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Agenda

1. Welcome & Introductions

2. Transitions of Care & Technology 

3. APICHA CHC Workflows 

4. Q&A

5. Closing and Evaluations



• 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.

• CHCANYS does not permit using Artificial Intelligence 
(AI) chatbots/notetakers that CHACNYS does not host 
and will be removed from the meeting.

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

• A webinar evaluation will be shared with participants 

Housekeeping



About the New York State HCCN
Established in 2012, the NYS-HCCN is one of 52 HRSA funded networks that leverages health IT and data to enhance how centers deliver affordable, 
accessible, and high-quality care with a specific emphasis on data management and analytics, interoperability of systems, and data modernization

This resource is supported by the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an 
award to CHCANYS’ New York State Health Center Controlled Network (NYS-HCCN) 
totaling $1,705,000 with 0% financed with non-governmental sources. The 
contents are those of the author(s) and do not necessarily represent the official 
views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more 
information, please visit HRSA.gov.   12.2025

https://linkprotect.cudasvc.com/url?a=http%3a%2f%2fHRSA.gov&c=E,1,9Dy-Phu9OExhMH5he-AQM4Rl6eSL-8SMV7JJZuQJQ76lzvrUktjTgmGg8M_YDmNbAM46sbIDVYAM3BZw8hgkOkOVgxZXefWCWN5hLNLh7I4xBKRyqOQzEA,,&typo=1


Schedule of Events

Session 1 (5/7)

• HealtheConnections

Session 2 
(5/14)

• eClinicalWorks & 
HealthTexas
Medical Group

Session 3 
(5/21)

• Azara 
Healthcare & 
Harmony 
Healthcare 
Long Island

Session 4 (5/28)

• HIXNY & APICHA 
Community Health 
Center



Meet the Presenters

RuthAnn Craven, BBA, MS
Business Development Manager

HIXNY 

Todd Canning, RN, CCM
Director of Population Health 

Management

APICHA Community Health Center
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Transitions of Care & 
Technology Webinar

RuthAnn Craven, Business Development Manager

Hixny

Todd Canning, Director of Population Health Management

Apicha Community Health Center

Thursday, May 28th at 12pm



HIXNY

Transitional 
Care 
Management 
Overview
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Prior to September 2025
Every NYS HIN received SHIN-NY funding 
to provide the same set of core services 

to SHIN-NY participants in its geographic area.

Shift in SHIN-NY Structure

One 

SHIN-NY

SHIN-NY STRUCTURE

Patient encounter alerts is one of those services 
and Hixny is one of the HINs selected to provide alerts.

Since September 2025
A limited number of NYS HINs receive 

SHIN-NY funding to provide select services to all 
SHIN-NY participants, regardless of geographic area. 

SCPA
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Alerts available from every hospital in 
NYS with regardless of consent for 

healthcare providers statewide.

On average, seven people are discharged from 
inpatient care across New York State every 

minute. 

Do you know which of these seven 
are your patients?  

¥  Statewide Planning and Research Cooperative Systems (SPARCS) data – inpatient 
discharges in New York State during calendar year 2021 = 3,997,431. 

Statewide Hospital Alerts
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VALUE – COMMUNITY HEALTH CENTERS

What’s In It For Health Centers?

Early identification 

of patients 

discharged from 

the hospital to meet 

the Transitional 

Care Management 

(TCM) billing 

timelines.

Improved 

performance on 

value-based 

contracts through 

shared savings 

(reducing avoidable 

hospital use lowers 

overall cost of care)

Health centers 

receive all alerts 

through Hixny at 

no cost. 

