serving over 23 
million patients in about 9000 service delivery sites all across the country, 96% have adopted 
electronic health records, 61% have received patient center medical home recognition, they’ve 
built a really strong infrastructure for providing high quality, comprehensive, beyond your 
traditional primary care services they integrate oral health, behavioral health, HIV services more 
and more they’re trying to integrate the public health services within primary care and they’re 
using technology to leverage the improvements you’ve seen. 
 
When you look at care that patients in health centers receive compared to their colleagues 
Medicaid patients, others where there are private offices, health centers fair equal or better. 
We’ve seen dramatic improvements in the healthcare services and outcomes over the years.  
 
We’ve been monitoring health center care and as we look at where we need to be in the future 
we’re coming full circle back to, now that we’ve developed a strong infrastructure, really 
focusing back on, as we look at improving, you know, hemoglobin A1c, hypertension some of 
the real hard to change health outcome metrics that orientation back into the community with 
the understanding that the 15 minutes within the four walls of primary care are not adequate to 
really drive change and long-standing improvements in patient health. 
 
So, they’re back to co-locating, focusing on the social determinants of health, bringing in other 
needed services medical/legal partnerships really focusing on transportation, food access, 
education, going outside of one-on-one visits to group visits and telehealth. 
 
So, you’ll hear from several leaders amongst the health center program today talk about the 
innovations that they have made so far and what our interest is in the health center program is 
to continue to build upon the success we’ve had really move out into addressing some of the 
social determinants of health and having the health centers become more and more across the 
entire board, because I think there is a good sloth of leaders who are already doing this become 
central primary care hubs in that advanced healthcare community models that Chisara and Tom 
spoke about. So, thank you and I look forward to hearing the comments and the 
recommendations. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you, Suma, and, you know, when you mentioned the underserved I can’t help but think 
that we’re all underserved in this country in the sense of we have plenty of sick care 
interventions, I’m not sure we’re served well in maintaining and improving health. So, I think 
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that’s the focus of today and based on these framing comments it’s very clear that we’re not 
looking at the traditional system.  
 
I think we have plenty of resources and infrastructure to do things to people. I think we have 
very little in the way of infrastructure to help improve the community’s health and so that’s the 
message for today’s hearing it’s not only the what the models of organizing, of optimizing health 
and well-being it’s also the HIT, the information infrastructure that would support that. So, I think 
we all are, from the federal government point-of-view and from the private sector point-of-view 
interested in this new world.  
 
So, that’s a really good framing of the hearing and the topic we have today and so we’re very 
fortunate of having a number of panels, a number of panelists who are going to share with us 
their experience in this new world.  
 
Let me see we’re going to have three panels, one will focus on going across the continuum as 
our HHS colleagues talked about, it is going beyond the four walls of a healthcare delivery 
system into the communities serving people where they are. Second panel will focus…has that 
same sort of across the continuum but have a prevention sort of focus. And the third panel 
focused on caring for people with complex health conditions.  
 
So, in the first panel I think it’s going to be on the advanced health models that go across the 
continuum into the community and I think Terry is moderating that. So, if the panelists would join 
us at the table please.  Go ahead, Terry. 
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
While the panelists are coming up let me briefly say this is a group of four exemplar 
organizations that have linked multiple providers of services not all healthcare that extend 
across the continuum of care and so I’m going to briefly given a quick introduction to each of 
them. There is more extensive bio-sketches in your handouts. 
 
But let me start with Nancy Garrett from Hennepin Health in Minnesota and Dr. Garrett is the 
Chief Analytics Officer at Hennepin and this is a county-led approach to sharing risk across 
providers as well as social services and uses a variety of data sources across the county to get 
a full social picture of individuals and patients.  
 
Next is Virna Little from the Institute of Family Health in New York and Dr. Little oversees the 
integration of 29 federally qualified health centers and serves an extensive population, so this is 
a health center network supporting safety-net populations and implements a community HIE 
portal across clinical and non-clinical community-based settings and has several very 
noteworthy interventions. 
 
Allen Dobson heads Community Care of North Carolina and Dr. Dobson is President and CEO. 
CCNC has a care management data system in place that includes records of medical and social 
services that’s viewed and accessed by clinicians and non-clinicians alike routinely across 
settings, so again, integrating care across multiple settings. 
 
And Ruben Amarasingham is from Parkland Center for Clinical Innovation in Texas. Dr. 
Amarasingham is an Informaticist HIT expert and they are standing up the Dallas Information 
Exchange portal and creating a secure seamless system that connects healthcare and 
community-based organizations in the Dallas Fort Worth Region. 
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So, what we can expect to hear from this distinguished group, we want to listen for their take on 
what the key IT functionality supporting the various models that they’ve put into place and the 
innovations that have facilitated their success. 
 
And we also want to hear about any impacts, results or lessons from the implementation 
experiences in the field. And also what’s the most important barriers and opportunities for 
scaling and sustaining this model and I’d also be interested in hearing how they arrived at the 
priorities, how did they chose their population, how did they identify the functionality, how did 
they figure out where to start in all of this, because this is a very complicated process and that 
they’ve all been highly successful at. 
 
So, with that let me hand it over to our panel and look forward to hearing what you have to say. 
Thank you.  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Great, thank you so much members of the committee, I’m really excited to be here. I’m Nancy 
Garrett from Minnesota and I work at Hennepin County Medical Center and I’ll be talking about 
Hennepin Health which is one our ACO programs that we will give you some information on.  
 
Let me see if I…okay, so to give you an overview of Hennepin Health, Hennepin Health is an 
ACO that is taking care of a particular population, it’s a Medicaid expansion population mostly 
single adults, adults without dependents and who are in a particular poverty category, I’ll give 
you some more information on that, and one of the key things about it is that it includes many 
parts of the healthcare system all working together. 
 
So we have Hennepin County Medical Center as the safety-net provider in Minneapolis, we’re 
right by where the new Viking Stadium is being built in downtown, and we take care of anyone 
regardless of ability to pay in our area. We also have a health plan, metropolitan health plan, 
MHP, represented there on the left and they are also a part of this, they are a county-based 
health plan. 
 
And we’ve got Hennepin, the Public Health and Human Services Department within the county, 
HSPHD, down there at the bottom, so we’ve got county social services as part of our 
arrangement as well and then Northpoint which is an FQHC within our county. 
 
And so the way it works is we receive a per member per month payment for taking care of this 
defined population. And then within our partners we share risk and are able to…I think that’s 
one of the key elements of this is that we’re able to align our financial incentives with the overall 
goal of taking care of this population in a cost-effective way. 
 
And so if we can take care of the population for less than that per member per month payment 
than we can be creative with how we use those dollars and I’ll talk a bit more about what we do 
with that, but that’s allowed us to really do some things that are beyond maybe traditional 
medical care and really pay attention to those social determinants of health that are so critical 
for this population. 
 
And Kevin Larsen was the CMIO at HCMC and was one of the founders of this system so he 
can pipe in as well. So, glad to see him today too. So, that’s kind of the overview of Hennepin 
Health. As I mentioned, we serve the Medicaid expansion population in Hennepin County so 21 
to 64-year-old adults without dependents at or below 133% of the federal poverty level. 
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And this population is largely male, lots of racial and ethnic minorities and lots of overlapping 
complex issues, so lots of mental health, chemical dependency, homelessness, lack of social 
support, lots of frequent use of the ED. So, it’s a challenging population.  
 
And as you’ve already talked about several times today we really felt that we had to pay 
attention to the factors outside of traditional medical health care that influence health outcomes 
those social and economic factors that are so critical.  
 
It’s really difficult to take care of somebody with diabetes if they live under a bridge and don’t 
have anywhere to store their medicine and don’t have access to anywhere where they can cook 
healthy food. If we don’t pay attention to those critical housing/food issues we’re not going to 
have success with the medical care. So, that’s basic premise is that we have to meet those 
individuals basic needs before we can meaningfully impact health and by financially aligning the 
systems we really were hoping that we can improve health outcomes and reduce cost.  
 
And so the model with care coordination is based on a primary care medical home that has a 
strong community health worker role inside and outside the clinic. We call this kind of our 
ambulatory ICUs. So for those most complex patients we stratify our population by risk and 
identify those complex patients and then we put them into this model where we surround them 
with lots of different kinds of support so it’s not just medical care but it also includes chemical 
dependency support, social work supports, all the things that we need to do to take care of the 
complex situations that folks are in. 
 
And then we share an electronic health record across multiple settings. So the health plan has 
access to information through the electronic health record, social services has access to the 
electronic health record, so that has been kind of a common way for us to communicate and 
help coordinate across our settings. 
 
And then that’s kind of on a one by one basis but we also are bringing in data sources from 
multiple settings and putting them together into a data warehouse and so that includes 
information from electronic health record, from health plan claims and it’s not just medical claims 
it’s also dental claims which we think is really important. We find with this population dental pain 
is a common presentation in the ED for multiple reasons and so as some of our dentists like to 
say, the teeth are a part of the body and something that is often overlooked I think in traditional 
health care and it really can be a key area for us to pay attention to in order to get people 
healthy again.  
 
We include social services case information as well in the data warehouse. So, we’ve been able 
to integrate these different sources to give us a full picture and make sure that if we’re 
increasing cost in one area, for example a medical services that we’re decreasing them in 
another so social services or vice versa so we’re trying to look across this whole continuum. 
 
We’ve had lots of challenges with the data warehouse. I would say we built it on something of a 
shoestring budget and some of the issues have been identity matching, as you’ve already 
brought up today, that is something that we’ve really struggled with, just working through the 
laws of what is allowed and isn’t allowed in terms of social services data with medical services, 
data sharing across those settings.  
 
We actually were successful, in this legislative setting, passing some legislation in Minnesota 
that will make that easier. So, we’re really excited about that. So, we’ve been trying to work on 
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multiple fronts on policy as well as kind of the IT front and just having enough analyst 
bandwidth. 
 
My advice to anyone trying to do this work is to figure out how many analyst you need and then 
double it just kind of like a home renovation, you know, don’t take the first estimate because the 
work is just really complex and the insights from the data are so key to be able to do effective 
population health management. But as a relatively small system it’s a challenge to have the 
money to do that to really support that.  
 
One example of work that we have done with what we call the reinvestment dollars, so if we’re 
able to take care of the population for less than that capitated rates we actually have a process 
where we…anyone involved in the program from any of the different areas or agencies can 
propose ideas for reinvestment initiatives and one of those that funded was dedicated staff who 
work on supportive housing for our complex Hennepin health members and we’ve seen 
outcomes, reductions in ED and hospital use based on that work.  
 
And just another quick snapshot of some outcomes we have seen decreased ED and inpatient 
use as a result, we hope, of our program and we’re doing more robust evaluation as well.  
 
And so this is kind of my last comment before we hear from the other panelists and 
discuss…here are some things that, based on our experience, that we hope that you think about 
related to opportunities and barriers.  
 
As I mentioned, the laws that make two-way sharing of data across social services and medical 
providers difficult that’s a barrier and it took privacy officers from our different organizations over 
a year of meetings to really come up with a way that we could do it within our data warehouse. 
There’s a lot of waste there so how can we make it easier while we’re still protecting patient 
privacy?  
 
Identity matching another huge problem introduces a lot of waste in the health care system and 
it’s a patient safety issue as well, as you know CHIME has the national patient ID challenge out 
right now, it’s very focused however on medical care so how can we think more broadly about 
the challenges of identity matching across sectors? So we’re going to include the social services 
as well in that, that’s something I hope that you think about as well.  
 
Payment systems, put the dollars in the hands of the caregivers and allow creativity across 
settings. I think that’s really key to what we’ve been able to do in Hennepin Health and I hope 
that this continues to expand those opportunities. 
  
Appropriate risk adjustment of payment rates for social determinants of health, that’s something 
that we think about a lot. Of course first you have to have good data in social determinants of 
health so we’re doing several things in that area.  
 
We do something called a lifestyle overview survey as part of the work that we do with our 
patients, it’s both a data collection instrument and an intervention. So we ask questions about 
those social determinants to gather the data, in that process we can set goals with patients to 
really understand what it is that they want to work on and then partner with them. 
  
However, the lifestyle overview survey that we use was something developed within Hennepin 
County it’s not standardized. So, that’s something that your committee could really help with is 
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how do we figure out how to collect this data in a standardized way so that we can compare 
across settings and then it can be used more readily in things like risk adjustment. 
 
In Minnesota we also just passed legislation that requires our state Medicaid agency to start to 
do some pilots of ways to adjust payment rates for social determinants of health. So, we’re 
really excited about that work and we’re going to be partnering with them to figure out how to do 
that.  
 
Another thing that we are doing in this area is trying to be creative with how can we use existing 
data to get at this. So, we are developing a homeless indicator that’s based on patient address. 
We mapped all the homeless shelters in the area and if a patient recorded one of those 
addresses than it’s an indicator that they might be in unstable housing or a homeless situation 
or if they reported a generally delivery mail address, so we’re able to calculate this homeless 
indicator from existing address data and it appears, from our modeling so far, to be an 
independent risk factor for utilization above and beyond just medical comorbidities.  
 
So that’s work that we’re doing and we’re really hoping that more of that work happens that the 
science advances for how to measure social determinants and then that we are able to consider 
that in risk adjustment because it’s so critical and it really does take resources to work on these 
issues.  
 
And then lastly, electronic health records are really designed to be transactional, one patient at 
a time and for medical settings. And what we really need are how do we first of all create more 
of a population health view into this information and how can we do that in a cost-effective way?  
 
And then how can we have policies that incent the vendors to develop systems that work for 
social services, public health and medical care so across the different settings and not just 
within medical care. So those are some thoughts for us to think about, thank you.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
Good morning, thank you and that’s a tough act to follow because I want to say that Hennepin 
was actually inspirational in some of the work that I’m going to talk about, so thank you, again. 
 
I am Virna Little, I’m from an organization called the Institute for Family Health, we are the 
largest FQHC network in New York, very proud to be here. So, certainly very consistent with 
your description of health centers that is us. We are now over 1400 staff members serving about 
100,000 patients.  
 
We do go across New York City so some very urban populations and then up through some of 
the counties outside New York City in the Hudson Valley Region doing integrated care as 
described before, dental, we have about 300 people in our behavioral health department so 
certainly a lot of integrated behavioral health care for the homeless sites throughout the city and 
also some special populations, HIV, Hep C and some others. 
 
So we have been live on the electronic health record, which is EPIC, since about 2003 and all 
our provider services and programs went live on the electronic health record at the same time 
so some of the work that I’m talking about we’ve been at using the electronic health record 
across all of our services since 2003.  
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And I think one of the things that we’ve realize some years ago is that it does takes a family and 
really involving our community-based organizations and so one of the things that we’ve been 
working hard to develop is our physician portal.  
 
We have now about 130 organizations that are on our physician portal which we now call 
Institute Link and the story is actually that I came across this functionality through talking to 
Hennepin in one of the user groups for the electronic health record and we developed it an I’m a 
social worker and psychologist by trade, so I was very excited about bringing on the community-
based organizations the foster care homes, the jails, the mental health residences particularly, 
the developmentally disabled residences and it never actually occurred to me that it was for the 
specialty providers, the cardiologists and all of those folks. So, we’ve actually brought a lot of 
those folks on later but because I sort of got hold of this initially we actually developed it in our 
community-based programs first. We now have pharmacy providers that are on this as well and 
we use it for our health home as a shared platform for sharing care plans.  
 
And this portal has actually dramatically changed how we deliver care. First off it allows us to 
have shared care plans so that we can really have the primary care providers, mental-health 
providers have plans that are shared across the community-based organizations.  
 
Expedited admissions, when you talk about collaborating with community partners and you want 
to put someone in a substance abuse program, the ability now to have the substance abuse 
program pull up the electronic health record, see an intake, see the labs, see all of those, we’ve 
often been able to bypass the emergency room, some of our partners bypass the admissions 
process and get people from point A to point B much quicker which as you know with somebody 
who is in need of placement and seeking care and treatment that certainly is something that is 
critical to do.  
 
One of the things that we also see is that many of the community residences like in particular 
the foster care agencies or the developmentally disabled residences, don’t keep medical 
records anymore. They used to keep separate files, we used to have to print out the visits for 
them to bring and whenever they were getting ready for an audit they would send me a list of 
100 visits that we needed to print out and get back to them and now because of this they 
actually don’t keep those records and their reviewers come in and have access to the records. 
So, it’s been a tremendous saving and really has transformed how they do some of their 
operations.  
 
It also has dramatically increased the number of referrals because we’ve partnered with 
organizations like the city health department and if they’re in a nightclub doing STD testing and 
someone is not connected for care they can register them and give them an appointment for the 
following day.  
 
It has also really helped re-engage people so if someone comes into a food pantry and they 
look and see that they haven’t been in for care they can actually talk to them right then and 
there.  
 
We have also used this for suicide prevention. We’ve done a lot of work with the zero suicide 
movement across the country and one of the things we’ve done is actually put suicide on the 
problem list and changed the banner in our electronic health record to red and so community-
based organizations can see this information and say “hey, do you have your safety plan, do 
you need a copy, do you need to talk to someone” and so that’s dramatically changed how we 
care for some of those patients.  
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And one of the things that we’ve done is that people do have an overview of the entire medical 
record and we can limit. So, if someone is in a substance abuse program, their administrative 
staff can have access to make appointments whereas their clinical staff might have access to 
the entire record. So, we can actually coordinate with them to give different clearance based on 
different positions and these organizations do keep track of the staff, they do let us know when 
they get new staff or when staff leave and that is a process that does need to be monitored and 
tracked.  
 
The outside organizations do obtain and keep the consents which model the RHIO consents. 
They can go in and do chart reviews so they can see when people were seen and by who, you 
know, here your mental…“you’re here for mental health services but I see that you saw a I 
psychiatrist last week, I see that you saw the primary care provider last week” has been very 
helpful and also the ability to direct schedules and be able to limit that for a specific populations 
so DD populations for providers who care for that population.  
 
We’re opening a clinic for sex trafficking survivors and so the individual organizations referring 
for that clinic will only be able to see the slots available for those particular patients. And so it’s 
really transformed the access to our system.  
 
And the ability to upload documents, discharge summaries coming out of care, educational 
plans for students, discharge plans from the correctional facilities, very interested in sort of 
continuing to educate organizations to be able to get that information that is actually some of the 
barriers that we have come across is that some of the community-based organizations that we 
work with are very small they don’t really have the infrastructure and so even just accessing the 
Internet, which is all you really need to be able to do, you know, for some of them was a 
challenge and so we did have to work with them and in fact had to do some staff training, just a 
web-based training turned out to not be enough for them we actually did need to go on-site for 
some of them and do some on-site staff training, which they did talk about really being helpful in 
terms of their overall growth.  
 
We have had some struggles with some regulatory, particularly in New York State in the Office 
of Mental Health and some concerns about that we could enroll patients in but that if someone 
was discharged from a program the process to discharge someone was not sort of what they 
had envisioned it wound up sort of not being okay with them but I think there was a lot of 
conversation around sort of that struggle. And what we’re hoping to do is to continue to develop 
this work. 
 
One of the things that we’re developing is with the DD population to be able to have an informed 
consent process for caregivers and for those non-verbal patients working through the consent 
process now.  
 
Also thinking about really expanding into correctional facilities so that there can be continuity 
between people going into correctional facilities and then coming out and also really trying to 
think about a process where all of our collaborating organizations are on the portal and that we 
have the ability to coordinate that with the referrals in our system for our internal staff and now 
developing the functionality to community-based organizations to be able to document in the 
record. 
 
So our vision is that we have a truly shared care plan that can be populated by both the patient 
and community-based organization and so hopefully we’ll get a chance to come back next year 
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and talk about how we’ve been able to make that happen which is certainly in the cards. Thank 
you.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Well, good morning, I’m Allen Dobson from North Carolina and representing Community Care of 
North Carolina. We’ve been at this about 15 years so I feel kind of like the old guy in the room. 
We started over a decade ago making sure we get…making sure Medicaid patients had a 
primary care physician and then we asked the community what do they need to better take care 
of the underinsured and we’ve built this system over the last 15 years that I think that has done 
North Carolina a great deal of good and learnings around how do you build and infrastructure to 
support providers and patients.  
 
We currently take care of 1.4 million Medicaid recipients, 400,000 aged, blind and disabled and 
probably a couple hundred thousand other patients. We are in all 100 counties and we have 
90+ percent of all the primary workforce including all the FQHCs and health departments 
through primary care as part of our organization, so 1800 sites whether it’s rural or urban. 
 
And what we’ve done is created a set of networks and I like to call them virtual FQHCs because 
what we’re trying to do is deliver the same level of services in an integrated fashion even if 
you’re a single doctor in a rural community having that support around you. 
 
All our networks are 501(c)(3) and we allow lots of flexibility because every community is 
different as far as preferences and resources and capacity.  
 
And what these networks do is provide care managers and other resources to build out the 
community health system where there aren’t other resources. What this ends up being is 
primary care doctors leading a diverse team of healthcare providers in a virtual space taking 
care of usually the most needy patients that’s where the greatest opportunity is. 
 
And how this has been funded over the last 15 years is the state pays the PMPM payment risk-
adjusted to support that infrastructure and receives a one to three to one to four return on that 
investment in savings to the Medicaid Program. 
 
So, I’m going to just jump to some thoughts and principles around purposeful data use and I’m 
using it purposeful because I think there needs to be a distinction between what we’re trying to 
do in the electronic medical records and what really needs to happen in the community level, I 
think you’ve heard that illustrated by the previous two panelists. 
 
Population health needs differ from encounter-based care significantly and it’s beyond report 
cards in looking at large data. The two essential elements of the data use in population health 
needs to be prompts to action, you know, at the point of care and then sharing of a dynamic 
care plan across multiple entities not just within the healthcare sector. 
 
It needs to be insights not records, you know, transferring 86 pages of a continuity of care 
document does not really help change the care delivery or health outcome. We’ve found that 
transferring a record is not as helpful as handing off actionable insights about the patient and 
their current needs among team members beyond the medical community including the social 
community. 
 
There is a need to keep data liquid, data liquidity, for care plans particularly in and out of 
electronic health records and into people’s hands who can actually do something with the 
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patient and in particular we’ve found pharmacists, urgent care and primary care really need to 
have a common view, a shared view because if we’re trying to build an intact primary care 
infrastructure that will do a better job with prevention that’s important and it does take a village.  
 
Standards should ideally apply across all provider types and settings. We like to talk about 
multi-credentialed functions, in other words, a set of functions that are provided by multiple 
providers depending on the setting. I’m going to give you a quick example. It really does take a 
village to define a system of care.  
 
This is just a snapshot of something we looked at related to medication, I’m changing mine not 
yours, sorry, it takes a village, so when we look at medication reconciliation for instance there 
are different types of data that needs to be collected, administrative claims data, health 
information, clinical data, but also user imputed data related to the patient and it should be 
gathered…so medication reconciliation isn’t the job of a pharmacist or a discharge person it’s a 
job of multiple people providing a function in various settings to really get the job right whether 
it’s at the hospital or in our case the network pharmacist who is reviewing it after they went 
home or the care manager who may be a social worker going to the home and collecting the 
information, or, you know, the PharmD with expert, you know, special expertise is reviewing it 
afterwards or the primary care doctor. It is a set of functions that needs to be provided and that 
information needs to be shared to be effective.  
 
I am going to get…I’d like to give you three…we have about 40 different programs, all of which 
would be worthy to look at, and let me just focus on three, transitional care, which we’ve found 
to be extremely important, integrating real-time hospital data ADT feeds with claims-based risk 
segmentation methods to really figure out which patients need what intervention on discharge 
from the hospital. Do they need a home visit? Do they need early follow-up? Some patients may 
not need much more than a light touch and really being able to drive that effectively with the 
right resources in the right setting, rural or urban. 
 
Flag when high risk patients are admitted to the hospital so that intervention can be done. 
Pharmacy home, I spoke to that a little bit about care pharmacy management in medical 
reconciliation. Combined medication usage information from multiple sources that can be fills, 
discharge summaries, EMRs, brownbag reviews, in fact we often find that user imputed data 
from the home visit is the most important because there they find out that Mrs. Jones won’t take 
her medicine because it upsets her stomach despite multiple fills or multiple prescriptions.  
 
Automated identification of medication and dosing discrepancies, enabling a more robust 
medication reconciliation process where you actually integrate the community pharmacist into 
the team virtually by giving them information that they haven’t had before.  
 
Third is OB, pregnancy or OB care management. We call it OB medical home but really using 
some risk adjustments in the prenatal visit and involving a large group of practitioners 
incorporated into a statewide secure management structure really focused on the high need OB 
patients, 50% in North Carolina are Medicaid covered but yet their care is fragmented.  
 
So, really looking at targeted care management supported by local health departments and 
mixing Medicaid claims with patient risk data, with vital statistics and from other sources that are 
not usual and not usually available in the hands of the practitioner I think is important.  
 
Other fruitful efforts, disease registries, immunization registries and particularly working in small 
practices supporting independent practices, getting Meaningful Use certified and PC…certified 
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but also providing them the wraparound services. We’ve found that the highest risk patients are 
actually being seen in the smallest practices with the least resources, huge opportunity for 
improvement.  
 
So, I’ll just stop there but I think there is a huge opportunity, there is a huge need for an 
interstitial space framework for fear of we becoming more silo’d and a need to move to sharing 
of care management records across settings and moving to exchange of data in and out of 
EMRs. So, I’ll leave it at that. Thank you.  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Thank you very much for having me. I’m going to share many comments that I think are similar 
to the prior panelists so it is a real honor to be speaking with them. A big focus for us is how we 
unleash the community’s assets using information technology and I’ll explain kind of our work in 
Dallas, Texas.  
 
My organization, PCCI, is a non-profit research and development firm, we focus on predictions 
and surveillance software. We have about 70 team members that are mostly composed of 
software engineers and data scientists and we spun out of Parkland Health and Hospital 
System which is a safety-net hospital. 
 
Our main focus has been a SAS-based software that sits on top of electronic medical records. 
We’ve integrated, through HL7, to most of the electronic medical records out there and our 
software is now live at many different health systems. And our focus has been on predicting 
events before they occur whether they are events that could occur in the next hour to a patient 
in the hospital, to events that could occur over the next 30 to 60 days post hospital and then of 
course events that could be over many years and we’ve received about 40 million dollars of 
funding from the federal government, NIH, NCI and others to try to develop this work. 
 
One of the early realizations is that there is obviously a lot that you can do with this kind of work 
in two ways one is mining the electronic medical record for social determinants of health. We’ve 
had a huge focus on using natural language processing techniques to get at some of the really 
difficult and nuanced views of the social determinants of health within the electronic medical 
record without having to reenter data. 
 
But we’ve also realized that there’s only so much you can do with the electronic medical record 
data in terms of interventions when you have certain risks that go outside the walls of the 
hospital. Many times you can predict that someone is extremely high risk, but physicians and 
care providers may not have interventions in the community to really deal with them and this hit 
home for me as a physician in 2008 I admitted a patient to our hospital that had been cycling 
between the Salvation Army Nursing Homes and our hospital with a relatively simple condition, 
hypothyroidism, to treat but would come in with myxedema coma and the total hospital bill was 
$600,000 and the treatment is a pill that’s less than one dollar a day. 
 
So we had contacted the community-based organization that was taking care of this patient and 
said “did you know about this” and they said it’s the first time doctor that someone’s contacted 
us from the healthcare system and that one communication in less than 2 minutes prevented 
that cycle of re-admissions.  
 
And so out of that we received a grant from…that idea spawned, how do we connect our 
hospitals to the 9000 community-based organizations in Dallas? A lot of these might have staff 
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with two to three staff members all the way up to 200 staff members and we received a 13 
million dollar award to build this infrastructure in Dallas and it addresses some of the barriers 
that I listed on this slide which is obviously enormous fragmentation between healthcare and 
social service providers, very difficult environment for physicians, many times we’re confronted 
with really intractable social challenges and we don’t know our partners in the community that 
can help us, very competing priorities and limited resources. 
 
And one thing that we noticed in talking over the last six years with these organizations is they 
are really on a year-to-year survivalist budget trying to get money from whatever philanthropies 
and foundations that they can get the money from and so they’re constantly changing their 
trajectory. And the question we asked was, can you use technology and shared savings 
programs to align these enormous shattered services in the community with the hospitals. 
 
And so what we developed is software that we call “Pieces Plexus” our software for hospitals is 
called “Pieces” and the first thing that we had to do is first we identified the types of 
organizations we’re interested in food banks, financial coaches, training programs, school 
systems, social service agencies, homeless shelters, food banks, community health workers all 
of them are operating in the Dallas Fort Worth Metroplex and then on top of that we have 100+ 
hospitals in Dallas Fort Worth.  
 
And the Plexus system that we’ve designed is really connecting the EMRs to community-based 
organizations so it’s not HIE where it’s healthcare to healthcare providers but healthcare to 
community-based organizations. This has been a real learning process.  
 
The first thing that we did and I’m sorry for the animation, I think the PDF got messed up there, 
but let me just go backwards one slide to explain. The first thing that we realized there is a 
lot…as has already been noted, a lot of these organizations are really operating on access and 
Excel spreadsheets and so we built a SAS-based system client management system and the 
goal was to use the latest technologies to make it very cheap. So, we got down the price point 
to 100 dollars per month and these organizations can go live on the software in about 7 days 
and it can manage all of their client needs and so 500 food banks across Dallas are 
going…across North Texas are going across the software, but because we were coming from a 
healthcare organization we built it using HIPAA standards and HL7 feeds so it can connect to 
hospitals. So, we’re very excited. All of these organizations can then connect to our hospitals in 
Dallas and our goal is to get all 9000 community-based organizations in Dallas on this software. 
 
