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Agenda

1. Welcome & Introductions

2. eClinicalworks Transition Care Management (TCM)
3. eCW TCM Dashboard & HealthTexas

4. Q&A

5. Closing and Evaluations
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Housekeeping

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

e 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
guestions.

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

e A webinar evaluation will be shared with participants
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About the New York State HCCN
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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

What are the Key HCCN Focus Areas?

HRS A haos identified the following key focus areas for the 2025-2028 program yaar

DATA MANAGEMENT
L AMALYTICS

Advancing and
optimizing clinical,
financial, and
operations data to
imiprove clinical
quality, health
outcomes, and
operations

HTERDFPERABILTY E
DATA EHARING

Imaroewing
badirec tomal
Inferoparability
with care providers
and communify-
based
anganizations
through more
efficient and
eflective refemmad
and informnation
sharing processes

DATA
MODERNIZATION

InCreasing
unidsrstanding and
ability to use FHIR-
based applications

‘within the FQHC
sotting
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ADDITIOMAL VALLUE-
EASED CARE [VEC)

Utilizing data to
update
operational,
financial, and
clinical processes
in health T
systems to prepare
for, deliver,
participate in, or
update value-
baged care

ARTFICIAL
INTELLIGENCE [AI)

Increasing the use
of safe, fair,
equitable and
informed artificial
intelligence
practices to
reduce gaps in
care and improve
health oulcomes

OF ALL FQHCS
o PARTICIPATE
o IN AN HCCN
NATIONALLY

HEALTH CENTERS

5 2 PARTICIPATE IN
THE CHCANYS
NYS-HCCN

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
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Schedule of Events

Session 1 (5/7)

* HealtheConnections

O ®

Session 2 (5/14)

e eClinicalWorks &
HealthTexas
Medical Group
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Session 3
(5/21)

* Azara
Healthcare &
Harmony
Healthcare Long
Island

O

O

Session 4
(5/28)

« HIXNY &
APICHA
Community
Health Center



Meet the Presenters

eClinicalWorks HEALTHTEXAS

PRIMARY CARE DOCTORS

Jatin Gupta Kip Porter, MBA
Senior Product Specialist Director of Clinical Applications
eClinicalWorks HealthTexas Medical Group
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Transition Care Management (TCM) Demo
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HEALTH
TEXAS

ECW TCM DASHBOARD AND HEALTHTEXAS

TRANSITION OF CAREWEBINAR - COMMUNITY HEALTH CARE ASSOCIATION OF NEW YORK STATE




ABOUT HEALTHTEXAS

® Founded in 1994

m Serves San Antonio and the
Surrounding Area

m /8 Providers
= 42 Physicians

m 36 Advance Practice Clinicians
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VALUE BASED CARE FOCUS

80% of Annual Gross Revenue from Value-Based Contracts

care partnership between
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Transition of Care
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TCM CHALLENGE

= |nefficient Workflows / Duplicated Tasks

= Separate processes based on insurance type for different
teams

= Too many single points of failure

= TE was marked reviewed

= “l forgot”

= “| told X person to let them know”

®  That is (insert department here)’s job
= |nformation scattered in the chart

" Document folders, virtual visits, TE’s, M jellybeans, etc

How many steps do | have to take to tell the story
of this patient’s hospital visit?




LARGEVOLUME OF COMMUNICATION,
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LESS RESULTS QPICACO

Introducing Accountability -

Review of all the “hand offs”

Inpatient Case Medicare
= Can we measure where the trail goes Managers Advantage Team
cold?
Phone calls

= Nowhere

eCW (TE) / virtual visit

Email

Fax Providers Clinic Staff
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OH SNAP! —THE TCM DASHBOARD

CRITERIA FOR THE PROPER
TACTICAL USAGE OF THE PHRASE
"OH SNAPII" . A FLOWCHART.,

DID SOMEONE
GET TOLD?

YES NO

/

OH SNAP!

Add the patient to Is the patient on the
the TCM Dashboard TCM Dashboard?

YES

v

Update the TCM
Dashboard
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PILOT PROJECT —ACO REACH PATIENTS | have Informetion abour 2

hospital admission or
discharge

Challenges in Getting Project off the Ground

= Difficult to measure ROI due to capitation

= Large number of users, departments involved

Add the patient to Is the patient on the
the TCM Dashboard TCM Dashboard?

