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Oaklawn Medical Group 
220 N. Madison Ave 
25 Providers Participating  
Care Team Description – Providers (MD/DO) and Quality Improvement (RN, BS, BSc)  
 
Executive Summary: 
 
Oaklawn Medical Group (OMG) takes great pride in providing the best quality of care every time. We also take pride in our 
quality initiatives, including the Blue Cross Blue Shield (BCBS) program. Our Provider Organization (PO), Integrated Health 
Partners (IHP), has been instrumental in assisting us with our goal in automating data flow containing valuable quality and 
Admission Discharge Transfer (ADT) data for all our patients. In order to accomplish this goal, we identified the need to 
develop a process by using a reliable Health Information Exchange (HIE) system that could send data from our ambulatory 
Electronic Medical Record (EMR), Athena. Our HIE/ADT Implementation in 2016 into 2017 was well worth our investment. 
We have met our goals in not only capturing all the data elements needed for our BCBS program, but also successfully 
transmitting the data through an automated process.  In addition, the ADT information has greatly improved identification 
of patients utilizing ED and IP services in real time. 
 
Category:  HIE/ADT Implementation 
 
Title of Submission: BCBS HIE/ADT Implementation Project 
 
Project start and end: OMG migrated over from Allscripts to Athena in August of 2016. Our HIE/ADT project started in 
August of 2016 and ended in late December of 2016. (Ongoing quality improvement project) 
 
Goal of the Project:  
 
OMG’s goal within the PO/BCBS HIE/ADT Implementation Project was to capture all pertinent discrete data elements 
supporting our Quality Measures for the BCBS program and other incentive programs as well as identification of patients 
needing transition of care interventions.  These data elements directly impact quality scores, gaps in care, and readmission 
rates for our patients. This project entailed standing up multiple systems, processes/workflow changes and multiple teams 
within OMG and IHP in order to succeed.  
 
Who developed the program/intervention and how? 
 
Quality Improvement at Oaklawn/OMG and IHP identified there was a significant need for a new HIE/ADT integration right 
after the point in time OMG migrated over to a new EMR system, Athena. Quality Improvement identified several issues 
and data elements missing within the Athena original equipment manufacturer (OEM) outbound Continuity of Care 
Document (CCD) messages, negatively impacting gaps in care, quality measures and other ADT information. Essentially, 
several BCBS measures were impacted as the OEM CCD messages from Athena were not included. We had to develop a 
solution to address the missing data elements in order to report to full capacity to Blue Cross and all other incentive 
programs and to improve the accuracy of our ADT feed. 
 
Description of the program/intervention:  
 
Shortly after the OMG Athena EMR go live, Oaklawn Quality Improvement and IHP IT team members identified data 
elements missing from the OEM outbound messages. The data elements we needed to capture were: Adolescent well-care 
visits, Adult annual preventative visit, Depression screening, Diabetes eye exam, Prevention Advising Smokers and Tobacco, 
Weight assessment (3 – 17) and counseling, nutrition counseling and physical activity counseling (3 – 17).  The 
intervention/solution resulted in developing a query within a report writing tool that generates a weekly CSV file to send to 
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our PO, IHP. The file generation is automated and is sent securely (SFTP) to IHP.  It was also identified that many patients 
being admitted to three of our local hospitals (including Oaklawn) were not being identified from our ADT feed. Without 
accurate ADT information patients were being missed and not targeted for episodic care management, therefore increasing 
the risk of readmission. The issues were resolved through collaboration and teamwork between Oaklawn, IHP and Patient 
Ping. System improvements were made in all systems involved which included Oaklawn’s EMR, Patient Ping and IHP’s 
registry system. 
 
How were patients identified for the program/intervention?  
 
The patients were identified by utilizing the report writing tool in Athena to filter the appropriate patient population. This is 
reviewed semi-annually or as needed if by chance a rule change becomes active. This applies to all payers, including BCBS.  
 