Improved 

performance on 

performance on 

quality measures.
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▪ Transitions of Care (TRC) 

▪ Acute Hospital Utilization (AHU) 

▪ Plan All-Cause Readmissions (PCR) 

▪ Hospitalization Following Discharge from a 
Skilled Nursing Facility (HFS) 

▪ Hospitalization for Potentially Preventable 
Complications (HPC) 

▪ Follow-Up After Hospitalization for Mental 
Illness (FUH) 

▪ Follow-Up After High-Intensity Care for 
Substance Use Disorder (FUI) 

▪ Pharmacotherapy Management of COPD 
Exacerbation (PCE) 

▪ Prenatal and Postpartum Care (PPC) 

▪ Postpartum Depression Screening and Follow-
up (PDS-E)

Inpatient Alerts

▪ Emergency Department Utilization (EDU) 

▪ Follow-Up After Emergency Department Visit for 
People with Multiple High-Risk Chronic 
Conditions (FMC)

▪ Emergency Department Visits for Hypoglycemia 
in Older Adults with Diabetes (EDH) 

▪ Follow-Up After Emergency Department Visit for 
Mental Illness (FUM) 

▪ Follow-Up After Emergency Department Visit for 
Substance Use (FUA) 

VALUE - HEDIS® QUALITY MEASURES

ED Alerts
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Transitions of Care (TOC)
The process of transferring a patient’s 

…………………………………………………………………………………….
The process of transferring a patient’s care from one setting or level of care to another, 

such as from hospital to home or hospital to skilled nursing facility.  

These transitions are particularly vulnerable points in the healthcare continuum due to 

high-risk communication breakdowns, medication errors, and fragmented information 

transfer.  

60% of medication errors and 80% of serious medical errors occur during these hand-

offs, often leading to avoidable hospital readmissions.

....................................................................................................................

 

These transitions are particularly vulnerable points in the healthcare 

continuum due to high-risk communication breakdowns, medication 

errors, and fragmented information transfer. 

60% of medication errors and 80% of serious medical errors occur during 

these hand-offs, often leading to avoidable hospital readmissions. [AHRQ]

“
“

~ Agency for Healthcare Research and Quality [AHRQ]
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Team-based 
approach 

Supports patient 
transition to 

community setting

Care team accepts 
patients at 
discharge 

(eliminates service 
gap)

Ensures assigned 
responsibility for 

patient care, 
facilitates services 
across providers 

for 30-days

Moderate or high 
complexity medical 

decision making 
for patients with 
medical and/or 
psychosocial 

problems.

SUPPORTS TRANSITIONAL CARE MANAGEMENT (TCM)

Care Coordination
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Within 2 business days of discharge

▪ Communication (direct contact, telephone, 

electronic) with the patient and/or 

caregiver

▪ At least moderate level of medical decision 

making during the service period.  

Within 14 calendar days

▪ Face-to-face visit

Moderate

Within 2 business days of discharge 

▪ Communication (direct contact, telephone, 

electronic) with the patient and/or 

caregiver.  

▪ High level of medical decision making 

during the service period.  

Within 7 calendar days

▪ Face-to-face visit

High
CPT Code 99495

Loc 99 Medicare reimbursement: $212.18

CPT Code 99496

Loc 99 Medicare reimbursement: $288.02

TCM BILLING REQUIREMENTS

10% rate increase for 

2026!
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Interactive 
Contact

Required within 
two business 

days of 
discharge.

Review CCD 
from hospital 

stay

Contact patient 
to check status, 
& schedule F2F 

visit

If unsuccessful, 
document 
attempts & 

continue trying

Non-Face-to-
Face

Care for 30 
days following 

discharge

Clinical staff 
services (ongoing 
communication, 
SMS, education)

Clinician services (review 
discharge info, follow up 
on testing, coordinate w/ 

other providers).

Face-to-Face
Led by clinician, 
with support of 

clinical staff 

Within 7 
calendar days 

for high 
complexity

Within 14 
calendar days 
for moderate 
complexity

Can be provided 
via telehealth

Medication 
Reconciliation

Must be 
completed on 
or before the 
in-person visit 

Clinician or 
clinical staff 

under incident 
to guidelines

BILLING FOR TRANSITIONAL CARE MANAGEMENT SERVICES
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BARRIERS TO TCM CODE USE

In 2019, of all Medicare 
patients discharges eligible 

for TCM, only 17.9 
percent1 had a TCM code 

billed.

WHY are TCM services 
not billed?

