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INSIDE iE EDGE
CMIOs Sound Off: Analytics & Quality
SI’s 20th Annual Spring Conference was rich in content. As a way to
share some of the great discussions more widely, this issue of Inside
Edge features the Spring Conference’s blue-ribbon CMIO panel tackling
the hot topic of analytics. Whether you heard it live or read the edited version here we
think it’s a discussion that bears repeating.
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Gale:
Analytics has traditionally been applied
retrospectively. How do you apply
analytics to the point of care?

mind,” it’s very difficult to know where
that’s going to be. It’s very different for
fee-for-service or an ACO. We have a small
ACO with 12,000 Medicare members. So,
which quality measure do you emphasize?
What you’re building and what you’re
showing to docs is key. You have to start
with a strong, standardized EMR foundation. We’re in the second phase of going
back and cleaning up the data in our
Cerner EMR--and are past the stage of physicians grumbling about usability. Docs are
asking for things in the hallway.

Adam Gale, president of KLAS, kicks off the
CMIO Panel at the 2013 Spring Conference.

Boyce:
That’s a big challenge. If you use the
adage, “Always begin with the end in

The biggest piece: make it easy to do the
right thing and very hard to do the wrong
thing by making clinician users climb over
the barbed wire of required fields or the
like. Make sure your order sets are easy to
use. Embed evidence-based practices and
analytics into them.
We’ve got a wonderful set of tools, the
MPage, that are flexible and well-liked.
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Those tools allow us to tweak order sets
on the fly. For example, if the patient is
allergic to a recommended antibiotic,
then don’t show that antibiotic. Boil it
down to where it’s easy to use in a typical workflow. The MPage tool allows you
to account for health maintenance and
chronic condition management. We do
a lot of development. You can tweak it
so the MPage shows everything that’s
supposed to happen for that patient,
whether mammograms, colonoscopies or
chronic conditions. It will say that patient
is missing a foot exam, an eye exam, and
which quality measure—is it for an ACO
or PQRS?

Now, that’s a good a start. But you also
have to build population health pages
that enable care managers and clinic staff
to know which patients on which doctor’s
panel are missing quality measures. You
can prospectively catch those patients
and bring them in. Analytics cannot just
be retrospective, because we see that data
just getting round-filed. Real-time data
allows us to nip things in the bud, and
the information is usable for physicians
and staff in their real day-to-day life. They
have a lot more important things to do
than gathering data from a whole lot of
different places.
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Krumholz:
We’ve been struggling with a number of
issues, partly because we’ve got about
1,250 providers spread over three states,
each of which has its own requirements.
It took us four-and-a-half years to install
our EMR, which was completed two years
ago. Then we recognized recently that two
different functionalities are required when

delivering care to a population. One is the
information a doctor needs at the point of
care when seeing a patient. We’ve done
a lot of similar things with MPage to get
them that information.
The second piece is the Humedica database, which uses a sophisticated AMGA
data-mart tool that downloads all of
our EMR data plus billing information.

inSIDE

There’s a four-week lag because if you
downloaded everything every day EMR
response time drops off the cliff. Our
providers are not yet at the point where
they’re requesting their daily profiles to see
how they’re performing. But every quarter
they want to know what’s going on.
So the data warehouse tool helps, and
among other things shows us how bad
the data is in the EMR. Joe mentioned
data clean up. Well, clean-up is going
to be our number-one priority during
the next two years. Our providers have
lacked a raison d’etre for being fastidious
[with data] because they were understandably just trying to survive with a new
EMR. Now that they’re starting to see the
data—which shows there’s a lot of missing and undocumented items--they say,
“Maybe we can do a better job.” It’s giving
the providers the information: “Gee,
here’s where the deficits are and here’s
where you can do a better job.”
Most docs want to do a good job, but
the reality is that 50 percent of docs are
suboptimal. That’s really the challenge.
There’s a great motivation in the physician community to do the right thing,
but they have to understand the reason.
That’s what we’re starting to find out with
some of the data marts we’re using.
Forzley:
Alan mentioned doing the right thing.
I have yet to find two physicians who
agree on what the right thing is. That’s
part of the challenge going forward. On
the inpatient side we rolled out the EMR
to 51 Trinity hospitals. The challenge is
that we can only present information in a
way that helps them to see the light, but
it doesn’t actually encourage them to do
all the right things necessary.

