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Office of eHealth Innovation

Open

Call to Order 12:00 5 mins
. Roll Call and Introductions

. Approval of December Minutes

. January Agenda and Objectives

Michelle Mills, Chair

January Agenda {2 OeHI

Announcements 12:05 15 mins
. OeHI Updates-eHealth Commission Updates

. Decision Items & Action ltems

Lt. Governor Dianne Primavera, Director of the OSPMOHC

Stephanie Pugliese, Deputy Director, Office of eHealth Innovation (OeHI)

eHealth Commission Members

New Business

eHealth Commission Chair & Vice Chair Nominations and Vote 12:20 15 mins
Stephanie Pugliese, Deputy Director & State Health IT Coordinator, OeHI

Colorado Health IT Roadmap Implementation and Next Steps 12:35 10 mins
Stephanie Pugliese, Deputy Director & State Health IT Coordinator, OeHI

KP Yelpaala, eHealth Commission Vice Chair, Chief Executive Officer & Co-Founder, InOn Health

Care Coordination Future Plans Next Steps: Contexture 12:45 30 mins
Janeece Lawrence, VP of Project Management, Contexture

Heather Culwell, Director, State Health Initiatives, Contexture

Stephanie Sanchez, 2-1-1 Statewide Director, Mile High United Way

Care Coordination Future Plans Next Steps: QHN 1:15 30 mins
Jason McRoy, Director of Analytics, QHN

Public Comment Period 1:45 5 mins

eHealth Commission Meeting Closing Remarks 1:50 10 mins
. Open Discussion

. Recap Action Items

. Future Agenda Items

. Adjourn Public Meeting

Michelle Mills, Chair



Announcements s Verl

OeHIl and eHealth Commission Updates

Rural Connectivity Program - eHealth
o Commission Reappointments
ARPA HCBS Digital and New Appointments

Transformation projects
State Health IT Updates

Commissioner Updates

Note: If you are experiencing audio or presentation difficulties during this meeting, please text 203-521-5910.



l@ OeHI

Office of eHealth Innovation

Remarks from Lt. Governor Dianne
Primavera

Lt. Governor Dianne Primavera, Director of the Office
of Saving People Money on Health Care
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eHealth Commission Chair & Vice Chair
Nominations and Vote

Stephanie Pugliese, Deputy Director & State Health IT
Coordinator, OeHl
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Colorado Health IT Roadmap
Implementation and Next Steps

Stephanie Pugliese, Deputy Director & State Health IT
Coordinator, OeHlI
KP Yelpaala, eHealth Commission Vice Chair, Chief Executive
Officer & Co-Founder, InOn Health
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Care Coordination Future Plans Next Steps:
Contexture

Janeece Lawrence, VP of Project Management, Contexture
Heather Culwell, Director, State Health Initiatives,
Contexture
Stephanie Sanchez, 2-1-1 Statewide Director, Mile High
United Way




Care Coordination and
S-HIE Overview

Creating better-connected care for Colorado
communities

Janeece Lawrence, VP Project Management
Heather Culwell, Director State Health Initiatives

Stephanie Sanchez, Senior Director, Statewide 2-1-1
January 19, 2022




" Introducing Contexture

Two industry

leaders, better
together.

@

CORHIO

health
current
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- contexture’

reatin: g connect ions. Improving lives.

NAME MEANING

The meaning of “contexture” refers to linking
different parts together to form a connected whole.
In the same way, Contexture draws together
disparate pieces of information from multiple
sources to create a clear context for care.



contexture

ctions. Improving lives.

Advancing individual and community
health and wellness through the
delivery of actionable information and
analysis.

OUR MISSION



:- Social Health Information Exchange Landscape

Diverse landscape of platforms

Lack of technical and financial
resources

Most solutions focus solely on end-
user functionality

Slow to adopt approaches to
interoperability

Duplicative community resource
inventories

13
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Our Vision for Colorado Communities

Vision Statement

Leverage and enhancing existing infrastructure such as investments in EMRs, care coordination tools,
CORHIO and Mile High United Way 2-1-1, develop an ecosystem of interoperability to support the
automated exchange of information between healthcare providers, community organizations, public
health, and State agencies.

