
•

Track 2: Engaging in Health Information Exchange for Care 
Transitions

Additional Activities:
10:45 AM – 1:30 PM

*Help Squad – one-on-one PCMH and Meaningful Use Support (Innovation 
Room)

*Promising Practices Gallery Walk Raffle (Inside perimeter of the office)

1:00 PM
*Promising Practices Raffle (Training Room)
See the back of your agenda to participate 



Leveraging Health Information 
Exchange for Care Transitions

Symposium on the Future of Complex Care

Jessica Osborne-Stafsnes, MSHS
Kim Perris, MSN, RN, CNL



Humboldt County, California
136,646 people

• ~40% Medicaid Lives
• ~40 % Commercial Lives
• ~15% Medicare Lives
• ~5 % Uninsured

3 Hospital Systems

Rapidly consolidating practice environment

Community Health Issues: Substance Use Disorder (SUD), 
Mental Health Access, Adverse Childhood Experiences (ACES)

Humboldt County, CA



Context - Two Organizations 

Humboldt Independent 
Practice Association 

• Managed Care Contracting
• Third Party Adminstrative

Services
• Accountable Care Organization 
• Care coordination 
• Primary Care 

 Physician Board

North Coast Health 
Improvement and 

Information Network

• Health Information 
Exchange

• Community Health 
Improvement

 Community Board



History of Humboldt IPA

1964
Humboldt 
Del Norte 

Foundation 
For 

Medical 
Care

1995
Humboldt 
Del Norte 

IPA

2010 The 
Priority Care 

Program 

2010 North Coast 
Health 

Information 
Network (NCHIN)

2016 The Priority 
Care Center



Delegated 
Medical Group 
&Third Party 

Administrator

Physician 
Organization

Member lives

Quality 
Improvement 

and Innovation

Peeling Back the Layers



Improved 
Patient 

Experience

Lower Cost

Population 
Health

Improved 
Overall 
Health

Core Values
Triple Aim



North Coast Health Improvement 
and Information Network (NCHIIN)

• Non-Profit Community Health Information Exchange

• Initiated in 2010 out of a data sharing and 

interoperability collaborative

• 2016: NCHIN to NCHIIN

• Updated name reflect the organization’s 

community care improvement initiatives





ADT for Care Coordination

• What is ADT?

– Admission, Discharge, Transfer messages

• ADT as a tool for care coordination:

– Real-time data

– Prevent duplication of hospital/imaging services

– Bridge care to services/appropriate Care

– Identify high risk patients/patients with high 
needs



ADT: 2 Use Cases for 
Care Coordination

Alerts for Social Care 

• Hospital (Emergency and In-Patient) Alerts

• Jail Alerts

Alerts for Primary Care

• IPA-Utilization Management

• PCC-Nurse Practitioner transitionalist, RN care 
coordinator



Premise: Alerts for Social Care

Clients have high 
emergency dept. use

Multiple case 
managers involved

Lack of information 
sharing infrastructure

Hypothesis:

Data linkages 
between NCHIIN’s 

healthcare 
participants and 
Department of 

Health and Human 
Services (DHHS) can 

improve care for 
individual clients and 

reduce burden on 
impacted systems



Alerts for Social Care: Data Flow

Data Elements:
• Client Name and Basic Demographics

• Housing Program Enrollment
• Case Manager Name

• Hospital Event Notification (ADT)
• PROMIS







ACT.md
NCHIIN/ACT.md Integration

Future State: Alerts for Social Care 



Using ADT in Primary Care

• Background on Priority Care Center

• Current/Future State

• Team-based care practice model

• 10 building blocks as a framework



The Priority Care Program
Background

• Intensive Care Coordination

• Transitionalist

• Wellness Coaching 

• Diabetes Education Program 

• Mental Health 

• Shared Decision Making

• Population Health 



Priority Care Center

Vision

For all people served through the Priority Care 
Center, to receive the right care, at the right 

time, by the right provider. 



The 10 Building Blocks of High-Performing 
Primary Care

Bodenhiemer et al. (2014)



ADT in practice

NCHIIN receives real-time ADT messages from 
local hospitals

System looks for:

• Admit

• Discharge

• Transfer 

IT department collects 24-hours worth of 
messages and imports data to hospital census 
tracking.



Internal ADT Tracking Process



ER Tracking



Inpatient Tracking Sheet



Inpatient Tracking



A Team Approach to Using ADT Data

Reviews lists

Creates tasks

Low acuity to 
MA

High acuity to 
RN

Inpatient to NP 

Follows up calls 
to ER patients

Offers Care 
Coordination

Follows up calls 
to ER and 
inpatient

Offers Care 
Coordination

Home visits

Patient 
accompaniment

Daily hospital 
rounds

Delegates tasks 
to team

Inward MA Outward MA RN Care Coordinator       Nurse Practitioner         



Lessons Learned

• Data to Information
– Information should be defined by the recipient 

• Who the data goes to is important (what person on the care team…)
– Who sorts and disseminates the data?

• Trust:
– In systems
– In training
– In data

• Commitment to Continual QI:
– Identifying and responding to challenges
– Making modification based on needs
– Team agency to make change

• Consistency of Engaged Leadership:
– Administrative Level
– Clinical Level



Our Team



Feedback, Questions, Discussion

“Data moves at the 
speed of trust.”

--David Ross, ScD
Public Health 

Informatics Institute

Jessica Osborne-Stafsnes
josborne@nchiin.org

Kim Perris
kperris@humboldtipa.com



Using RCHIE to 
Transform Care

Lisa Israel, MBA, CPHQ, CPHIMS
HIT Project Manager
Redwood Community Health Coalition



Current RCHIE Environment

• Nine health centers participating (the 9th was added 
yesterday!)

• All are eClinicalWorks users

• Data goes to RCHC’s Hub using eEHX platform
• eEHX is a product of eClinicalWorks

• Hub is available to non-eCW users



History/Timeline of RCHIE

2014
First Health 

Centers Begin 
Sending Data

2015
Contract signed 

with 
ConnectHealth

2016
Contract Signed with

St. Joseph health for ADT/CCD
Exchange

2017
• ConnectHealth ADT feed goes live –

taken down due to contract issues
• Three additional health centers join
• CareQuality connection begins 

testing (connection w/Sutter)

2018
• St. Joseph ADT/CCD live
• CareQuality live
• Two additional health centers join
• Marin Gateway project begins

2019
• Marin Gateway live
• Connect to regional HIE

2020
TBD

2021
TBD


