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Chat Feature

» To share your comments using
the chat feature:

= Click in the chat box on the left
side of your screen

= Type into the dialog box and click
the send button

= To signal to presenters you
have a question / comment:

= Click on the drop down menu near
the person icon and choose raise
your hand

Chat (Everyone)

Raise Han
& Agree
(%] Disagree
@ Step Away

03')) Speak Louder
@} Speak Softer
2 Speed Up

@ Slow Down
@ Laughter

s Applause




We are All In!

COMMUNITY HEALTH PEER LEARNING
PROGRAM

NPO: AcademyHealth, Washington DC

Funded by the federal Office of the National
Coordinator

10 Participant (planning) &
5 SME communities

DATA ACROSS SECTORS FOR HEALTH

NPO: lllinois Public Health Institute in
partnership with the Michigan Public Health
Institute

Funded by the Robert Wood Johnson
Foundation

10 grantees

DATA FOR COMMUNITY HEALTH
« Community Health Peer Learning Program

BUILD HEALTH CHALLENGE

Funded by 10 national & local funders
(including Advisory Board, de Beaumont
Foundation, the Colorado Health
Foundation, The Kresge Foundation and
Robert Wood Johnson Foundation)

18 implementation and planning awardees

THE COLORADO HEALTH
FOUNDATION: CONNECTING
COMMUNITIES AND CARE

Funded by the Colorado Health Foundation
14 collaborations




All In: Data for Community Health

1. Support a movement acknowledging the
social determinants of health

2. Build an evidence base for the field of multi-
sector data integration to improve health

3. Utilize the power of peer learning and
collaboration
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Learning Objectives

Hear three All In communities share best practices in
approaching information systems training for end users in
clinical and social service settings.

Discuss ongoing challenges and lessons learned in work flow
Implementation.

Provide an opportunity for participants to ask questions and
dialogue with one another about challenges and opportunities.

|dentify opportunities for next steps/continuing the
conversation.




Presenters

Allison C. Kenty
Director of Marketing and
Communications
HealthInfoNet

Meghan LaMacchia,
Implementation and
Account Services,
ACT.md

/ .
.

Nate Tyler
Chief Operating Officer,
Simply Connect

Susan Richardson
Research Specialist,
Vermont Child Health
Improvement Program

Sharon Bearor
Clinical Educator,
HealthinfoNet



o HealthinfoNet

Training & Workflow

Working Together Toward Successful
Information System Adoption

Sharon Bearor, RN, BSN
Clinical Educator

Allison Kenty
Director, Communications and Marketing



HealthinfoNet & DASH

HealthiInfoNet is Maine’s statewide Health
Information Exchange

 DASH Project

— Working with an ACO composed of 2 CAHS, 7
FQHCs, 2 CAPs to incorporate SDOH in the
HIE & Predictive Analytic tool.

— Through the use of analytics, ACO members
will work to reduce hospital/ED admissions
and readmissions.

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved
b HIN Proprietary — Not for Redistribution



B
Analytics Training

Challenge: Develop a training program around
the HIN Analytics Tool, train ACO members on 4
workflows that accomplish DASH goals.

Starting Point:
* No formal training approach, materials
« 1 staff person knowing the tool

* Internal training for Clinical Educator, Director of
Client Services, Communications Director

* Develop training program based on user roles
* Develop supporting materials

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved 10
b HIN Proprietary — Not for Redistribution



B
Understanding the Scope

« Understand Project Scope (HIN Analytics)

» Scheduled meetings with Project Team

— Administration/Project Manager
— Clinical Staff
— Technical Resources

* Discussion of goals and timelines

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved 11
& HIN Proprietary — Not for Redistribution



Understanding the Team

Know the team
— Roles/ Responsibilities
— Patient panel and type of practice

Understand the current work flow and processes
— Role of the care manager/team

— Managing their at-risk population

HIE Audit

— HIE usage statistics
— ldentify and work to close any education gaps

Support & Philosophy
— “l work for and with you” attitude
— Support throughout the entire process (before-during-after)

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved 12
& HIN Proprietary — Not for Redistribution