Goals

* Improve the health and well-being of Colorado communities through better integrated data sharing
capabilities

» Leverage and enhance existing local investments

* Develop and support vendor-agnostic infrastructure for a market that has already begun the
adoption of diversified toolsets

* Lessen the burden on under-resourced community organizations and initiatives

» Leverage economies of scale to ensure equitable access for underserved communities

Contexture



= S-HIE Approach: One Size Doesn’t Fit All

Meeting entities where they are and building a system of systems

Community Resource Model:

Access to and import of a single
Community Resource Inventory

database into a participant’s
system using an API or other
technologies

ntexture | 2022

SDOH Notifications:

Allows for participants to use
their own systems - such as
Unite Us or Aunt Bertha while
utilizing existing CORHIO
connections to leverage
additional CRI Data and share
information (not the referral
itself...yet)

15



_ Community Resource Inventory (CRI) Use Case

Scenario: Lisa went in for her annual physical exam and her
doctor called her a couple of days later to review her lab
results. Her doctor informed her that results indicate she has
prediabetes and suggested certain lifestyle changes could help
to ensure that this didn’t progress to type 2 diabetes. In
addition, Lisa’s doctor was aware of community organizations
who host classes to support individuals with prediabetes. The
classes are intended to give individuals the tools, resources, and
support they need to successfully implement these key lifestyle
changes.

ntexture | 2022
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_ Community Resource Inventory (CRI) Use Case

q:t

Workflow: Lisa’s doctor opened the Electronic
Health Record and initiated a query that went to
the Contexture platform. The query included
Lisa’s diagnosis and her zip code. Contexture
returned a list of Community Based
Organizations who provide prediabetes services
in close proximity to Lisa’s home address. Lisa’s
provider was able to access that list of
organizations and share it with Lisa so she can
enroll in the next class that works best for her
schedule.

77 ((?((«((

ntexture | 2022
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~ Community Resource Inventory (CRI) Distribution

211
CORHIO CRI Distribution Platform
«— CBO List Sync —P» I H —>
Aunt Berth Community Web Service [ API
Hlota FETITE CRI Directory Users:
UniteUs [WTELITT
EFFA CRISPeR /1 forE
Hunger Free (DPP, DSMES, CVD, Food)
NowPow
Other EHR Users

(EPIC, NextGen, Athena, eCW)

SDOH Software Vendors
(BCC, UniteUs, Aunt Bertha, NowPow, Hunger Free)

1
ntexture | 2022 8



= MHUW 2-1-1 CRI Advantages

» CBO Relationship Management
* One-to-many options to reduce CBO burden of maintaining information in multiple
locations

» Data Standardization
» Services are standardized by use case

« Community Based Organizations (CBO) Portal
« Self-service portal to manage a CBO’s own information and services

« Data Distribution
* CRI Database lives with Mile High United Way and accessed via APl by CORHIO
* CRI access is distributed via CORHIO to interested partners

« Mile High United Way Perspective

ntexture | 2022
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= eReferral Use Case

Scenario: Bill hadn’t been feeling well for a while, so he made a doctor’s
appointment. During his visit, his doctor did an exam and drew blood for
lab testing. The next day the doctor called Bill to review his lab results and
shared concerns that his HbA1C had increased considerably. The doctor
felt he may need some additional support in order to successfully manage
his diabetes and wanted to recommend services through a local
organization that could help by put a customized plan in place aimed at
improving his Hba1C.

ntexture | 2022
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= eReferral Use Case

Workflow: She discussed with Bill which organization was most
convenient to him before initiating a referral from the Electronic Health
Record. The doctor selected the organization in the EHR referral
template and hit send. The EHR is configured to capture Bill’s
demographics, diagnoses, and insurance information. All of this data

is included with the reason for the referral and is added to a Continuity
of Care Document that is sent outbound to Contexture via Direct
message. Contexture’s technology platform determines who the referral
needs to go to and delivers it via their preferred method.

