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• You have been muted upon entry. Please respect 
our presenters and stay on mute if you are not 
speaking.

• Please share your questions in the chat. 
CHCANYS staff will raise your questions to our 
speakers and follow up as needed if there are 
unanswered questions.

• The workshop is being recorded and will be 
shared after the session along with the slide 
deck.

Zoom Guidelines



Agenda

• Introductions

• Data for Better Health 

• Transitions of Care: Best Practices & 
Lessons Learned

• Strategies for Validation and Information 
Exchange

• Q&A

• Closing & Evaluations



New York State HCCN Objectives

Patient Engagement

Patient Privacy & Cybersecurity

Social Risk Factor Intervention

Disaggregated Patient-level Data (UDS+)

Interoperable Data Exchange & Integration

Data Utilization

Leveraging Digital Health Tools

Health IT Usability & Adoption

Health Equity and REaL Data Collection*

Improving Digital Health Tools- Closed Loop 

Referrals*

2022-2025 Project Period

* - Applicant Choice Objective
Bold- Objective Carried over into 2022-2025

1

2

3

Clinical Quality

Patient-Centered Care

Provider and Staff 
Wellbeing

Project Period 2022-2025



Schedule of Events

Day 1 (11/1)

• Interoperability 
Overview & 
Readiness

Day 2 (11/8)

• Data for Better 
Health

• Closing Care Gaps 
and Transitions of 
Care Promising 
Practices

Day 3 (11/15)

• RHIO Conversations

• HEALTHeLINK

• Rochester RHIO

• HealtheConnections

Day 4 (11/16)

• RHIO Conversations 

• HIXNY

• Healthix

• Bronx RHIO



An Introduction to
Data for Better Health

Lauren Riplinger, JD 

Chief Public Policy and Impact Officer

American Health Information Management Association (AHIMA)
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An Introduction to
Data for Better Health

Lauren Riplinger, Chief Public Policy and Impact 
Officer, AHIMA
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Health Equity

The situation in which everyone 
has a fair and just opportunity 
to be as healthy as possible
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Health Equity is NOT Health Equality

Source: Robert Wood Johnson Foundation
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Health Equity is MORE THAN Race and 
Ethnicity

▪ Gender

▪ Age

▪ Geography

▪ Sexual orientation

▪ Education

▪ Jobs with fair pay

▪ Food

▪ Housing

▪ Healthcare 

▪ Discrimination

▪ Sexism

▪ Racism
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Health Equity is NOT JUST Healthcare

20% of health is 
related to access to 
care and  quality of 
health care services

80% percent is 
determined by societal 
factors
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Health Equity is NOT JUST Healthcare

Source: Kaiser Family Foundation. Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity. Available 

here.

https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
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Social Determinants of Health

▪ The conditions in the environments 
where people are born, live, learn, 
work, play, worship, and age, that 
affect a wide range of health, 
functioning, and quality-of-life 
outcomes and risks

▪ Crucial factor in addressing health 
equity 
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Why This Work Matters

Angie Hoffman
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Why This Work Matters

Rebecca Smith
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Why This Work Matters

Dr. Carla Sanchez
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SDOH Data Use and Collection Survey: 
Key Objectives

▪ Better understand how SDOH data are collected, 
coded, and used 

▪ Inform the development of educational tools and 
resources needed by HI professionals

▪ Inform the development of policy recommendations to 
further the standardization and use of SDOH data
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SDOH Data Use and Collection Survey: 
Descriptions and Specifications

▪ The SDOH data use and collection 
survey is a 27-question survey 
fielded to a convenience sample of 
AHIMA membership mailing list. 

▪ The survey explored the following 
topics:

− Data collection

− Data use and integration

− Data governance

− N = 2,637

− Convenience Sample:

− Unweighted

− AHIMA HI Members and Non-
Members

− Mode: Web, all devices

− Fielding dates: 8/24 - 9/9
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SDOH Data Use and Collection Survey: 
Key Findings

There are challenges to collecting, sharing, and use of 
complete and accurate data, including:

▪ Lack of standardization and integration of the data into 
an individual’s medical record

▪ Insufficient training and education on how to capture, 
collect, code, and use the data

▪ Limited use of the data to communicate between 
healthcare providers and community-based referral 
organizations
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Prevalence of SDOH Collection 
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Primary Mechanism for Capturing 
SDOH Data
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SDOH Domains

▪ Prioritization of different 
SDOH data elements is 
uneven across the 
healthcare sector.