The key was really to collect not only the social determinants of health, one is we wanted to 
create a platform that community-based organizations could use for their normal business and 
we said if you just want to use the software and only use it for that we totally understand but 
there is this added benefit that we’d love for you to connect to our hospitals as well. 
 
And the goal was that we would be collecting social determinants of health at the health system 
level but also be connecting them at the community-based organization level and we’ve created 
a library of all of the social determinants of health that can ask in their intake forms using sort of 
intelligent logic that a particular question is prompted based on the prior question so we think 
this could be really useful.  
 
One of the things and this is just sort of a map of just…it was just amazing to us the number of 
people in the Dallas Fort Worth Metroplex that are working on all aspects of social determinants 
but with no connection to each other. First there is no communication between the community-
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based organizations themselves and they’re all collecting the same information over and over 
again and non-profit dollars are going into repeated collection of the same information.  
 
But then they’re not even communicating and a housing organization ends up having to do 
things with nutritional services even though there are 10 other organizations working on 
nutritional services, not to mention the hospital. So, there has just been an incredible appetite 
for the connection between that we’ve been able to try create between the hospital and the 
community-based organizations.  
 
One of the most exciting things that just got kicked off in Dallas is a shared savings program, we 
were fortunate that Commonwealth Fund in New York funded us to think through this program 
but right now in Dallas we have a set of organizations on the software if they help Parkland 
Hospital reduce their re-admission then Parkland pays them through the system up to 200 
dollars per avoided re-admission and this has just attracted a huge amount of support.  
 
Now one of the really interesting aspects of this is that the healthcare economy and the social 
sector economy are totally different economies, 200 dollars for a community-based organization 
is a significant amount of money, for the hospital that same avoided admission might be 12,000 
dollars. So, for the hospital it’s not very significant for the community-based organizations it’s 
very significant.  
 
And so now we have these community-based organizations from all these different parts of what 
we call the social determinants aligned to make sure on these complex patients that we’re able 
to share the savings from the healthcare system.  
 
And what we’re also developing is, you know, on top of that is creating what has been described 
as these dynamic care plans that move across from the social sector organizations to the 
healthcare and vice versa.  
 
So, if a person is at one of these organizations and they have a rash and they can find out that 
there is a dermatology appointment at one of the hospitals and vice versa at the hospital and 
they know that they’ve got to get their housing status matched and that they need to make it to 
the shelter appointment, every touch point that you can leverage within a city to try to improve 
things so you’re trying to truly move towards an accountable care community kind of 
environment. So, we’re excited. We’re starting to deploy this SAS-based CBO software not only 
in the Dallas but across the US to interested organizations. 
 
In terms of the challenges, I’ll just end on that, obviously there’s a lot, you know, you’re dealing 
with people that are incredibly passionate, really care about these individuals but don’t 
necessarily have the same financial resources. 
 
So one of the things we’ve been really thinking about is how do we keep using the latest 
technologies from social media companies and other things to really reduce the cost of 
technology and using a lot of the newest methods and not using legacy technology approaches 
to standing up these software systems and the third is, you know, the second is, the really big 
problem I think is a lack of clarity in many cases from sort of the legislative and legal arena, 
number one, the technical challenges of sharing information and then on top of that knowing 
which information to share is really complex.  
 
If you’re an innovator you’re craving guidance because you don’t want to spend a lot of money 
or time doing something to be told later after it’s figured out in the byzantine legislative process 
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that it’s not going to work and you’ve really spent a lot of resources and time so legislative 
clarity. 
 
And then on top of that, these organizations themselves don’t have a lot of technical specialists 
so you have to make it very simple. Our approach has been they’ve got to operate in a HIPAA 
standard because otherwise we don’t know later if there is going to be a changing of the 
goalpost and so there are a lot of considerations around that so technical specialty. So technical 
specialists to support these kinds of endeavors are very important.  
 
And then I think there is a lot of experimentation that’s needed not just on the technology side. 
So obviously we can experiment on the data side and technology side, but there needs to be 
demonstration projects that allow for freedom of experimentation with respect to the best way to 
transmit this information, how do you do it in these kind of safe harbor municipal settings and 
we’re not exactly sure how you do that but there’s a number of ways that these different aspects 
need to be tested so that would be sort of our recommendations from Dallas as to what we need 
from the federal government. Thank you very much. 
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
Thank you to the panel that was spectacular and I think we can see a couple of themes 
emerging starting with what Suma and Chisara started with.  
 
And I think what I heard from you all was first of all that integrated care across the continuum is 
a team sport, it involves all of the players across the continuum and that requires integrating 
data from multiple sources, not just the traditional medical people or behavioral health where 
there is sort of standardized nomenclature and supported standards for information exchange 
but all of the other sites for example, foster care, schools, correction, shelters, food banks, I 
mean, where are the data standards that support the exchange of information across that 
continuum. So there’s a huge gap that needs to be filled. 
 
And even the standards for integrating what the individual has to say in a standardized 
exchangeable way sounds like another big gap and one that you guys have really addressed 
and filled. So, what got pointed out to me in your comments is sort of the limits of our current 
EHR, which is sort of a transactional hospital-based system and how limited that is when it 
comes to exchanging information across the continuum to nonmedical providers, clinically 
unsophisticated providers and yet we’re driving data out of a clinical system to a nonclinical part 
of the continuum and an essential part of the continuum because the medical system doesn’t 
address the social determinants of health very well and yet that’s sort of the key piece to 
integrating the care for these really complex folks and I think we’ll probably hear that later on 
from the other panelists as well. 
 
And the issues around sort of the barriers to move this forward, certainly the legal and 
legislative clarity around what information can be exchanged to whom, in what format, what are 
sort of the permissions and consents that need to be put in place to do that? Again, another 
huge barrier and one that sounds like it needs a higher level approach than just local. So, let me 
stop there and pass this back to Paul who can push ahead with more questions.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
I certainly want to thank the panelists for really an exceptional sharing of your experience. I 
mean it is clear that these health systems are not your grandmother’s health systems, not even 
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your mother’s, and hardly even your cousins. I mean, it’s really phenomenal work you all are all 
doing. I might leadoff of with a question but please raise your tents. 
 
And all of you talked about a dynamic shared care plan which means we need to have shared 
goals and a shared way of…a common way of sharing them so that our systems and our people 
understand them. How did you arrive…there’s two parts to the question, how did you arrive at 
the common data elements or the common ways of describing things with the information 
content?  
 
How did you deal with and agree to, amongst the 9000 organizations as an example, on the 
policy standards of the consent?  
 
And then finally, how did you identify the people uniquely?  
 
So, for the shared care plan and objectives, how do you share that in a meaningful way that 
systems can understand and that people can understand?   
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Well, I’ll take a…in North Carolina we started with a statewide organization that was sanctioned 
by the state so all the providers belonged to that organization and we built one, what we call 
CMIS, we’re now calling it CareView, but it’s a care management system that shares that 
information.  
 
So, everyone found it extremely helpful because that’s where they use imputed data, that’s 
where they use information and having a statewide organization that hospitals and doctors, and 
social services, and health departments started out forming statewide kind of drove that 
process. 
 
I think what we came to understand was as people moved towards EMRs and their own 
workspace it wasn’t enough to go out to someplace else that they found useful there was a 
need to being able to share data, you know, move it from one place to other. We’re not there yet 
that’s what we’re trying to figure out. That’s really tough. How do you get data that’s in this 
shared community record into…inside someone else’s EMR and how do you get meaningful 
stuff back and that’s the place we really need guidance because when you create these 
community partnerships that are huge you really are crossing a lot of providers that are 
important.  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
For our part we’re still figuring it out, you know, but one of our approaches is we have…we tried 
to bring our sort of agile software development methodologies even to communities, sort of 
community responsive design and so for us that involved bringing…we had all of our engineers 
and architects where we had a regional plan for our software and how we were going to build it 
and we brought all these community organizations in a massive town hall session where they 
completely decimated, you know, our original ideas and we really ended up, you know, doing 
rapid recycling of prototypes right on the spot over an eight hour period with all these 
community-based organizations and we specifically brought in organizations that even look at 
their work in very different ways to make sure we could design it the right way. 
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So, did try to bring sort of a very community responsive approach to the design of both the data 
model that underlies the transmission of information as well as the user interfaces that they 
needed. So, that was a huge part.  
 
And the second part is the heavy reliance on flexible data analytics. So, for example, 
recognizing that we don’t have guidance we’ve tried to build data models and algorithms that 
would allow us to pivot based on changes in policy as we understand it.  
 
So, for example, using natural language processing to identify if for example we wanted to 
transmit information about HIV status and we realized that this could be problematic in the 
future based on any regulation. Having an intelligence agent on top of the data transmissions to 
look for that information and selectively delete it out so that we could have…and you could have 
different intelligent agents operating in different environments.  
 
So our approach has been highly flexible data architecture and data models, community 
responsive design and intelligence agents to allow us to flex the policy which is usually behind 
the technology. 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
And in our case we used the electronic health record as sort of the organizing entities so that 
people from different sectors can have access to the same patient record and can document in 
it. So, it’s fairly qualitative in terms of the shared care plan. There is some structured data as I 
mentioned, the lifestyle overview survey where we collect social determinants of health in a 
structured way, but then that would feed into the actual care plan and action that is kind of within 
the EHR.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So, you know, we’ve done very similar, but if I can for a second just take us into the weeds, 
because I think one of the things that we have really spent a lot of time doing is working with the 
community-based organizations and our own providers about what is a shared plan, what goes 
on it and how do you prioritize sort of some key goals because if we continue to have multiple 
goals across 10 organizations that are caring for this patient we’ve done nothing in my book and 
so…other than make a very long document that’s meaningful to no one. And so I think that has 
taken an enormous amount of time. 
 
And putting in systems so that there can be some communication that says, okay, I’ve kind of 
coined it the what’s on fire diagnosis that people can rally behind. So teaching groups of people 
maybe you don’t set a goal but you rally behind this goal and what does that goal look like and 
how do you sort of do that electronically in this system and so, you know, that’s been a subject 
of a lot of discussion. So, I just…and a lot of provider and community training just to put it out 
there.   
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, I’m going to move to other questions but I’ll just plant a seed for something we’ll come 
back to before you all leave, which is what would be…given the barriers you all talked about in 
your current approach, what recommendations would you have for us to consider to the federal 
government in order to help not repeat all of the work that you’ve gone through or to make your 
even current lives you said…I think all of you said this is a work in progress in terms of right now 



26 
 

everybody it seems like is using the same system whether it’s the EHR or the community-based 
system.  
 
How do you propose we either have them integrated or how do we make the integration 
seamless integration possible? So, put that in your mind. Let me start over here with Mike. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Thanks, Paul. So, thank you as well to the group, excellent presentations, really certainly got my 
juices flowing with regard to some ideas.  
 
But I wanted to maybe focus as an extension to Paul’s comments and questions, and your 
responses on maybe a couple of you, Virna and Nancy, because of the EHR system you use 
and your creative way of sort of commandeering, friendly commandeering, of some of the 
functionality of that system, to try to stretch beyond the 20% of healthcare that is medical and 
allow others to contribute.  
 
Terry O'Malley has done, you know, some great work and published on the issues of care plans 
and plans of care, and treatment plans and all of those things that circulate around in our 
medical records, but need to, number one come together and number two need to be reconciled 
within the system and number three, given the portal perspective you’re now allowing how to get 
people not only to contribute, which I heard you say, but also the issue of reconciling in an 
increasingly structured data which I think Ruben some of your strategies with natural language 
processing can help with, so have any of you taken sot of that next step with regard to seeing 
how much you can structure?  
 
And then also having a process and a set of rules, if you will, for reconciling so as…Virna as you 
said, you end up with something that’s cohesive and coherent enough today rather than 
scattered and fragmentary?  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Yeah, great question. So, the structured data and the reconciling is really the work that we’re 
doing within our data warehouse and the first challenge is the identity mapping and the identity 
matching, and so we’ve developed algorithms to try and bring together these different data 
sources in an accurate but then we end up with a lot of manual work where we have our health 
information management department shift through individual records to try and see if it’s the 
same person. I think we’re all facing that and that’s a lot of time involved in that. 
 
In terms of reconciling the sources right now we’re doing some work where we look for example 
at ED rates per 1000 from electronic health record view and a claims view and we can see 
those two different pictures, which is helpful because it is a bit of a different story. 
 
And then we’re working on ways of actually integrating the data more meaningfully. So, as one 
example, we have risk stratified our population using the HCC model for Medicare because it’s 
publically available so we kind of commandeered it for electronic health records and have 
applied it.  
 
And so what we want to do is be able to mine the diagnoses that are present in the claims as 
well as in the electronic health record and then put those together to get the most complete 
picture we can of what’s going on for more accurate risk stratification. So, we’re just kind of in 
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the middle of that work. So, that would be one example of where we’re trying to integrate the 
different sources together. Does that kind of answer your question? 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
It helps a lot it also tells us a little of the limitations of where we are but maybe one other 
question then is one ideal, at least that I think of as a primary care provider is, wouldn’t it be 
great if all the users could reconcile the plan of care within whatever tool they’re using, it may be 
an EHR if it’s possible, it maybe through third-party tools that provide an API or something, but 
importantly individuals, families, other stakeholders in the process who can say what does 
reality look like, what do people agree to what fits or doesn’t fit their preferences. What do you 
see as necessarily to help get us more in that direction? 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
So, where patients would be themselves interacting? 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
One example, yes? 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Yeah, no that’s a good idea…that’s a great point. I mean, we do have the patient portal through 
EPIC, we have MyChart, it’s fairly one-way at this point and so I think that there is opportunity to 
expand that. 
 
For this population we have to be careful about what people’s abilities and means are and so 
how do we support where they’re at and what kind of format they want data in and that kind of 
thing.  
 
We do find that a lot of our population has cell phones so we’re trying to be more creative on 
how we can use that opportunity to interact with them, but there is a lot to think about there.   
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So, thank you, we’re actually developing some of the EPIC functionality around community 
connect which would allow for the outside organizations to populate the care plan and the 
patient hopefully to populate the care plan, which to me if I were going to create a vision I would 
say that, you know, that would sort of be an ideal place to be. 
 
And I think one of the challenges is to be able to get the information that’s put in, in the 
individual organizations, into the care plan.  
 
But sort of going back into the weeds again, apparently, I spend too much time there because I 
keep going back there, but I think that the…what we’ve tried to do is to take it from a couple of 
different places because the way I see it is I’m changing a culture in terms of really getting 
people to understand the shared care plan and so when we sit with payers and identify high 
utilizers going back to the team and saying, okay, guys, come to…who do we need to pull 
together to go through these patients and have a shared care plan bringing it into the huddles 
that are happening in the practices, bringing it into the care discussions that are happening in 
the health home and looking for all of those opportunities across the system where you can 
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really role model and sort of implement this work and then hopefully get it to spread from there. 
So, I think in terms of doing this, I’ve had a little bit of a grassroots approach.  
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Thank you. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
I’d also say, you know, trying to figure out is there is a single shared place, I would say “no” 
because everyone’s needs are different. If you’re a social agency your care plan may be 
different than what a health system or a primary care doctor might want to see.  
 
So, I think they’re…struggling with trying to figure out how to…this is what we’re struggling with 
now we have all the claims data. We’re now integrating clinical data and then how do you take 
the social determinants and care management pieces of information, some of which are not 
actual data elements, how do you characterize them and then give them back to either the EMR 
or to the social services agency in a way that’s useful to them seems to be the thing that is 
really…you know, future work that needs to be done. 
 
I think Ruben was saying, we could use some guidance around how do we make that easier 
because we’re really struggling trying to figure out, well is this going to be HIPAA compliant, but 
what are the standards for which we share so that you can start really engaging people because 
everyone’s got their own technology world and we’ve kind of silo’d ourselves there as well. So, 
how do we break down those and get the communications going seems to be some work that I 
think you could help us with significantly to move this along. 
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
I’m going to answer with both, you know, our approach and also some of the challenges that 
we’re facing on that later point that Allen brought up. 
 
So, one is for us we see the care plan, a true dynamic care plan, as really being a conversation 
between the social sector providers and the healthcare providers and even among the 
healthcare providers as a conversation because I could discharge a patient and this is my 
suggested care plan in consultation with the family and the patient and two days later because 
they are over diuresed or there is some other problem that care plan is completely obsolete. 
And the same when they go to a primary care provider or social services. 
 
So one of our approaches with technology is to say, can we use methods like natural language 
processing and other things to summarize the conversation so we read through the note, you 
know, we have an NLT agents that are reading through the note and saying “what is that doctor 
at this point in time suggesting?” 
 
And one of our sort of computational tasks is to take very large records both large inpatient 
records and outpatient records and then social service records and say computationally can we 
reduce the summary of that conversation down to one page what we’re describing as sort of an 
intelligent care continuity document. 
 
And from that conversation that’s occurring among these different groups you can then, at that 
point in time, when you’re that social service provider at this homeless shelter, kind of make a 
better determination of what is now the new care plan based on that set of conversations. 
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So, that’s kind of our approach using this approach and that’s a combination of both natural 
language processing and natural language generation of being able to present it back in a 
concise way.  
 
You know I think the clarity aspect is enormous, like for example, one of the huge areas we’ve 
struggled with is substance abuse, representation of substance abuse. Number one, even 
intelligent people trying to understand what the feds are saying and what the state is saying and 
then between that, you know, there is so much conflicting information even when you call 
experts that it’s taken us months to sort through certain problems and then on top of that you 
have a sense of what people know in the community-based organizations or even the hospitals 
as to what can be done that requires education.  
 
So, for anybody that’s engineering something your lifecycle to develop the engineering is 
completely beholden to a complete lack of clarity at almost every level and then on top of that, 
you know, real differences of opinion as to even how you interpret the limited information that’s 
out there about how we even proceed. That makes it extremely difficult if you’re trying to 
develop these things and that’s why maybe it’s difficult for anyone to really set it up clearly and 
where there needs to be areas where there can be experimentation but to the extent that there 
could be funding even just to clarify it in very simple terms, what is the current state both…and 
again when you have these interactive federal/state issues that also has a problem.  
 
So, that would be where we would…personally for us that would be where we would request the 
most help is absolute clarity and simplification so that you don’t require really expensive 
technical experts from…that could only be afforded by hospitals and health systems but even 
community-based organizations could really understand that.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, Mark, please? 
 
Mark Savage, JD – Director of Health Information & Technology Policy & Programs – 
National Partnership for Women & Families  
Thank you so much for these four rich snapshots of your work to expand care coordination and 
planning across broader settings including social determinants of health and I appreciate 
hearing as well how you’re using Health IT to do that.  
 
One of the questions that we’re listening for as a workgroup is how you are engaging the 
individual as a partner in your models. I haven’t heard quite so much about that.  
 
I wondered if each of you could share how you are building the individual…healthy individual or 
a patient into your models both in the care planning portion but even in the Health IT tools that 
you’re using. Thanks.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So, thank you. I think one of the things that we’ve done is to really work with the community-
based organizations so that when they’re bringing someone on to the shared portal, really 
talking about what that looks like and engaging them in the process and showing them, you 
know, what information and how it’s going to be useful for that setting. So this is the food bank 
and what we’re going to be able to do when you come in is see what happened at the doctor 
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and you’ll be able to tell me and then also reinforcing for them the patient portal and so really 
teaching people how to have that conversation in the community. 
 
And then also training our providers so that when they get messages from the community-based 
organization to really share them with the patient and to incorporate that into any care planning 
that happens during that particular visit, but again, you really have to role model that and you 
really have to, you know, be able to follow and I actually get reports on messages that come 
through the portal and really following up with providers and so I think again it’s about a culture 
change but that’s really how we’ve tried to do it.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
I would say all of this work needs to be with the patient at the center. I think most of the work 
we’re doing is with the patient with a particular caregiver at a time but the key is getting that 
connected to everyone they touch. The patients know all the people that they touch the people 
that don’t communicate between there. If we can do that that’s a huge…that’s the importance of 
a shared record of some sort.  
 
We haven’t turned on a patient, you know, activated tool mainly because we’ve been working 
with Medicaid and that’s not funded yet. But the infrastructure and technology is there for 
CareView or CMIS for the patient to participate, but we’ve been concentrating particularly 
around making sure anyone that touches that patient has access to communicate with 
themselves around that patient’s needs because as a practitioner I hear that all the time. 
Patients come in and I saw this person and I saw that person, and I was down here, and none 
those people have any shared communication tools in the community.  
 
And it’s even worse when you went to the medical center but you happen to live two hours away 
in a rural community and you spoke to that the handoffs don’t exist because of the 
communication, what used to be personal communication between providers in smaller 
communities is no longer there.  
 
So, you know, one of the things that this whole process could do is reestablish what we might 
used to of had through, you know, a doctors lounge or a handshake in smaller communities and 
we’ve got to go back to connecting the patient with the multiple providers, you know, our data 
shows that 30% of the admission discharges from our academic medical centers go to 
communities that have no connection to the academic medical center and what’s that continuity 
like.   
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
And then in our model we really…our philosophy is that we really want to engage the individual 
of where they are in their whole life to try to understand what it is they want to work on so that’s 
a key part of how we engage with them.  
 
Just as one example, I observed a visit recently with a patient who had a lot of things going on, 
alcohol dependence, some mental illness, she was in a homeless shelter, she had diabetes and 
the provider was really seeking to understand what’s most important to you right now and it 
turned out that she was just really eager to get into her own place so she could cook her own 
meals and so that’s what the provider really started to work on her with and focus on while trying 
to pay attention to some of the other medical things that were going on.  
 
So, it’s kind of a key part of how we do that care planning and set the goals of that conversation. 
And in terms of this technology piece most of what we’re doing with patients is through the 
patient portal that I mentioned so just trying to give them access and encourage them to use it.  
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Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
I think Terry was next, please?   
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
I have some questions about sort of the…we all recognize the value of a shared care plan. The 
question I have for you guys is, how do you parse that information up if I’m a home health 
worker I don’t want to see the 87 pages from the discharge summary. I want to know sort of 
what the functional issues are and what do I have to pay attention to.  
 
So, how have you guys addressed sort of who gets what data when and sort of in what format 
and how is it made useful for the receiver of that information?  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Our approach, I mean I think this is a challenging problem no question, I mean, our approach is 
to have user centered views. So, for example, if to take into account that in tons of care 
continuity documents, our approach is to…you would want to review the data in the record and 
then to the extent that certain information is prioritized for a case manager, you know, at a social 
service network or if it’s a physician at the hospital, there would be two different views of what’s 
the prominent pertinent information and a lot of that for us is determined by sort of, you know, 
focus groups and other things about what is the critical information that they need?  
 
The second part is to establish flexibility. So, there are two ways you can do it. One is, you 
know, through the miracle of technology you can understand what do people keep going back 
to? So, as a physician when I take care of a certain patient or I’m doing a certain discharge plan 
I’m usually doing…I’m looking for the same things all the time and we can monitor that and see 
what they’re doing and make sure we present that information.  
 
So, over time the information that someone is requesting or needing is what you’re actually 
presenting and that’s really taking a page from the big…the social media companies and others 
just how do we use the prior patterns. The thing you’d want to try to break is if that pattern is 
something where they’re not exposed to other information that would be valuable and so that is 
one of the challenges.  
 
And the third would be how do make sure that these user interfaces are flexible enough that 
they can drag and drop blocks of information that they need when they’re reviewing their 
information.  
 
So, I think one would be giving the user the choice. Second is user centric use and third is 
looking at what the user patterns are and getting that information back. At least that’s been our 
approach.  
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
Yeah and just a follow-up that because I think that’s a great approach, it’s the issue for many 
receivers of information is not that they’re getting enough, it’s that they’re getting too much that’s 
irrelevant. And so it’s sort of the filtering concept and sort of who defines the filter. So, it sounds 
like you’re defining it based on what people have requested, which is a great way, that’s sort of 
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probably the real way to do it. But have the other panelists kind of confronted the drinking the 
firehose?  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
We do that… 
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
Yeah? 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
We do that also. It is user…it’s credential views or function views that’s driven by the recipient of 
that data. What do they feel like they need to see?  
 
I would say also that we’re increasingly using analytics to provide actionable alerts for which, 
you know, you want to flag a patient who is at high risk of re-admission to whoever touches that 
patient next and providing some suggested guidance of, you know, what may need to be done 
based on our experience but it has to be…you have to collect the data and then you have to 
make it visible to those based on what they need to see because you’re right we’re burying 
people in data and we’re actually not getting the quality improvement nor the actions because 
it’s not in a form that I can get to the thing I need to know and, you know, I’m really intrigued by 
taking, you know, lots of data and getting it into a summary that’s useful.  
 
So, you know, we do expose our data to social services, health departments, mental health 
agencies but each view is different based on the function and the credentials of the people who 
need to see it and it’s driven by their request for how much they want to see and we try to talk 
them out of seeing too much.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So what we’ve done is actually developed a shared care plan section in the record and that is 
actually a very brief, you know, the one goal that you might have for that individual and had a lot 
of discussions about who actually owns that part of the chart and updating that. 
 
And so, you know, because every ship needs a captain and so then it maybe it’s the housing 
organization, maybe it’s the primary care provider, maybe it’s the mental health person and that 
could change, maybe I get housing and then it transitions, you know, to the primary care and 
they sort of update that care plan.  
 
And so I think we’re trying to figure that out but that’s really so that there is a summary of the 
goal, you know, the one goal that was put in there by that particular organization or that 
particular provider when they put it in and then somebody sort of, you know, owns keeping that 
updated and being responsible for summarizing it and deciding what the one goal is that people 
might rally behind. But that’s certainly been a challenge. 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
And similarly to Virna we’ve done a similar thing using the electronic health record as kind of 
that central place people can go…people for example in social services still have their own 
systems that they’re using so it’s not like the electronic health record is becoming their 
operational system but they can go to the electronic health records for that common care plan. 
 



33 
 

We’re also doing somethings trying to present data more on a population basis to people to help 
them take action. So for example, we have a dashboard that our care coordinators use that is 
real time within the electronic health record and shows any Hennepin health patients who are in 
the ED or in an inpatient setting at that particular moment and they use that as a work list to 
make sure that they are intervening with those folks as those events are happening. 
 
And then we’re also doing work with risk scoring, as I mentioned, an overall risk score based on 
medical comorbidities that we’ve put into the header in the electronic health records so 
everyone can easily see that from any particular category and then a risk of re-admissions for 
anyone presenting into the hospital based on medical comorbidity as well as social or 
demographic factors.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Great, thanks. Cheryl? 
 
Cheryl Damberg, MPH, PhD – Senior Policy Researcher – Rand Corporation  
Thank you all for sharing the important work that’s going on in your communities it’s really 
exciting to hear. I was interested in hearing you comment a bit more about the payment 
structures that you think would facilitate this work going on in other communities.  
 
I know in a lot of the work that I do studying health systems I can go into one health system and 
they face lots of different payment models and you’ll see them segment off populations. So, let’s 
say Medicare Advantage might be getting all the services that you’ve described but yet the rest 
of their population is not and I’d just be interested in hearing what you think would facilitate this 
work happening more broadly? 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Well, as I probably already mentioned I’m really a proponent for trying to move towards more of 
a global capitation model with the right quality measurement in place. I think that…it puts the 
incentives in the right place and the shared savings models are so…there are so many 
problems with them including attribution and not really knowing who the population is, but until 
you have enough of your population under that kind of capitation model it’s really hard not to 
focus your efforts financially. So that would be my…I think that’s where we really need to go.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
Yeah, I think I would have to second that. I know for our system that actually most of the 
community-based organizations that we, you know, have would have been automatically taken 
off the list if there was cost associated and so we’ve actually assumed that organizationally but I 
think the ability to really bring the community-based organizations into some of the work and the 
requirements and having some sort of a global capitation would actually be really helpful.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Let me go at it a little different way of so how do you get there before you get to global capitation 
and what are the incremental steps. I there’s a huge need for some shared infrastructure across 
communities and regions and the reason I say that is that you address the, you know, 
population, you know, whether it’s Medicare Advantage or Medicare or Medicaid, you have silos 
among payers but you also have silos among providers. 
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And when you start looking at cohorts of patients over time they don’t stay in any of those 
buckets, you know, a dually eligible patient before they’re dually eligible is a Medicare patient 
before they get so poor that they can’t afford it and they become dually eligible or vice versa.  
 
And if you’re going to deal a large population sense it has to be able to be applied to rural areas 
and places where the infrastructure is very, very different and the resources. And you don’t have 
enough volume, I know that’s probably not the right word, aggregation of certain cohorts of 
patients to build an infrastructure around because, you know, it starts spreading out particularly 
when you talk about multiple payers. 
 
So, I think there is a need for some sort of per member per month partial capitation to fund 
some shared infrastructure among multiple providers particularly when it comes to crossing into 
the social networks and the provider types that may actually have the biggest impact on moving 
the cost curve in the first place which is FQHC, small rural practices, you know, social networks, 
churches, schools and communities, there is a real need to connect them into some sort of 
virtual high functioning primary care community-based system I think not disconnected from the 
health systems but as a way of doing that. 
 
So, I would say ultimately global capitation will allow us the flexibility but I think there is a huge 
need for some sort of funding that will incent some of your work and others that across, you 
know, large populations of patients and, you know, I think North Carolina has been just kind of a 
beta test for that what’s the shared…and other states have got that as well, what’s the beta test 
for creating something that’s a shared utility that will provide the data movement in support of 
local collaboration to get there. 
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Yes, it’s a great question and one we’ve grappled with and we have similar answers. I mean, I 
think…huge proponent of global capitation, I think one of the challenges is who is your 
population for that global capitation.  
 