By initiating an electronic referral on Bill’s behalf, the doctor is confident
that the community organization will receive it, act upon it, assess his
eligibility for their program, and reach out to Bill directly. Bill has a
greater chance of success as a result of the organization reaching out to
him directly than having him initiate contact himself.

ntexture | 2022
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= CORHIO Referral Platform Integration

EHR Referral Request

Yo

Clinica Family Health
Denver Health
Clinica Tepeyac
Stride
Mental Health Partners

Direct Message
Protocol

—
—> - —>
[—1

ntexture | 2022

CBO Referral
Formatting

Error
Checking

CORHIO

E

211 Directory Subset
(DPP, DSMES, CVD)

B

Reporting

— CBO Referral Message—b LLLL

—— CBO Progress Note ==

' YMCA (32 Locations)

Consortium for Older Adult Wellness (12 Locations)
Vuela for Health (10 Locations)

Emergency Family Assistance Association

Boulder County Area Agency on Aging (4 Locations)
Tri-County Health Department (9 Locations)

Denver Inner City Parish

Outreach Wellness (10 Locations)

22



® Social Needs Referral Notifications Use Case

Colorado Access - Social Needs Referral Notifications

« Regional Accountable Entity within the Medicaid Accountable Care Collaborative (ACC)

* Alerts when COA ACC members have been referred to a community-based organization by a
physician’s office

« Supports COA’s case management obligations under the ACC including emphasis on patient
follow-up and continuity of care

» Saves time searching in multiple systems to determine if a referral was made
* Enhances patient follow-up

* Provides additional support needed to ensure the patient’s social needs are being met

23
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= SDOH Notifications Model

CRISPeR

Boulder Community Connect
Aunt Bertha
Julota
UniteUs
EFFA
Hunger Free
NowPow
Other

ntexture | 2022

CORHIO HIE Platform

[=

SDOH Notifications

24



ntex

ture

= SDOH Notifications Model

" |ncludes CORHIO Referral Network and Vendor Partners

* Existing Infrastructure Leveraged CORHIO Platform
* Push Data Model

« Data routes based on member files

* Feeds directly into electronic health records system
Data Types Can Be Added

« Scalable to new use cases

2022

25



= S-HIE Benefits

» Leverages the pipes already built within the HIE
« Data flows in and out using existing interfaces
« Data standards can be leveraged across various data types
* Promotes creation of comprehensive datasets

» Does not require duplicate data feeds
» Connections already in place to hundreds of participants

* Inbound and outbound feeds can be reused

* Allows for one-to-many connections
* Bringing in data once and distributing many times

ntexture | 2022
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® Lessons Learned

» Contexture's Care Coordination platform is scalable with the right investments and partnerships but
may not meet every use case or need

* Integration with electronic health records system is most preferable for provider - also brings
highest cost

« Sustainability is challenging but not impossible

« Referral data volume is low, as such data into the HIE is minimal. Without available data, populating
a Notification Alert will be challenging

« Establishing a statewide Community Resource Inventory is complex without standards in place to
align across all of the disparate systems being utilized in the ecosystem

* Mile High United Way lessons learned

27
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¥ CommunityCares - Arizona's SDOH Referral System

= Health Current, Arizona's HIE and a Contexture organization, has launched a
statewide closed loop referral system for SDOH

= The Arizona Health Care Cost Containment System, Arizona’s state Medicaid
agency, launched its Whole Person Care Initiative. As part of this strategy, they
partnered with Health Current to develop a technology solution that can support
providers, health plans, community-based organizationsand community
stakeholders in meeting the healthcare and social-economic needs of Arizonans.

CommunityCares

Arizona’s SDOH Referral System

28
ntexture | 2022




" Upcoming Webinar — Arizona SDOH Network

January 31stat 12-1pm MST

Interstate Innovation: Best Practices in Developing a Social Determinants of Health (SDOH)

Referral System
Hosted by Health Current WebEx Meeting Invite

https://healthcurrent.webex.com/healthcurrent/|.php?MTID=meal65280a425067630ba398870412b

bf
Please reach out to Katy Reno to be added to the invitation and for details.

katy.reno@contexture.org
Marketing & Communications Manager

ntexture | 2022
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https://healthcurrent.webex.com/healthcurrent/j.php?MTID=mea165280a425067630ba398870412bbf

L= Thank you for attending!

janeece.lawrence@contexture.org
heather.culwell@contexture.org
stephanie.sanchez@unitedwaydenver.org

Contexture |
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Care Coordination Future Plans Next
Steps: QHN

Jackie Sievers, Director of CRN Implementation, QHN
Jason McRoy, Director of Analytics, QHN




QHN Whole Person Care Coordination

eHealth Commission Meeting
January 19, 2022

Jackie Sievers — Director of CRN Implementation
Jason McRoy — Director of Analytics




* Overview of QHN approach to implementing Whole Person
Health Care Coordination projects