▪ Insurance coverage and 
health behavior information 
are (e.g., smoking, alcohol 
consumption, etc.) 
prioritized at higher levels.
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Common Screening Tools
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Collection vs. Integration

While individual SDOH data 
elements are being captured, 
these data are not necessarily 
integrated into EHRs.
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Primary Person Responsible for 
Collecting SDOH Data
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Education & Training Offered
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Challenges Experienced in Collecting 
SDOH Data
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Challenges Experienced in Coding 
SDOH Data
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CMS Infographic: Using Z Codes to 
Document SDOH

Available at: https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
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Organization Goals & Activities

Survey respondents indicated 
that communication and 
integration between the health 
and social services sectors is 
often limited and inconsistent.
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Organizations’ Referral Processes

Organizations were more likely 
to make electronic referrals to 
community-based 
organizations (CBOs) or 
referral partners than to have a 
closed-looped referral process.
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Data for Better Health

Learn more and engage at: www.DataforBetterHealth.com

AHIMA is launching Data for Better Health to 
increase awareness of how collecting, using, and 
sharing SDOH data can improve individual and 
community health and healthcare outcomes.
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Goals
▪ Engage Healthcare Professionals Working with SDOH 

to understand the business case for the collection of SDOH data 
and share strategies for success. 

▪ Educate and Engage with Consumers to build trust and a 
greater understanding of SDOH data and the benefits of sharing 
SDOH information with healthcare professionals. 

▪ Advance Policy and Advocacy Among Policy Makers by 
developing and promoting a SDOH data advocacy agenda. 

▪ Support Innovation within the Healthcare Ecosystem to 
accelerate adoption of best practices and new models.
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Data for Better Health Data Breaks

▪ Webinar series featuring case 
studies from organizations that 
are collecting, using, and 
sharing SDOH data

▪ March 3: Setting the Stage for Collecting, 
Using, and Sharing 
SDOH Data; Available here

▪ May 5: Screening for and 
Collecting SDOH Data; Available here 

▪ July 14: Using SDOH Data; Available here 

▪ Sept. 15: Sharing SDOH Data; Available 
here

This is a very informative webinar that 
shows the importance of SDOH both for 

the patients and our health systems.

Everyone in HIM, Compliance, Coding, 

Rev Cycle, Equity, and Top Level Admin 

would benefit from a review of this Webinar. 

As an HIM student in New Mexico, 

this webinar has provided me with a 

new perspective on my future career.

https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fvimeo.com%2F805316756&data=05%7C01%7CPriya.Bathija%40ahima.org%7C1931c2fe641642d92fd308db1f4e7411%7C0f78a38d1d54499da397eec7ff56d0f0%7C0%7C0%7C638138194076945741%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=NJv6Y1jQ%2BDK0dQlyAklUOxhIsiNtlA%2B5kp45tgwuxWo%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fvimeo.com%2F824773962&data=05%7C01%7CPriya.Bathija%40ahima.org%7Cc44a73a5e1dc465c656008db533cd769%7C0f78a38d1d54499da397eec7ff56d0f0%7C0%7C0%7C638195292990471605%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=q9IOBppfUzGMmjL1%2FmZfe94iSPFgL0AFUDvyxzMU1%2Bs%3D&reserved=0
https://vimeo.com/845968693?share=copy
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fvimeo.com%2F864929777%3Fshare%3Dcopy&data=05%7C01%7CPriya.Bathija%40ahima.org%7Cf095b0cb943f4dca4c6e08dbc02cd6c3%7C0f78a38d1d54499da397eec7ff56d0f0%7C0%7C0%7C638315071050904230%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=6xQmDGWfaZLTbaAWLgUvP7CdIQPzbUijcKSXdWpW1AU%3D&reserved=0
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Journal of AHIMA
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MetroHealth Institute of H.O.P.E
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NewYork-Presbyterian
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Learn and engage at:
www.DataforBetterHealth.com
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▪ Join us for our next SDOH Data Break on December 1, 
2023 at 1 pm ET

▪ Registration link available at www.DataforBetterHealth.com

▪ Speaker: Alisahah Jackson, MD, president, Lloyd H. Dean 
Institute for Humankindness & Health Justice at 
CommonSpirit

▪ In this fireside chat, we will discuss how we can leverage 
science, data, trust, and kindness to accelerate health equity

Engage with AHIMA: SDOH Data Breaks

http://www.dataforbetterhealth.com/
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Share Your Story!