So if you take Dallas for example 100 hospitals there is enormous fluidity of the patient 
population so an individual at hospital A they could spend three years doing a great job and 
prevent let’s say progression of chronic kidney disease over four stages and then in the fourth 
year they move to a different hospital system and they accrue all the benefits so I think this 
concept of accountable care communities where you’re trying to align the whole community I 
think is a huge factor. 
 
I think the other element is there is a chicken and an egg situation where you’ve got to get the 
financing models correct but if you suddenly magically create all the financing mechanisms 
you’d be left with how do we actually do this from an interventional stand-point.  
 
We need to develop all the pathways of how do home health workers, community health 
workers, shelters, nutrition sources, social service agencies actually build a dynamic care plan 
together? 
 
So, let’s say that we suddenly magically got the financing mechanism correct. Where would we 
have the body of evidence and expertise to actually know what to do and so that’s why I’m also 
a proponent of demonstration projects really to do this because you have to build in parallel to 
the financing mechanism the thought pathways of exactly how you bring all these different 
organizations together.  
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So, in Dallas we were lucky in that the United Way stepped up in addition to the hospital 
systems to create the shared savings model without help from a federal or state demonstration 
project to say, we’re going to step up and say, if these organizations can help in a defined 
population that’s high risk, as determined by electronic risk models using EMR data and claims 
data, we would then share this savings for these high risk patients back to these community-
based organizations. 
 
As a result of that we’re getting a wealth of information on how do you set up these pathways 
with these very non-healthcare community-based organizations with the healthcare community. 
I think to the extent that this can occur more often across the United States we’ll have a lot more 
information to make these financing models successful once they come to fruition. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Who gets the capitation? Who gets the global payment and how does that drive, you know, 
social…it’s really important how you move towards those systems to get the outcomes. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, I have in order David Lansky, Art, all right, David, Neal, Art and Devin. David, please? 
 
David Lansky, PhD – President & Chief Executive Officer – Pacific Business Group on 
Health  
Thanks, this is really provocative I appreciate all of you coming and talking about it and I think 
these last couple of comments I’m following on Cheryl where my thinking is going, as we think 
about this across…outside of the safety-net world and the Medicaid world, and look at 
commercial and Medicare and so on, where the social services environment is different, not 
necessarily government sponsored, much more fragmented, less accountable.  
 
If you are successful with a shared savings kind of approach and you bring social services in 
and the information to bear to reduce medical utilization those dollars get released…they may 
not go back to other social services in the way of some of the cost sharing you all talked about, 
they may go back to the employer or patient, or family, or other means. We don’t really have a 
mechanism for doing that in most settings and part of this is we’ve got the medical channel of 
funding and the medical model as the dominant piece of this conversation.  
 
And I’m wondering how you all think about capturing data on value. I’m going back to the value 
payment premise we started the morning with. Value payment is successfully driving you toward 
partnering with new partners and sharing data with new partners and that’s producing a benefit 
it sounds like the Commonwealth Fund Project in Dallas will help you quantify the benefit.  
 
In a more pluralistic environment outside of the publically sponsored programs it’s going to be 
hard to capture data on the total cost of care across all non-medical as well as medical services 
and then figure out where the benefits go. How much benefit there is, how much value has been 
achieved and where does that get spent. 
 
So, the implication for the IT of all this of how do you capture total cost outside of a medical 
claims world and how do you capture value in terms of positive outcomes for the patient in a 
way that can be generalized and measured and shared.  
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So, I know it is complicated set of issues but I just wondered if any of you have a sense of how 
to measure value more comprehensively not only in the safety-net and Medicaid context and 
what are the data requirements to capture measures of value?  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Well that’s a tough one.  
 
David Lansky, PhD – President & Chief Executive Officer – Pacific Business Group on 
Health  
It is. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Well, I would say that one in the public programs you really do have the majority of the…when 
you’re talking about with Medicare, Medicaid and state employees and other government 
employees you’re really talking about greater than 50% of the spend probably. So, there is a 
huge ability to leverage that.  
 
From a policy stand-point, I’ll just put my policy hat on, one of the real questions is if we build 
systems that do a better job around the really sick and the high needs and we save money 
what’s the public policy about reinvesting some of that savings upstream to primary prevention 
and health of the population, which is what you’re getting at and how do we really measure the 
impact of if we do that correctly how do we show in our data that this occurs. 
 
I mean, we’ve done some interesting looks at saying, well let’s look at our diabetes and obesity 
rate and the per capita numbers of fast food restaurants in a community. Is there a correlation 
and the answer is yes. But what do you do about that and how do you take some of that savings 
and engage the community in a broader sense to move that money upstream because as 
Ruben just said, well, guess what if I make an investment and then they’re over here that’s what 
insurers say, I can’t make the investment in prevention because I’ll never see that.  
 
And so from a public policy stand-point I think it’s a huge question to ask what are the standards 
of metrics we’re going to look at across the continuum that will show us whether we’re making 
progress or not and I go back to the notion that we look at things…I’m a rural family physician at 
heart. I’ve been doing…I still live in a town of 1000 and a Medicare patient or Medicaid patient 
they change over time. Their lifecycle does not keep them in the same insurance model. And 
my opportunity to change Medicaid payment is in the schools really or Medicare by upstream 
before they become, you know, elderly or sick.  
 
So, there is a huge need to be able to look at these populations as they move over time and the 
effect of what we’re doing, you know, today in this healthcare transformation to do it…I can’t 
answer the question of what data do we need to look at but I think that would certainly be 
welcome from our stand-point because we would then be able to build that into our systems that 
we capture to really, you know, look forward to see if we’ve made progress, you know, back to 
my original thing, global cap is the end but if…we’ve tried change in payment first and hoping 
the delivery system follows. I would caution us to make sure that we make sure that the delivery 
system goes first and then we reward it with payment alignment.  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
And I think it’s a great question. One way that we’re thinking about that is in terms of spending. 
So, how can we really understand how much we’re spending within the county on social 
services and medical care kind of at a macro level and as those things toggle how are they 
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related to each other like even that question is not something we’ve really looked at before but 
the county commissioners sure care about it. They’re writing the check for the whole thing and 
so they’re sort of helping us think more holistically. 
 
And I think…I’m hoping that by assembling kind of the right people from the different 
organizations we can start to be creative about how to do that better and in our data warehouse 
is the first step to be able to assemble the data to do that. 
 
I also think it is kind of a macro question and I think international research is something that’s 
going to help too and interestingly we’re probably going to be participating in a study comparing 
our site to a site in the Netherlands because there is a lot of research showing that this ratio of 
social services to medical spending differs across countries and may lead to different outcomes 
and so that’s kind of another angle at a very macro level that might give us some insights. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you. Neal? 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Congratulations you all presented very well. You’re on journeys of trying to put system into 
health systems and you’re doing it at the toughest part of our society. 
 
I’m probably not…my question is not very abstract. How important are HIEs in your communities 
to what you’re doing, because you’re all building…using data and information to drive your…to 
create your systems and to drive it forward. So, are HIEs important to you? 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Are you talking about HIE the noun or the verb?  
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
The one that the federal government has funded for the last 10 years with business models that 
are not sustainable. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Yeah, no I’m the recipient of one actually, you know, we run this North Carolina HIE. 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Right. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
And… 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Sorry if I… 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
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It is increasingly becoming a verb to be truthful. I mean, I think, you know, we’re talking about an 
HIE when you talk about a community record in a sense.  
 
I think the vision of what we need to exchange meaningfully is changing and I think so is the 
technology in the view of do you need a robust statewide universal HIE or do you need the 
AT&T switch that directs long-distance calling among providers and do you define what gets 
passed across that switch? I mean, I think that’s changing. I think we’re moving very rapidly 
from HIE to being a noun to it being a verb and connecting multiple health systems to providers. 
  
Our approach in North Carolina is we have used the HIE to go connect all the small practices 
and the FQHCs together, and the health departments, and the social services agencies such 
that then the connection to a health system is one too many. So we’ve spent most of our effort 
trying to connect the safety-net with…and once they’re connected then it makes HIE much more 
a verb.  
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
But without using your AT&T switch, not necessarily wanting to give them credit for a national 
network, but the power of knowing what my phone number is, is how that switch works.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Right. 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
And in healthcare we do not have a national ID. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
That would be fabulous. It would make our work a lot easier.  
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
So it would be fabulous if we actually had a systematic way of identifying all of us and identifying 
us where we consent for our information to be used and a system that would allow us to know 
where all of our…the location of all of our information. Because, I mean, I heard Nancy… 
 
M  
… 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Pardon? Am I leading the witness? I mean, because HIEs do not…it’s a switch but it’s one 
without the phone number and it’s what it’s sending across kind of a standard packet of a lot of 
data, but, so Nancy I heard you talk about how… 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
We’ve had to invest in that but it would be certainly nice not to have to. 
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
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I think your question also was, you know, up to this point for the HIEs and, you know, the 
community-based organizations that we involved in this work had no idea, you know, what HIE 
was. It was completely foreign to them.  
 
But I think what this work did was actually allow them to really conceptualize what that is and to 
be exposed and to really start to have some of the conversation about larger connections and 
participation. So I think, you know, up to this point and in some of the earlier work, no, but I 
certainly think that, you know, things now have the potential to go a different direction. 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Did you have a specific follow-up for me Neal? 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
You had made a comment about having to use your health information group to do identification 
match. So… 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
No fun, it’s a lot of waste in our healthcare system I think. 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Without a phone number. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Yes. 
 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Yes and, I mean, the HIE, again it’s just healthcare data so it’s not helping us with the social 
services data… 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Right. 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
With the other types of data we really want to bring in. So, it’s perhaps necessary but not 
sufficient. 
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Yeah, for us in Dallas it’s been a real struggle with HIE. The business model has been tough. 
There is a lot of, you know, hospital competition that makes it very difficult, market competition 
in terms of what they fear would get shared and whether there would be patient attrition.  
 
And then there is the technical challenges of the matching, no question that having that hospital 
to hospital or hospital to clinic connection would be fantastic, assuming you could have the 
privacy and consent worked out, the simplicity that would be brought by a single number would 
be enormous. 
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For us the big issue has been really connecting to these community-based organizations where 
even the problems…in one sense the technical challenge may be a little bit more complicated 
but the desire for the connection is really strong whereas you…so you have willing participants 
in that exchange, sometimes hospital to hospital they’re unwilling participants. So, certainly if 
there is no business model and there’s technical challenges then it’s extremely difficult in a 
competitive market like Dallas.  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
One other thing I’d like to add is just around…we’ve talked a lot about social services data but 
public health data is also very rich and there have been some really successful exchanges 
between healthcare and public health for example immunization records but there is so much 
opportunity.  
 
So, for example, we’re talking to our state public health agency about exchanging death 
records. That would be huge for us in terms of being able to be…really provide better patient 
centered care, have better data on outcomes. It’s really amazing how we actually don’t know 
sometimes when a patient has died and a provider can make a call and ask for the patient who 
has already died it is horrible.  
 
So, there is kind of that one by one patient issue but then there’s also the data quality issue that 
data exists and is very high-quality and so how do we get that integrated in with our health 
systems that’s something that perhaps you could all think about.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Maybe the answer your proposing is that we should go back to calling each other then we will 
have the ID except it won’t… 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
But I would need to have your phone number.  
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
It won’t solve Nancy’s problem about the people who died because they no longer…so speaking 
of public health, Art and then Devin. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you, these have been excellent presentations and things that we too are struggling with 
in Denver so I’m glad to hear how much progress you’ve made. I’m interested a little bit back to 
something that Nancy mentioned, but I want to hear about others as well since Ruben described 
so many organizations that have been sort of aligning to be part of this exchange.  
 
It’s great for another organization to receive some of the health care plan information that would 
be available from the various interactions they have with the healthcare system, but you 
mentioned Nancy that there are social service agencies that have their own systems and 
information and I’m just wondering if there has been an attempt in your rapid cycle efforts to be 
agile and responsive to the community to actually respect those information systems and figure 
out how to get the information that would be in a health care plan in their system rather than 
having them have to use this alternative to go to get it to then say okay, now, I can use it in my 
system.  
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How have you kind of organized information in a way that could be easily integrated with them 
understanding that there are no standards probably for most of these, we’re struggling with 
standards ourselves. But just to make it so that it would not be the challenge that almost like 
multiple terminals looking for information?  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Yeah, we haven’t done it that way in terms of putting the medical data into the social services 
system. I think it’s a great point and something that we should look at but we just haven’t tackled 
that. 
 
We are taking a data extract from the social services data and putting it into our data warehouse 
it’s pretty simplistic at this point in obtaining whether a case was opened or not for an individual 
but we hope that this could become richer over time especially with the changes in the law in 
Minnesota that we’re working to make it more feasible but that’s kind of where we’re at.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Yeah, that’s exactly what our stakeholders tell us. I mean, we’ve operated for 10 years on a 
shared platform that everyone does and they tell us, but I don’t want to go over there I want it to 
be visualized in my workspace. I like a two-way communication. Well that’s difficult as you know 
with EMRs as well. So, it really is a problem.  
 
We are in the process of completing a multi-million dollar redesign of our informatics platforms 
so that the data can be parsed and pushed across an interface that is user-defined, you know, 
what is a two-way extraction and presentation of data into their systems? But that is a heavy lift 
with no standards and issues of, you know, patient identification and matching but it’s work that 
has to be done.  
 
So absolutely that’s what we’re hearing because everyone has their systems and while we have 
usable and very important data, you know, they’re toggling back and forth going and looking up 
and, you know, it’s what all of our stakeholders want.  
 
And it’s not just the social agencies, I think we sometimes forget how many small rural FQHC 
practices out there are seeing patients who aren’t connected to health systems and in North 
Carolina it’s 62% of all the Medicaid patients are seen by someone outside of a health system 
and if you’re really going to manage an entire population that’s important and they’re usually in 
small rural areas where they may have an EMR but, you know, they’re usually behind the curve 
on having smart IT people supporting them. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
We’re running a little bit short on time so…  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
It’s the 10,000 dollar question, so our intent is absolutely that, that the data gets back in the host 
system for these community-based organizations because as much as you can stay within the 
native workflow we find that that’s generally better. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Devin? 
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Devin M. Mann, MD, MS – Assistant Professor – Boston University School of Medicine; 
Attending Physician – Boston Medical Center  
Actually, my question leads right from Art’s it’s almost the same and it just struck me as I was 
watching the excellent presentations the spectrum of how you’ve approached this issue really 
from a more analytics approach to kind of extending the home EMR system to kind of engaging 
CBOs to literally coming up a third-party system and then trying to figure out how to integrate 
back into the workflows. I’ve been in safety-net also as my whole career and this is always an 
issue.  
 
And I guess I would be interested in just quick reflections on kind of you guys have chosen 
actually a pretty different path to getting there and what I haven’t really decided in my mind is 
kind of why?  
 
You know why did you choose let’s say, not take the approach of working within the host system 
and expanding out versus kind of…you know, because it’s very easy and I’ve worked a lot with 
the kind of mHealth world where it’s like let’s just start from a fresh slate and figure out the 
integration because it is so clunky some of the legacy infrastructure as you called it but at the 
same time working in the legacy infrastructure is clunky and sometimes it would be nice to kind 
of have a much more customized infrastructure and technology. 
  
And I think from the advanced health model’s perspective what kind of advice we can give to 
institutions today kind of where are the tea leaves going to go because that’s part of our job 
also. I mean, where really should we be putting our energy. And I know we don’t have much 
time for it but…  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
I mean our thought was that with respect to the community-based organizations one of the 
things was that there wasn’t a lot of software offerings, you know, that so many of these 
organizations, at least when we started in Dallas, were operating on kind of homegrown 
systems that were either access or Excel spreadsheets, or for what there was just extremely 
expensive software systems or they were trying to repurpose something like salesforce. We saw 
salesforce in a lot of different community-based organizations an interesting approach but really 
creative. 
 
And so we thought, you know, if there was complete penetration of natives systems then I think 
we would’ve ended up trying to work within it. But the opportunity presented itself where there 
wasn’t and second, on top of that, the ability to craft new technologies in 2015 very quickly you 
can almost stand up enterprise systems so rapidly now with new approaches that we thought 
this was a great way to just build it right up from the community-based perspective.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Likewise, I mean we started a decade ago and we built a care management communications 
tool statewide because of the need of the providers to communicate discharges and basically 
user imputed kind of data. It was pretty significant EHR so it was built for that purpose. 
 
Also, you know, in our history we had the luxury of having all of the Medicaid claims for the 
entire state to take as the meaningful data to give back to providers to help them care for 
patients, pre-extraction of clinical data. Now we had clinical data in there but it was, you know, 
the holy grail of that was to being able to take and do analytics on a, you know, 1.5 million 
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covered lives with the entire dataset and being able to give actionable data back to providers 
that really drove building kind of the public utility portion even though it’s not really a state 
agency it’s a public utility function that allows us to interact. 
 
As people built and got their systems in place that’s when the call became, well, gosh I really 
like all your data in our system, well the state can’t give you all the data but we can present and 
do bi-directional exchanges which is the avenue we’re going down. 
 
But it goes back to, you know, Neal’s question about HIEs is it a verb or is it a noun. You know 
increasingly it’s got to be a verb driven by good policy at the federal and state level that there is 
information that needs to be bi-directionally shared and ingested in native systems and there 
has to be…the question is, is there a need for a middleware layer to be funded and I don’t know 
the answer to that. But, certainly in our experience, in North Carolina, it has been extremely 
useful for broad populations. 
 
And my last comment was the enemy of that is trust sharing information and sometimes when 
you open this spigot too wide it is an impediment. So if we can define just how much data is 
necessary to get the job done we will create those connections that will allow the spigot to be 
turned on more gradually. And what you’re seeing here is huge community efforts that trust had 
to precede the data. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Maybe I’ll follow up on that last thought and then we’ll have our last question which the two 
recommendations for us this whole trust. So, in a balanced scorecard you have the pluses and 
then you have the, what happens with the unintended side-effects. So, Ruben talked about 
connecting 9000 organizations, you talked about some of them you had to train how to be 
HIPAA compliant in a sense. 
 
How do you take good care with all of these organizations that may have access…well, will 
probably have access to a lot more information than they’ve ever even dreamed about and 
make sure that they handle it responsibly as responsibly as we’ve had to do in the past couple 
of decades of HIPAA? How do you work that?  
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
So, we really view it as a partnership. We work really closely with their privacy officers to make 
sure that, you know, their kind of compliance programs are doing the training that they would 
normally do.  
 
We’re also careful as to what access we give them so it’s, you know, following the HIPAA 
standard of what’s the minimum necessary that they need for their jobs and so we’re really 
perhaps a little too cautious there. I think we have to be careful but those are the kinds of things 
we pay attention to.  
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So, I would actually echo a lot of training and also working with community-based organizations 
that don’t have a privacy officer, you know, that don’t really understand what that is and actually 
trying to give them, you know, the information and the education, and, you know, that did take a 
lot of extra time and then again, you know, limiting the access and putting in some of that 
infrastructure with the organizations. And, you know, again many of these community-based 
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organizations have sort of been left out of a lot of this work and this was really new ground for 
them. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
So, a follow-up question for the Institute of Family Health you talked about an institute link, is 
that a link into the whole EHR or how do you… 
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
It is a link into the whole EHR and it can be, you know, parameters can be put based on the 
position in the outside organization in terms of limiting access. But, yeah, potentially, if you were 
a clinician in, you know, a substance abuse program or somewhere, or in another hospital you 
would have access to the entire record, yes. 
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
All the people who participate in our system, you know, assign all their participants, they, you 
know, deal with our standards which is the way we approach it. 
 
I would say that if you wanted to look at the social services view of what is presented to them it 
may be who they saw and the doctor’s phone number, they may get diagnoses but it’s a 
fairly…what they want is not as much as you…we tend to over subscribe. Likewise what we 
need from them is not as big as that.  
 
I would say our pharmacists love data and I should show you their screen, they want to see 
everything, I mean, they must be…they are much more data savvy than I am, but, you know, 
pharmacists want to, you know, have a much more robust view. 
 
And it depends on the recipient and I think I have less worry about some of the social agencies 
because their need for what we consider protected medical data is much less than you might 
think but anything is an improvement on what we have now.  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Yeah, I would echo all those things. I mean, for us it’s limited and then staged access. Software 
design controls to protect and the surveillance. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, so the final question. Do you have a quick one? 
 
Charlene Underwood, MBA – Independent Consultant  
Yes, mine is quick, mine is in the weeds.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay. 
 
Charlene Underwood, MBA – Independent Consultant  
This is…there was a theme throughout the discussions about risk adjustment, risk stratification, 
different risk profiles. Is there a…Charlene Underwood, is there a trend or is there a need or an 
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opportunity to start to move towards standardizing some of these scales because in the case 
that we can it’s easier for vendors to build those in and that type of thing. So, could you paint a 
little bit of that trajectory? 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Yes, please, and make it free if you can. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Yeah, right. 
 
Charlene Underwood, MBA – Independent Consultant  
And which ones though? All right. 
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
I mean, I would say it depends on the purpose. I mean, risk adjustment to compare performance 
I think absolutely I agree with standardization and definitely you need to bring social 
determinants into that risk adjustment, but if it is risk prediction for delivering care I don’t think 
you should standardize that. I think those need to be customized localized models because I 
think a health system in Iowa is different than a health system in Dallas and patient population 
requirements and everything require customized models. So I think it all depends on the intent, 
purpose and usage.  
 
L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
I would say absolutely for performance-based, you know, and aggregate views some 
standardization would be welcome. But I think…I wouldn’t stifle any innovation that would occur 
from use of data to drive actionable movement.  
 
I can just give you a caveat of we lost all of our data for 18 months in an MMIS conversion for 
Medicaid and l our really smart analytic people said, well what do we have that we can drive our 
interventions and the answer was we still have pharmacy data because it’s real-time 
adjudicated at the switch. So, they were able to take that pharmacy data and create a very 
lightweight analytic program that almost mirrored our huge data warehouse of risk predictions to 
get right down to risk of admission, risk of re-admission at 30, 60, 360 days and drug therapy 
problems all 94% matched to the big data.  
 
So those kinds of things, you know, with that much cost, right, and so I think that leaving open 
innovation at the analytics and risk adjustment basis of using various parts of data I think we’re 
going to see a movement away maybe away from big data to smaller cohorts of data driving 
some of our thought processes because, you know, it’s really a big task to get all of that data 
together and it’s never complete.  
 
And so I think that, you know, standardized for performance but let’s let the innovation occur, 
you know, at the community and local levels. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Let me ask the final question, I gave you a head’s up on, which is what are the two 
recommendations you’d like to pass onto us for us to consider for our recommendations onto 
HHS to advance the health models that you all have so well represented?  
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Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
So, my first is if you can help with standards for collection of social determinants of health. I 
think that would be really important. You mentioned the IOM report which suggest the areas but 
now we need the semantic standards for exactly how to collect that data and the sooner the 
better because lots of data is already being collected in all kinds of different formats it is not 
comparable and so it’s an urgent thing that we get those standards. I have lots of ideas on the 
standards if you want them but just so that we have standards would be wonderful and I think it 
would advance us.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Mail them to us.   
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
Okay. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
E-mail them to us. 
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
I will, I will, thank you. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Yes, we won’t pass that by.  
 
Nancy Garrett, PhD – Chief Analytics Officer – Hennepin Health  
The second one is how do we incent the electronic health record vendors to really start thinking 
differently about how they support and maybe even provide products for public health and social 
services so that we can start to talk better across those sectors and not have such different 
systems. 
And identity matching is a free one because everyone talked about that. So, please keep 
working on that. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Yes. 
 
Virna Little, PsyD, LCSW-R, SAP, CCM – Senior Vice President for Psychosocial Services 
& Community Affairs - The Institute for Family Health 
So, I actually, you know, again want to mirror, I think that the standards for the social 
determinants would be incredibly helpful, I mean, we’ve started to use it and to put it on problem 
lists, but I think, you know, standards would be incredibly helpful.  
 
And I also think, you know, encouraging the vendors again to be able to, you know, have 
products that serve the community-based organizations and involving the community-based 
organizations in some of the standards is going to be incredibly helpful. I know with our vendor it 
took a while to get them up with the behavioral health and so now we’ve just got to keep 
pushing them, you know, to sort of continue to go forward. So those would be two.  
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L. Allen Dobson, Jr., MD – President & CEO – Community Care of North Carolina  
Well not to repeat theirs I’ll a couple of more. Some standards across what we would call 
multiple providers providing similar functions and that crosses into social agencies, health 
departments, social services, some standards around privacy/security and sign-ons.  
 
The other is funding and how do we make policy and funding to drive…I don’t want to say, take 
the silos down but make silos, IT silos communicate…there are some examples here of how, 
you know, you’re connecting the community but how do you get, you know, cross community 
connections, how do you drive, you know, through your funding such that we don’t create a 
more insular silo that now just includes the social agencies.  
 
I would say, if you have three health plans or health centers in a community the agencies have 
to deal with all three. So it’s really important that there has to be some community-based 
infrastructure and communication across multiple systems I think. I would say ONC has the 
ability to incent that work as well.  
 
Ruben Amarasingham, MD, MBA – Founder, President & CEO – Parkland Center for 
Clinical Innovation 
Yeah, I would just echo that of my colleagues. I mean, clearly, clear articulation of information 
that can be shared between social sector organizations and healthcare systems in the nitty-
gritty details of things that are very difficult to find clear answers on, particularly on where there 
is federal and state conflict around policies. 
 
The second is clearly demonstration projects and funding for experimentation on understanding 
how to build these novel shared savings programs and exactly how the workflows intervention 
might occur in the joint work between healthcare systems and social services organizations. 
 
 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
That was wonderful. This is truly inspiring and an informative panel really thank you for 
presenting your information and the really rich dialogue that we’ve had. So, thanks so much. 
 
Applause 
  
And we have right before lunch an opportunity for a public comment. We will have another 
comment period after lunch.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Caitlin or Lonnie can you please open the lines? I’m sorry, Alan, can you please open the lines? 
 
Public Comment 
 
Alan Merritt – Interactive Specialist, Digital Communications Services – Altarum Institute   
If you would like to make a public comment and you’re listening via your computer speakers 
please dial 1-877-705-6006 and press *1 or if you’re listening via your telephone you may press 
*1 at this time to be entered into the queue.  
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Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
And if there is anyone in the room who would like to make a public comment you can come up 
to the table, we’ll have to ask our presenters to move if anyone in the room would like to make a 
comment. 
 
While we wait for that we did receive two comments via the public comment chat. The first is 
from Larry Green and his comment is this set of presentations reveals the lack of an agreed 
data model for primary care with its necessary connectivity with clinical, family and community 
partners. Wouldn’t a shared conceptual data model be a useful foundation to guide this 
scattered important work space? 
 
And then from Mei Lin Fung, her comment is, a nationally led effort on community health metrics 
and measures that is qualitative as well as quantitative encompassing social media like 
Instagram and YouTube could be very valuable so that communities and funders can work out 
what progress means.  
 
And we’ll share those written comments with the workgroup as well. And it looks like we have no 
public comment on the phone and no public comment in the room.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, well thank you. Thanks again to the panelists and we will break for lunch and return back 
at 12:25 please.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Okay, now we’re really going to get started if everyone could take their seats, thank you. So, 
welcome back from lunch everyone. Paul do you want to kick us off or do you just want to turn it 
over to Art? 
 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
So, this is the second of three panels, the morning was about sharing data and action across 
the community and amongst the various people who…various organizations that can help 
impact the health of individuals in the communities.  
 
And the second panel, which Art will moderate, is talking about the same continuum with a 
focus on health and well-being. Art? 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you, Paul. Thank you, Michelle for keeping us on track here. So, this second panel is 
titled how advanced health models are supporting whole health and wellness of the individual 
across the continuum.  
 
We have two panelists in the room to present today. We were supposed to have three, I’m 
going to introduce all three and then we’ll have some summary comments provided at the end 
from the third panelist from Jodi.  
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The panelists have focused on advanced health models successfully exchanging information 
across the continuum of health particularly around interventions that focus on preventative care 
and wellness, and on redefining the clinical visit.  
 
Fred Rachman is an Academic and Community-based Pediatrician with close to 30 years of 
experience who also serves as the CEO of the Alliance of Chicago Community Health Services 
a HRSA funded network of primary care community health centers. The alliance has 
experienced developing platforms to capture social determinants of health data that delivers 
information about community resources via EHRs at the point of care.  
 
Our next panelist is Dr. Steve Tierney a Family Physician and Acupuncturist of 20 years’ 
experience who serves as Medical Director of Quality Improvement and Chief Medical 
Informatics Officer for the Southcentral Foundation in Anchorage, Alaska. 
 
That foundation is a nationally recognized Nuka model of care using a community-based 
method’s approach to interact with individuals and focus on community or consumer centered 
approaches for total customer experience.  
 
Our last presenter was to be Nancy Rockett Eldridge who is a Master’s trained Urban and 
Environmental Policy Expert with 16 years of experience as CEO of Cathedral Square 
Corporation an advocacy group for low income and special needs populations throughout 
Vermont in a network called the Support and Services at Home (SASH) initiative. That 
organization provides inter-professional care management across the state with care manages 
embedded in 138 affordable and low income senior housing communities serving residents and 
Medicare beneficiaries in the surrounding communities. And as I mentioned, Jodi Daniel will be 
giving a summary of the highlights of that testimony which is available for others to retrieve off 
the website.  
 
And questions specific to this panel were, how can health information technology enable the 
transformation of health and care delivery to provide health and human services and support 
individuals in community settings? That is one question.  
And the second was, how are clinical encounters in advanced health models focused on care 
beyond the clinical visit viewed from the individual’s perspective?  
 