Unaware of 
patient 

discharge

Staffing 
shortages

Lack of 
IP info

Missed 
billing 

timeframe

Unable to 
reach 

patient

Patient 
no-shows

1Source: Analysis of 2019 Medicare Fee-for-Service 

(FFS) Claims for Chronic Care Management (CCM) and 

Transitional Care Management (TCM) Services



HIXNY

Apicha 
Community 
Health Center 
Workflow

18



Apicha CHC

Apicha CHC Vision:

Healthy communities, a future in which equity 

and equality are the norm.

Apicha CHC Mission:

Provide high-quality, equitable, whole-person, and 

culturally responsive care delivered in an inclusive and 

welcoming manner. Build and expand on our long 

tradition of care for AAPI, LGBTQ+, and persons living 

with HIV.



How we used to 

make TOC calls
Print list

START

Retrieve 

email

Record 

call in 

EHR

END

look 

at 

TOC 

record

Find 

patient 

EHR 

record

Look up 

patient 

in HIE 

portal

Select 

name Call patient



How we will make 

TOC calls

START END

look 

at 

TOC 

record

Find 

patient 

EHR 

record

Call patient document 

call



Filter to select 

records



Select patient from 

list



Review transition 

details



Navigate to Patient 

Hub



Structured data in 
virtual visit 
Telephone 
Encounter



HIXNY

Hixny’s 
Statewide Alerts 
Solution

27



HIXNY 28

HIXNY’S STATEWIDE ALERTS SOLUTION MENU OF OPTIONS

Direct Alerts to EHR

HL7 Alerts to EHR

Flat File of ADT HL7

Daily Digest Report

Feed of ADT HL7

Alert Management 
Tool

Health centers choose a customized 

solution with one or multiple options – 

whatever integrates most efficiently into 

your workflow.
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HOW HIXNY’S SOLUTION IS DIFFERENT

Sends alert notifications directly to health 
centers’ workflow in real time.  

No more logging into multiple systems to 
obtain information about patients’ hospital 
use.

Allows health centers to manage the roster 
of patients they would like to receive alerts 
on, as well as the types of alerts they would 
like to receive.  

Ensures the notifications received are 
relevant, reducing “alert fatigue” for staff 
and clinicians.

Hixny ensures data completeness and 
quality of the alerts – so each alert received 
by your health center is meaningful and 
actionable.  

Receive the critical data elements to 
determine appropriate follow up for the 
patient.
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▪ A roster of patients including basic 
demographic information.

▪ Excel template is provided for initial 
patient roster submission.

▪ Setup with sFTP for automated updates 
to patient roster.

▪ COMING SOON! Automated rosters 
directly from EHRs.

What Do Clients Provide?
Facility MRN

First Name

Middle Name

Last Name

Patient Gender

Patient Address Line 1

Patient Address Line 2

Patient City

Patient State

Zip Code

Patient Home Phone Number

Patient DOB

Insurance ID

Consent Status
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Choose the Alert Types You 
Want to Receive
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STATEWIDE ALERTS IN ECLINICALWORKS

Message Central
Transitional Care Notifications (TCN) dashboard (version 12.0.3)

Alerts save in “D” jellybean



Flow Structure

Confidentiality Disclaimer: This presentation contains privileged and confidential information intended for 

internal use only. No part of this document may be reproduced, reprinted, or redistributed without written 

permission from Solutions 4 Community Health, Inc.

Save ADT data in eClinicalWorks as structured data with interface 

from Sun River / S4CH’s application.
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STATEWIDE ALERTS IN MEDENT

Message Central
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STATEWIDE ALERTS IN ATHENA

Message Central

Alerts received via Direct Messaging and 

saved in the patent’s chart. 

Reports are available to see the list of 

patients in the hospital.