▪ Please reach out to us if you would like to share your 
experiences with SDOH Data

Lauren Riplinger

Chief Public Policy and Impact Officer

lauren.riplinger@ahima.org

Priya Bathija

Health Equity Consultant

priya.bathija@ahima.org



Transitions of Care
Best Practices & Lessons Learned

Ashley Klimavicius, MA

Director of Care Transitions, Population Health

Community Healthcare Network



Transitions of Care 

Best Practices & Lessons Learned

Community Healthcare Network

Ashley Klimavicius, MA

Director of Care Transitions, Population Health



Today's Presentation

About Community Healthcare Network

Transitions of Care Program Goals

Process

Scheduling

Performance Metrics

Documentation

Program Development

Lessons Learned



CHN has been providing quality health care since the 

1960’s. CHN started offering family planning services 

and in 1998 expanded to providing primary care, mental 

health and social service.

CHN is a not-for profit network of 14 Federally Qualified 

Health Centers, including 2 School Based Health 

Centers and a fleet of Medical Mobile Vans. 

CHN's mission is to provide access to community 

based primary care, mental health and social services 

for low-income people in underserved communities 

throughout NYC, regardless of ability to pay.

About Community Healthcare Network





CHN Services



Big Spark Solutions | 2020

Transitions of Care Metrics

15,140 ED Discharges 

• 3,229 7-Day Follow Up Visits Scheduled (24%)

• 1,764 7-Day Follow Up Visits Completed (13%)

3,098 Inpatient Discharges

• 1,019 7-Day Follow Up Visits Scheduled (34%)

• 457 7-Day Follow Up Visits Completed (16%)

Data from 10/1/2022 – 9/30/2023



Transitions of Care Program Goals

Engage the patient within 2 business days of an ED/IP visit to 
schedule a follow-up and assess immediate needs.

Increase patient follow-up visits completed within 7 days of a 
discharge.

Improve care coordination by collecting the discharge summary 
and sharing it with the patient’s provider.

Reduce the number of patients readmitted to the ED or IP within 
30 days of a discharge.



Transitions of Care Performance Metrics

Process 
Measures

Outreach within 2 business days of discharge

7-day follow up visit scheduled

7-day follow up visit completed

Discharge Summary Collection Post-ED or IP Visit

Medication Reconciliation Post-ED or IP Visit

Referral to Social Work or Care Coordination to Address 
Social Determinants of Health

Outcome 
Measures Plan All Cause Readmissions (PCR)

30-Day Readmissions and 6-Month Readmissions



Big Spark Solutions | 2020

Transitions of Care Process

A CHN patient is 
discharged from the 
hospital. We are 
notified by:

• Internal referrals to 
the ED

• RHIO hospitalization 
alerts received in 
Azara

Outreach efforts begin 
within 2 business days 
of discharge with the 
goal of scheduling a 
follow-up visit in 7 
days. Outreach is 
conducted by:

• Population Health 
Outreach Specialists

• RN Managers

• IPA Nurse

• Health Home 
Program

Best efforts are made 
to obtain the hospital 
discharge summary 
and upload it into to 
the patient’s chart via:

• Direct access to 
hospital EHR 
systems

• Requesting patients 
sign a release of 
information

Additional care team 
members at CHN are 
notified of the 
hospitalization, such 
as:

• Prenatal 
Coordinators

• Behavioral Health 
Therapists

• Psychiatry

• Care Management

Patient completes a 
follow-up visit with the 
appropriate provider.

• Reconcile 
medications

• Review labs and 
diagnostic imaging

• Make referrals for 
DME, home care, and 
social services when 
applicable
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Transitions of Care Program Development

August 2022-Present Developed TOC workflows and scripts.

Expanded TOC outreach from internal ED 
referrals to include ED and Inpatients 
Discharges from HIE alerts.

Health Homes began outreaching eligible 
patients recently discharged from ED or 
Inpatient.

Increased access to discharge summaries to 
include NYC Health + Hospitals, Mount Sinai, 
New York-Presbyterian, and Jamaica 
Hospital.

Collaborated with Prenatal and Behavioral 
Health to improve coordination across care 
teams.



Transitions of Care Program Development

August 2022-Present Rolled out new TOC eCW encounter 
templates.