 Community Resource Network (CRN) implementation

* Highlight outcomes and lessons learned to date

©2021 QualityHealth Network © (QHN) —
All rights reserved, QHN proprietary and confidential not for further redistribution.
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Partners

Health Care
Organizations
(EHRs)

Care
Coordinators
and
Managers

Public
(Patients,
Clients,
Community
Members)

Case
Managers
and Counties

Community
Based Service
Providers

All rights reserved, QHN proprietary and confidential not for further redistribution.
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Partners

Health Care

. h Organizations
C (EHRs)

one’ e
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(\ Managers
)
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o ) ) ol
07 )7 s
0 . b Memberst)y

Managers
and Counties

Community
Based Service
Providers

Who? How?

All rights reserved, QHN proprietary and confidential not for further redistribution.
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Community-Wide
Whole Person Strategy

“Non-Traditiona
Coordination

|I)

Integrated Health
Health Home

Partner and community readiness drives the conversation about where to start.

©2021 QualityHealth Network © (QHN) —
All rights reserved, QHN proprietary and confidential not for further redistribution.




4. :
. 1. Community
Implementation Encacement
Support &3k
=
&
3. Solution 2. Practice
Design “ Framework

©2021 QualityHealth Network © (QHN) —

All rights reserved, QHN proprietary and confidential not for further redistribution.

Re-engage, Reassess,
Continuously Improve
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Community Resourc

User First Mams Agency Affiliation ﬁJ

Vi Cto r D O n a I d SO n Client Search | Resource Directory

CRN Client Profile Victor's Timeline oo ° e A e
Casey Certyui -

) O
Overview & Care Team HCM

CRN Suggestion for Disability Services

Case Manager
Grand Junction Housing Authority
care team since May 2017

Personal Demographics

Social Determinants Summary

Frank Fuggetaboutit

Household & Social Graph Service Provider

i . 5t Mary's Food Bank
Healthcare Records care team since Apr 2018
HTBC
Consent & Doc Vault HTMC & .
Colorado Workforce

care team since Aug 2018
L Housing Referra
search Victor's records

Valerie Vaedsfke
Jan Feb IMar Apr Iay Jun Case Manager

Walter Wertyul

Casze Manager "

Vetarans Affairs n
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Case Management Tools
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ED Manager
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* 6684 of 9783 screened (68%).
e 2,970 have been screened multiple times.

* 57% had an ER visit in the 12 months prior to screening
e 3043 (46%) with at least one identified need

Food 317z

Housing 2,329

Transportation 1,601

Social Isolation 1,052

Utilities 1,043

Safety 373

0 200 400 600 800 1000 1200 1400 1600 1300 2000 2200 2400 2600 2800 3000 3200 3400



Over 3600 Referrals made to over 200 organizations/programs

1786 Referrals 1327 Referrals

for Health Related* for Social Need

Related Services

A

Services

*Large number of referrals made for Montrose-based COVID services

©2021 QualityHealth Network © (QHN) —
All rights reserved, QHN proprietary and confidential not for further redistribution.




This level of collaboration does not happen organically, but Medical providers are
integral to getting the ball rolling

Health Provider Initiated Referral Sequence: West Mountain Regional Health Alliance

Women's Health - WVWH VWH- Youth Recovery Center « YDuchone/ WIC - Garfield County ; Valley Taxi of Glenwood Springs » Sava Senior Care ;

Mountain Family Health Centers .«

/
Western Colorado 2-1-1 » “\-,.;osmrr“ H g‘%té\o 2\.'\.1rHl : Western Calorado }'“C ‘Western Colorado 2-11 ‘-._ /
VVH - Women's Health Vs Angg}s Veterans Community Livi/ng/
‘Women's Héal”! VVH - Wor VVH - Women's H'Ea Ith »
- N . VVH - { '\J’ II Fami ki " .
VWH - Roaring Fork Family Practice aﬁe\,auli‘:\, ﬁoﬁ'p“fﬁmbé Valley View Hospital - Inpatidny » Pitkin County an Serwcj's),

Valley View Hospital - Inpatient

\.I'allevTax'lof/G( wood Spfings »
L

Vail Valley Charitable Fa
g/aarinmu:aﬁfr

e Sava .Ser{: are s
— / 4

River Cemer q}rN’e C}‘Eﬂb—
\ Rifle M{sln;éuthnrlty/

\ R{?C;{SEHI%&F/

, kfnty H |.1g(an ;gﬁacas -
P {p’ﬁwng Cemer -
x_,

/b)(atrryn‘in_ﬁamny H\al{ niters

WVH - Eagle Valley Family Practice @ p “ vail H9£|If| HGSDl‘zl »