MRN First Name Last Name Date of Birth Sex Alert Date Hospital Alert Type Chief Complaint Discharge Diagnosis Discharge Disposition
CM12345 Jane Smitherton 7/22/1949 F 2/16/2026 BronxCare ED Admit Nausea, vomiting

08348111M Jack Hill 8/25/1945 M 2/16/2026 Albany Medical Center IP Discharge Altered mental state Acute ischemic stroke discharge to SNF
987654CL Danner Claus 12/28/1979 F 2/16/2026 St Barnabas ED Discharge Acute knee pain Closed transverse patella fracture discharge home
NL896689 Bambi Doe 12/1/1991 F 2/15/2026 NYC H+H North Central Bronx IP Discharge Vaginal bleeding Postpartum hemorrhage discharge home

HoH588 Fawn Doe 8/22/2018 F 2/15/2026 Adirondack Medical Center IP Discharge Altered mental state Post-traumatic stress disorder transfer to psych hospital
COMP68969 Arthur Joneston 4/22/1997 M 2/15/2026 St Barnabas ED Discharge Chest pain Acute myocardial infarction discharge home

DD1079 Jill Hill 1/21/2000 F 2/15/2026 Montefiore Medical Center IP Admit Rupture of membranes
O45454599 Roberto Roberts 2/17/2009 M 2/15/2026 Westchester Medical Center IP Discharge Right upper quadrant pain Cholelithiasis discharged home
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STATEWIDE ALERTS IN EPIC IN BASKET NOTIFICATIONS

Message CentralIn Basket folders for each alert type.  Click on a folder to see all alerts of that type.
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STATEWIDE ALERTS IN EPIC IN BASKET NOTIFICATIONS (CON’T)

Message CentralAny messages that have not been read will appear in bold. Once you click on a message to read it, the 

text will appear normal with a status of read. 

To adjust what type of notifications you receive in your In Basket, navigate to the Menu > Settings > 

Event Notifications. See tip sheet “Customization 
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HIXNY’S ALERT MANAGEMENT TOOL
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HIXNY’S ALERT MANAGEMENT TOOL
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HIXNY’S ALERT MANAGEMENT TOOL

8:23:19 PM

08/01/2025    11:27:00PM



HIXNY

OVERVIEW OF IMPLEMENTATION PROCESS

Hixny 
Schedules 
Strategy 

Session with 
Provider

Health Center 
Confirms SCPA 
& Signs Hixny’s 

SEAS SOW

Complete Pre 
Implementation 

Mtg

Submits Initial 
Patient Roster / 
or EHR Vendor 

Provides 
Automated 

Patient Roster

Case is Opened 
with Hixny’s 

Implementation 
Team

Go Live! 
(standard 

implementa-
tion go live in 

3-4 weeks)

Real Time | Efficient | Meaningful | Actionable
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RuthAnn Craven
Business Development Manager

rcraven@hixny.org

Email me Learn more



Thank You
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Questions?



Additional Resources

• Healthcare Interoperability 101 Course

• Optimizing Transitions of Care Workflows Case Study

• If interested in the: 

•Azara TOC module: Log a support ticket or contact your client success manager 

•eClinicalWork’s TCM module: Log a case with support or contact your SAM

•HIXNY’s Statewide Tool: RuthAnn Craven rcraven@hixny.org

•HealtheConnections SEAS: 315-671-2241 x5 | support@healtheconnections.org

• HITEQ Center - Interoperability Readiness Scorecard

https://courses.chcanys.org/product?catalog=Healthcare_Interoperability_v3
https://courses.chcanys.org/product?catalog=Healthcare_Interoperability_v3
https://www.chcanys.org/sites/default/files/Case%20Study.pdf
https://www.chcanys.org/sites/default/files/Case%20Study.pdf
mailto:rcraven@hixny.org
mailto:support@healtheconnections.org
https://hiteqcenter.org/Resources/HIE-Interoperability/interoperability-readiness-scorecard
https://hiteqcenter.org/Resources/HIE-Interoperability/interoperability-readiness-scorecard
https://hiteqcenter.org/Resources/HIE-Interoperability/interoperability-readiness-scorecard


Please fill out our survey!

Please share your feedback using the survey link in the chat, the QR 

code, or the link in the follow up email!

Completing the survey helps us to provide relevant and helpful 

information. Thank you in advance!
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