Completed CHIPA pilot to engage patients with 
3+ ED visits in last 6 months.

Improved patient access to follow up 
appointments with priority scheduling and a 
dedicated Population Health Nurse 
Practitioner. 

Launched a Targeted Transitional Care 
Management pilot for patients with Heart 
Failure and ACO attributed patients with 
highest annual total cost.



Transitions of Care Lessons Learned

It is important to clearly define the population you want to engage.

Open access scheduling and telehealth are instrumental to 
improving availability for 7-day follow up visits. 

Nurse Triage services and dedicated Population Health Telehealth 
visits were very helpful for addressing immediate medication needs 
or clinical concerns.

EHR templates and standardized documentation practices are 
necessary for process measure tracking.



Transitions of Care Contact Information

Ashley Klimavicius, MA

Director of Care Transitions, Population Health

Email: aklimavicius@chnnyc.org

For additional details about CHN and out services, you 

can visit our website: https://www.chnnyc.org/ 

https://www.chnnyc.org/


Strategies for Validation 
and Information 
Exchange

Melissa Ramsey

Clinical Data Coordinator

The Chautauqua Center

Allison Rounds 

QI Specialist

The Chautauqua Center



S T R A T E G I E S  F O R  
V A L I D A T I O N  A N D  
I N F O R M A T I O N  
E X C H A N G E

Using HEALTHeQUALITY to help us close 

reporting gaps



A B O U T  U S

The Chautauqua Center is a Federally Qualified 
Health Center (FQHC)

Our Mission

To deliver comprehensive high-quality patient-
centered health and support services in the 
Chautauqua region

Our Vision

Our core principles are access, treatment, education, 
and prevention delivered by friendly and professional 
clinic and administrative teams.



Our clinic is very lucky in that we have a good EMR and we also have Azara to help us identify and fill 

gaps.

That is not the reality for a lot of small clinics.  Navigation within the EMR can be cumbersome.  

Documentation is not always easily reportable.  Pre-visit Planning might be prohibitively time consuming.  

HEALTHeQUALITY is the first system I have worked in that is actively trying to bring the insurance claims 

information to the same information platform as the clinical results information and I think that is a great 

leap forward.



HEALTHeQUALITY gives a quick look at the gaps a patient might have by pulling information from insurance 
claims and from the feeds into HEALTHeLINK. 

A lot of time is spent in our offices not just trying to pull results but trying to determine if there ARE any results to 
pull.  Our offices spend A LOT of time just looking.

Our health information is siloed.  

• The insurance company works from claims so if we don’t get that A1c out the door on a claim as far as the insurance 
company is concerned it never happened.  

• The Endocrinologist may have pulled an inhouse A1c and sent the claim to the insurance company but they may not 
reliably send consult notes to the PCP or feed in house testing results into HEALTHeLINK so the number isn’t in our 
chart for reporting

• Results may be sent to the PCP as  an unreportable pdf so the results are in the chart but not reportable.

• Our patients may not know what work was done so they may be sure that some work was recently done and may be 
resistant to what they consider unnecessary.  



HEALTHeQUALITY  is an effort to help connect all those 
siloes of information.

If a patient had a mammogram from a provider that did 
not feed results into HEALTHeLINK (say a provider from 
PA) the gap closure would still be noted in 
HEALTHeQUALITY because it would be reported on the 
insurance claim.  Now you can follow up with the patient 
to determine where the gap was closed.

If a patient reports they had a hysterectomy, and the 
gap is still listed it is prompting the office to look deeper 
into what procedure was actually performed.  To either 
find the supplemental data or explain to the patient that 
the procedure they had did not remove their cervix and 
they still need screening.



HEALTHeQUALITY  allows the office to make sure that all of the 
records are in agreement.

 PCP has the correct and reportable information in the chart

 Insurance company has the correct and reportable 
information in their file

 

 Patient isn’t getting mixed information and will hopefully have 
a better experience that allows for increased engagement.



Early this year HEALTHeLINK approached us for assistance with a validation project for their HEALTHeQUALITY 
system.

This was actually pretty timely for us.

• We had just acquired two small primary care offices that were on completely different EMRs and the data transfers were 
pretty bumpy

• One of the EMRs was VERY difficult to work with and didn’t coordinate well with the transfers. 

• CCDA imports were limited and incomplete and so required manual work.