So, with that we’ll start with Fred presenting first and, oh, I’m sorry, no we have these slides up 
for Steve, so I should be looking at my screen. Thank you. Please proceed, Steve and thank 
you for coming. 
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
Sure, well, thank you for having me. It’s always good to get back to the East Coast from Alaska. 
So, we’d like to describe what our system is like, you know, we are an 80+ program, so we have 
about 1800 employees, we’re scattered throughout the wide range of Alaska over a geographic 
area that actually spans a little bit further than it is from DC to Los Angeles geographically. So, 
our challenge of care is a little bit geographically sort of influenced about how we go about work. 
 
We are a Meaningful Use Stage 2 year one, NCQA, PCMH Level 3 organization and we’re the 
only organization that’s a medical home to have won the Malcom Baldrige Award for Quality so 
far all the rest have been acute care hospitals. 
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We took over from the federal government from the Indian Health Service in 1996 and we 
wanted to change the way health is viewed and I think someone said it earlier about health 
being more than just the absence of disease or the control of chronic conditions. It should really 
be more than that and how do we play this out. But, first, when we talk about the tribe taking 
over, I want to tell you about why because this is kind of interesting.  
 
So, I got there in 1995 and I was right out of residency and I have, you know, school loan 
payback and I’m thinking, sure I’ll to someplace that will be interesting. And there I am and I 
walk into, and I want you to picture this, imagine the opening scene of a Freddy Krueger movie 
in an abandoned hospital. There is a flickering light, there are these odd noises, the elevator is 
making these creaking sounds, you know, there are these people sitting around on the floor and 
in chairs they all have bags, you know, and I ask, you know, what are the bag for? Oh, these 
are food because when we come for a visit to the doctor it takes all day. I was like, wow, this is 
going to be quite the payback, you know, this is going to feel like a long time. 
 
And in 1996 the tribe said, you know what I’ll bet we can do better than that and so they 
pursued, you know, sort of adoption of taking care of the organization. And what they did 
was…and I sort of equate this to a transcontinental move from one home to the other, so when 
you’re the tribe and you’re saying, you know, we’re going to do this for our people, we’re going 
to care for ourselves. What should we take with us from the old system that looked like the 
Freddy Krueger movie. 
 
And they said, well, you know, if I’m going to move a long way, if I’m going to do something 
really different I’m probably going to have a yard sale and leave a bunch of this stuff behind. 
And what really is our mission and our vision? 
 
And what they said was, what we want to do is when we come to see the doctor we want the 
doctor to talk to us. We want them to look at us. We want them to understand us. We want us to 
feel heard as a voice. And we began looking at it and we said okay, well then what should we 
do different?  
 
And there were like there are regulations that’s all really interesting and we know we have to 
obey the law, but what we really want is you to understand when you’re documenting, when 
you’re writing, when you’re doing these screeners you stop talking to us, your face is down, your 
vision is away, your attention is distracted, you know, you’re not really getting us. How can you 
understand that while these things seem important to you they interfere with our ability to talk to 
each other and to know each other.  
 
So, we said, all right, well let’s do some different things, let’s talk about this and see how we 
might approach this differently?  
 
So the first thing we did is said, let’s look at workflows, I mean, we’re a medical home do you 
really need to see a board-certified physician to get permission to get a flu shot? Probably not. 
Do you really need to see somebody in a real-time office visit to refill the lisinopril you’ve been 
on for 15 years? Probably not. Do we really need to cue up all of these repetitive behaviors and 
make them office encounters with a provider or could be we begin to automate some of these 
things?  
 
Because when we analyze the workflow we said really about 70% of what you do in a medical 
home is refill, renew and repeat. Why don’t we automate this, why don’t we create time for 
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people to get to know each other and, you know, know their story and know what their lives are 
like and know their context.  
 
But how do we remove this widget grunt work to make sure that it happens because it is 
important to happen but make sure that that’s not the priority of the organization at the expense 
of people understanding each other.  
 
So, that’s what we did is we said, let’s set up monitoring systems. Let’s set up alternate 
workflows. Let’s work together and we’ll try to take care of these things to make sure the 
organization produces it but we don’t leverage…we don’t depend on the very rate limiting, very 
expensive office visit with a provider to do so.  
 
So we said let’s look at the organizational structure. What had happened was all of us had 
grown up as if we were independent little kingdoms. The mental health folks lived over there 
and did God knows what, you know, and had their own rules of engagement in the intake and 
referral. The family docs and the pediatricians lived over here, the OB/GYNs over there, the 
health educators over here, the chronic condition case managers, you know, all this stuff, 
everybody existed as if they were their own independent kingdom with their own rules of 
documentation, of intake, of referral and of transfer. And every single one of them had a delay 
between one to the other. And also, the information that was transferred was incomplete.  
 
So the tribe said you send us a way to strangers. You tell us to go see them and they’ll see us 
weeks later and when they ask us why we’re here we’ve forgotten and we don’t know. So they 
run through all these questions that they have and they never get to know me. And then they do 
whatever they do and then when they come back and you ask me what happened I don’t even 
know what happened. But we had set ourselves up to fail and we said that’s just wrong.  
 
So what we started to do is to say the time it takes for me to refer you, the person I am 
concerned with, to a mental health provider should be measured in minutes. So what we did 
was we put the midwife, the pharmacist, the mental health provider, the health educator, the 
chronic condition case manager and the provider all in the same room physically.  
 
So it means a referral is not a fax and a delay and a new intake. It’s really, hey, come with me 
we’re going in and I’m going to introduce you to my friend Mrs. Sally who will tell you her story 
and you will help her with the challenges that she has. What’s the transfer summary for that? 
What’s the documentation for that? There is none.  
 
What we did was collapse an infrastructure that was a bloated infrastructure that had five front 
desks, five intakes, five different sort of referral processes and blended it into one. Well now 
suddenly, as we had done that and automated a lot of the grunt work tasks that happened as 
part of being a medical home we realized we had a lot of time.  
 
So then, we said, well let’s get even more creative. Let’s reorganize our data infrastructure. 
Let’s look at not just the things that we document and say that if 100% people with asthma have 
an asthma action plan we’re fully successful at treating asthma even if they all go to the ER and 
get admitted to the hospital. That’s not success.  
 
What we needed to do is say why are we doing this? What’s the point anyhow? How do we 
bend that curve? Because what we care about is people not getting sick and knowing the 
context within which their disease exists, in other words, their life. So how do we look at 
surrogate outcomes? How do we look at risk predictive modeling?  
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Let’s give you an example. You’re 21 years old and you ask for three STD screens in the last six 
months, two pregnancy tests and you’re prescribed two doses of Xanax. You have no chronic 
condition. You’re on nobody’s alert list. You have no disease to manage and you’re not due for 
any preventative health information. Are you okay? Probably not.  
 
So how do we begin to use pattern recognition as opposed to screening questionnaires to 
evaluate risk and look at people who are not going to do well? How do we understand them and 
how do we use information systems in order to do that? 
 
We actually had to re-engineer our workforce. Some of the organizations that we work with, 
some of the clinics that we service are literally 1000 miles in an airplane away from our home 
site in Anchorage where you actually can see Alaska from your house. It’s an Alaska joke.  
 
But as we’re dealing with Atka, Alaska, I know that always take a minute to…as we’re dealing 
with Atka, Alaska, you know, somebody might need something straightforward like their blood 
pressure is elevated they need lisinopril started. Do we fly them 1000 miles to come to see me 
to say “yes, absolutely, sure enough it seems me your blood pressure we’ll start lisinopril” and 
fly them all the way back or do we have another system?  
 
What we have trained is para-professionals for medical, behavioral and dental health aides that 
live in the villages in these many different very remotely located places and what we can say 
now is some of these tiny village clinics that are available only by airplane, only a couple of 
times a week our PCMH Level 3 Meaningful Use Stage 2 certified sites.  
 
And what we have done is said, so what does the law actually say, I mean, really have we over 
read this? Well, it says, legally a prescriber who is DEA licensed must prescribe, a pharmacist 
who is DEA licensed must dispense and we read the rule and we said, well, it doesn’t mention 
that they have to be physically present.  
 
So what we did was say, if we’re on the same electronic platform and you’re the health aids, 
and you send the note into me as the supervising provider for that or mental health provider, or 
dentist and we look at it, make a diagnosis, prescribe a medication and I electronically forward 
that to the village pharmacist who also lives in Anchorage with me who can now electronically 
dispense from 1000 miles away a medication from our preloaded kiosk with a label right next to 
it with a label printer to affix the exact dose for the exact person in real-time. This is the 
opportunity we have. 
 
But we had to look way outside the box of how do we look at information? How do we look at 
connectivity? How do we look at workflow to be able to do this in a very, very different way, but 
also do it in a responsible way because we don’t want to ignore the fact that we are healthcare 
organization, we are accountable for vaccination rates, cancer screenings, you know, diabetes 
monitoring, diabetes control that sort of stuff, but we needed to be very, very creative and not 
dependent on legacy workflows that had sort of a way of managing these things but we had to 
find out new ways to do it, because, well we had to. 
 
So, right now, you know, we realize that the current sort of operational model is very provider 
and office visit centric but if we look at what’s happening 60 to 80% of what goes on is really 
redundant, these are timed intervals. We make an initial diagnosis and create a treatment plan 
only about 30% of the time. The rest of the time we manage, monitor, support and continue to 
engage and connect with people.  
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Do you really need to go through this billable event each and every time or could we have 
systems that look at that in a way to make sure that we maintain those things but now open up 
space for the provider’s office visit time to say we’re not going to use that to step on what we 
call the reason for you being here, we don’t want providers to be able to say, oh, put some 
pressure on that that’s probably going to bleed a little bit if you don’t, but I really wanted to ask 
you about your depression screen and fill out these other screen forms about, you know, how 
you’re doing and where you live and all that sort of stuff. Do we want to do that?  
 
Or do we want to say, the chief complaint and the reason for you making an appointment with 
me and taking your valuable time should remain the predominant and almost exclusive thing 
that we talk about, this is about you, this is not about my process, this is not about all these 
other sort of things, but how we take care of that and protect that very valuable human 
interaction that we really want to protect and preserve because the only way I’m going to get in 
your head is to talk to you.  
 
If my face…and if you’ve ever watched a midcareer physician type into an elect tonic record, 
you ever watched this, a slightly myopic person typing with two fingers at 15 words a minute 
going “uh huh, yeah, okay, great, that’s, thank you” and, I mean, this is not what we want to 
create as a karma for these office visits that we’re trying to manage. These are special moments 
in time that we want people to talk to other people.  We need to use electronics, we need to use 
data, we need to use these things in smart ways much like Google would use them to try to 
figure out what do you need and how are you are going to need it next.  
 
So, let’s talk about the data infrastructure and flow. I mean, really for those of you who are 
Apple fans, your iPhone, your MacBook, your, you know, iTunes account, you know, your Apple 
TV these are all simultaneously synced. It knows you. It knows what TV you watch. It knows 
where your music is. Why isn’t this possible in an electronic world?  
 
I mean, as Neal mentions, I have an Apple ID, I mean, it tells me where I am no matter what 
device. If we had that, you know, if we had a way to say, you know, your personal health record, 
your measurement and reporting system and your electronic platform should be simultaneously 
synced. If they are, you as the person who needs a flu shot will know faster than I will know and 
if that’s the case why don’t we just let you go ahead and schedule that and order it for yourself. 
Why are you asking a doc to say, please can I have…and then worse, saying, oh and that doc 
who types at 20 words a minute must enter with CPOE all these orders that are redundant, 
repetitive and timed. That’s our direction developmentally. Is this really what we want though, is 
this what we want to do or do we want to do something different for these sort of events. 
 
So, let’s think about this, we started to use data in a very different way. Right now we actually 
upload and we have the name and address of every single person registered in our system. We 
also have every single person’s disease and diagnosis. We also have their labs and we can get 
easily, from Zillow or Synergos, or any number of other brokers of pop health type, 
socioeconomic data that’s easy to get.  
 
So when we combine those, what can actually do simultaneously is tell you by neighborhood 
what people are likely to develop diabetes, what’s their likely control going to be, what’s their 
likely rate of admission to the hospital, visit to the ER and what socioeconomic groups they are 
and where do they cluster because what that offers is an opportunity to find out where do I need 
to put my sparse resources? Where do I need to attack with vigor on these areas and not be 
concerned with others? But I’ve got to know you because the only way I’m going to treat you is 
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not to treat your disease. I’ve got to get you, I’ve got to get your neighborhood. I’ve got to get 
your life because that’s what’s going to help me help you do better.  
 
But doing it by disease segmentation, doing it by office visit, doing it by ICD-9 or E/M code is not 
going to get us the answers that we want. We’ve got to talk about people and we’ve got to talk 
about context.  
 
So, what could help? Well let’s face it, if I know you, I don’t ask my wife does she like lamb or 
not I know this, I should after 30 years, but if we create a system that creates space for people 
to have an interaction together, to get to know each other. I mean, the reality is, who you have 
to know in a panel in a medical home is your top 10%. If you have 1400 people you’ve really got 
to know about 140 folks really, really well because those are the people not doing well who are 
fragile.  
 
You don’t have to know…you don’t have to fill out a huge social intake on every single person. I 
don’t need to know what somebody is in college is doing unless they act differently. Unless they 
start asking for or accessing services.  
 
So how can we use non-provider or non-office visit means to get to higher quality and not dilute 
ourselves into thinking as long as I’ve done all these screeners, done all these action plans, 
done all these, you know, plans of care that suddenly quality will spring forth.  
 
I mean, the reality is we need to focus on what’s important and not say because I have 
completed a bunch of action plans or all that sort of stuff things are going to be well. We need to 
apply force and attention to where that will return investment.  
 
But if somebody is doing fantastically well, has the diagnosis of asthma, has picked up two 
albuterol inhalers in the last two years they do not need an action plan because it’s not going to 
add value. It will distract resources and time and make you unavailable to do something else 
and I think that’s important. Every new thing we add means something else doesn’t get done. 
What’s the relative value of both and where does it add value because in some cases it might, 
but in some cases it would not.  
 
So, how can we get smarter and how can we say, where is waste harm. Where does doing 
wasteful work create its own harm cycle and how can we say that doing things flatly across all 
people for a disease assuming that all diseases behave the same based on the virtue of their 
disease qualities, which is what we do in a very disease centric approach to care.  
 
Is that really what we want or should we say this is about people and their context, and people 
who struggle even when they don’t have a disease, when they ask us for a lot of tests, even if 
all the tests are negative they’re still teaching us, they’re still showing us that they’re struggling 
and how do we reach out to them and say, hey, you know, what’s happening for you? But I think 
that’s the place that I’d like to be able to see us go in the reality of improvements. 
 
I mean, I’ve been a healthcare and quality improvement guy for 20 years no matter what sort of 
paradigm you ascribe to, LEAN, Six Sigma, IHI, you know, PDSA, Baldrige criteria of ADLI, no 
matter which one you ascribe to they all say the same thing. Figure out your aim, figure out your 
measure and then incrementally check your progress.  
 
Well what’s happened is…and don’t make additional interventions until you know what your last 
one did. What’s happening is we’re throwing almost too many things as we look for too many 
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plans, too many educations, too many printed things because we’re saying that we’re assuming 
that by doing these change will occur we really don’t know that’s the case. 
 
So, what might be more valuable is develop the data infrastructures, drive that as a capacity, 
have less emphasis on the visits and the physician, you know, documentation interaction and 
look at more the total work product of your system.  
 
Because in our system, in a fully integrated environment, it may be less relevant for me to do 
transfers of care when I physically walk my consultant into the room. Do I need a transfer of 
care in that environment?  
 
If we’re doing population health do you really want to attribute this to the person you visited or to 
a population and a panel? Are we doing it the NCQA way where it’s population-based or the 
visit way? I mean…and I think the reality is, in the world that we live in there’s probably room for 
both but should you always do it one way for all?  
 
I think if you are a medical home you probably want more population-based attributed 
performance not necessarily individual visit-based performance. So, are there other ways we 
can begin to segment this to say, if you are a walk in doc-in-the box you probably have one set 
of rules of engagement. If you are medical home maybe slightly different. If you’re a hybrid then 
maybe something else entirely, but how do we begin to look at this in new ways and also be 
creative about pattern matching and data use?  
 
As we were talking earlier at lunch when you…in an electronic record we have every keystroke 
that’s available to us. As I enter things into an electronic record I’m telling you what my thought 
process is. As I order a CBC, a chest x-ray, a gram of Rocephin IM and an EKG I’ve just told 
you, in the context of an office visit, I’m really scared.  
 
How do we begin to use pattern match and outcome and look at those as they juxtapose each 
other and begin to use that information to figure what’s the path forward, as opposed to just 
saying every single time we print out the education about your diabetes we’re fully successful. 
But I’d like for us to really incent that as potentially new behavior and act more like Google and 
not the office visit with a doc and I think that’s it. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
So, it’s an honor and privilege to be here. I have to confess that I changed, in my mind, the word 
advanced to advancing health models in Meaningful Use both because after 12 years doing this 
I feel very humble in where we, you know, are and the developmental process we’re engaged in 
and because the dialogue that we’re engaged in today and the supportive work of the 
committee I think it is really how we get to make progress. So, thanks for asking me to be here.  
 
I’m sharing my perspectives with you today from my experience as a pediatrician in a 
community health center. I’m celebrating almost 30 years doing that. And also my role leading a 
HRSA funded health center controlled network that provides health information technology 
infrastructure for now over 40 health centers in 16 states.  
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And in the interest of brevity and because Suma shared some information at the beginning, I’ll 
make the assumption that you are familiar with community health centers but just to level set I 
want to highlight a couple of features of the health centers.  
 
First of all, they must be of the community and focused on community specific needs and 
provide not only a full spectrum of medical services but also ground them in enabling services 
that address the particular social determinants within that community.  
 
The second is that they have a decade long experience of tracking and reporting on quality 
measures. And the third is that thanks to the wisdom of our thunder they are grounded in an 
approach, a concept of data driven healthcare management and I want to start there, start my 
remarks with that model, which is in front of you.  
 
It’s the Ed Wagner’s, it says chronic disease, but I think it works just as well for preventive 
healthcare management. It was promoted by the Institute of Healthcare Improvement and also 
then baked into how we were schooled at community health centers and it has informed not 
only the way I view healthcare, but how we’ve implemented health information technology. 
 
And at the heart of the model is the notion that all healthcare really boils down to an interaction 
between a consumer and some member of the health service team and that this interaction is 
made more productive if it’s informed with the right information on both sides and that all of 
those interactions occurs in a much larger context of what the community’s resources are, 
what’s available on both sides to the healthcare provider and to the consumer and then the 
variety of ways in which a health system chooses to deliver services. And so if you look at this 
slide, clinical information systems, and, you know, my experience is we’ve gone from paper now 
to all these electronic tools but it still remains only one part of the equation.  
 
So, I’m going to share with you a couple ways that technology has been brought to bear. I’m 
going to start with one of the most basic parts of the healthcare encounter which is the collection 
of vital signs and this is an eye chart purposely.  
 
I’m a pediatrician and those of you that know anything about caring for children, something as 
simple as a height and weight, and a blood pressure have to be interpreted in the context of 
their personal growth trajectory, their age, their size and so this computation turns out to be 
pretty complex and in a short visit, no surprise, that often we were doing a horrible job at 
identifying obesity or identifying early hypertension as opposed to the way things look now in a 
system where we are enabled by a point of care analytics and clinical decision support so that 
instantaneously when that measure is collected, either a weight or a blood pressure, we’re now 
able to give simultaneously the proper interpretation for that individual and that’s useful not only 
for the clinician, but what it’s done now is positioned that intelligence to all the members of the 
healthcare team even the…I shouldn’t say even, at the beginning, the medical assistant or the 
nurse, or whoever is collecting that sign is immediately alerted to what the interpretation is, what 
the action is so that it enables the care team to work more effectively as a unit.  
 
The next level up then is what happens when we are able to, in real time, take those 
observations, those individual observations and aggregate them at the population level and 
layer analytics and modern interactive visualization tools over them.  
 
And so now what we do is we are able to utilize that information for everything from enabling the 
care team to plan things at a population level, to take action on populations, to be prepared for 
the patients that are coming in for the day, to be able to assess or identify differences or 
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disparities, to allow those responsible for structuring services to figure out where to dedicate 
resources. So, it becomes now a seamless feedback from the individual to the system.  
 
We have, in Chicago, enough health centers and enough population density on the shared 
information system to be able to aggregate, similar to what Steve showed you, that data at 
community level so we can now begin to create a community level surveillance for almost any of 
these observations and begin to look at individuals in the context of the community from which 
they come. This is opposed to the way we used to do this, the BRFSS or other kinds of public 
health surveillance where we’d collect a small sample, I think last year, two years ago, the 
sample size for Chicago was something like 5000 individuals and it took a year and a half to 
aggregate that up and produce data whereas now we have this in near real-time. 
 
And so one of the other things that we’re exploring in collaboration with CDC is how we could 
bring surveillance into the modern age and look at data that’s being collected in real-time in 
healthcare settings or in community health centers or community service organizations match 
that to surveillance type questions and develop new, more robust and more real-time views of 
population level health status and risk factors.  
 
So that points up what could happen if we could take that beyond the individual health centers. 
So, this…or the individual health system, so this slide was produced by a project in Chicago 
under the leadership of Abel Koh at Northwestern called Health Link where using a matching 
algorithm we’ve actually pooled data from multiple health systems in Chicago and now have 
very robust pictures of diagnoses across Chicago and that has led to a funded PCORnet project 
leveraging that same kind of approach to pooling data across multiple systems to establish a 
research infrastructure and database that pools multiple organizations. And we’re very pleased 
that this includes now not only hospital settings but includes primary care and safety-net 
settings.  
 
But that diagnosis data is only as good as our ability to recognize a diagnosis. This is an 
analysis looking at how poorly we are doing at recognizing hypertension. The diagnosis of 
hypertension depends on gluing together isolated observations of elevated blood pressure since 
both patients and providers are reluctant to make a diagnosis on one or two observations and 
so what happens is it gets lost either over time within an organization or if those data points are 
collected across varying organizations and so we find somewhere between 16 and 20% of 
patients who actually if you run the algorithm would meet the criteria for likely hypertension do 
not have that diagnosis appear on their problem list. 
 
So, by running this through the same kind of approach that we looked at the earlier slides we 
can actually identify at the point where that individual trips the lever and crosses over into that 
likely diagnosis or we could develop population level tools to identify populations where that 
diagnosis has not been made and take action at a population level.  
 
So what are these numbers? I just, you know, one day thought in my mind let’s just assume that 
as we spent four…we had four visits with a healthcare provider over the course of a year and 
that at each of those visits we had one hour of totally valuable time interacting with that clinical 
staff, not waiting or anything, an hour of valuable time that would represent 0.046% of our lives. 
And so the idea that we can really do anything in the context of what we do in an office visit is 
probably pretty naïve. 
 
And so what we know is what turns out to be important is what’s happening in the rest of our 
lives where we live, where we’re educated, where we get our food?  
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And so we’re really thrilled to be part of a collaboration that involves Northwestern, the Alliance, 
and the University of Chicago called comRx it’s a funded CMS innovations project where we 
linked a very, very robust asset inventory of what kinds of health assets exist out in the 
community to the EMR such that a list of problems from the patient in real-time in the visit is 
applied through an ontology to that list of assets and it returns in real-time what’s called a 
CommunityRx and this lists available resources that are relevant to those factors that are likely 
to influence the health of the patient so that a care plan can be contextualized in terms of the 
reality of what exists in the consumers immediate area. And when we look at it at a population 
level it’s also able to inform communities of where it is that they need to develop resources and 
policies that will enable us as consumers to make progress.  
 
The last example that I’d like to talk about is one that looks at the opportunity to leverage 
individual observations and tie it to real-time surveillance to do preventive work around 
emerging infectious disease or other kinds of public health threats.  
 
So, this project involved collaboration between CDC, our technology vendor, and the health 
department, and the alliance to look at what happens when you have a common symptom with 
awareness of a public health alert is actually the sign that we should taking action or be alerted 
to some kind of rare condition. 
 
So, in this case we focus on foodborne illness, the symptoms of a foodborne illness, abdominal 
pain, diarrhea, vomiting are ones that we see every day and yet if there is a foodborne outbreak 
one needs to be mindful that it’s part of something else going on. 
 
So, in this scheme, what happens is those observations are sent in real-time to a rules engine at 
the CDC where data is being collected on outbreak of foodborne illness and an alert can be 
returned in real-time to the care team to say in this instance you should be alert that these 
symptoms might be evidence of a foodborne illness.  
 
If you draw the circle then the patterns of symptoms, where there are unusual patterns or 
clusters of symptoms, you could actually enable the rules engine at the CDC to early identify the 
likelihood of an outbreak.  
 
So what that illustrates is this sort of notion, in the era of data liquidity that we’re leading to, all of 
the examples I shared with you, point out to how we could see that rather than isolated data 
within a realm, if data is flowing seamlessly amongst realms, consumer, the healthy individual, 
healthcare provider, the health system and the public health realm, we can create first of 
all…we can enrich the data at each of those points and we can develop new insights.  
 
So, I want to end by returning to where we started which was this notion of the context in which 
all of this is happening. And what I would reflect on is that we’re very much still coming from the 
thought process or the convenience of us as healthcare providers and yet there is tremendous 
disruption going on.  
 
If you look at the way we as consumers manage everything else other than our healthcare and 
you look at the proliferation of FDA approved devices that are being marketed directly to 
consumers the game is changing very much.  
 
So, what are these numbers? Well I’m really sick of looking at these numbers. These are the 
numbers that we’re always being drawn to with the 14% of patients that are responsible for 80% 



59 
 

of expenses or the 3% that are responsible for 55%. And all of the health system is focused so 
much on this, but this is today’s expense and we could solve this problem, but most of these 
individuals were invisible in the year preceding if we look at claims data or expense.  
 
And I’m a pediatrician I see, thank God, mostly young healthy babies and I really want to know 
what it is it will take to keep them healthy to avoid this and that’s where I think…I hope that 
we’re going to begin to devote more resources and more thought. 
 
And I want to end with this slide, it is a jet engine, it’s manufactured actually by the same 
company that manufactures our EMR and what I’d say is if these were in the same state of 
development as EMRs there would be a whole lot of planes falling out of the sky on our heads. 
 
But if you ever stop to think about what it is that keeps those planes in the air and keeps 
engines from failing, it is the fact that the company that manufactures this engine has gotten 
very smart at knowing what points cause the failure of an engine and have introduced ways to 
monitor it so that they can predict that failure long before it occurs and that’s the paradigm I 
hope that we’re living into with the kind of approach to data that I’ve been discussing by 
enriching that database, incorporating more and more factors and determinants so that we’re 
able to predict rather than mitigate health problems. Thanks. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you, both. As a several decade veteran of community health centers I’m impressed with 
what you’ve been able to accomplish it’s something that we all would like to aspire to. I’d like to 
just spend a little time focusing back on a comment that you made Fred about this community 
resource. I don’t know if there is something similar in the Alaska example that you had and then 
I’ll turn it back to Paul. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
You wanted to have Jodi… 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Oh, I’m sorry, yeah, okay, yes, please, Jodi go ahead. 
 
Jodi G. Daniel, JD, MPH – Director, Office of Policy – Office of the National Coordinator 
for Health Information Technology  
Thank you, so, unfortunately one of our testifiers was not able to be here and Nancy Eldridge 
requested…she has been unable to join either in person or on the phone, we thought that her 
testimony had been submitted and everybody has a copy of it so I do encourage you to read 
that but as we’re having the conversation we thought it would be helpful to just highlight a 
couple of the key points and, you know, kind of a little bit of a description of her work and the 
work she was coming here to present just so that it can be part of the discussion.  
 
I’m going to read some things these are from her words, these are not my words, just want 
to…I’m just being the voice to bring this and put it on the record so that folks can have the 
conversation.  
 
So, her organization is SASH it is Support and Services at Home it’s an integrated holistic care 
management system designed to serve individuals and promote public health simultaneously. 
SASH is embedded at 138 locations and communities across the State of Vermont and it’s 
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operated by Cathedral Square Corporation via a contract with the state’s medical home program 
in partnership with 65 healthcare providers and social services agencies.  
 
These conditions beg the question of where care management systems should be built. The 
common sense answer is where the elderly live, the place where behaviors are shaped, the 
place where the highest need and highest centers are located and in a decentralized setting as 
possible exemplified by federally subsidized housing located in every state in the country.  
 
This network is already paid for, often has large community spaces, is staffed with caring and 
competent people that are skilled data collectors and often have the Wi-Fi and technology 
needed to submit data to government agencies.  
 
Each panel of 100 SASH participants is supported by a team comprised of existing agencies, a 
skilled nurse from the home health agency, a case manager from the area agency on aging, an 
eldercare clinician from the designated mental health agency, a SASH coordinator from the 
local nonprofit housing organization and a wellness nurse hired by an located at the housing 
non-profit. 
 
The team develops a shared care plan called a healthy living plan with each participant and 
their families, supports the participants transitions in and out of nursing homes and hospitals, 
coordinates physician visit planning and follow-up, manages medications and provides 
wraparound supports to assist the SASH participants in meeting their self-defined health goals.  
 
A thorough assessment is completed in the participant’s home by the SASH wellness nurse. 
The data on each participant is entered into Vermont’s Central Clinical Registry, a web-based 
repository with both robust reporting an analytic capability, this is not Vermont’s HIE.  
 
The software doc site was developed by a private entity and the current owner decided to drop 
their healthcare line. The state of Vermont is currently in the process of purchasing the doc site 
source code and will migrate all data over to be housed at the HIE VITL.  
 
Registry data can be analyzed at the statewide health services area or at the address levels. 
This allows them to track results with regard to access to care and improved health status. It 
also allows the development of community healthy living plans and it provides the information 
that drives our data design process.  
 