/
Mind Springs (Eagle, G.5., Vail) -
WWH - Caze Management

Rifle ;uf hafity »
/B.nfr gws' or Cent;(
FEd"vl“ ut r?/?“/

i

Valley View Hospital [VWH} »

Vail Health Hospital @

Summit Community Care Clinic @

WWH- Roaring Fork Family Practice & —
Hunger Free Colorado—

Mountain Family Health Centers

72% of clients
enter our S-HIE
coordination
eco-systemvia a
healthcare
provider

Wheels{brand River

Grand River Health

rood-nns—=

WO
are Center-=

Gmnde k \_\e Care and Hospice of the \c'allf_!_,

Hilltop Life Adjustment Program -

|

Ebert Family Clinic

FamlN Misitor Programs. Glenwood Springs W?rlsfurcz Ctr '

Eagle Valley Family Practice - VWH J Ceni Roaring Fork

Community Health Services =

/
Colorado Mountain Medical ./ Center for Independ n;e Glenwn&d]‘

// Changing Lifestyles at‘:&' 3

Catholic Charities [Eagle, Pitkin, Garfield)

Garfield County - Employment First \

/ // Centro Calorade 5 Catholic Charities [Eagle, Pitkin, Garheld]\
/ Center for Independence i
// Cathalic Charities (Eagle, Pitkin, Ga Alpine Legal Sgrviues {
. S—— Alpine Legal Se .
Castle Valley Children's Clinic Aspen Valley Primary'Care o AA Central Offcs of Western heraCare S'Il;\“ COVID 19 Vaccine - Montrose County *
Aspen Valley Primary Care . AeroCare -
Abode Hospice & Home Health, Abode Hospice & Home Health

Aszpen Valley Hospital @

Abode Hospice & Home Health A Little HElD.."



“Coordination” beyond referral slow to develop

12000
10000 9783

8000

6000

4000

2190
2000
599 438
] 1 ld
0 —
Total Individuals Indivdiuals with >1 Need Individuals with >1 Referral Individuals with Care Team Individuals with >1 Member on
Consent Care Team
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nges to workflow take time

SDOH Responsibilities
Unclear or Fragmented

Coordinator

\
Ay
AY

3
Provider Doesn’t

Have Time

©2021 QualityHealth Network © (QHN) —

Paper Screening

Screening

\
\
\

P |
No Screening
Performed
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Delayed Capture of Resourcenot a
Referral System Partner
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e ,’,
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Resource Closed Loop
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\ \
x X
Referral Provided Resource doesn’t
Manually Respond




Demand for effective integration is extremely high

Minimize Clicks

Simplify Workflows

Bi-Directional Data Flow

EHR Integration Essential

-

@

©2021 QualityHealth Network © (QHN) —
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Need to be sensitive to pandemic pressures when implementing these changes

NEWS > Local news

Facing a new flood of COVID patients, . _ .
Colorado nurses say the stress is Essential Social Services Are Struggling
unsustainable to Survive the COVID-19 Crisis

Couvid Overload: U.S. Hospitals Are
Running Out of Beds for Patients

As the coronavirus pandemic surges across the country, hospitals
are facing a crisis-level shortage of beds and staff to provide
adequate care for patients.

HEALTH

Colorado has half a billion dollars
to fix its mental health system.
But it won’t work without
workers.

Community mental health centers across the state are more
desperate for workers than ever. More than 1,090 jobs are
vacant at 17 regional centers.

& Jennifer Brown 12:01 AM MST onDec12, 2021




e Alignment with “ready-made” care-coordination collaboratives
e Behavioral Health
e Opioid and Peer Recovery Coaching
* School based housing projects
 Built for Zero Coordinated Entry and Housing project

e Expand capabilities for bi-directional, transactional data sharing

e Continue to support community demonstration efforts and
system expansion

©2021 QualityHealth Network © (QHN) —
All rights reserved, QHN proprietary and confidential not for further redistribution.




Thank You!
Questions?

Jackie Sievers jsievers@qualityhealthnetwork.org
Jason McRoy jmcroy@qualityhealthnetwork.org

5

QHN
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