How was the success measured? Please delineate whether metrics were processed-based or outcome-based. 
 
Success was measured based on internal and external audits conducted during the following weeks of going live with the 
“Oaklawn Quality Supplemental File”. We were able to see increased patients qualifying for measures that were not 
captured before. We also earned one of our primary care practices back into PCMH designation. In addition, the OMG gaps 
in care reports dropped significantly, reducing gaps in care by approximately 70% from late 2015 to current times. Currently 
our gaps in care remain well managed.  

 

 
 

Success was also measured by improvement in the accuracy of patients identified as having transitions in care.  With the 
improvement of the data contained in the ADT file, the care management team was better able to identify and reach out to 
patients with care transitions for assessment, medication reconciliation, education and timely follow up with the provider. 
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Success is not always measured by data and graphs. I would like to share a patient story to support why having accurate 
ADT information can have a direct impact on patient outcomes: 
 
“Betsy” was first identified by care management two years ago after discovering that per the daily ADT report, she was 
frequenting the ED 1-2 times weekly over a period of six months.  The care manager met with Betsy following an ED follow 
up visit with the provider for assessment.  Betsy had just moved to the area from out of state, had a poor support system 
and was suffering from severe depression.  She had undiagnosed Chron’s disease, did not have a behavioral health provider 
and needed assistance with transportation and applying for Medicaid.  The majority of her ED visits were due to abdominal 
pain.  Betsy was immediately referred to a GI specialist, community mental health, and the care manager assisted her with 
finding transportation and applying for Medicaid.  The care manager and provider made a plan with the patient that prior to 
going to the ED she would call for a same day appointment or see the care manager for triage, and the care manager would 
either speak with patient on the phone or see her in person on a weekly basis.  Over the course of the last two years, Betsy 
has only visited the ED a handful of times, her Chron’s disease is in remission, she attends regular group and individual 
therapy sessions, and is independently utilizing community resources.  Her utilization of services remarkably decreased, and 
her physical and emotional health greatly improved. 

 
Were any new tools, processes or resources developed to aid in the implementation for the program/ intervention? 
 
We were fortunate that the tools and resources required were already in place for other projects. In order to successfully 
send the Quality Supplemental File to IHP, it required the following resources: 
 

1.) An automated query that runs weekly to generate the CSV file sent to IHP. This was built in report building in our 
EMR and then scheduled to run daily. This required permission from Athena in order to send a data file outside of 
an EMR that is web based.  

2.) Once the query generates the file, a secure file server (SFTP) was required. Oaklawn already owned the licensing 
for the software which resides within a Virtual Machine (VM). 

3.) Staff/team to build, implement and validate. This required cross-disciplinary teams to achieve our goals. IHP IT 
staff; OMG Quality Team (Quality Analytics Team and Quality Incentive Engineers) and EMR vendor, Athena 
teamed together. Initially, weekly meetings and work sessions occurred.  

 
What are you proudest of regarding this submission? Why does this work matter? 
We are most proud of the increased quality of care we provide to our patients as a result of this effort. A significant 
decrease in gaps in care, improving our quality measures and impacting patient outcomes for our patients with care 
transitions is fantastic; we were able to tackle all three and show significant improvement!  We are also proud of the 
teamwork exhibited during the project.  It takes a village! 
 
How will your organization use the funds if your submission wins? 
 
OMG would utilize the funds to either expand Care Management to our non-CPC+ practices or offer 8 to 12 additional CPC+ 
group visits per year, over the next two years. It has been recognized throughout the continuum the value of Care 
Management. In fact, we have a provider at our non-CPC+ PCP practice that has requested a few times for a Care Manager. 
Our patients benefit in the services they offer, and we believe they are a vital part of the care teams at our seven CPC+ 
Track 2 practices.   
 
We are excited to have the opportunity to enter this contest. We are confident we will be able to further enhance the 
positive impact to our patient population if we are to win this contest. Thank you for the opportunity! 