I wanted to just read some of that from her testimony because I thought it was really…we 
thought it was a really interesting approach starting from the community and looking at the 
intersection with health rather than starting from the clinical care setting and looking at what 
community data can be brought in and since she was one of the few or only people who were 
coming and talking from that perspective I wanted to at least read a couple of the highlights so 
that folks understood what the program was and how we can think about some of the integration 
of community and clinical information to support health from a more community initiated model. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you, Jodi. It is a shame that Nancy’s not here because I was very much looking forward 
to hearing her personal comments and reflections on that work. So, just back to…again in the 
same vein it’s about place-based assessment I think, both of you have given some really good 
examples of that and this idea about having health navigators or health aides within those 
facilities really does change the way that we approach the care of many individuals including in 
Nancy’s case those in Medicare.  
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But Fred back to you about this community resource service. We’re trying to do the same thing 
in Denver and trying to figure out how do you sustain the knowledge in the resource database 
so that its current enough to be applicable to the patient that you’re seeing at that moment that 
you want to provide a point of care prescription? 
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
So that’s a great question it’s a little bit of a sore spot as our CMS innovation’s project is ending. 
But I can say that the project began, before it became an HIT project, began as something 
called Maps Core where students were hired to walk the streets of communities and actually in 
real-time map what assets were there and that…we know there are these sort of Google 
approaches to it but the human mapping actually turns out to be very significant.  
 
In a given community, for example, you might never suspect that the source of fruits and 
vegetables is actually a liquor store or that a source of food might be a church basement or a 
source of exercise, so that intimate knowledge of the community, you’re exactly right, is critically 
important.  
 
And so that is the way the database is populated every summer those students walk the streets 
and update the database. In addition to that, you know, there are folks responsible for 
maintaining that database that receive feedback from consumers who say, you know what this 
thing closed or it’s not available anymore.  
 
I think where we would love to see it go is almost like an open table for community resources 
where in real-time there could be a way to investigate capacity that the service provider could 
update their capacity, that the community could actually develop the ownership for keeping that 
resource listing up-to-date not only that, but if the data is fed back about need from the health 
system that they could use that to guide how those resources are further developed.  
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thank you, you know, it just gets back to that same point that we discussed earlier today, Larry 
Green’s  
Comment earlier, that we need models to help us create that open table you just described, 
some standards that would allow us to not create it in Chicago and then again in Alaska and 
then again in Vermont or in Denver. So, thank you for that comment back. Paul, I’ll turn it back 
to you. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Sure, we’re going to open it up to committee member questions and comments. I thought this 
was very helpful and I especially relate to Fred’s last comment about we hear about the 5% and 
the 50%, etcetera, and wouldn’t it be nice to work upstream and sort of decrease the spigot 
that’s coming in, make a huge difference. Other comments or questions?  
 
I’m going to have you think about it and maybe you’re going to get a chance to answer right now 
about what are the two or three recommendations you’d have for us to consider as we ponder 
what things to suggest back to HHS. How can we make your life…while you’ve mentioned 
this…the maintenance of the resource, the asset database is a big one. How can we do that at 
a more systematic level? Mark? 
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Mark Savage, JD – Director of Health Information & Technology Policy & Programs – 
National Partnership for Women & Families  
Thank you. Thanks so much for the presentations. Steve you described some ways in which 
you responded to people who are coming for care and tried to adjust your systems and I’m 
wondering if you…what sort of responses you heard from those people about your changes and 
whether it sort of…sort of a reflexive process? Did it cause you to keep building in that way? Did 
some things not work and so you didn’t try them? Are there some lessons for us to learn about 
sort of that reflexive process with your individual population?  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
We really struggled with this about sort of how do you assess customer satisfaction and for 
years we had worked with a number of vendors Press Ganey, Avatar paid tremendous amounts 
of money for an annual survey that really didn’t tell us a lot about how we were doing as an 
organization in real-time. I mean, they would send out on a delay for a visit that happened six to 
12 weeks ago where you may have had three or four visits in between and ask you about was 
your experience, well you really didn’t know what experience you were responding to.  
 
So, what we did was essentially do a very minimalistic version of CAHPS survey that’s currently 
out there and we do about 200 of them every day. We have customer service reps roaming the 
halls. We have our front desk check in folks with iPads that upload to essentially our customer 
service, you know, data process and so we’re doing in real-time, you just walked out, what did 
you think, how did you feel, did you…were you heard, you know, do you understand what 
happened, you know, do you feel like your culture, you know, was integrated in how we took 
care of you, you know, those sorts of things. So, I think we have found that’s helped us adjust 
over time in getting almost Yelp-like feedback, you know, where you get ratings in almost in 
real-time.  
 
And our new approach maybe more toward that where this becomes more of a virtual, you 
know, thing where as you leave a restaurant that you booked on open table you will get an e-
mail that says, what did you think, you know, how did you like it?  
 
I mean, how can we begin use technology and electronic platforms to begin to do this better 
than we’re doing it today and more broadly because sampling is an approach but, you know, it’s 
not a full, you know, sort of customer experience and yet we found other industries that have 
been able to do that on a really big platform. 
 
So, I think we’re creeping along, I think we’re a lot better than we were. What I can say is the 
adjustments that we’ve made meet about 95% fully satisfied on an ongoing basis. So, could we 
improve? Always. But from where we were once upon a time if we were looking at this every 
day with 95% customer satisfaction I think we’re headed in the right direction.  
 
Mark Savage, JD – Director of Health Information & Technology Policy & Programs – 
National Partnership for Women & Families  
Thank you.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Neal? 
 



63 
 

Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Hey, thanks for the two wonderful and actually the third, by proxy, stories it does make you think 
that the old thing that mother or it’s necessity is the mother of invention. And what you’ve done 
up in Alaska, Steve, is remarkable. In your comments and testimony I detected a bit of critique 
on Meaningful Use. I don’t mean to put you on the spot but it’s in the record.  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
No, no you’re right. 
 
 
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
And it was a…because, I mean you were saying one of the…and I’m going to interpret some 
from your statements, but Meaningful Use basically kind of requires the same thing to happen 
every time regardless of the context, so you gave several examples one was ordering the…the 
physician technically is supposed to order the flu shot.  
 
So, can you comment on in that you’re in a defined system you’re covering from here to LA 
geographically, you’re using…you’re creating care teams out of skill sets that most other parts 
of the country are not trying to use. So, just talk a little bit about how Meaningful Use and it’s 
kind of standardization driving into your clinical processes has impeded your innovation.  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
Well there is…and of course this is like everything a mixed, you know, bag. I mean, some of the 
things that are fantastic is the medical record is actually legible, you know, physician 
handwriting, not so much, you know, but, you know, now we have an immediately available and 
legible record that actually is, you know, easy to access and read. And, you know, the 
medication list, problem list, allergy list, you know, all conjointly maintained by multiple 
specialists across the continuum is a fantastic boon on what we’re trying to do.  
 
What we have maybe overleveraged or over emphasized is when you’re having an acute care 
new admission to the hospital, of course, the risk of interpretation error and, you know, order 
entry is vast and could be significant and consequential. 
 
So as you are, you know, having your acute appendicitis or acute respiratory failure you need to 
be super clear and super accurate, and super limited with the number of hands this passes 
through. As we apply that approach now to the maintenance of a bunch of timed events we may 
have overplayed the approach for improvements and transferred what was a very, very 
favorable way to approach this process in an acute care setting, but maybe have created 
barriers in the chronic or medical home setting. 
 
And I think what happened to us is we had automated all of these things with information 
systems with clerical staff who actually wrote all the orders, made all the appointments, booked 
all the, you know, time and had medical assistants drawing the blood, giving the vaccinations, 
giving the injections on a timed interval. We were able to actually, in what was really a very 
rural, very spread out environment get to the 90th percentile for HEDIS outcomes for chronic 
condition, cancer screens and vaccinations. 
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We’ve regressed because now we’ve had to push that back through the provider in the midst of 
all their other work and what that’s done is create a barrier because when you’re doing one 
thing you can’t do another thing. So, as they’re doing CPOE on all these sort of ropes, repetitive 
things they’re not doing office visits.  
 
As your office visit capacity drops now your ER diversion goes up and your ability to spend 
more time with someone goes down. So that leverage that we used to have with, you know, 
longer visits of higher quality content now gets shifted back to this more maintenance feature. 
 
But, how do we not lose the goods, you know, in an acute care setting as you’re having 
respiratory failure your ventilator settings should be written by the intensivist only. But, you 
know, do we play that analogy out too broadly and how do we dial that back a little bit to say 
where does it add value, where does it potentially subtract value. And think this is really sort of 
an ongoing discussion we just need to be aware of and look for opportunities to lean up, not add 
to the weight of the office visit.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
So, you know, I wonder if I could make a comment too on Meaningful Use. You know I think I 
have a developmental perspective on this. I think, you know, when you look at what we’ve done, 
you know, the rapid adoption that we have invested in as a country and you’re looking early on I 
think the importance of setting some standards and ground rules and focusing people on 
common things is probably pretty critical. I think we’d be in a mess if we had not done that.  
 
But when I look at the stages of Meaningful Use progressing from capturing data, which really 
we want to be very, very standardized, right, we want people focused on similar things and we 
want, you know, technology that’s oriented to being, you know, pretty standardized, to then 
applying the technology and the processes to then improving outcomes.  
 
I think developmentally you’re moving to arenas where you want more and more flexibility and 
more and more ability to have cycles of iterative innovation and so I think that’s the pushback 
that we’re beginning to see and I really perceive, I get it, I look at the latest version of 
Meaningful Use and I think that it’s striking to…it’s looking to strike that balance. But I think 
we’re probably where we could have predicted we would be. And, you know, the pushback is 
probably healthy.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Spoken like a true pediatrician. Thank you. Mike, Art and then Terry. 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
I think Norma was next. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Oh, I didn’t…okay, Norma. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
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Hi, you reminded me Fred I’ve been listening to these descriptions for quite a few years and 
they sound so great and then all of a sudden you get to this sentence and say, but I don’t know 
what’s going to happen after CMS funding stops and that’s been a lament for so long.  
 
So, all of these data and all of these good ideas eventually have to be tied to cost and not just to 
value and I know that’s not our job in this group but every time I think about it, I think, well, yeah 
that’s really great.  
 
The regular care process, the regular financing health care has to somehow have this data be 
meaningful to them, but you just struck me when you said that and I thought, uh-oh, here it goes 
again because I’ve known your…I’ve watched your group since it was Erie way back when and 
you’ve done some really neat things, as have other people have done, but then it sort of drops 
off and we go back to the same system of payment and even though we got really good data. 
So, I just don’t know what the answer to that is. I just can’t pass by without saying that. Maybe 
we’ll be sitting here in another 20 or 40 years lamenting the same thing, I hope not.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
Yeah, I have to say I’m old enough to have been through so many demonstration projects that, 
you know, like the dusty files in the basement of HRSA and, you know, with all of these 
innovative projects you think…however, I think, you know, we’re in a really, really interesting 
time.  
 
We’ve worked with a change management coach forever and she said a really fundamental 
principle for change is there has to be enough pain to motivate people to change and boy we 
are in a very, very painful time that coupled with really disruptive forces, so, I mean that slide of 
technology to consumers like, you know, I work in a wonderful healthcare institution that just 
built a state-of-the-art billion dollar, you know, outpatient building it’s around the corner from the 
Apple Store and I look at it all the time thinking, you know, like boy, you know, here is this like at 
the convenience of the provider sleep lab and cardiac cath lab and all this stuff and then there is 
this like 100 dollar FDA device that you can strap to your mobile phone and evaluate your sleep 
in your own home every night and so I think things are changing whether we like it or not and so 
that’s what I sort of count on.  
 
And being the optimist, I think that experience all these things we’ve tried is back there we just 
haven’t had the opportunity or the push to implement them and it hasn’t been coupled with the 
business case to do it and I do think it’s changing. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Great, okay, so now I think it’s Mike, Art and Terry. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Again, so thank you for your presentations. I want to draw on a theme that I heard both of you 
allude to in one way or the other and that’s basically the notion of letting other people help with 
the process, which I think is critical especially if you think of something approaching a zero-sum 
game now whenever you add something you have to remove something else and there certainly 
is a long-standing legacy of what feels, at least to providers to physicians, like more and more 
documentation needs for something other than the patient’s story or the quality of care, per se, 
but rather, billing or some other third-party or secondary user type gains. 
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So, we know we have to navigate that tension and I certainly heard Steve in some of your 
comments the notion of how you have other people helping really a requirement of necessity 
based on geography which is a mother of some great inventions out there and so Kudos to that 
and obviously the Baldrige recognition reflects how effective and how well that was done.  
 
I guess I’d like to hear you both talk a little bit more about the issue of where you see that 
additional help. Fred had these students roving Chicago finding some priceless information that 
probably would have been really hard to gather otherwise. 
 
And I think as we think about the notion of documentation and all the things that we’d really like 
to have as documentation, who will do what, you know, notwithstanding CPOE, which I think 
probably the CMS and ONC people are pulling their hair out a little bit because they would 
never say that providers have to do all of that, but the key issue is clarification on who can do 
what, when and the notion of where do we go from here, particularly as we start to build things 
like longitudinal care plans and reconciling them over time and making sure everyone gets the 
care they need and has the health that they deserve.  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
Did you want to go first Fred? I have a few thoughts on it.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
Why don’t you go?   
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
So, you watch the evolution of this and there are plenty of sort of Apps that say you probably 
have accounts, you probably have behaviors, you probably have things you’re interested in 
other areas. So, you know, Foursquare, Flipboard, a number of these, we’ll say if you have an 
Instagram account, if you have a Twitter account, if you have a LinkedIn, Google+, whatever 
merge those accounts with your news feed. 
 
I can’t see why we wouldn’t say let’s merge what we have with what’s the personal health 
record of the future to other community assets. I can go to Australia, pick up my phone open up 
Foursquare and it will tell me where to get bacon and sausage at 8:00 o’clock in the morning 
after I have flown overnight to do a conference and it will say 200 yards that way you can have 
breakfast, really very helpful, you know, but, I mean, these are clearly sort of accumulations of 
community assets, they’re of a certain type, but if you watch the development path it’s very 
interesting. 
 
But I think something that rather than reinvent as an industry we should leverage what’s 
happening elsewhere to find out about data management, information sort of merging, how do 
we customize this for an individual and by the fact of what accounts they do merge that already 
begins to tell you something about them, what they like, what they will need from you because 
it’s not about the social determinants that you have to fix and I think we get stuck in that a little 
bit, somebody has got a certain social context and we have to fix that. No, I don’t think we have 
to do that at all. 
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I think that we have to be aware of it and adjust our business behavior as healthcare, you know, 
providers to say, I don’t need to fix you, I do need to adjust for you and my game for you might 
be different than my game for someone else who has the exact same age, gender, disease and 
medications but their context is different. So, how do we begin to leverage that and use this as 
sort of value-added information and use what is already in existence, what people are already 
using every day.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
Yeah, I mean, I agree with that and I think the forces that are at play are pushing that to happen 
and I would add to that, you know, we tend to do things to people. We tend to view this just like 
this big separation between the healthcare provider and the consumer and I think blurring that 
down and giving up a little of the power and control to the consumer is going to open up a whole 
lot of strategies and resources. 
 
But in addition to that from the healthcare perspective I think we need to contemplate our own 
obsolescence and we need to change the investment of the healthcare dollar from where it is 
now and that’s going to be pretty challenging because it means taking some things apart that 
we’re very heavily invested in and reinvesting them in other things. But I think there’s a lot of 
money there to do it, we’re just spending it in different ways.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, Art? 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Yes, I hope these are two quick questions one for each of you around outcomes or output. So, 
Steve, it’s been really fascinating to hear about the positive experience for providers, for 
patients but in the end is the tribe healthier? Have you measured those changes in the tribe’s 
health? That’s one.  
 
And then for Fred, in terms of the public health surveillance activities, have there been 
outbreaks that you have identified through this linkage with the CDC and the real-time rules 
engine?  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
So, we do a course now and it’s really interesting because as we looked at improvement and 
change over time we began to recognize there were patterns. Some teams were always in the 
top third performance-wise, some teams were always in the bottom third, some teams were 
always in the middle third. And no matter what the measure was we found that the teams 
distributed themselves that same way. 
 
And we began to get curious about that and we actually said, what makes these teams 
different? Why are they always in the top, the middle or the bottom and at the same time we 
actually began to do personality profiling of all our healthcare professionals and we found it had 
nothing to do with training, nothing to do with experience, nothing to do with, you know, their 
longevity with the organization, it had everything to do with personality. 
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And so what we started to do is to say what really seems to be the magic sauce, as it were, was 
the ability of the providers that we had to connect with the people that they cared for and we 
needed to change our recruitment, our hiring but also our orientation.  
 
And what we actually train them now is storytelling and it sounds silly but if I can get you to elicit 
your story for me as your provider the likelihood that you will feel better and feel closer and be 
more comfortable talking with me changes.  
 
And what we have now, after doing this for 20 years now, is we have young children who have 
been working, well I call them children now, who have been working with the organization for 20 
years because we recruit them at age 10. Now it means that their likelihood of being highly 
engaged or likelihood of being satisfied, their likelihood of moving where they are and because 
we know how much each zip code makes and as we watch where you used to live and now 
where you do live and do you have a 401(k) or are a day laborer it actually is shifting. 
 
So, when we’re talking about, you know, how well are you and is it more than just your ability to 
have your disease controlled, you know, and your vaccinations up-to-date what we have 
actually found is there has been a demographic shift in socioeconomic status of the people we 
take care of and their children.  
 
And their children who are now with us, who are now 20, have not known any other way of 
doing it and for them they engage with health, they take, you know, active, you know, I don’t 
know they’re more actively engaged in a way that is so different than when we talk about the 
stories of the people, their grandparents couldn’t make eye contact as a native person with the 
doctor because it was an authority figure versus a subordinate person and so they would never 
speak, they would never engage, they would do as told, they would not make eye contact. They 
would leave the office visit as quickly as possible not so much with their children.  
 
And as a family doc who is taking care of both the grandparents, the great-grandparents and 
now sometimes the great-grandchildren I can tell you that when a kid who was nine years old 
who comes in and says, what about this, you know, vaccination for HPV you need to tell me all 
about that. I’m like, you’re 10, wow, your grandmother wouldn’t ask me that.  
 
But, I mean, what does it mean for us as an organization? And I think what it meant for us is we 
were willing to invest in something that we knew was going to be 100 years playing out, not two, 
not five, not a demonstration grant but this was going to be just the way we lived because that’s 
how important it was. 
 
And I think what we’re seeing now is in another 10 years it will have an entirely different look 
and feel than it did when it was essentially a third world country in that old Freddy Krueger 
hospital. And I like it, but I understand also the patience that we’ve had to exercise in watching it 
play out.  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
So, I like Steve’s question because the public health alerting is only going to really work when 
it’s got a super high density of people using it. The volume of patients we have is probably not 
large enough. It was kind of a proof of concept. So we haven’t really, you know, been able to 
use it practically to identify outbreaks.  
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But on this question of outcomes, I mean, certainly we’ve seen, in terms of the standard metrics, 
like improvement in quality measures and the claims history and re-admissions and emergency 
room usage and things like that, you know, health centers, by and large, have done quite well 
using these strategies. 
 
But I really personally think the area of patient reported outcomes is where we really need to 
look. Have we made a difference in how people feel. I mean we have a lot of evidence that 
sometimes the treatment is worse than the disease, some of the medication regimens we have 
people on lifecycle…lifestyle changes, have we got at some of the roots of depression and 
things like that, pain, so I’d love to see us be tracking some of that and then of course as Steve 
said, the real payoff is going to be the long-term horizon that’s going to take a long time to 
appreciate. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
All right, thank you. Terry? 
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
Thank you both for a spectacular discussion. I have an interconnectivity question because I 
guess one of the issues we have to pay attention to and that’s how do we connect all the 
different parts of the system?  And you both gave great examples Fred of sort of connecting the 
community resources and Steve obviously connecting with a whole new class of service 
providers scattered from here to wherever.  
 
So, my question really to both of you is, is there a place in that interconnectivity that both of you 
have built for standards that can be applied more broadly across the country as to what data is 
critical to your mission and what’s sort of the context and syntax and how can we exchange it 
from the highest level of public health reporting down to the patient exchange?  
 
And I would add into that, because Steve you just alluded to it, is the discussion with the 
individual. How do you connect with the information that they need (a) to give to you and (b) you 
need to give to them but particularly what they need to give to you? So interconnectivity and 
standards. 
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
You know first of all, I really thought there was an interesting perspective on both sides of this 
shared by the panel this morning and I’d like to echo some of what they said. So, where we can 
structure it clearly we should and there is some…a lot of emerging work about structuring some 
of the social determinants data, etcetera, but on the flip side, Ruben’s call for a period of 
innovation I think is really important in this space. Because the reality is we don’t know yet what 
is important in this realm and if we lock it down too early I’m worried we’re going to shut off that 
learning period and innovation. So, personally, I think there needs to be a balance between 
those two.  
 
And then the other comment I heard this morning that really resonated with me, I think David 
said, we should not…we should really boil it down to what is actually the minimum amount of 
data necessary to pass if we’re trying to coordinate the activities in these various spheres.  
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We all know how labor intensive and cost intensive, and technology intensive data exchange is. 
And so, you know, the way we’ve been thinking about it in coordination is really sometimes all it 
is, is the right kind of alerting or a tap on the shoulder, hey, something’s happening over here. 
You can stay in your own sphere to deal with it, but just that way to pass that alert back and 
forth. So, those are just some thoughts.  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
And I love that you said that because I’m exactly where Fred is. We all have what we have. I 
mean, we can’t invent datasets and make them up because sometimes, depending upon where 
you’re at they don’t exist. 
 
So, what we found and how we got to where we got to is we said, our top 5% is who we really 
need to worry about and those on the edge of becoming the top 5%, how do they define 
themselves based on what we can pull.  
 
And what we said was, well here’s the data we have, here’s what we have to work with let’s just 
use that and we essentially used Pareto charts to say, how do we learn that you’re in the or 
soon to be in the top 5%. Well we looked at visit events, blood test types, medication types all 
that sort of stuff and we had what we had which now is creeping, but I think how the top 5% 
defines themselves from Chicago will be probably be different than it is in Alaska, different than 
it is in maybe Detroit or some other place like that. 
 
And I think, you know, we really need to do, as Fred says, is not lock it down, remain very, very 
open-minded and say, we need to find out for ourselves with what information we work with who 
our people who struggle are and how we can see that. And it will be just being more open-
minded to say people who do this tend to eventually do that. It’s really pattern recognition for 
what information you have. 
 
As somebody said earlier this morning they had lost all their data and they, you know, only used 
the pharmacy data and the truth this that was actually pretty darn close to what you needed. It’s 
really interesting blood test types, x-ray types, lab types, visit types, medication types define 
how you are feeling because a computer, of sorts, has evaluated you and done some things in 
response to your needs. In context, I would say that’s very powerful.  
 
So rather than trying to standardize this I would say leverage what we have because I’ll bet all 
of us with our different disparate datasets will probably have very interesting things to say, but I 
think if your approach…so I’m very Baldrige in this approach, Baldrige talks about approach 
ADLI, approach learning deployment and integration. So, your approach is, define our top 5% 
based on the data that you have. Your learning is, figure out what this tells you. You begin to 
now take action on this and say, could we begin to bend this curve and then you integrate this 
as you say this was a winner, this was concurrent but not relevant. And I think what we’ll find is 
positive, predictive or negatively predictive things that will begin to teach us as time passes. 
 
But now I’m fascinated because, literally, we had the ability to track keystrokes to look at 
provider efficiency, well now we’re looking at is an analysis of thought because when you have 
keystrokes, you’re teaching me, you know, something that you’re thinking and that’s a pattern of 
work that’s very trackable that results in a, you know, subsequent outcome. How do we begin to 
leverage that without building anything new? I mean, this is passive monitoring. 
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But why wouldn’t you…I read an article about, you know, the mapping of thought. But it’s really 
saying, you know, we have this stuff sitting right in front of us Google would have a field day 
with this, you know, and what we’re trying to build is more standardized data systems. I don’t 
think we have to. I think we’ve just got to use what we have in front of us.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
I think that’s a really good way to end this panel and almost the past couple of panels, start at 
the end by Fred’s talk about being sort of…having the developmental perspective. I mean, just 
five years ago 3% of the practices were automated period.  
 
We’ve got to go through some both learnings and growing pains, and yet now shut down the 
farm while we’re doing it. Like standards, what you just said. And the whole 5%...I mean, I was 
struck by that comment too about when they lost everything when they looked at the pharmacy 
data it was all there anyway to begin with which…so maybe there is a 5% rule too on 5% of the 
data is really all you need and that helps mitigate the privacy exposure. There are lots of things 
it’s a very elegant way of figuring out what’s the right thing because it isn’t everything we all 
know that as doctors. 
 
This has been extremely helpful, again. I would like to ask you that same question I asked the 
first panel which going back to Fred’s analogy about the developmental child that we’re rearing 
here, what is the appropriate next step from a policy point-of-view to help both the things that 
you all are trying to accomplish and want to accomplish to make it go faster without breaking 
things, sort of like plumbing if you over tighten it you’ll break it. So, I mean, we’ve had 
that…we’re walking that tight rope with Meaningful Use. What’s the next step we should do to 
help accelerate what we’re trying to do?  
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
I’m a big fan of…I’m a Nate Silver fan, I don’t know if you people follow, you know, politics and 
things like that, you know, what he does is say, data is all relevant. Your current position is less 
relevant than your trajectory over time.  
 
So, I think what we are on is a trajectory. I think we should use the information that we have but 
I think also begin to apply new techniques so the partner that we have right now is the grocery 
industry and their data infrastructure, because what they do is pattern match and they know 
exactly how many yogurts you buy, what flavor, what size they should be and what day of the 
week and time of day that you buy them. They use that for a very, very significant advantage. 
We should be able to do that too. 
 
So, I think rather than add to the list of what we want we should take what the list of what we 
have and begin to pattern match and look for are there ways to say there are predictive, 
positively or negative events that occur over time that teach us what we need to know that then 
will teach us potential actions that we may have to intervene with.  
 
But I would say that would be a wonderful addition to saying we’ve got a ton of stuff let’s start 
playing with it and let’s start doing it in ways that other industries have taught us are valuable to 
do rather than add too much more to what’s already, as Fred said, a very rapidly growing pile 
and we’ve done great as an industry that does not love change. But we have, you know, moved 
very quickly for healthcare at least, but rather than go too far and overshoot maybe it’s now time 
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to say let’s start making lists, seeing what we have, seeing how we can leverage it and learn 
from other places that have done a nice job with it.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Let me just ask a follow-up question on that because there is no other intervention that’s 
necessary in order to do what you just said and is that the same thing as saying leave well 
enough alone? 
 
 
 
 
Steve Tierney, MD – Medical Director of Quality Improvement/Chief Medical Informatics 
Officer – Southcentral Foundation  
Yeah, there is another intervention. So, we tend try to build this into our EHR transactional 
platform and rather than do that a better way to do this would be to say these are datasets that 
were not even available in healthcare.  
 
So, rather than try to stuff them into our transactional platform what we should do is pull out of 
our transactional platform some of these data elements and then add to in an outside site where 
we can now begin to do the analytics phase. 
 
But I think what we don’t want to do is disturb our production environments, interfere with the 
office visit as it is any more than we absolutely have to. But then begin to analyze this.  
 
But I think the next step is saying, do we need to say part of your “gotta do’s” is you need an 
outside your transactional system analytics platform to begin and then fund that, because think 
about what people pay for your Facebook data now, it’s pictures of your cat for God sakes, you 
know, but I mean, this is valuable. If that stuff is valuable what we have is 100 times more 
valuable than that. These are biomedical measurements, you know, and patterns so why aren’t 
we doing something with that and then why aren’t we incenting and even mandating that?  
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
So, part of it is to keep doing what you are doing. It definitely is that. I mean, I think focusing on 
data capture standardization, on data standards and interoperability and adding to that patient 
identification solving that problem I think is absolutely right on target and needed. 
 
I guess, the add on, again, I think this moving to a way that we could somehow, in a structured 
way, encourage and foster this period of innovation and experimentation, and a structured way 
to learn from it. 
 
And then where I’d love to see things go farther and it seems to me I see a pullback on it is the 
role of the consumer and I think…I mean, I understand, I think, you know, the visit summary 
maybe wasn’t it and the patient portal maybe wasn’t it but the idea, the realm is critically 
important and I think, you know, thinking through what the piece is, what the piece of the puzzle 
is in engaging consumers is very, very important and I think it’s not going to happen without a bit 
of guidance and a bit of a shove.  
 
And then the last thing, I don’t know what this group can do about, but, you know, there’s this 
economic principle that if there is an investment that needs to be made and those who benefit 
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from the investment are different from those that make the investment that thing will never 
happen.  
 
And this idea also that we’ve built up these institutions that are invested in their own self-
preservation, you know, whatever we can do to help that thing get solved, that’s the role of 
policy and government, right, is to shift those kinds of investments. If you leave it only to the 
open market and investment it’s not going to happen. So, whatever levers you all can pull to 
encourage that to happen would be my very naïve dream. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Good, well I want to express our appreciation again.  
Applause 
 
I think what we’ll do is just have a standup break if we could while we just exchange panels and 
then we’ll have our third panel. That was good.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
If everyone could take their seats we’re going to get started. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, well welcome back, this has been just a terrific day I think we’ve just learned whole lot, a 
lot of sharing and it’s just planting all kinds of seeds in our minds and part of our responsibility 
as workgroup members is to try to come up with something useful to pay the folks that have 
been here, pay them back.  
 