• Support staff turnover meant that some things were not merged in the best way

• Athena Quality did not recognize what was manually satisfied in the other EMRs

• Athena did not recognize all of the document labels from the other EMRs.

• We had recently identified a document labeling issue with our current EMR (Athena) that was creating a significant reporting 
issue.

• If a human person has any hand in reviewing a Pap Smear at UPMC they label it “UPMC Cervical Cytology”

• Athena has VERY specific rules about acceptable document labels for UDS and it took SEVERAL months to get them to agree that this 
label was acceptable.

• Even after Athena agreed to accept the label going forward, we had to go back and find all of the patients that had this document to get 
it updated.

• Some offices are not great about sending results for colonoscopy or they will forward the intraoperative report. 



Intraoperative Report may be a hernia repair, a 

tonsillectomy or a colonoscopy.  

The Rendering Provider’s office has to actively 

push this report to our provider.  That rarely 

happens because the standard is that the office 

will send a consult report.  Unfortunately, this 

also rarely happens.

This means that our provider team must either 

• call the Rendering office, request the report, 

hope that it was sent and received correctly 

and then process documents (super time 

consuming and full of potential issues)

• Pull up HEALTHeLINK and review the last 

ten years looking through every 

intraoperative report, then push the report 

and label the report correctly when 

received) Searching HEALTHeLINK is time 

consuming

If you pull up HEALTHeQUALITY you don’t have 

to search for something that isn’t there.



W H A T  H E A L T H E Q U A L I T Y  L O O K S  L I K E







T H E  V A L I D A T I O N  P R O J E C T

We were asked to validate Adult Access to Preventative 
Care but the Ambulatory visit date is way too broad to 
be useful in Primary Care.  The dates given could be a 
trip to the Primary Care, Urgent Care, Emergency Room 
or Mental Health visit. 



We literally pulled a report for all of our Primary Care and Pediatric Patients

In our EMR was the Measure:

Satisfied

Needs Work

Not Eligible

Then we looked at two things

• Did HEALTHeQUALITY agree with our EMR?

If not could we Identify which was correct

• If they did agree could we verify that it was or wasn’t satisfied.

Yes.  This was a very time-consuming project.  

Yes.  It was a worthwhile project.  We found a lot of Gaps in our EMR 
that were actually filled.  This will make a big difference in our UDS.  
This helped us identify a few errors on a couple of Insurance gap 
reports and send the supplemental data.



Our feedback provided insights into what wasn’t working or wasn’t valuable to our office.

• The HEALTHeQUALITY gaps don’t always apply to Fidelis Patients.  They don’t have a claims feed 

from Fidelis so if their information was solely based on claims it was going to show a gap that wasn’t 

correct.

• The Ambulatory visit date is way too broad to be useful in Primary Care. 

• It didn’t have a direct link to the patient’s HEALTHeLINK.  You must enter the patient information for 

both.

• You had to enter the patient's name exactly as they have it in HEALTHeQUALITY.  If Anne Marie was in 

HEALTHeQUALITY as AnneMarie that space would make the person not come up.  If there was or 

wasn’t a hyphen in their last name it wouldn’t come up. HEALTHeLINK is much more forgiving on a 

person’s name if you also enter the DOB.



We are getting ready to do it all again!

We are bringing an OB/GYN office on board.

 As a small private specialty, they do not have a great EMR.  

 (Their EMR is so basic that everything is manual.  It is going to be ugly.)

We will pull a report for all the patients and start looking at the HEALTHeQUALITY.

We will push the documents that close the gaps from HEALTHeLINK.  Because of 

the work we did most all of them will push with correct document labels 

(Intraoperative reports will still need extra work).

At the end, our numbers will accurately reflect the work our providers do.  Our 

patients will not have to deal with redundant or confusing questions.  Our Clinical 

Staff can spend their time on the medical instead of on the phone searching.





Continue the Conversation 

RHIO Conversations taking place on 
next week. There is a separate 
registration so don’t miss it! 

Wed, Nov 15

• HEALTHeLINK 

• Rochester RHIO 

• HealtheConnections

Thurs, November 16

• HIXNY

• Healthix

• Bronx RHIO

We hope to see you then!



Interoperability 101 Course

• Join the CHCANYS Hub!



Please share your feedback using the survey link in the 
chat, the QR code below, or the link in the follow up email!

Thank you for joining us today. Please share your feedback using the 
survey link in the chat, the QR code below, or the link in the follow up 

email!
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