Training Preparation

Outline the expectations
— Time, technical needs, space

Participants (Who needs to be at the table)
— Managers

— RN’s

— MA’s

Log-in credentials provided

Prepare educational materials

— Printed guides
— Web resources

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved
& HIN Proprietary — Not for Redistribution
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Training
« Set-up and log-in
Introductions
— Roles
Presentation
— Goals (DASH)

— Workflow examples

* Live Demonstration
— Show their patient population

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved
b HIN Proprietary — Not for Redistribution
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Follow-Up

* Post-Training Communication
— 2 weeks after training
— Usage Audit
— Verify connection for all users
— Understand barriers, concerns
— Coach

* Monitor usage

— Send emails to keep in touch
— Provide additional training as necessary

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved
& HIN Proprietary — Not for Redistribution
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Best Practices
» Get to know the team/develop
relationships
* Meet them where they are

 Use real case studies to relate to their
specific clinical setting

» Connect with others; share best practices
« Offer CEU for trainings If possible

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved 16
b HIN Proprietary — Not for Redistribution



Challenges

Technical implementation completed
* Resources
— 1 trainer for Analytics & HIE
« Maine
— Large, rural Northern New England state
* In-person training vs. virtual webinars
« Shoulder-to-shoulder with Analytics users
— Spend time in their work environment
— Understand workflows

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved
b HIN Proprietary — Not for Redistribution
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o
| essons Learned

 Be flexible

« Understand this is another new change
and process; be patient and understanding

* Point Person (Super User)
— Buy-in and continued enthusiasm

» Consistent follow-up critical to success
— Post implementation project meetings

‘ HealthlnfoNet @2017 HealthinfoNet (HIN) — All Rights Reserved 18
b HIN Proprietary — Not for Redistribution



&> HealthinfoNet
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LVCH:

Vermont Child Health Improvement Program
UNIVERSITY OF VERMONT COLLEGE OF MEDICINE




VCHIP at University of Vermont
electronic Shared Plan of Care (e-SPoC)
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Data Flow Diagram: electronic Shared Plan of Care
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Integrating new HIT

Vermont Child Health
Improvement Program

Account services




Workflows

The “who, what, where, when and how things
get done in your clinic. This includes both

clinical and administrative work.” -AHRQ Health IT
Tools and Resources Workflow Assessment

o Our Focus

e How does care coordination happen in your clinic
now

« Highlight areas where new HIT will change/add to
workflow

E
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*This type of box signifies a
step in your care coordination
process that will potentially
involve e-SPoC.

Conduct previsit
planning

Patient comes
into office for
visit

This type of dashed line
signifies a step in your care
coordination process that
does not alway s happen, but
happen s sometimes.

Patient has

e Patient is new to
existing care

*Introduce

ACT.md care coordination

coordination

Refer patient to
CHT in EHR

Pt refemed to
CHT SW and/or
C5HN sW

Schedule in-person
patient visit {Care
Coordinator)

Care Coordinator
meets with pt/
family

Enroll family in

Create Care Plan

Revised Care Parent asked to Share Care Revise Care Plan per
Plan copied into k- - { comment on Care | - Plan with pt/ -« ptfamily request (as
ACT.md Plan in ACT.md family needed)

&-SPoC with ptifamily in
EMR
Care Plan copied PCP signs off
into ACT.md on care plan




conference to addres

Assemble
care team

Invite care team
to e-SPoC

Care Cogrdinator

Continue care
coordination

!

Additional care Monitor

ACT.md

conference

Complete
follow-up

tasks

!

Update e-
SPoC (as
needed)

Update care
plan (as
needed)

Additional patient

visits (MD})
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Complete
follow-up
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Complete
follow-up
tasks



Workflow

Challenges we faced:
o Different roles=different perspectives
e Big picture vs Little Picture

How we overcame them:

* Review workflow with multiple users

* Group time for big picture review

 Site visits to troubleshoot procedural issues

\ AVCHIP
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Training and Support

e Pre-launch: Demo Site

e At-the-elbow training

e Zoom training (online)

e Webinars

e Training Content Development

« Oth
er Dashboard Patients © Projects © Providers Analytics

ToDo@ CarePlan Team @i Calendar Files Hi

Resources ¢
> + Add afile
KOO0« O
3 D F
‘g h‘ & Filename Uploaded by

I ACTmd_Training_for_Patient_Caregiver.pdf = ¢ Meghan Lamacchia

Created 29 Nov 2016 B ACTmd_Training_for_Provider_Staff.pdf = ¢ Meghan Lamacchia
I ACTmd_User_Matrix.pdf = ¢ Meghan Lamacchia
I Frequently_Asked_Questions.pdf= & Meghan Lamacchia