Assumed Benefits

®  Meeting time spent attempting to solve this problem
already more expensive than TCM Dashboard YES

= |dentify and eliminate redundant/inefficient tasks

Update the TCM

Dashboard
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STRUCTURE IS STRATEGY

Providers

= Merged departments, consolidated tasks ‘

= Empowered these departments to own the
process

® “If it’'s not in the ehart TCM Dashboard then it TCM Team /TCM
didn’t happen” Dashboard

= All roads lead to the TCM Dashboard

3"

’4

Inpatient Case
Managers

Clinic Staff
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WORKFLOW IMPROVEMENTS — DOCUMENTS

Two clicks to get
to any document
related to this
hospital stay

_[ G Scrihe"is Orders HQ h Imighis]
LR R R L L
Objective:
Vitals:

Past Results:
Examination: % 55

Assessment:
Assessment:

Prescription Drug Monitoring Program (PDMP)

PDMP report request completed on 09/13/2024 03:12:35 PM -
Procedures: @
Immunizations:
Therapeutic Injections:
Diagnostic Imaging:
Lab Reports:
Procedure Orders:
Preventive Medicine: @

HEALTH
TEXAS

PRIMARY CARE DOCTORS

V 04/23/2025 OR TCM

TCM Documentation  fsss

d
J e o M B 2o 4 logs 2 P 2= ) Messenger

HC CHRONIC 058 UHC Complete Care 5:T:

Appointment Additional Info

Mext Appt: GEIEEEEEEES  Provider Name: Orlando,Rod... (1) Patient should be seen face to face by:
L Medical Decision Making is in pending status, can't calculate estimate

date,

Last Appr immmSssEsl  Provider Name: Christ
e

TCM Appr | 04/23/2025 01:00 BMPOrlando v TCM documentation details will be added to selected
appointment

M \nteractive/ygilfal Contact EEELEUNTE]
oo ® ves O Netes
ontact | Telephane v Date of Contact | Q4/21/2025 fx Morazles, Melanie 21-Apr-2025 11:34:57 > Completed, Spoke to sor == = a

does have an appointment set for (=0 = [ = e e [ .

Patient Declined
O r ETR™ s o non bhaws (] E | r v

M Medical Decision Making (MDM) = B Medication Reconciliation ¥

() High Complex () Moderate Complex () Low Complex (@) Pending () Reconciled () MotRequired (@ Pending M Telephone Encounter

Updated By: Morales, Melanie 04/17/2025 10:21 Updated By: Morales, Melanie 04/17/2025 10:21 Select v @

M User Defined Data Collapse All | | Expand All |

B Manual Enrollment

Hospitalization

Hospital

s " — e
Admit Date (AmE——

Discharge Date mm m——"
Discharge Facility:

Discharge Disposition:Home
Primary DX Code: il

Days Since Discharge:7

# of ER visit0

# of Admission:1

# of Readmission:0

Programs

= Transition Care
Management

Send & Print ~ Fax « Record

Lock «  Details & Templates < Claim

Event Type

Admit Date B Provider \isit Questions

Primary Dx

Secondary Dx No | Questions Values Notes View

Discharge Date 1 Education provided, diagnostic tests reviewed, Select " View

Hospital Facility evaluated for possible referrals

Discharge Disposition

Reason

Initial Contact @
No of Attempts —
Medical Decision Making Pending o B L84 Callus of foot

Medication Reconciliation Pending . 134.0 Mild mitral regurgitation

. K21.9

GERD (gastroesophageal reflux diseas

Lerers | ~  Ink &  Amachments  Patient Education « PDMP

16
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TCM PERSPECTIVE IN APPLICATION

Hospital
Portal

Telephone
Encounter

Hospital Telephone
Portal Encounter

TCM Dashboard

Patient
Documents

Patient
Documents

Resource
Schedule

Resource

Schedule

17
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WORKFLOW IMPROVEMENTS — HOSPITAL CENSUS

@- eClinicalWorks 12 m Remember reset your cac... £ T @ I__ M

. Transition Care Management TCM  Reports  Import File
As a provider, who

AdmissionDate | nyppsvyyy || To | mw/DDAYYY | [ Patient Search by Name Name ~ EventType ) v No of Attempts Al ~
d o I have In th € Discharge Date | n\i/pp/yyyy || To | wmwm/mDD/vYyy | [ Provider RodriguezOrlando MD %~ Discharge v
h . I 7 Disposition
oS P |ta . Hospital Facility Name - EF’:Z?;tt v Enrollment -
_ - Status Clear All
Discharge Facility Name - Insurance