Now this final panel, the pressure is always on the panel for…the last panel because of all the 
things that go on before, but I’m sure you’ll deliver and we’re going to hear about how we deal 
with folks who need our services, attention and care the most and still work outside of the four 
walls of a traditional healthcare system and you’re picked because you’re nontraditional. So, 
and Mike is going to help moderate this group and take it away. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Thank you, Paul. So, I have the honor of introducing our panelists and then I’ll frame a little bit 
of the questions we’ll be looking at. So, Sharon Hewner from the State University of New York, 
the University Buffalo’s School of Nursing will be our first presenter and she will discuss her 
current AHRQ funded work that focuses on providing critical information to nurses in primary 
care to coordinate transitional care.  
 
She will be followed by Jim Dunford. Jim is from the University of California, San Diego School 
of Medicine and the San Diego Community Information Exchange and he will be discussing how 
organizations he works with are harnessing information from social service agencies to 
strengthen population-based health care for this important population.  
 
And then our third speaker, Lee Sacks, who is joining us by phone from Advocate Healthcare 
and the Advocate Physician Partners Clinically Integrated Network Program, in Illinois, will be 
discussing advocates clinically integrated system spanning the continuum of care and 
supporting various value-based payment models. 
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So, what we’re looking to hear from the panel is a brief overview of the advanced health model 
you’re using to support the integrated care for these individuals with complex and chronic 
conditions. The key Health IT functionalities that support these advanced models and the 
innovations that have helped to facilitate success.  
 
How you gathered and organize the data from these various sources to support a 
comprehensive and actionable view of the individual’s health and care opportunities, something 
that we’ve heard earlier today is particularly important for patients with complex and chronic 
conditions.  
 
And then finally, the challenges, opportunities and policies that you see as necessary to help 
scale this up and sustain the infrastructure needed to promote these advanced health models 
across communities. So, I think we start with Sharon.  
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
So, thank you very much for inviting me to speak today I’m delighted to be here to talk about a 
project that I love, we call it the coordinating transitions project and it’s building on a lot of 
existing technology, but the idea for this project actually came from some work that I was doing 
before when I worked in a managed care plan and back in 2008 a decision was made that we 
wanted to try and integrate a couple of models of managing care transitions when a patient is 
discharged from the hospital back into the community but we had to do it on a population scale 
and so what the plan decided to do was to have nurse health coaches make outreach phone 
calls at the time of discharge and their purpose in that was to identify the, out of the let’s just say 
30% of the population there were hospitalized, which were the ones that really needed the extra 
services, so they were trying to figure that out. 
 
And then when they identified someone who needed it they would give them either advanced 
practice nurse care in the home or they would use Coleman’s model where they looked at the 
four pillars of care coordination or care transitions.  
 
So, that’s what we started off with and I have to tell you that as the population health analyst in 
that plan I was pretty skeptical about the possible success of a phone call in changing things but 
the data kind of proved me wrong. 
 
So, what happened is in the year that we implemented this project, in addition to splitting up the 
nurses into teams that were focused on specific populations, so that it was a Medicaid/Medicare 
and commercial nurses, in the Medicare population there was a 54 dollar per member per 
month reduction in cost for people who had chronic disease and overall there was a savings of 
16 million dollars. So, that convinced me that maybe there was something to a really systematic 
approach to finding out which were the right patients to give…provide intensive interventions on.  
 
So, what we needed to do in our current project is figure out how we could automate that 
process and deliver just the right amount of information at the right time to the right person to 
change the way that transitional care is delivered. So, let me tell you a little bit about our model.  
 
Okay, basically we start off with a person being discharged from the hospital and the admission 
discharge and transfer notification is sent to the Regional Health Information Organization, that’s 
the first step.  
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And what the RHIO does is it distributes those ADT notifications simultaneously to the primary 
care practice, that’s our pilot site, and their clinical data repository. Now in the primary care 
electronic health record we don’t have a lot of ability to filter things so we’ve been working with 
the clinical data repository to try and figure out what exactly is the right piece of information. 
What they do is they match the ADT against a table that we provide for them, we call it the 
cohort table, and it just puts people into a hierarchical classification of chronic disease and I’ll 
talk more about that later, they match that against a subscribe and notify list for the nurse care 
coordinator who is in the primary care center and then they create a care transitions alert. 
 
The alert goes to the nurse, she makes an outreach phone call and then she does…she 
completes an assessment of social determinants of health, called the PCAM, and I’ll talk more 
about that as well. And then the results of that visit get put together in a CCD that gets 
transmitted back to the RHIO. 
 
So, what we’ve tried to do is really make sure that it’s the right information that’s going forward, 
that it gets to the right person and that it gets to the right…gets there at the right time. And still in 
our region, despite all the advances with electronic health records it takes maybe three weeks 
for a discharge summary to get from the hospital to the primary care office long after when you 
can actually do something with that information. 
 
So, in the model that we’ve used for this we’re looking at population health and dividing the 
population into groups based on whether they need primary, secondary or tertiary prevention. 
We use this COMPLEXedex algorithm to create a cohort table that sets up four segments of the 
population and the group that we’re interested in this talk is those with major chronic disease or 
with complex chronic disease. Complex chronic are people with system failure either heart or 
kidney failure and major chronic is diabetes, asthma, COPD, mental health. 
 
So, what we know is that for the people with major chronic disease they need to have fully 
integrated care in order for it to be effective and so they need to have three different types of 
continuity. There is managerial continuity, informational continuity and relational continuity and 
what we found at the health plan was that although we could make phone calls to people we 
didn’t have the relationship with people. And at that time we felt that the ideal place to really 
build on the long-term knowledge of someone was in the primary care setting so that’s why this 
particular intervention is centered there. 
 
So, a little bit more about the…how we use the COMPLEXedex to divide the population. The 
work that I’m doing now is primarily based in the Medicaid population. It’s the largest group in 
this particular primary care and the reason that we use the Medicaid population is because I 
actually have access to the New York State Medicaid Data Warehouse and that’s where we 
look at our health outcomes from. 
 
So, we divide the population into two groups either chronic or non-chronic. If you have system 
failure or a major chronic disease then you’re in the chronic cohort. If you have a minor chronic 
disease like hypertension or hyperlipidemia, obesity then you’re in the non-chronic.  
 
If you take a look at the graph there you can see, not surprisingly, that as people’s complexity 
goes up the rate of hospitalization goes up. What we do is we take all of the 12 diseases that we 
classify and we rank them hierarchically by the combinations and comorbidities that people 
have so that the highest disease there is people who have a combination of heart failure, 
coronary artery disease and diabetes.  
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I also think it’s important to think about the different populations. And the Medicaid population is 
very different then Medicare where so much of the work has been done in care transitions. Only 
1% of the population has system failure and the vast majority of those people actually have 
chronic kidney disease. So, what happens is that the other chronic diseases, the ones that we 
don’t pay so much attention to in our discharges are the ones that may have the biggest impact 
so things like diabetes or COPD.  
 
The other thing that we do in looking at these chronic diseases is we don’t look at what the 
discharge diagnosis was for the person because a lot of times you go into the hospital for a hip 
fracture, for anything, and what complicates your discharge is your underlying chronic diseases. 
So, what we use is the Medicaid data warehouse to, or excuse me, what we use is the 
electronic health record problem list in order to identify who is a chronic cohort.  
 
So when you take the cohort table that’s created from the COMPLEXedex and you match it up 
with an ADT what gets created is a care transitions alert, this is one that goes to our primary 
care center, it says what hospital they were in, what they were hospitalized for and then it 
identifies all of the chronic diseases that the person has in their problem list at the primary care 
office and then it suggests that this person…what their relative risk of hospitalization is based on 
the disease categories that they’re part of and then what the nurse is asked to do is to make an 
outreach phone call to that person, see how they’re doing. They are supposed to do it in 48 
hours of the time of discharge. And during the course of that conversation they go through a 
series of…actually it’s not really a series of questions, they know a series of questions that they 
have to answer and so they just talk to the person about their social determinants of health.  
 
So, the PCAM tool that we’re using was developed by the University of Minnesota and the 
PCAM stands for Patient-Centered Assessment Methodology, and it basically is a list of 
important areas and it asks the nurse to talk to the person and then classify them based on the 
severity of that particular…that social determinant.  
 
There are 12 questions in it. It takes about five minutes probably to get a good sense of this. It is 
all done during the course of the rest of the conversation and then when the nurses complete it 
she’ll rank the people.  
 
We store this right now as a lab value in the electronic health record, but there are some 
problems with that because we can’t pull information out of that. So, we can store the discrete 
data, but we can’t say “oh, this person has a really big problem in health literacy” for example 
and so we’re in the process of actually changing to an electronic version that we can score and 
give the nurse a visual representation of what the different areas where there are deficits and 
then tell them specifically the problem areas that they need to address in a plan of care.  
 
So, it seems like a pretty simple project but there are a lot of collaborators that are involved. We 
are working with UB Family Medicine and the School of Nursing and we work with the University 
of Minnesota, the Family Medicine and Community Health who developed the PCAM tool.  
 
We’re working with the Elmwood Health Center as our primary care practice and we are just 
recently starting to make connections with the millennium collaborative care which is the 
disparate program for the eight county region in Western New York. They’re very interested in 
implementing the whole system of care.  
 
On the technical side we’re working with our Health Information Exchange Organization, 
HEALTHeLINK in that area and their clinical data repository IMAT solutions. The technical lead 
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in our group is the Industrial and Systems Engineering Department at the University of Buffalo 
and their role is to design the architecture for the Health Information Exchange to analyze 
workflow and to make sure that we have an interoperable solution.  
 
What’s really great is that Buffalo was one of the Beacon communities and so we were able to 
get…there’s a lot of things that are available in Buffalo that may not be in other places. There 
are 222 practices that are integrated with HEALTHeLINK and get data pushed out to them, 
Elmwood is one of them, and all of those practices had to have a nurse care coordinator 
working for them, so that’s been a real asset in the community that may not be true other 
places.  
 
So our successes and challenges, I think that one of the things that was really good is that we 
were able to use the existing capabilities to actually have an on-time deployment of this project, 
having access to the Medicaid Data Warehouse, we look at de-identified information and it 
allows us to analyze the health outcomes. It also allows us to track the outcomes by an 
individual practice so that we can see how well our practice is doing over time.  
 
We’ve had lots of success in filtering the ADTs for the care transitions alert and that’s been 
great so that we’re only are sending alerts out for a discharge from the acute care hospital for 
people with chronic disease. 
 
There is actually, when the ADTs have gone out just to plain to any primary care practice 
usually they’re completely overwhelmed with the amount of data that gets there and we’re still 
trying to figure out a way to filter what goes to the primary care practice. So, remember I said at 
the very beginning that it goes simultaneously to the primary care practice and also to the 
clinical data repository. 
 
In the primary care practice they’re very interested in following up on emergency department 
visits, which is not part of this project so they’re looking at that. Having the ADTs come has 
been really helpful for them because they are able to know that they’re going to be getting an 
alert the next day. The alerts come in the next morning after a person has been discharged and 
the nurse makes a phone call on the next business day.  
 
We’re still having problems with the transmission of continuity of care documents. They’re 
actively working on it but it’s just been a real challenge to try and get that to get loaded back and 
forth between the RHIO and the primary care office. Oh, I need to change that.  
 
So, I think that there are a lot of opportunities with this project and also some barriers. First off, I 
think that there is a real opportunity to use nursing in a new way in this particular project. Most 
nurses have never really done care coordination and there has been a lot of work at the ANA 
really thinking about what is the care coordinator role. 
 
I think that something like this where we have decision support that’s really being developed 
specifically to give them the information that they need in order to make a change is a really 
important thing. I think that one of the things that has been a real opportunity is trying to come 
up with a completely interoperable solution and that’s been kind of tricky.  
 
We were originally planning on putting a dashboard within the electronic health record and it just 
proved to be impossible, so now we’re going to be building the ePCAM as something that’s like 
your Framingham calculator, your Framingham heart disease calculator, so that the nurse can 
go in ask questions of the patient, complete the tool, get the scores, get the recommendations 
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for follow-up care and paste that into the electronic health record. It’s not the prettiest thing, but I 
think it will give them the right information that they need.  
 
I think that one of the real opportunities is for spread in this particular project in that we can 
move out to virtually any primary care practice that’s linked up with the RHIO and there is not a 
lot of cost attached to it for them. The PCAM doesn’t cost anything. The COMPLEXedex is 
being run off of a clinical data repository it doesn’t cost them so that it’s something that we can 
do pretty easily. 
 
I think one of the problems that we have, one of the barriers is the fact that there is a lot that 
needs to be done with the workforce and we’re still having trouble filtering all of the information 
that comes through this still, even though the ADTs are now going by secure email and not 
being put directly to the electronic health record, the nurse probably spends at least an hour a 
day doing nothing but deleting messages that are not actionable.  
 
And in the practice where we are now, where we are now, the care coordinator is getting some 
reimbursement from our project but as soon as that finishes there is not going to be a nurse 
care coordinator who can spend an hour deleting things. So, we really need to continue to refine 
that.  
 
I think though what’s really significant about this project is what a change it’s made in the 
primary care practice. So, what the nurse care coordinator is saying is, in the morning I go 
through the list of ADTs and notify the doctors about admissions. I send ED discharges to the 
triage nurse and then I’m waiting to get the care transitions alert the next day, it’s changed our 
workflow.  
 
When we get a care transitions patient I let everyone know the MD, the nurses who check 
people in and our billing department. In particular, it’s helped with mental health patients. They 
say the PCAM helps with mental health patients who are a lot more complex. The PCAM has 
me ask questions I wouldn’t have asked before. 
 
We still are struggling with some of the issues of telephone numbers for the mental health 
patients in particular, but they’re making real big strides and as people are admitted more than 
once what we’re finding is that they’re starting to get used to having this phone call.  
 
Patients have loved it. It’s been just great to know someone has been discharged because in 
the past we never knew. Some patients thank you for calling and for the follow-up. There has 
been more communication for the entire practice. I think it’s telling that they’re thinking about 
hiring another nurse into the care coordinator position in the practice and we’re really optimistic 
that it will spread. Thank you. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Thank you. Jim? 
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
Thank you very much for being here. My name is Jim Dunford and I’m here today to discuss the 
San Diego Community Information Exchange and actually three other related networks in the 
San Diego region, they’re all kind of working together to address people with chronic complex 
conditions.  
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I’m happy to be a member of the board of the CIE and here on behalf of Scott Bechtler-Levin 
who is our Executive Director who couldn’t be here today.  
 
I think you guys have probably heard by now that social circumstance is relevant to outcome 
and should I say that any further? The reason I know this to be true is I’ve spent 35 years as an 
emergency physician in a safety-net emergency department. So, I’ve worked my entire career in 
the emergency room at UCSD and for the last 20 years I’ve been the Medical Director of the 
City and less you think that the emergency department is the crucible where all things are 
broken guess how they get there? By ambulance.  
 
So, I have the absolute superset of situations and so it’s an interesting view to be the city 
medical director, EMS medical director and an emergency physician and actually that’s what got 
me involved in super users. About 15 or 20 years ago it got me to be friends with Jeff Brenner in 
fact, in Camden over that issue. 
 
Let’s see, I’m going to kind of click through here, hopefully to show you some things that again 
you probably know. I mean, right now we’re dealing with a system of data silos and that was 
very evident and the CIE is an attempt to try to pull those silos together of existing data in our 
community to create a holistic approach and a better response in work capacity and all of the 
things you might imagine if you could achieve the whole person perspective. And I think that 
that’s what I’ve always seen was missing.  
 
I never had the resources, as a physician, to be able to address the contextual nature of my 
most difficult patients and it’s been very frustrating to see the money go down the drain, to see 
people who died prematurely and to have seen just an enormous amount of frustration and 
frankly, you should never teach medicine the way we’ve had to teach it for the last three 
decades.  
 
And so by actually having this view of the individual and these are just the number of scenarios 
on the slide that describe what’s going on. You know we would be in such a better position if we 
could actually understand this.  
 
You know what social data exists, which is very often missing, or it’s certainly old and stale 
information, would be better off if it was fed by people who really knew the individual and they 
were live ongoing feeds of data would be more efficient and effective. 
 
Now, so we created the CIE and one of the things I just want to point out that hasn’t been 
brought up today is that a social information exchange is very valuable during the average run-
of-the-mill day-to-day. This has enormous value when it comes to preparedness and response 
in the event of emergencies and large-scale disasters because after all we know it’s the most 
vulnerable people in the community that are most affected and by which communities are 
measured at the end of the day and we’ve had plenty of wildfires in San Diego and other 
unfortunate events to make us realize that the vulnerable are the people who really we have to 
keep the closest eye on. 
 
So, this diagram or slide shows the embedded…one of the screen shots of our CIE, it’s actually 
a case management system and the user selects this from an icon within their own case 
management system and then can view the client’s record. The technology provides real-time 
API integration, single sign on, auto quick search and it actually validates, like the others have 
described, based on a user’s role. 
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So, I’ll describe in a minute who all is participating in this program, it’s only been up and running 
for a couple of years but it already is allowing are homeless service case managers in 
downtown to access client’s history from other social providers, hospital social workers who 
have been currently provided view only access to be able to look at client’s prior housing and 
care plans and community paramedics, which is a topic I’m going to try to spend a little time on, 
to identify frequent users and to be able to alert their case managers in real-time.  
 
I see the world from an EMS point-of-view and by the way EMS in San Diego covers all 18 
hospitals. So, we’ve had an electronic health record for a long time representing the entire 
population but nobody thought of it, it was the EMS system taking people beyond the borders or 
the vision of any one single accountable care organization or hospital. 
 
Soon our CIE will be able to allow health plans to locate and prioritize and discharge planners to 
be able to use some of the new tools we’re creating to order home delivered meals, safety 
equipment and even transportation services.  
 
The next slide shows the dashboard. This would be a typical dashboard that you would see 
based upon, you know, your access privileges. It uses a notification engine. It has a longitudinal 
data repository of client specific information. It is populated by a web service API and batch 
feeds from the participating organizations.  
 
It can store and share a range of client data and you can see just the tab that you might be able 
to pull up from nutritional assessments, activity of daily living and so forth and then the various 
agencies that have touched the lives of the individual would be displayed and a couple of those 
show San Diego EMS and Fire Rescue have been with this person on a couple of occasions, so 
on and so forth. Clients consent to opt into this program and they can specify opt outs for any 
particular agency that they want to. 
 
Now when we started to work with data standards establishment the first organization that we 
wanted to work with was somebody who had a stable information system of its own and that’s 
what’s known as HMIS, so the Homeless Management Information System, which is HUD 
mandated information system, you know, if you want to get HUD funding to your community 
you’d better be on HMIS.  
 
So we went and began to develop our exchange specifically with the housing providers who 
also have a case manager component of their own and also 70 agencies in our region use 
HMIS technology today.  
 
As we’ve continued to start to develop more we’re obviously aware of the NIEM social 
information exchange domain that’s under development in the HL7 standards, but another entity 
that I haven’t heard discussed today is one of our critical partners is 2-1-1. And 2-1-1 systems 
around the nation rely on the alliance of information and referral system or, AIRS, taxonomy.  
 
The next slide shows our fledgling participants. We’ve been up and running since September of 
2012. You can see that we have the names of two large hospital systems up there. We have the 
Fire Department of San Diego, we have an ambulance company, we have large housing 
providers and we also have senior providers because those are our first two cohorts for our 
program.  
 
The first cohort which addresses frequent users who are homeless in San Diego began in July 
2014. We’ve been able to enroll almost 2/3 of the entire homeless downtown population which 
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now have actually consented into the system since we got started. We’ve also recruited four 
additional senior organizations that are going to join us in July. Our second cohort being 2500 
frail adults in the San Diego region that are actually aging in the community. 
 
Now if I try to explain this diagram it will take me a minute because you see that the CIE exists 
in an overlapping array of social and economic exchange paralleling with the medical HIE, as 
well as an entity that’s called KIP, which is being developed simultaneously by the county, and 
surrounding all that is the 2-1-1 system of San Diego which we see as a very important 
integrator in the coming decade.  
 
First of all, KIP, KIP is the Knowledge Integration Program which is a patient centered delivery 
system being developed by San Diego County in conjunction with their lead, who is IBM and 
over the next 22 months they will be integrating nine case scenarios and essentially integrating 
the entire array of services that a county would provide, ranging from social services, health, 
aging, mental health, alcohol, drug, child, probation, housing and basically providing a single 
one door entry for all county services and they manage at least a million unduplicated clients a 
year with the kind of services that they have. So, that’s an element, by the way, somebody from 
KIP is on the board of directors of CIE just as the HIE has a board member on our CIE. 
 
San Diego Health Connect was also a Beacon Community so we were born as Beacon and now 
we are an independent non-profit. We have 18 hospitals in the region all of them have 
consented to participate in the program, not everybody is up and running yet.  
 
All of the FQHCs, 65 SNFs have already been also consented and are exchanging information 
today and the current project of the HIE is actually to enroll all the EMS agencies from around 
the region so that this robust source of data from ambulances and fire engines, which is all 
geolocated data, on where did things happen and exactly at what time of day did they happen 
will also be flowing to the HIE and then pushing to the county for automatic reporting and quality 
improvement purposes.  
 
Now third is 2-1-1 and 2-1-1 is a public utility, it’s just like the 9-1-1 system and it connects San 
Diegans already to over 6000 community services in the region. These often are spawned up 
under the wing of the United Way and so was ours a long time ago, but this has really been 
enhanced, in large part, because of some disasters that we’ve had, particularly wildfires that 
have really catalyzed an appreciation for why communities need a place for people to call when 
it really counts, what can I do whether it’s emergent or not.  
 
Today there’s a searchable website and over 120 accredited people who are taking phone calls 
on a wide range of services ranging from veterans, specially equipped veteran programs, to 
health navigators who are now being able to not only enroll people on Medi-Cal, but get them 
food stamps, arrange their legal aid issues if they need to and actually begin to accept referrals 
even from my fire department’s 9-1-1 providers who see problems in the community and can 
have information pushed directly to a health navigator, with the patient’s consent, that can then 
be addressed the following day with a call back and they actually follow up on those calls for up 
to one month if necessary. 
 
So, right now what we have are these sort of separate silos, if you will, of our own that are 
working on their individual problems. The HIE, KIP and the CIE with 2-1-1 actually developing 
its own role as we speak into this regional information and care coordination hub. Los Angeles’s 
2-1-1 is doing something similar.  
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So, they’re working individual issues, but obviously when the common problems that they all 
share like identification, provider identification, how do you manage consents, sensitive data 
authorization and interface and change all those things are actually being worked on 
collaboratively by these four entities and the goal of course would be that they’re all in one 
bucket some day and that we’re going to see this sort of integration and one would hope this 
one click icon would cross over into the HIE as well as into KIP based on the needs of the folks 
particularly accessing. 
 
Funding challenges, sure there are funding challenges. Every one of these has faced a 
particular dilemma. Obviously, we’re looking at any economic opportunity that will be able to 
harness the capacity to merge social and information data which should save money and so 
we’re really looking not only at individuals but also population health as a really important 
component and perhaps the missing ingredient of what currently is there today to be able to 
generate the kind of income to be able to create a population-based approach to health care.  
 
One thing that we do know for sure and that is that the future measures of healthcare quality are 
going to be evolving toward person and family centered measures. I sit on the dual eligible’s 
committee at NQF for the last four years and that’s the gap item every single time. When we talk 
about duals what’s missing from a measure it’s the ability to measure what the patient wants. 
Well, I think social information exchanges are going to be that means by which aggregating that 
kind of data and so I think that we identify this issue, particularly for dual eligibles, as an 
opportunity.  
 
We are planning for healthy homes, Medi-Cal the 1115 waiver that will be offered, high use, 
high needs patients clearly have an advantage focusing on them first and in fact that’s what 
we’ve always done is sort of go where the money is at because then you can actually explain 
the situation to someone who is interested in the economic issue even though the humanistics 
of this all actually are equally valuable.  
 
In summary then, I guess I provided our four recommendations right now which was we support 
the continued development of interoperability standards. We are watching the NIEM social 
domain evolve, obviously I’ve already alluded to the importance of HMIS and some of the others 
like AIRS taxonomy. 
 
The second thing that would valuable is if the committee could actually, someday, mandate that 
federally funded healthcare and social services programs share data using indoor standards of 
social service operability. That would obviously be the key, as I see it, is these are all good 
ideas, but unless there’s actually somebody pushing and having a stick as well as a carrot, it 
doesn’t seem to happen as efficiently and effectively as it could. So, I’ll stop now and thank you 
for the opportunity to share this and glad to take questions later. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Thank you, we have Lee Sacks by phone. 
 
Lee B. Sacks, MD – Executive Vice President, Chief Medical Officer – Advocate Health 
Care 
I’m here. 
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
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Very good, thank you, you may go ahead, please. 
 
Lee B. Sacks, MD – Executive Vice President, Chief Medical Officer – Advocate Health 
Care 
Okay, I assume somebody will change slides so let’s go to my second slide and thank you for 
inviting me and delighted to be able to share experience from our organization and only sorry 
that I wasn’t able to be there in person. 
 
But to put it into perspective Advocate Healthcare, a large integrated delivery system, the 
largest provider in Illinois where really in three spaces hospitals, physicians and the post-acute. 
Our hospitals range from large academic medical centers to a 25-bed critical access hospital in 
Central Illinois. We have a 1200 physician plus non-physician advanced clinician provider 
medical group and a clinically integrated network with over 5000 physicians both employed and 
aligned that is in its 20th year and is doing population health management. 
 
And on any given day our post-acute census is at least 11,000 in contrast to our inpatient 
census which could be 2200 and that certainly changes your perspective when you’re thinking 
about population health management. We’ll move to the next slide.  
 
And you can see the journey that we’ve been on as our reimbursement model is shifting. In 
2010 82% of our revenue came from traditional fee-for-service. This year roughly 32% is fee-for-
service but the new slice of the pie in the bright red 55% is coming from what I call fee-for-
service population management or shared savings both commercial and the Medicare Shared 
Savings Program. And we have about 12-13% from capitation both commercial and Medicare 
Advantage. 
 
We anticipate looking forward to 2020 that fee-for-service is going to shrink to as low as 15%. 
So we’re one of those organizations that is “all in” in terms of the move to value and everything 
we’re doing strategically and tactically is designed to manage the care and the outcomes and 
expense of the population. Next slide.  
 
And this chart just shows you the breakdown of the components of our value-based 
agreements. In commercial it’s both capitation and shared savings. We have a long history of 
Medicare Advantage and expect that to grow significantly since the penetration in our market is 
still relatively low. 
 
We’re a Medicare Shared Savings Program. We’re in the third year of our experience and with 
Medicaid expansion the State of Illinois created Accountable Care Entities or ACE which are 
direct to provider contracts, currently we’re just in the women and family health plan section with 
100,000 lives we expect that to grow starting in 2016 to as highest 200,000 and it will include 
the Medicaid expansion population and in 2016 moves to global capitation. With some 
additional commercial contracts and the Medicaid expansion we should be close to 900,000 
lives and value-based agreements next year. We can move to the next slide.  
 
So, as we’ve moved into value in 2010 and 2011 we really stepped back and said, what are the 
information technology solutions that are going to be critical to success in addition to the 
electronic health record? We need the ability to do risk stratification and that has to go beyond 
what health plans have traditionally done which is to take claims payment and use codes in 
retrospect to stratify the population.  
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We have embedded care managers in primary care practices akin to what Sharon was 
describing and fully agree that to create loyalty and engagement the care managers need to be 
seen as part of the primary care or specialty physician practice.  
 
We need tools for care management workflow as well as to assess the care management 
productivity and a tool for patient documentation. Currently we’re using a tool that’s been 
developed and used by a health plan but we’re in the process of working with a vendor to create 
a tool that really is provider centric and integrates with our other tools.  
 
We have created a web-based data warehouse and more than just the warehouse is the ability 
to generate reports that are simple to generate and that can be tools for management. We’re 
well on the journey with predictive modeling using our data warehouse to do modeling that can 
help create real-time alerts for clinicians and can help us approach segments of the population. 
 
And lastly, disease registries, we’ve got over a decade of experience with registries. I like to say 
we’re on our fourth generation. We started with pen and paper, we moved to Excel 
spreadsheets, then we contracted with a commercial vendor that had a web-based product, 
very inflexible and it required batch downloads of data to put into the registry. And now, for the 
last year and a half, we have a product that ties to our enterprise data warehouse that I call an 
advance disease registry. You can move to the next slide and take a screenshot of what the 
registry or what the data warehouse looks like and then we’ll go to the registry.  
 
The schematic shows on the left the variety of feeds that go into the data warehouse. We have 
billing data, claims data from all of our physicians and hospitals. We have pharmacy data 
through the PBMs. We get data from the variety of medical records and you’ll notice if you can 
read the small print they’re all different vendors between our medical groups, our aligned 
physicians, the hospitals and then our home health company as well as hopefully other post-
acute providers.  
 
One of the things that we discovered…we didn’t discover it, but we realized we had to solve was 
creating an enterprise master patient index so that everything that goes into the data warehouse 
is aligned and every…is the same patient with that. It took several years since we hadn’t been 
deliberate in the past and each one of our hospitals had a separate identification system.  
 
But even today we have two or three staff whose only job is to identify the 2 or 3% of records 
that fall out of the electronic EMPI and have to be identified and connected manually to make 
sure that every John Smith is the same so that’s a huge ongoing challenge.  
 
Coming out of our data warehouse, as I mentioned earlier, we’re using data for analytics. We 
use it with our clinicians for workflow enhancement and we use it to support population health 
management to the registries and with alerts and the electronic health records.  
 
If you move to the next slide when we get into the registry, over the last three years and during 
the time that we transitioned to the new registry the population in the registry grew from about 
400,000 individuals to over a million as we expanded in Medicare and now we added Medicaid.  
 