For example, you can create order sets
on the inpatient side that meet all the
requirements of Meaningful Use or an
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ACO, and if the clinicians do the right
thing and check it, that doesn’t mean it
gets carried out downstream. You have
to make sure you circle back and give
everybody the information.
The analogy is to give me the cockpit that
I can drive in so I see everything is working well and I can understand it.
Kramer:
When I came to my new role, I went to
my boss Patrick O’Hare and said, “Would
you please hire a quality officer who
understands informatics?” He replied,
“That’s interesting you should say that.
Could we talk?” We decided to bring quality and informatics into the same department with me leading it. A big part of the
job is to determine who the clinical leaders are and how we are engineering the
process of care.

Quality, outcomes and value-based programs should not be retrospective. If the
patient has left the hospital and we’re
abstracting it later and find out the patient
didn’t get a beta blocker or an aspirin it’s
too late. So, how can the systems we’re
building assure that all you need to assure
care is already built in?

Digital or hard copy?
Like most organizations,
we are shifting from
hard copy to digital
communications. If you
are currently receiving the
hard copy versions of the
Inside Edge and Viewpoint
publications and would
like to receive the digital
version only, please contact
Margaret Hahn mhahn@
scottsdaleinstitute.org or
call 952-545-5880.
If you do not reply, you
will continue to receive
both digital and hard copy
versions of SI publications.
Thank you.

Again, quality should not be retrospective. If you think about EMRs out of the
box, they’re like Microsoft Access—you
still have to build out the value-added
capabilities on top of it. And who’s going
to do that? Your clinical leaders driving
toward value-based care.
Gale:
Mike, with your new role in quality,
does the future quality department
not just measure quality but craft
how you’re going to implement it?
Kramer:
It was an interesting journey moving into
the quality department. We looked at
3
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quality and patient safety and who was
doing it and found there were 260 people
with quality, safety and informatics in 146
job descriptions across 14 tax IDs. When
you think about the mergers and acquisitions, it’s not a surprise. Each organization
had quality and safety departments. But
there was little understanding of how to
leverage informatics. They hadn’t read the
Jerry Osheroff guide to CDS.

Mike Kramer,
MD, Senior
VP & chief
quality officer,
Spectrum
Health

How do you upgrade and leverage those
talented people who are passionate about
quality and yet still say, “I don’t know
what an order set is? I’ll send that to IS,”
to becoming a partner with clinical leaders? Or saying, “Doctor, you’re leading
heart failure. We think we need to hardwire these order sets. Let’s sit down with
Zynx and the knowledge base we’ve been
monitoring for you and get updated with
the latest guidelines and push those into
the system.”
How long does the cycle take? I call that
time-to-evidence-based practice. If it
was hybrid corn or Vitamin C it could be
decades or centuries. As quality departments we have to make sure our clinical
leaders are supported by quality leaders
in those clinical programs. I think Banner
had an excellent model when they suggested that engineering or the process-

improvement group should be led by the
chief medical officer or chief quality officer. (See the Banner ACO case study presentation in the Spring 2013 Conference
materials at the SI website.)
Within Spectrum Health we have $80
million in value-based programs this
year between Meaningful Use, payer
incentives and complications like sepsis.
Who’s going to change or impact that? So
we took the informatics department and
moved it out of IS into quality. We discovered that more than 90 individuals were
doing quality improvement, so now we’re
training them in LEAN and have certified
32 so far. Another 10 are taking the AMIA
10x10 course. We’re developing a changemanagement training program. By 2015
we expect that all 90 of these qualityimprovement specialists will be upgraded
in their skill sets and lead informatics and
quality into the future.
Gale:
Would you describe what you’ve done
to deploy additional tools on top of
the EMR to get to real-time analytics
that can make for actionable information?
Krumholz:
Humedica is a tool that was originally
provided by AMGA [American Medical
Group Association]. They now have 28
million lives in that database. There’s a
collaborative working off of it. But it’s a
very sophisticated tool that takes all the
clinical information from the EMR and
billing and uses natural language processing on all dictated notes to put together a
very interactive, high-speed database in
the cloud. So I can sit down at my computer and bring up a report in 30 seconds.
What’s fascinating about the tool is it can
do very sophisticated predictive modeling
because of the huge database.

inSIDE

We went live just five months ago
because we finally had two months of
data. I’m not giving you tremendous
outcomes yet because we’re infants.
But what we’ve seen already has been
dramatic in a couple of veins. The first
is obvious: Poor documentation in the
EMR. Doctors aren’t great documenters.
We found that 10 percent to 20 percent of
patients with diabetes do not have diabetes listed in their problem list. It’s hard to
manage a patient with diabetes if it’s not
on the problem list! Patients had their A1C
elevated, were on insulin—you name it—
and still no diabetes on the problem list.
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In informatics we talk about data, then
we convert data to information, convert
information to knowledge and knowledge to wisdom. Wisdom is knowing
what’s going to happen before it happens and then preventing it. We have
one tool called the predictive modeling
tool that we’re focusing on CHF, COPD
and diabetes, picking CHF to start. A
piece of advice: Never pick 20 things
because nothing will get done. Pick one
and work on it.
So, we’re using the tool to identify
which 20 percent of patients have an 80
percent likelihood of being admitted to
the hospital with CHF. That’s interesting
because I can break it down by clinical
site and provider. They can look in the
EMR and see if the patient hasn’t been
admitted in the last six weeks. They can
get on the phone and check up on that
patient before they know they’re sick.
We don’t have any data yet to show that
it is making a difference but I don’t see
how it can’t. Our belief is we’ll keep
these people out of the hospital and prevent readmission. And we all know what
CMS value-based purchasing is.