Search by Lastname, F  ~

Search by Last name, First name -
O Patient Name % DOB Discharge Date % Days Since Discharge Contacted After Discharge Event Type % Hospital Facility + Discharge Facility
0 % = + e Admit R
D & 2 .F | . Admit - - mmmm
0 (4) a + . Admit - e
()] @ a2 + 1. 04/18/2025 5 days 3(3) Discharge mE m W e
D @ a .F (- Admit e m e e o e o
O (@ a + 1] - 04/16/2025 7 days 4(3) Discharge et Cl g s e =8
] (@ a + el e o 04/15/2025 8 days 4(3) Discharge mE m wem o m Em
0 (@ a + (e e — Admit - nns om i
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WORKFLOW IMPROVEMENTS — HOSPITAL CENSUS

Transition Care Management TCM Reports  Import File
Admission Date | nj\yppyyyyy |[®| To | mMm/oDiYYY | 9 Ratent Search by Name Name + EventType 4| v NoofAttempts Al v
. | DischargeDate | \yypppyyyy (P8 To | mwoDiyyy B Broziden RodriguezOrlandoMD %~ DP"“",";Tg‘* v
ISpOsItion
As a provider,who ’
Hospital Facility Name - Default - Enroliment
i Facility pen v
do | have in the . " status Clear Al
Discharge Facility Name A Insurance
Name e Assigned To

Search by Last name, F +

hospital?

1

Reassign to - i
Search by Last name, First name - Reassign Messenger

|0 Patient Name % lility ¢ Discharge Disposition Attending Provider Assigned To Diagnosis TCM notes Appointment Additional Detaif
O h , th ree O (6 a + Rodriguez, Orlando MD  Salazar, Sabrina2 )
discharges’ When O & a £ Rodn-guez Orlando MD A\.'?Ia. Mel?ssaA F_(‘,
. ) (6 a + Rodriguez, Orlando MD  Avila, Melissa A B
are th ey bel ng 0O C% a + Rodriguez, Orlando MD  VBC, Outreach = = 04/23/2025 Orlando,Rodriguez
seen ? O (6 a + Rodriguez, Orlando MD  Morales, Melanie " B
O & =1 + Home Rodriguez, Orlando MD  VBC, Outreach = 04/23/2025 Orlando,Rodriguez
0O (6 a + Home Health Rodriguez, Orlando MD  VBC, Outreach . B 04/25/2025 Max.Cruz
O (% a + Rodriguez, Orlando MD  Tijerina, Roxanne B
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ACO REACH — SEEN VERSUS NOT SEEN PATIENTS (14 DAYYS)

80
70
60
50
40
30
20
10

Medicare ACO Hospital Discharges - Seen vs Not Seen in 14 Days
January 2025 - January 2026

ccccccccc

ccccccccc

20



Questions?
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E O Healthcare Interoperability 101 Course
« 1 Optimizing Transitions of Care Workflows Case Study
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Continue the Conversation

Don’t miss the next session of this 4-part
series!

Session 3: Thursday, May 21
Azara Healthcare &
Harmony Healthcare Long Island

We hope to see you then!

*Additional Resources

@ COMMUNITY HEALTH CARE ASSOCIATION of New York State chcanys.org



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!

@
COMMUNITY HEALTH CARE ASSOCIATION of New York State chcanys.org




	Slide Number 1
	Agenda
	Slide Number 3
	Slide Number 4
	Schedule of Events
	Meet the Presenters
	Transition Care Management (TCM) Demo
	Ecw TCM Dashboard and HealthTexas
	About healthtexas
	Value based care focus
	Tcm challenge
	Large volume of communication, �less results
	Oh Snap! – The TCM Dashboard
	Pilot Project – ACO Reach Patients
	Structure is strategy
	Workflow Improvements – Documents
	TCM Perspective in Application
	Workflow Improvements – Hospital Census
	Workflow Improvements – Hospital Census
	ACO Reach – Seen versus not seen patients (14 days)
	Questions?
	Continue the Conversation �
	Please fill out our survey!