So, this is a registry view for a physician and the physicians and the patients on the screens are 
fictitious and you can see we have eight chronic disease registries and three wellness registries, 
pediatric, adult and senior. In the upper left the tree map shows what is the largest opportunity. 
So for this clinician it is diabetes care where they only a 45% of the objective as completed.  
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You could click on the tree map or toggle in the upper right and go down to the individual 
patients for any one of the registries who are missing components for completion so the practice 
could print out the list of the diabetic patients who need further follow-up to achieve their goals.  
 
If you move to the next slide we’ll take a look at a single patient view. So, for fictitious James 
Barns comes in and everything that pops up in red is an unmet measure so the physician or 
their support staff can go to work on these things whether it is an additional lab test or a 
reminder that the blood pressure isn’t controlled adequately and to think about a change in 
lifestyle or medication.  
 
On the left for the physician are a list of patients so it would be easy to switch to a different 
patient view and on the right there’s a list of relationships with other providers so if this patient is 
seeing specialty physicians or having services elsewhere it’s easy to see who they are and 
below that the problem list, the allergies and medications. So, in one view all the critical 
information. We’ve learned that it takes a team to manage a chronic disease and every one of 
our physicians needs to be responsible for all components to drive great outcomes. 
 
So for the ophthalmologist who sees the diabetic it’s not as simple as doing the retinal exam, it’s 
reinforcing smoking cessation and if the blood pressure, cholesterol are inadequately controlled 
reminding the patient that they need to follow-up with their primary care physician or the 
specialist whose managing that and with good team work and accountability across our network 
it’s driving results and the registry is really the glue.  
 
My bias is that the registry has had a bigger impact on driving our results both clinical outcomes 
and financial performance than an EMR and has certainly been a lot less expensive and it’s a 
lot easier to use but it didn’t get supported by federal funding. If you move to the next slide.  
 
So, opportunities and barriers, we have a Regional Health Information Exchange that’s just 
getting up with some of the early information in Illinois and Metro Chicago and the issues are 
that there isn’t broad participation and there’s a lack of adequate funding. Advocate made the 
decision to participate because we perceive value related to our population health management 
and when our patients receive care elsewhere it’s really important that we have access to that 
information. But since the majority of the market is and fee-for-service they’re not interested in 
sharing the expense, they don’t see the value back.  
 
The health plans who would capture the majority of the value in terms of reduced redundancy 
and cost aren’t interested in paying. I would speculate that the likelihood of our HIE being 
successful and still being around in 2020 is pretty low.  
 
Unique patient identifier I think you’ve heard about this earlier and I mentioned the complexities 
just within our network. Having a federal health unique patient identifier would greatly simplify 
the ability to provide seamless care in one record for patients both across delivery systems and 
across time.  
 
Behavioral health privacy and privacy for some other protected conditions like substance abuse, 
HIV is becoming a barrier to integrated comprehensive care especially with behavioral health 
parody from a funding and benefits perspective. It doesn’t work if there’s a separate record for 
that. We realize that a significant portion of our chronic disease patients have behavioral health 
issues and are working hard to integrate behavioral health into our medical and surgical 
services and increase access, but the privacy issues are a barrier.  
 



86 
 

Vendor resistance, you know, there’s technical resistance from vendors in terms of 
interoperability but there’s also financial resistance, exorbitant fees being asked in terms of 
creating interfaces so that we can get data pulls out of a variety of records into our data 
warehouse as well as pushing alerts into those. It would be nice to see some of that go away.  
 
We heard just before from Jim about some of the importance of demographic and 
socioeconomic data. We’re trying to integrate that into our data warehouse and think it’s going 
to enhance the ability to do risk stratification and predictive analytics.  
 
And lastly, post-acute facilities, I mentioned how much higher the census is in post-acute then 
acute and there has been little focus on standardized approaches for documentation and 
electronic records and data transfer with the skilled nursing facilities with that. 
 
So, I look forward to the questions to the panel and conversation that will follow. Thank you for 
the opportunity.  
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
Okay, thank you very much and thank you to all three panelists. Let me reflect back a little bit of 
what I’ve heard and then I’ll turn things back over to Paul to carry on with the discussion. So, I 
certainly heard some important and resounding themes that were also discussed somewhat this 
morning, but certainly with a unique twist.  
 
Certainly, the universality of the benefits of building on what we have and using that to leverage 
progress, the high human touch, the power of the patient phone call, other kinds of direct 
communications with patients, team approaches with focus that helps facilitate the results. 
Value in embedding functionality into an organization’s own system where possible, a link, if you 
will, makes it look like they’re staying within their own application and having assessment tools 
that are integrated where ever possible to and maybe some progress that could be helpful in 
that regard.  
 
I think this is our first example of hearing of an attempt to leverage the CCD so kudos for that 
attempt and there’s indeed additional work to do in that regard. We heard that registries can be 
important drivers of improvement so again, the ability to put those in place and have them 
available to all of those would like to participate in improvement of care.  
 
Collaborations with HIE community resources and those who accumulate community resources 
and share those back with those who would like to be able to help. Continuity matters but I think 
this is probably the first context where we heard it broken down into the issues of individual 
management and relational and I think those are important to be able to distinguish.  
 
In terms of suggestions, hearing about the importance of interoperability standards once again 
was I think a resounding theme. The unique patient identifier again, vendor resistance, technical 
and financial certainly can be an issue in ways to help overcome those I think are underway and 
then the value of mandatory sharing of information for those who are federally funded to have 
social service programs available probably would be a helpful driver. So with that, let me turn 
back over to Paul and go from there. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
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Thanks, Mike. I think that was an excellent summary. A couple of issues I think we’re going to 
have to talk about I mean one is that shall not be named and the other is this universal, gosh 
through all of these panels the social service resources, in other words, resources that are 
already there that are covered by 2-1-1. Everybody’s asking for that. We do have 2-1-1, what do 
we need and what will it take to get there? There are actually a couple companies that I’m 
aware of that are trying to actually do this in various…I mean, obviously you have to pay them, 
but have you looked at other ways of getting that data acquired and maintained or is that a 
public good? How can we attack this universal need that appears? 
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
I’m sure San Diego, like I say, by, you know, kind of by force of nature ended up actually 
demonstrating the potential of an enterprise like 2-1-1 to actually provide these services, 
but…and little by little the County of San Diego has understood that there are things that 2-1-1’s 
can do better than they can and so for example all of the insurance, the Medi-Cal insurance is 
actually contracted with 2-1-1 and food stamps 2-1-1 is contracted with them and so they’re 
becoming this organization that fulfills essential functions in a community and how can others do 
that I don’t know.  
 
We weren’t the first ones to come up with this idea for example of how individuals who are in 
homes seeing problems all the time, fire fighters and paramedics who are going repeatedly to 
grandma’s house over and over to put her back in bed knowing she’s going to have a hip 
fracture but having nothing really to say or do about it until could actually push this call to a 2-1-
1 center that might actually be able to help her out. That was actually I think Broward County 
had that idea three years ago in Florida of using, kind of United Way, the 2-1-1 to be able to be 
the gateway in for services. 
 
So, the discussions ultimately kind of come from the same sort of chemistry that I think brought 
it together in our arena which was that HIE saw a particular function that 2-1-1 leadership 
understood their potential, believe it or not 2-1-1’s across America are very excited about trying 
to get into this arena we’ve probably just not spoken to them maybe to the degree that we could 
have. 
 
And, you know, other key stakeholders that are kind of looking at how population-based health 
and the governance structures of population-based health are going to be defined in the future. 
And I think that’s just…it’s this recognition, this is the 21st Century we need some new faces in 
the room and 2-1-1 clearly is a powerful way to be able to bring a consortium of multiple 
community providers. I mean, we literally have got 6000 different organizations to which they 
can touch individuals and provide services. So, I don’t have a pat answer but it’s the chemistry 
that comes together when people really know which key stakeholders need to be in the room. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Are they government funded, is it a government organization? Is it government-funded? Who is 
funding them? 
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
They often times start with…no, they’re not government funded but they…well, as I say they do 
contract for a lot of services in our community but actually there are a lot of, you know, grants 
and other sources of funding that keep them afloat and thriving from Qualcomm to San Diego 
Gas and Electric there’s nobody in San Diego who’s leadership actually, you know, has more 
credibility really that the 2-1-1 Center in San Diego. 
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Our Executive Director, John Ohanian, has known essentially the mayor and everybody in town. 
So it’s a valuable and some a unique entity but like I say, Los Angeles is doing something very 
similar. And they carve out particular niches. They don’t claim to do everything but, for example 
they have Veterans doing nothing but taking care of Veterans and returning military issues and 
they’ll provide that as a specific product line or health navigation as a specific product line. 
Breast health is another example.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Other comments? Norma? 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
Sharon I’d like to address a question. You said your data goes to RHIOs, did I hear you say 
that? 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Yes. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
And so can you say what happens there and how that is shared it that…because you have a set 
of data that’s kind of in between medical care and social the way we’re describing social care. 
It’s still healthcare that needs to be delivered so there’s probably a part of home care the 
traditional thing that we think about home care post-acute care that’s offered in institutions or at 
home, but so your data goes someplace and it goes to RHIOs. Does it go back into other 
providers or could it? 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
It could. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
And answer to the same question that’s being asked. I just don’t want to lose those kind of data. 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Well, I think that the social data that gets collected when the nurse has this outreach phone call 
gets incorporated into her care transitions note and it also is discrete data in the laboratory 
section. So, when the CCD is produced it brings both the care transitions notes and also the 
discrete data, it goes to the RHIO as a push and then they send it to their clinical data 
repository.  
 
From the clinical data repository it’s available to anyone who’s part of the network. Right now 
they have to…they’d have to do a lookup for that information, but when it started to be there 
systematically I think that it could be accessible to just about anyone. 
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And when we talk about looking at what happens between the acute hospital and all of the other 
kinds of community health care organizations for people who are recently discharged, being 
able to see this and see this in people who go back to the hospital again and again and you can 
start to see what’s happening with their social information and track it over time this is when the 
system starts to become a lot more powerful. 
 
And I’ve been working very closely with acute care hospitals in the region talking to them about 
how can we make this data more accessible to you and how can we build a partnership with 
what’s happening out in primary care because right now at least in nursing, I think, there’s no 
communication at all that occurs between the acute hospital and a primary care it’s really just a 
discharge summary that’s the medications and whatever happens medically to the patient.  
 
So, for example in primary care you have no idea what teaching was done in the hospital unless 
the patient happens to bring some of that information to their primary care visit which I would 
never expect to happen. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
So, there’s a lot of opportunity there. 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
A lot of opportunity. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
Do you have a couple recommendations that might encourage that, might incentivize that? 
You’re on a particular grant right now right? 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Yes. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
So, I’m always interested in what happens after the grant runs out.  
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Well, I think that… 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
But you don’t have to answer that part, but what would be some of the… 
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
I think that the…where I see…this was always a demonstration project so that what we think is 
going to happen is that we’ll be able to deploy this regionally with a little bit of training of the 
nurse care coordinator on how to collect this information and what to do with it and that then 
once we start to have it happening with these people who are high utilizers there is going to 
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start to be exchange across settings which…you know it seems we’ve been talking so much 
about technology but so much of healthcare is this person-to-person stuff that has to happen 
and the transition for the patients and the handoffs between nurse-to-nurse is really critical 
information that right now gets completely lost in the electronic health record and there really 
are big opportunities there. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
Could I ask one other question that’s always on my mind is sometimes we’re always thinking of 
this as medical care for the patient that to get better that in the real world doesn’t happen. We 
have people going to palliative care, into hospice care. Does your transition of care…have you 
had any experience with also accounting for that part of care?  
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Well, I think the end-of-life question becomes really interesting because we’re talking about a 
very frail population of patients, right, so the people who are going to the hospital frequently and 
have heart failure and all of these other really complicated medical problems, they are getting 
closer to death and so one of the things that happens with the outreach phone call is that you’ve 
got an opportunity after the person has been discharged from hospital to sort of reassess what’s 
going on.  
 
It’s a perfect place for thinking about do we need to have an end-of-life discussion and 
transitioning the information that goes from the primary care and bringing in links to hospice 
care and palliative care again would be a perfect opportunity that too often is left to be 
something that happens in hospital where they really don’t know the person very well. They 
don’t have that long history with them and they’re so focused on curing the disease that quite 
often we wait way too long to ask people what it is that they wanted to have happen at the end-
of-life so it’s way of integrating some of that knowledge about who the person is across the 
continuum.  
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
Thank you. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thanks. Art? 
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Yes, Sharon this is for you also. I was reading just…thank you first of all for the presentation all 
of you. I was reading a little bit about a standard that the American Nursing Association had 
proposed and it’s interesting that you have here this patient centered assessment methodology 
for Minnesota because I think that Minnesota just adopted that standard called Omaha for 
Nursing.  
 
And I was wondering since you’re so focused on how a nurse would communicate to another 
nurse in a different…in a transitional setting whether the current standards that ONC has 
promulgated are sufficient to allow nurses to communicate well in these transitions or whether 
there’s a need for a more specific standard for nurses to share that information across settings.  
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And I also thought it was interesting that Minnesota this past year adopted that standard. They 
were going to use that in their eHealth initiatives. Do you have any comment about that?  
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Yes, so it’s a really interesting question. Part of the problem with a nursing ontology like the 
Omaha system is that it’s viewed as a nursing ontology and so that it allows nurses to talk a lot 
more articulately to each other especially nurses that are out in the community where care is 
very different than in the acute hospital. 
 
But what I think the downside of it is that it is seen as a nursing terminology and that it doesn’t 
facilitate the inter-professional team. And especially in a community-based setting really 
speaking the same language as the physicians and the social workers, and the physical 
therapist, and all of those other people is really important and having a separate ontology is 
problematic.  
 
So I think that what would be ideal would be for the Omaha system to try and be integrated 
more with other things like SNOMED or whatever so that it doesn’t just stay a completely 
separate nursing language and it still allows that kind of communication across the team while 
retaining some of the richness that nurse speak has.  
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Thanks.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Great, any other comments or questions? Okay. Go ahead, Jim.  
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
Could I just make one point?  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Yes. 
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
Again, if we’re all done with the regular questions, thanks. I just wanted to maybe discuss one 
brief technologic issue that we’ve been using with some success in San Diego on dealing with 
chronically very complicated people and I would define those as the most complicated people in 
the City of San Diego and that is a system that actually AHRQ has identified and we are one of 
their best practices and it’s an EMS model that people don’t tend to think about too often.  
 
But again, you’re seeing ambulance systems around the United States that are moving rapidly 
to wireless technologies and they’re in literally hundreds of thousands of millions of people’s 
homes and they see things all the time about which they have had no opportunity until now to 
do something. 
 
Now one of the things that we harnessed as a consequence partly of being a Beacon 
Community and because we were wireless adopters of electronic health records very early on in 
the fire and EMS system, we implemented something called an EMS hub as a part of the HIE 
and by that all information traffic live real-time data is flowing toward the HIE. And in the future 
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we hope to have that bidirectional. The hospitals currently don’t give us back ADT feeds but 
those will be valuable. 
 
But one of the things that we thought of that was I think interesting and I remember when 
Farzad Mostashari saw it a couple of years ago he was impressed by the idea that we filter that 
information live as it’s coming and we actually use algorithms to identify individuals, to identify 
patterns and to identify problem types and using logic that actually searches within the 
electronic health records of what essentially amounts to probably a million files over the last few 
years. We know what kind of problems people have. So we can identify by the week, by the 
month and by the year who is the most frequent user of this city’s ambulance system that’s 
homeless, that is mentally ill, that is over the age of 70 and who has fallen down again.  
 
And by using that kind of search strategy in real-time and identifying…and then going out and 
we actually consent people because we identify who they are and we go and say we’d like to 
become part of your care team you are now…and the care team consist of the fire departments 
or the CIE that I was describing earlier consist of these first responders and we have a team of 
five community paramedics who literally go out and consent those individuals to agree to a care 
plan. 
 
Now what that gets you along the way is an alerting system so that you can identify in real-time 
within about three minutes of when that individual calls the ambulance, you can alert their case 
manager that they are actually in the field.  
 
And what we plan to do through a pilot project with the State of California is to actually intercept 
that call with a mobile team and go out and actually execute the care plan that’s embedded in a 
street sense or embed in, excuse me in the CIE to follow the will of the doctor himself or herself 
for that patient. 
 
Our number one patient last year was somebody with schizoaffective disorder who called over 
150 times and the psychiatrist when he found out that we could notify him that his patient had 
called was ecstatic because it gave him an opportunity to intervene for the first time in real-time 
with somebody who would otherwise go to an emergency department and be tied up for literally 
hours and hours.  
 
We can stratify our people and we do by frequent super users and mega users and our 
approach has been similar to the way the National Health Service went about solving 
homelessness in downtown London years ago which is go and fix the worst person first and 
you’ll get the most knowledge and the most bang for your buck by the experiences.  
 
That’s why the CIE’s first use case is all about super using 9-1-1 people. It is not to try to solve 
homelessness although it is playing a very important role in that and I would just point out to you 
that we stratify the patients who then get housing first in our city.  
 
We’ve also been a demonstration project using data from EMS and the police department, 
incidentally, who are fantastic social health providers in the community, to show who should get 
housed first in an economic analysis in just 25 people and the savings and I’m not talking about 
charges, but the savings were nearly 3 million dollar across the region to be able to take those 
25 people and put them in comprehensive housing and then provide a ring of comprehensive 
services. 
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So that starts to get to the whole notion of using these data to try to create a sustainable 
business plan for the region and one way to do this is to show the business community that 
you’re actually saving them money, that you’re keeping tourism in downtown San Diego, as 
opposed to homelessness causing it go away, you start to develop the governance structure or 
at least the theory behind what health has to do in order…health care data has to do in order to 
solve bigger social issues.  
 
And we need those participants so you literally need the mayor who is very engaged in 
Obama’s, you know, campaign to try to eliminate homelessness in the community and why are 
you doing that, well, we…it’s got an economic downside to our community. Well, guess what it 
also saved 2 million healthcare dollars over here. So all of a sudden the two sides of the coin 
become very, you know, recognizable to people based on what they’re really seriously 
interested in.  
 
So, I just wanted to point out to you that this real-time analysis I think is probably the first real-
time public health analytic that’s available. The Defense Department is very interested in this. 
Asper is very interested in this kind of technology because you can identify in the ambulance 
right now who’s at risk of 30 day re-admissions and notify somebody about it. You could tell 
anybody you don’t have to wait till tomorrow to get an ADT feed if you are linked to a hospital 
system your ambulance becomes the real-time eyes and ears of the community or other 
entities. 
 
Now this sounds a little outside the box, but in fact I think it’s a legitimate thing worth testing and 
so back to what others have said, is, you know, it would be wonderful to kind of test some of 
these innovative hypotheses so hopefully that would be one of my other recommendations is 
that real-time, you know, innovation projects like these that would be rapid cycle and be able to 
show the potential, because these are scalable to all communities.  
 
Everybody has the most expensive 25, 100 or 1000 people in their community. We have 1000 
people in San Diego alone who call an ambulance six times or more a year. Those people are 
not homeless. Those are just chronic people who have problems and we can identify and 
approach those people very quickly across a population not across an individual insurance plan.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Very useful and it goes with the theme of use what we have. In my day job we support seniors 
aging in the community and one of the projects we overtook was…I call it signal detection. The 
signals are there it’s just collecting them and then making use of them which your story is a 
good example of. Any other final questions for this panel? Norma is your card…yeah, go ahead. 
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
Yes, I feel that I would like to make a statement and to answer Arthur’s question, which I think is 
a good one if I might just read it into the record about nursing terminologies. You know I think 
goal here for all of us is interoperability of terms that we use. So there are terms that nurses use 
to describe the kind of care that they give to patients from what’s going on with the patient to 
what they’re going to do for the patient.  
 
I think the goal is that terminology has to have descriptions, a concept and the a value just like 
everybody else’s does and so not only did the one that you mentioned, Omaha, but there are 
several other terminologies that have been mapped into SNOMED at least at one level, so if you 
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go into SNOMED you can see the terms that are used by those nursing terminologies and 
actually people are finding them and using them without even realizing “they were a nursing 
terminology.” So, I think that’s the goal because it should evolve around the patient and not 
around the provider. 
 
I mean, someday we’re going to get to that point to say how do we describe what the patient 
needs and then work out and we happen to be a nurse or physician, or a physical therapist 
we’re going to be able to pull that data and it won’t be isolated like we want it now.  
 
For specialist we really want…I was telling somebody…I was an eye specialist the other day 
and boy he wanted just his, nothing else but just that, and so we still have those silos, but I think 
with nursing they cut across so many groups in every place hospitals, nursing homes, home 
care and so they struggle every day with trying to get the terms that are useful to them and they 
are the ones that also do a lot of interpretation from the patient. They know, they’re living with 
the patients practically in the hospitals and in homes, they see them.  
 
So my goal is what’s needed is interoperable terms that are understood by all stakeholders 
including the patients and the families. We shouldn’t have isolated sets, but we can have 
isolated sets as we discover our knowledge and then we can put it into this bigger dictionary but 
we shouldn’t keep it out as a whole. 
 
So, I just had to say that because I was so glad you asked the question. Most of the time in our 
conversations here we go from physicians and the medical care model and then we jump right 
over to the social determinants and the social model not realizing that there are 3.1 million 
nurses out there every day who struggle to give care to people in every corner of this country 
and do not have that capability of getting that piece that’s missing in there. So, I need to speak 
on their behalf. So, thanks for asking the question and opening the door. 
 
And I hope we’ll continue to do that even though they aren’t eligible providers all the time except 
if they’re advanced practitioners but we’ve got to deal with their data needs if we’re going to deal 
with patients and their needs. Thanks. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you and do we have any…the two recommendations you’d like to pass onto us as we 
contemplate the things that we would like to recommend back to the Secretary and the 
Department?  
 
Sharon Hewner, PhD, MS, RN – Assistant Professor – University at Buffalo School of 
Nursing (SUNY)  
Well, I think that one of the things that I think is really important is figuring out how to filter the 
information that we send down and make sure that it really can assist in supporting decision-
making at the clinical site. To give too much information is worse than giving none at all and it’s 
not entirely clear to me who should filter or how it should be filtered, but to give it as a data 
dump doesn’t really help. 
 
And the other thing is that in thinking about the social determinants of health I would make a 
plea that we keep that really flexible. That we have areas that we want people to address in 
electronic health records, but that to really quantify them or select just one way that we’re going 
to measure them or how that information is going to be collected makes it really hard and 
people are so complex and when you leave…start with an open ended question and just say “so 
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tell me what’s going on with your life, what are the big problems” you learn so much more than if 
you ask a single directed question and I would hate to see that happen.  
 
James Dunford, MD – Professor Emeritus – UC San Diego School of Medicine 
I guess I can get two more. The first thing I would just say is from an emergency department 
perspective, and remember that over half of all admissions to hospitals in the United States 
today come through the emergency department and that number is growing, the role of the 
emergency department is becoming more and more of a staging area to identify what’s the 
matter with somebody. We’re the only place…and therefore the full array of informatics needs to 
be available for the emergency physician to make it the most intelligent cost-effective decision.  
 
We have access to same day MRI, ultrasound, CT, angiography. We can find out pretty well 
what’s the matter with somebody today. The real question then becomes where do they 
have…where are you going to admit them if they need to be admitted and there are at least 
50% or more of patients in my estimation that can go home if they had a home with the right 
resources.  
 
So these data that we are aggregating here need to be real-time available to the individuals to 
determine whether this person is admitted for IV antibiotics or whether they can go home and 
within a couple of hours actually have the same services brought to them. And I think a lot of us 
see that opportunity and the future of hospitals further reducing admissions to hospital for the 
ward admission in favor of a place that we know and can trust based on the social information 
that we have at hand when we make that decision about whether somebody gets admitted and 
this would be whether they’re the oncology concept right now of the patient referred to 
emergency department who’s got nauseous and vomiting where really the patient…the only 
recourse on a Sunday is to admit that patient but if we knew that the social environment was 
more favorable we would be able to have a nurse and go out there and within two hours give 
the same level of care and save and awful lot of money.  
 
So, I think the informatics systems that we’re developing have to be tailored for who’s really 
going to use them that are going to make big cost differential issues and frankly the emergency 
department is making more of those decisions than anybody in the country right now.  
 
And the only other thing that I guess to reinforce is this notion of population health and how you 
can help that to move. There are no real…there are no measures today I see that actually 
reward communities for thinking and performing to best practices for population health and we 
need to have those because that will incentivize the governance structures of regions to be able 
to pay to perform to the best of their ability across ACOs.  
 
Right now the focus is really on ACOs themselves trying to organize but if we want an 
accountable care community those ACOs have to collaborate for the people in the middle that 
don’t have the best of the benefits and so we need measures and we need good measures and 
then those become…that becomes the pipeline that NQF endorses that says this county, this 
state is achieving the metrics that want and will share in the rewards of providing that kind of 
population-based health care which just doesn’t exist now.  
 
And so I think anything we can do to try to develop those metrics of person and centered care 
that reflect on a community’s commitment to the humanism of all this and reflect the economics 
at the same time will be a great advantage. Thanks. 
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Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you and Lee do you have a couple for us? 
 
Lee B. Sacks, MD – Executive Vice President, Chief Medical Officer – Advocate Health 
Care 
Yes, I’ll go back to my opportunities and be maybe politically incorrect but simple and direct. 
Patient identifier and interoperability so that we can build on the systems that we have and not 
have to invest huge capital to change and let the clinicians and hospitals and, you know, post-
acute providers use what they have, but yet see real facts in real-time.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Good, thank you very much and I want to thank the panelists again for an excellent panel.  
 
Applause 
 
Okay. What we’re going to do is we’re going to open up for public comment before we sort of 
summarize the day. Just to remind you we’re going to have some thoughts on what we heard 
today, sleep on that tonight and tomorrow we’re going to start focusing on recommendation 
topics and I think we actually will try to cluster those into just a few instead of 20 and we may 
breakout in small groups to sort of drill down more. So at the end of the day, end of tomorrow 
we want to have some concrete actionable recommendations.  
 
So as we open up to public comment be thinking, I’m going to run the room and ask for a couple 
of your summary points.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
As a reminder for those in the room please come up to the table, public comment is limited to 
three minutes and I’ll turn it to Alan to open the lines. 
 
Public Comment 
 
Alan Merritt – Interactive Specialist, Digital Communications Services – Altarum Institute   
If you would like to make a public comment and you’re listening via your computer speakers 
please dial 1-877-705-6006 and press *1 or if you’re listening via your telephone you may press 
*1 at this time to be entered into the queue.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Go ahead. 
 
Carol Bickford, PhD, RN-BC, CPHIMS – American Nurses Association 
Ready? 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Yes, go ahead.   
 
Carol Bickford, PhD, RN-BC, CPHIMS – American Nurses Association 
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Carol Bickford, American Nurses Association and I’d like to speak to Mr. Davidson’s comment 
or question related to nursing terminologies inviting consideration that perhaps we need to open 
the conversation about standardization for other clinicians and other consumers as to what 
might be described as their care. 
  
Unfortunately, when nursing terminologies were developed it was to identify concerns that 
nurses had about their healthcare consumers so basically our terminologies reflect 
conversations and discussions, and phenomena, and concerns related to the person who is 
receiving care or the population. So it has been label nursing terminologies but in reality these 
are common standardized discussion items concerns, concepts that describe our healthcare 
consumers and their care.  
 
They are being mapped into SNOMED so that gives you the opportunity to look at the concepts 
but much of the richness from the nursing terminologies world is the relationships looking at 
diagnoses, interventions and outcomes.  
 
There are no terms for outcomes in SNOMED. We have them in the nursing space. So a 
consideration of perhaps looking at the terminologies that describe our healthcare consumers 
developed by the nursing realm may have value as we’re moving into this pay for value.  
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Thank you. Go ahead Fred. 
 
Fred D. Rachman, MD – Chief Executive Officer – Alliance of Chicago Community Health 
Services 
Fred Rachman again, I just want to reinforce this conversation about nursing concepts and 
nursing terminology, you know, as we were talking about care plans, you know, there is this 
unbelievable tradition of a very, very rich set of domains around care planning and so I just 
really encourage this discussion to go further and leveraging that body of work. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Thank you, Fred and it looks like we have no public comment on the phone.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay. Let me run around the room and just see…I mean, you don’t have to say…but especially 
towards the end you run out of two additional things but some of the things you may have 
learned or assimilated from today’s discussion would be helpful just to get us thinking. Start 
over…Jen you want to start off? 
 
Jennifer Covich Bordenick, MA – Chief Executive Officer – eHealth Initiative  
Sure. First of all I think it was really inspiring to hear a lot of the different panels today. One of 
the themes that I kept hearing is that we’re really thinking about different data sources right now, 
you know, we heard about the grocery store, social services and it’s not just about pulling it from 
the traditional EHR, but rather how do we get to these different data sources and find 
correlations between them and they’re not plugged into our establishment right now. So I think 
it’s a whole new set of questions.  
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Something that…I’m not sure who just mentioned this, but was about metrics that reflect a 
community’s commitment and we haven’t really gotten at that at all and I think that that’s really a 
critical piece here for success moving forward. And those are the two things I was thinking 
about. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you. Marty? 
 
Marty Fattig, MHA – CEO – Nemaha County Hospital (NCHNET)  
A couple things, first of all I thought it was a great day and just excellent information. To me one 
of the things that really came across loud and clear is in our last phone call we had a brief 
discussion on care planning and that whole thing and I think the conversations today just 
confirmed that this is a direction we need to go. It will be a tough hill to climb but I think it’s worth 
the effort.  
 