ACT.md project space

28 @VCHEP

Vermo tCh Id Health Improvemel tProg am
OF VERMONT COLLEGE OF M



Training and Support

Challenges we faced:
o External Provider engagement

How we overcame them:

e Explain the value

e Provide user specific training content
e Personalization

e Constant follow-up

. AVCHIP
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Lessons Learned

Workflow
e Take the time to know what you are doing
now
e Gather multiple perspectives on workflow
Training
e Formal monthly meetings/practice visits
e Superusers

. AVCHIP
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Resources

Resources

« AHRQ Workflow Assessment for Health IT
Toolkit

https://healthit.ahrqg.gov/health-it-tools-and-
resources/workflow-assessment-health-it-
toolkit

e ACT.md
http://act.md/

http://act.md/product/care-coordination-
record/

} AVCHIP
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Event Notification

Patient/Person Receiving Services Event Driven Bi-Directional & Actionable Clearly Defined Care Team

[With a PHR] Communications
Clearly Defined Events




Areas of focus
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Change Managemen

* Ensure each stakeholder group
understood the ‘why’

* Demonstrate the wins for each
group required to take action

* Create champions at each
organizational level

Innovation in Action

Lutheran Sacial Service of Minnesota is very excited to announce that we are moving
forward to connect our systems with the state certified Health Information
Exchange, Simply Connect. The decision to connect was driven by our desire to
provide the best care possible for the people receiving our supports and comply with
the goals laid out by the Centers for Medicare and Medicaid Services (CMS).

Thanks to the support of CMS's Centers for Medicare and Medicaid Innovation and
the Minnesota Department of Health's State Innovation Model, 100% of cost of this
innovative two-year project was funded. As a participating member of the Altair
ACO, we see the addition of the HIE as an opportunity to connect with our Altair ACO
partners and increase our ability to provide a true continuum of support within a
trusted disability competent network. Utilization of the HIE throughout the Altair
ACO will enhance our ability to provide an integrated and efficient coordinated care
approach.

‘What is Health Information Exchange?

Electronic health information exchange (HIE) allows dactors, nurses, pharmacists, other
health care providers and patients to appropriately access and securely share a patient’s
vital medical information electronically. — healthiT.gov

As participants in the U.S. health care system, each time any of us visit a health care
‘or community service provider data is created about details of the visit.
Unfortunately, until recently information was held by each provider independently.
With Health Information Exchange all of this information can be aggregated inta one
true picture of your health record.

‘Why is it important?

« Better communication, increased patient safety and higher-quality of care for the
service recipient/patient

« Enables Health Care Providers to access and confidentially share individuals’ vital
medical history no matter where they are receiving care.

+ Supports safer, more effective care that leads to a more cost-effective health care
system

*  Provides the individual and their parent/guardian access to their Personal Health
Record (PHR) so they always have access to collaborate closely with the care team
and their latest medical information.

Functionality will be specifically tailored to meet the needs of a person receiving
services in the community. With Simply Connect’s care team management features,
the defined care team becomes proactive with situations impacting the recipient’s
quality of life, positively or negatively. This will facilitate conversation and actions
amongst the care team in a way consistent with a person-centric delivery model.
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If you have questions, please contact:
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Training: College of Direct Support

@Mmom ALTA@



Behavior Change

Project Incentives Frequent
Champions Reinforcement
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Connect with Us!

= Continue the conversation on the online platform

= Sign up for news from All In

= Contact information for speakers

= Sharon Bearor - shearor@hinfonet.orq

Allison Kenty - akenty@hinfonet.org

Susan Richardson - susan.richardson@uvm.edu

Meghan LaMacchia - meghan@act.md

Nate Tyler - nate.tyler@simplyhie.com

= Evaluation

= A resource list, slides, and recording
will be available
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