The other one I think I heard loud and clear from a lot of the different people that were testifying 
today is we need to be sure, to the best that we can, to make sure and leave flexibility in the 
work we do so that people can innovate as they move forward with stuff.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Good, thank you.  
 
Terrence (Terry) O’Malley, MD – Medical Director for Non-Acute Care Services, Partners 
Healthcare System – Massachusetts General Hospital  
And I’ll add a couple of other issues to the pot, but I think one was sort of what at the federal 
level will help this process and I think the work on a uniform process for patient identification 
and individual identification, and sharing which probably is going to be a federal standard and 
the other are standards around the exchange of protected health information and how that can 
be clarified for states. I think those…those are sort of two big barriers that I think need to be 
pushed up to the top and so I’ll leave it at that. 
 
Charlene Underwood, MBA – Independent Consultant  
This is Charlene Underwood. I think it came through loud and clear that we don’t have to share 
all of the information about everyone, every place it’s more important to share the right 
information at the right time with the right person, especially real-time where we can. So, in light 
of that in some cases where we build standards by committee we tend to over engineer them. 
So I think there’s a little bit of a tension between how do we really get grassroots experience 
with the standards that are emerging to bring them to the table to standardized across our 
nation before we actually, you know, mandate them. So, again, I think that’s a piece that we 
have to be conscious of as we make recommendations.  
 
The other point I think that came across really clearly is this is really about communication. So, 
where we can leverage existing communication infrastructures, build on existing communication 
infrastructures that’s going to bring value to the overall process because you heard that pretty 
consistently across, you know, all the panels and again the panelists I think…it was an inspiring 
day and I appreciated being here.  
 
Ginny Meadows, RN – Executive Director – Program Office – McKesson  
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This is Ginny Meadows. This was a really great day. Wonderful stories in ways that people are 
leveraging Health Information Technology to do really innovative things in the community. Kind 
of building on what everybody else has said already I think one of the things that I heard real 
clearly was that it’s not enough to have an HIE or EHRs but we also really need to think about 
how we do data analytics and how we have a warehouse or something that actually pulls all that 
data together and more importantly have resources that can actually utilize that data.  
 
In kind of thinking about that it brings to mind that a lot of these larger organizations definitely 
have those resources but when we get into some of the small community-based hospitals and 
healthcare organizations they’re probably at a disadvantage right now to understanding how to 
do that. So, I think that’s one thing.  
 
The other thing I thought that came across in many of the presentations was the lack of funding 
to continue this work. A lot of these programs were started with grants or innovation programs 
that help fund the initial efforts but I know that funding always becomes an issue and so thinking 
about how we really step back and think about the ways that this could be funded by driving the 
changes in payment and looking at how we can pull from one area to fund some of this 
important work.  
 
Neal Patterson, MBA – Chairman of the Board & Chief Executive Officer & President – 
Cerner Corporation  
Neal Patterson. It was actually a very fun day. Seldom do we get to basically go to the outside, 
kind of the outer boundaries of healthcare and I don’t think we touched them all, but it clearly 
makes the point that there’s a whole ecosystem of information that is outside of the EHR even 
though we tend to spend collectively most of our time thinking about the EHR.  
 
And so there’s a whole ecosystem of information that’s extraordinarily relevant and powerful 
that’s living above the EHR, but, you know, as of last week I think we had our first national 
conference on precision medicine and there’s a whole ecosystem of very powerful information 
that’s actually below the EHR. So, we need to be systems people as we think in terms of 
systematizing healthcare.  
 
So, I think there’s been a…it’s been a great discussion, you know, and I think Lee Sacks 
is…he’s building an enterprise-based set of data above that EHR too. So it tells us that we have 
to be very thoughtful and make sure we step back before we step forward in making decisions 
around the policy in this country. 
 
And I was personally pleased that ID and interoperability…I mean if there is such ecosystems 
identification and the need for true interoperability in this country even becomes more profound 
of a need.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Chisara?  
 
Chisara N. Asomugha, MD, MSPH, FAAP - Acting Director, Division of Population Health 
Incentives & Infrastructure – Centers for Medicare & Medicaid Innovation  
I’ll pass. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
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Okay. I’ll echo what’s been said, one of the things we haven’t explicitly reset is the social 
determinants or at least call it that way and it falls with the data it’s not all data it’s just the right 
data and it turns out social determinants which just involves talking…a person talking to a 
person, that was mentioned by Sharon, is pretty cheap and very powerful and you don’t need to 
spend a dime on the interface, you have to put it into an EHR which hopefully will become an 
EHR soon, but that’s very powerful and it goes back to the whole pharmacy when the…it’s like if 
Katrina washes away everything you just have claims data and medications. It’s pretty powerful 
to just look at the data you have hidden in plain view. 
 
And the other, I’ll just re-emphasize this it was phrased as dynamic shared care plan. Dynamic 
means a lot of people can edit it including of course the person and people around that person. 
But some very powerful ideas and we’ll talk about how to find resources to deal with that 
problem as we promised. Devin? 
 
 
Devin M. Mann, MD, MS – Assistant Professor – Boston University School of Medicine; 
Attending Physician – Boston Medical Center  
Thanks. What I heard is a lot of amazing work going on for a lot of things that we need to do and 
one of the parts that always scares me is how much more work we need to do.  
 
And so when I hear of more systems we have to put together, more documentation we need to 
do, more screening we need to do that makes me very nervous with the unbearable amount 
we’re already doing and that’s why I was pretty inspired by the stories from Alaska actually I’m 
glad he stepped back in, because when he was talking about using the patterns to actually have 
us do less work just more efficiently that’s really the only way forward for me, you know, when I 
think of how we’re rolling things out, you know, and it made me think about how some of these 
systems really need to maybe bake that in from the start and really be careful about jumping to 
the usual kind of “well, we’ll put these five more screening checks in, in order to apply the new 
system here or there” and rather, you know, use that data to essentially use the system far less 
because if we don’t then I don’t see how we can really bring on this new work for care 
coordination on top of the work we’re already not doing.  
 
Arthur Davidson, MD, MSPH – Director – Denver Public Health Department  
Yeah, this is Art Davidson. I echo a lot that’s already been said, the NPIs is crucial. I think that 
the earliest panel that we had really spoke to sharing the record. Today I actually think I heard 
about an EHR compared to what I think are EMRs that’s all we’ve lived in for these last five 
years and if we could really get to the point where as the Institute for Family Health a sharing or 
that PCCI sharing the information with these social service agencies is an incredibly powerful 
tool and that could play out in any one of these venues that we’ve spoken about, it could be San 
Diego, it could be elsewhere.  
 
So I really think that was remarkable to hear about that and the thing that I’m still concerned 
about is this how do we describe the social determinants data, how do we actually record these 
resources and make them available at the point of care? 
 
Cheryl Damberg, MPH, PhD – Senior Policy Researcher – Rand Corporation  
I just want to reiterate that this was a really exciting day to hear about what so many different 
communities are doing to try to advance, you know, concepts that we collectively think are 
important to advance. So I really appreciate everyone’s time to pull this together the ONC staff 
as well as the communities that presented. 
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I think I came away with the sense today that this all feels very organic and that organic can 
actually be pretty good in this space and I was pretty impressed with what people have been 
able to do without more sophisticated tools and I guess it helped me understand that, you know, 
there’s this tension between having more prescribed, you know, solutions versus some flexibility 
and so I think we’ll need to stay sensitive to that to allow people to really innovate and show us 
alternative ways to accomplish the same goals.  
 
But that said, to reiterate what some of the folks around the table have already said, I do think 
that payment policy it is important lever here and should not be overlooked because I sense that 
there’s a huge struggle with how to get this paid for, how to build it in as part of, you know, the 
daily business model. And then I guess secondly in terms of the things that I guess federal 
policy can affect it’s around, you know, the patient identifier and helping people understand sort 
of legally what can be shared.  
 
Mark Savage, JD – Director of Health Information & Technology Policy & Programs – 
National Partnership for Women & Families  
So, Mark Savage, from what I heard today I was struck by how much has already being done 
around social determinants of health and it is more than I had understood and not just social 
determinants of health but also social services, community resources. So, it was very good for 
me to hear. 
 
What I wish I’d heard more of was more about integrating the individual into the advanced 
health and healthcare models both in the care planning, care coordination and in the use of the 
Health IT tools not just EHR but whatever the Health IT tools and that strikes me as an area for 
further reflection.  
 
Michael H. Zaroukian, MD, PhD, FACP, FHIMSS – Vice President & Chief Medical 
Information Officer – Sparrow Health System  
So, Mike Zaroukian, I’ll just take that up a notch. That was clearly one of the things I heard too 
that we need to have basically a relentless effort to be individually centered and individual and 
patient facing with regard to the ability to be part of and populate longitudinal care plans.  
 
As a primary care physician I had this vision during one of the conversations about being able to 
subscribe my high-risk patients to a push notification where even beyond the EMR I find out if 
the cardiologist across the street has changed the medicine or I find out that a social agency 
has provided a service that my patient can benefit from so I can call them myself right back and 
say “I really endorse this idea or don’t do that” or whatever and have that all reconciled.  
 
I also found the discussion intriguing prospects of creating maybe a roadmap of standards and 
CEHRT certification the fact that some people have been able to use EHR systems that they 
have to open them up to various entities and social services groups and whatever, who I think 
traditionally haven’t had access, and to be able to start expanding beyond that 20% we consider 
medicine and start using it for all the potential people who could contribute to it and I think we 
have the puzzle to solve about how to make sure everyone has the right roles and security 
points and so on, but certainly with all of the billions that we’ve invested in EHR technology to 
be able to take additional steps with standards and certification of those systems to allow them 
to play a bigger role in communities where that is accepted as one of the uses I think would be 
useful.  
 
Janel Jin – Centers for Medicare & Medicaid Services 
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Hi, Janelle Jin with CMS. I think what I was struck by the most is that there is a collective need 
and a desire for certain data elements that would make analytics and predictive tools much 
easier but there is regulatory pressures of HIPAA and SAMHSA that make that very difficult and 
are very confining for the market and so I think what would be imperative is to figure out how we 
can actually support true innovation, more software development and, you know, get the Silicon 
Valley involved to make Health IT truly supportive for the kind of population health management 
and coordination that we are all striving for.  
 
And the other thing that I think I was left with is about how incredibly challenging but also how 
much potential there is in using the data that we might already have to identify the right patients 
and the right population for the right services and, you know, speaking from the Medicare’s 
perspective of incredibly challenging and, you know, we have this trove of data but we don’t 
really know how to use it correctly all the time.  
 
Laura Sessums, MD – Director, Division of Advanced Primary Care - Centers for Medicare 
& Medicaid Services  
I think I’ll be the echo of what many people have said and that I was expecting this to be a very 
engaging meeting, but found myself unable to multitask because there was so much that was 
being said that I really needed to pay attention to.  
 
Unintelligible   
 
I think that, you know, we’ve been thinking a lot about engagement with community and social 
services and it’s awe inspiring to see what people are really doing out there and how they are 
cataloging and this is the part that seems so difficult to figure out is what are the services out 
there, what are the needs the patients have and how do you connect them and collaborate with 
them. 
 
And there is so much going on I feel like we need sort of a catalog of what all the people are 
doing out there to solve this. But clearly there some that talked today that are really doing 
amazing work and certainly the things others have mentioned which is sort of a safe harbor to 
experiment in this space I think is really important and the identity matching, data collection and 
how to share it is a huge issue. 
 
But I was impressed with so much of the work that people are doing to try to prioritize the data, 
minimize the documentation and just reduce the burdens of using the data that’s already there 
or getting new data into the system. 
 
And I think the other thing I was really struck by were the care plans which seems like a nut 
that’s so difficult to crack and surprised to hear how much work people are doing now on care 
plans and agree with the comment earlier about how we really need to focus on the patient 
facing and a patient involvement in the care plan development.  
 
Kelly Cronin, MS, MPH – Director, Office of Transformation – Office of the National 
Coordinator for Health Information Technology – Health & Human Services  
Hi, Kelly Cronin from ONC and I’ll just offer a couple observations mostly to connect what we’re 
hearing a lot from states and communities as we work to try to coordinate a lot of what we’re 
doing to advance interoperability with delivering payment reform and hopefully this will help 
connect the dots for you tomorrow.  
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You know we work a lot every day with SIM states and many of them who are from those states 
were here today and we heard testimony from, but, you know, New York, Vermont, Minnesota 
that are pursuing sort of a community-based model that is a service delivery model but really is 
about community integration and improving population health and the trying to scale that with 
multi-payer support and hearing about what they are doing I can’t help but think that this is the 
sustainability model for much of this if it can be done right and done incrementally well.  
 
It’s not going to happen in the next two years. It’s going to be a multi-year process and while we 
have to think on the systems level we also have to be incrementalists and think what do we 
accomplish, you know, over the next couple years to really show some value.  
 
I think we’ve also heard in some other public meetings from community-based organizations 
that have been very successful at integrating social services and supports into care models and 
actually quantifying reductions in re-admissions and then going to payers in their community 
and say, well, if you pay for us as a value added service we’re going to reduce your re-
admission rates by “x” percent and that’s compelling.  
 
So, I think we also need to help some of these sort of social service community-based 
organizations that aren’t always thinking in terms of reimbursement help them understand that 
they need to communicate their value measure, their value and think about true integration into 
this evolving payments model where they could play critical roles.  
 
Also because we’ve had a proposed rule out there and the IOM recommendations are out there 
around social determinants but yet there’s just considerable concern among the medical 
community and the vendor community about how do you actually capture this and standardize 
it, you know, recognizing there’s many different data elements we can be talking about in a 
feasible way over the next say, I don’t know however many years, there has to be an 
incremental approach. If we agree that it’s necessary for holistic management it’s also 
necessary for risk adjustment which is going to be essential in the next decade. So how do we 
think about an incremental approach to that such that we are not biting off too much too fast.  
 
And I think one other thing we’ve heard from the field, you know, as duals programs are being 
implemented is that often these really valuable social services, care management services, 
community-based organizations are being disintermediated at times when you’re implementing 
these new models and not intentionally, but it’s just that you have an integrated care 
organization coming in and saying, use my care management platform or my set of 
interventions and these very well established things in the community that could be leveraged 
are just not considered and then in some cases the dual, you know, dual eligibles are getting 
bombarded with multiple organizations trying to help them.  
 
So I wonder if part of the value of having more visibility and transparency around sort of 
community resources, if there can be sort of community resource directories that might be 
standardized and open would be to get to sort of a more rational use. So that whether it’s an 
ICO coming into a market with a new duals contract or it’s another managed-care organization 
or just a smart ACO that wants to really provide that wraparound service that everyone has 
transparency around what’s out there and can utilize well-established organizations that you 
know to be delivering value to patients.  
 
Samantha Meklir, MPAff – Senior Policy Advisor, Office of Policy – Office of the National 
Coordinator for Health Information Technology  
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Good afternoon, I just want to thank everyone for all of your contributions especially to the 
workgroup members and the panelists and just want to say it’s just a pleasure working with all of 
you to get to today. So, I just want to extend my thanks and also just build upon some of the 
earlier comments, very interesting to hear a discussion around the need to have structured data 
capture around the social determinants and yet balance that with flexibility and innovation.  
 
Also considering the opportunities of community-based organizations in terms of technology and 
low cost and lightweight opportunities that exist in that space and further exploring human 
service standards.  
 
Also considering new stakeholders, we had some discussion around 2-1-1 and looking at some 
of those new stakeholders that we don’t traditionally think of and how we can partner and 
leverage.  
 
And then finally we heard a lot integrated throughout the day looking at total cost of care across 
settings and some of the different methods that are out there to inform that space. That’s it. 
 
Alexander Baker, MPP – Project Officer, Beacon Community Program, Office of Care 
Transformation – Office of the National Coordinator for Health Information Technology  
I’ll just echo Sam’s thanks for everyone’s participation today it was really great to hear the 
conversation. I think one take way for me would probably be just how important some of those 
models like the accountable health community that Chisara talked about at the beginning are I 
think a lot of the folks that we heard from…one of the impressive things is that they’ve been 
doing this work for so long and that’s because, you know, they’ve had sort of long-standing 
political will in their communities to do so but that obviously is not going to work…is not easily 
replicable and we need to understand what those community-based measures, community-
based accountability structures are going to be that can extend this to new areas and new 
settings.  
 
Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National 
Coordinator for Health Information Technology  
Kevin Larsen from ONC, this was a terrific day. Just a couple of thoughts, one thing that really 
struck me is people are doing cool stuff and they’re really getting it done. So we often hear 
stories about, well we just can’t integrate that, we just really can’t connect that and there’s just 
no way and what we heard today was not that at all. What we heard today is we did it, it’s 
happening, it’s live, we’re doing it, we’re accruing value, we’re sharing, we’re connecting and 
that’s a very exciting message and I think that the question that we have collectively is how 
does that scale? How do we help that scale? So, I was just really struck though by the kind of 
positive message of things that some people think are hard are being done.  
 
The second comment is I was lucky enough to be on the committee with Diana Dooley, the 
Commissioner of Health of California, and she was explaining her model of how she thinks 
about moving reform in California and she said she always makes sure that there is benefit 
accrued to the people that make the investment and I think that that’s a sort of key message 
that keeps sticking in my head as I think about these kinds of integration and interconnections 
how do we do what she is attempting to do in California which is always ensure there is benefit 
accrued to people that make the investment.  
 
Norma Lang, PhD, RN, FAAN, FRCN – Professor of Health Care Quality & Informatics – 
University of Wisconsin  
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Hi, Norma Lang. Just sitting here thinking what would happen, what would it look like if we had 
an advanced model and we combined multiple presentations today into an advanced model? 
Because there were so many good ideas but they’re isolated. If we have creative souls around 
who could take the best of these and put an advanced model together what might that look like 
is what’s on my mind, because I like so many pieces of it and if we replicate only pieces of it 
than we replicate pieces of it. Is there something that could make a better whole? Just a 
thought.  
 
And I really would like to thank the thought that went into the presentations. These short 
presentations are probably the most difficult to come up with and not knowing, you know, the 
group, so not only the presenter but also the staff who started with a pretty lofty list from all of us 
and made it come together. I don’t know how you found the people who would be able to do this 
but you did.  
 
My thought for the future is I would sure like to have us continue to work on interdisciplinary 
plans of care or care plans whatever we call those with hard core examples using interoperable 
data and I’d like to start by pulling the present care plans that people have in the various 
disciplines and to see again where there is overlap rather than starting from scratch and what 
kind of a dataset than can be identified for those plans, what would be the input, the throughput, 
the output and what would go into a data warehouse or whatever we’re going to call those 
repositories, or whatever and then ultimately what analytics could be done from that and to 
remember as we do this all the stakeholders, not just selected providers, and also remember to 
include the patients, families, citizens, communities.  
 
Oh, and the last thing is don’t forget the cost and payment of actual care as well as what goes 
into costing out the information system development and implementation.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Good, thank you very much and I want to acknowledge the staff Alex and Sam. This was a 
hearing we actually had quite a long time from the HIT Policy Committee’s point-of-view to work 
on this and Alex and Sam spent that two or three months that we took to plan this and I think 
that’s the result you got today which was really to bat through a lot of different possible 
candidates. So thank you, Alex and Sam.  
 
I’m going to up our game even yet another notch to give you something to think about. You 
know as people think about technology to help, it’s called seniors aging in place, I think of it as 
aging in community because really it’s a social network, you don’t age in just a house. But, you 
know, what technology do they think about, what do they want for Christmas?  
 
It turns out it’s that pendant, the “help I can’t get up.” If you think about it and actually you can’t 
sell anything else if you don’t have that. But if you think about it once that event has happened 
you’re in a different category mortality and morbidity and life and the life of usually your family 
caregivers. 
 
Wouldn’t it be nice if we could work upstream, so somebody mentioned about how we work on 
big data and we work on predictive analytics and yet you can’t predict…you can predict who, 
once you’ve been admitted, is going to be re-admitted again, you can’t predict from the year 
before who is going to have that admission. But in a sense I think we can and the challenges I 
think…wouldn’t life be much better if we predicted for health outcomes rather than just repeated 
events that happen at the end of life?  
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We’ve been configured a lot by our payment system and just the way we were brought up to do 
this thing at the end of life and why we do things to people. So, the challenge I guess we have 
for ourselves to think about as we make recommendations on preparing for a future both 
incrementally and a more future oriented that fortunately some of the perverse incentives will be 
removed as far as the payment system to allow us to…it’s okay to work on health as the primary 
mission.  
 
So, as we think about it and somebody else has talked about it’s easier to predict and it’s better 
to predict than to mitigate, but so much of what we’re doing right now is mitigating.  
 
So, could we think about overnight and think about this proposed recommendations tomorrow 
morning on how to put together the infrastructure and just the critical data, that’s one of the 
important lessons from today, just the critical data not everything that helps us to improve health 
of people in communities, communities rich with resources that are not connected, that’s the 
whole 2-1-1 thing, there’s plenty already going in and there’s plenty of goodwill already there. 
It’s just hidden in plain view.  
 
So, how do we tap into what’s already there in ways that the federal government, the public…to 
deliver on the public good for the public health. I think there’s huge opportunity and you sort of 
heard some of this if we just re-order our thinking one more notch I think we can get ahead of 
the curve. 
 
So, other than…that’s it for a day, but it’s so much more, it feels so much better if we work on it 
from that point-of-view I think. Thank you so much for both in helping us prepare for today and 
participating actively today and I’m going to let Jodi give us our charge for tomorrow morning 
and how to think about the recommendations since she’s on the receptor side of our thoughts 
tomorrow. Jodi? 
 
Jodi G. Daniel, JD, MPH – Director, Office of Policy – Office of the National Coordinator 
for Health Information Technology  
Thank you so much Paul and thank you to the committee and all the testifiers and again, special 
thanks to Sam and Alex. I was involved in many of the discussions off line not nearly as many 
as Paul and Joe, and I know that there was a lot of hard work that went into this and response 
from folks about how engaging it was I think is reflected from that.  
 
We heard a lot of accounts today of how Health IT is really helping to redefine the clinical visit, 
to support health in community settings and connect sick and healthy individuals with 
community resources and services.  
 
We also heard about some really innovative activities and communities and some themes about 
standards, about focusing on the right data, the right individuals using the data that’s already out 
there and the possibilities of bringing community data and clinical data together and how that 
can really impact outcomes.  
 
So, as the workgroup transitions to day two tomorrow we are focused on developing 
recommendations informed by today’s hearing. I will ask you the following to think of some of 
the following issues.  
 
So, through your recommendations we’re hoping to better understand some of the practical 
barriers of scaling some of these really interesting stories and approaches that we heard today 
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and what the federal government can do to accelerate the change, this is obviously a Federal 
Advisory Committee.  
 
There are some things that the private sector does really well and the federal government does 
not do well and there are some things that the federal government can do that the private sector 
can’t do as well. So, really thinking about where we can help and not make it harder for folks to 
innovate and do creative approaches that can really improve population health.  
 
I ask that your recommendations be actionable, high-impact. Think about the Health IT issues 
that can help support some of the integration of community and clinical data and think about 
also the balance of consistency we heard a lot about standardization, but also flexibility, 
sometimes the federal government does more than we need to do so help us to understand 
where that right balance is and what’s the right and the targeted places where we can be helpful 
and we can push for scaling some of these really great approaches that we heard today. 
 
Again, also thinking about ONC policy levers, thinking about HHS policy levers and program 
levers, we have had folks from CMS and HRSA here today. We are a coordination office and we 
hope that we can take some of this insight and recommendations to our federal partners and 
work collaboratively with them in thinking about how we can help advance some of the 
connection of community information, clinical information and supporting community-based 
care. 
 
And the one other thing I just want to say because it came up multiple times is remember there 
are limitations to our authority. I’ve said this…any time somebody new comes in the federal 
government I tell them this, as a private citizen or a private organization you can do anything 
unless the government says you can’t. In the federal government you can do nothing unless 
congress says you can. So, we’re the exact opposite. 
 
And like in the case of individual identifier they’ve not only not said we can, they’ve actually said 
we can’t. So, just to put a finer point on it. So, it is something that we hear over and over, and 
over again and we, you know, are encouraged by folks taking action, we have a lunch time 
conversation about some potential action in the private sector and that’s great. We are working 
on patient match in the way that it is not prohibited by our congressional authority, but please do 
consider what we can do and what we can’t do so that it’s hard for us when we get 
recommendations and it’s just something we can’t really effectuate. So, help us help you.  
 
And a couple of questions that I’ll throw out to folks to help think about this, I apologize I will not 
be here tomorrow so I’m giving you my thoughts upfront. Some questions to reflect on as you’re 
having dinner and hanging out in your hotel rooms for the evening, just how has your 
understanding and vision of advanced health model evolved based on the testimony you’ve 
heard today, you know, kind of what has comported with your view coming into it, where have 
you really advanced your thinking based on some of the testimony we heard today.  
 
I encourage you, as Paul said, to think about some of the top, you know, three to five 
interventions or activities that could be most impactful. Is there a little bit more targeted…it’s 
easier for us to take and run with, you know, three recommendations than 30 recommendations 
particularly with limited resources and lots of priorities. So I ask you to help us prioritize and 
again thinking about what we’re best at accomplishing.  
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Also, what are the most significant Health IT gaps and challenges to successful adoption, 
spread and sustainability of some of these interventions across the country and in communities 
and different settings and I guess that’s about it.  
 
So just want to help frame the thinking for tomorrow and some of the discussion. I am really 
looking forward to hearing about the outcomes of the discussion tomorrow and some of the 
thoughtful recommendations that you’ll come up with. So, thank you very much.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you, Jodi and thank you for your leadership in the office. Jodi heads up the Office of 
Policy. 
 
Jodi G. Daniel, JD, MPH – Director, Office of Policy – Office of the National Coordinator 
for Health Information Technology  
Yes. 
 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Policy, so she’s our boss and so it’s been a wonderful working relationship so thanks for your 
leadership and Michelle of course who is our real boss.  
 
Jodi G. Daniel, JD, MPH – Director, Office of Policy – Office of the National Coordinator 
for Health Information Technology  
That’s true. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Thank you, all and have pleasant dreams and good thinking and we’ll see you tomorrow I think 
at 9:00 here, is that correct? 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Yes. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Same room? 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Yes. 
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Okay, same room. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
I just want to say one more thank you. 
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Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
Yes? 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
Kim Wilson did a huge amount of work helping us get ready for this meeting so I just wanted to 
thank Kim Wilson.  
 
Paul Tang, MD, MS – Vice President, Chief Innovation & Technology Officer – Palo Alto 
Medical Foundation  
All right. 
 
Michelle Consolazio, MPA – Federal Advisory Committee Program Lead – Office of the 
National Coordinator for Health Information Technology  
And of course everybody else. Yes and Altarum who always helps us.  
 
Public Comment Received During the Meeting 
 
1.  Say more about "interstitial space" framework. 
2. Integrating with mobile health common data elements is a great opportunity that could be 
seized now as NIH is taking this on 
3. This set of presentations reveals the lack of an agreed data model for primary care--with its 
necessary connectivity with clinical, family, and community partners.  Wouldn't a shared 
conceptual data model be a useful foundation to guide this scattered, important workspace?  
Who is best positioned to "call the meeting" to establish the conceptual data model and reach 
toward establishing the standards to enable it? 
4. A nationally lead effort on Community Health Metrics and Measures that is qualitative as well 
as quantitative, encompassing social media like Instagram and YouTube could be very valuable 
so communities and funders can work out what "progress" means. This might be a "basket" like 
that used in the Consumer Price Index (CPI) and each community might weight different factors 
differently 
5. MapCorps could be extended to recruit from HOSA.org - 180,000 students in network under 
US Surgeon General - Capt Robert Tosatto of the Public Health Service oversees this civilian 
corps 
6. Great ending! Innovation and collaboration 
7. Douglas Engelbart defined an Open HyperDocument System which could be a starting place 
for what the current speaker is seeking - different systems, different presentation and more - 
http://www.dougengelbart.org/about/ohs.html 
8. Strongly second this proposal to come up with national standards for collecting social 
determinants of health 
 

Meeting Attendance 
Name 06/02/15 05/19/15 05/07/15 04/27/15 03/27/15 03/20/15 02/27/1

5 
Alexander 
Baker 

X X X X X X X 

Amy   X X    



110 
 

Zimmerman 
Arthur 
Davidson 

X X X X X X X 

Charlene 
Underwood 

X X X X X X X 

Cheryl 
Damberg 

X X X X X X X 

Devin Mann X X X  X   
Frederick 
Isasi 

       

Ginny 
Meadows 

X X X X X X X 

Jessica 
Kahn 

       

Joe Kimura  X X X X X X 
John Pilotte        
Lauren Wu X  X     
Lisa Marsch  X X  X X  
Lisa Patton X  X  X X X 
Mark 
Savage 

X X X X X X X 

Marty Fattig X X X X  X X 
Michael H 
Zaroukian 

X X X X X X X 

Neal 
Patterson 

X X X X  X X 

Norma 
Lang 

X X X X X X X 

Patrice 
Holtz 

X  X     

Paul Tang X X X X X X X 
Robert 
Flemming 

       

Samantha 
Meklir 

X   X X X X 

Shaun 
Alfreds 

     X X 

Shawn 
Terrell 

X       

Stephan 
Fihn 

   X X   

Suma Nair X  X X    
Sumit 
Nagpal 

X   X X   

Terrence 
O'Malley 

X X X  X X X 

Terri 
Postma 

     X  



111 
 

Total 
Attendees 

20 15 20 17 17 18 16 

 


	HIT Policy CommitteeAdvanced Health Models & Meaningful Use WorkgroupPublic HearingDraft TranscriptJune 2, 2015
	Presentation
	Public Comment
	Public Comment Received During the Meeting
	Meeting Attendance