Alan Krumholz, MD, VP, Mayo Clinic Health
System/Franciscan Healthcare-La Crosse

That affects a couple of things. It affects
your ability to manage diabetes. For the
providers we’re using it as a wedge to
improve. When they say their patients
are sicker, I say, “Not if you do not put
it on the problem list!” It does affect the
severity of illness. We know CMS is looking at global payment structures based on
severity of illness. If you don’t document
this stuff, your patients aren’t that sick.
That’s been a wakeup call. Discovering
that our documentation has been so poor
has been very helpful.

The other bit of wisdom in this is hardwiring. You can’t expect physicians in
a busy clinic to remember to do everything all the time. You have to hardwire
everything you can so that data gets
collected. I hate to use the term “brain
dead” but that’s what it is. It’s got to
be a brain-dead method so something
reminds them to put in an order set, stop
an order set, or can’t close out order set.
We’ve done a lot of that work to help
the provider do things more efficiently
and quickly.
But the main point: we’ve found our
approach to be a fascinating way to foresee the future.
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you
? Did
know?
IT Benchmarking offers
a unique opportunity
to create normalized
comparisons with
self-selected cohorts.
There is no charge for
data entry, validation,
or the resulting
database. Invite your
peers to participate as
SI membership is not a
requirement.

Boyce:
We’re very happy with our enterprise data
warehouse in the cloud. Getting patient
satisfaction data into the system within
a week tells me we’re on the right track.
About 80 percent of the clinical data is
in there; 20 percent of the financial data
is. We’re working with Premier and Veris
on how we can trade data. Getting their
claims data into the data warehouse
would be powerful. Again, it needs to
be in the same ease-of-use framework
that prods clinician users and lets them
know how they’re doing compared to
peers. That’s going to make the difference
because they’re all competitive. We need
a balance of hard stops and soft alerts.
Soft alerts in the MPage has all the data
there. A hard stop is when we tell them
they’re about to do something wrong
and we don’t let them get out of the
chart unless they do an additional step.
These are homegrown decision support
tools, but in terms of the back-end they
work with Veris and other sources of
claims data.

The last piece is how do you get it to
patients? We built a patient portal, but
the missing piece is enabling patients
on their smart phones to receive analytics data that enables them to say to their
physicians, “Oh, I’m overdue for a mammogram. How come you’re not ordering
it for me?”
Kramer:
We have five EMRs so we had to build a
consolidated data warehouse. Part of the
challenge is that every time somebody
goes to a conference they see a bright
shiny object like Humedica, Crimson or
Explorys and they come back and want
one. In pockets of the organization we
have one of each. So, we’re in the process of establishing what the enterprise
standard is. We’re calling it provider
6

per formance management capital,
because the providers will get a tool
and we’ll fund the foundational build of
a master physician/patient index. The
bright, shiny tools will come and go, but
the foundation will remain.
We have a fairly large payer and looked
at what assets they had. They had a caremanagement EHR they had built themselves that included predictive modeling.
They were able to drive down Medicare
Advantage to the 20th percentile. Yet we
didn’t even know we had those assets.
We’ve now deployed it into clinics with
Impact Pro from Optum. However, it
wasn’t just the tools--the payer side had
the talent to know how to use the tools
and incorporate the information into the
workflow.
Gale:
As we move into an ACO world, how
can physician leadership help us
move from volume to value?
Forzley:
We have primarily Cerner, but we partnered with Loyola which has Epic, and
CHE, which has Meditech. NextGen is
only for salaried and employed physicians. So the concept of leadership
extends beyond an entity to the community we serve, the physician offices
and specialists we partner with. But not
in a shape or form that we can control in
the same way we can control within our
organization. It’s really just suggestion
and encouragement.

A recent NEJM article [April 18, 2013],
focused on clinical leaders in clinics and
clinical entities and stated that population health requires going beyond the
expertise of a trained or promoted physician leader to get to the next layer of
leadership in the communities. Making
that happen is a real challenge because

inSIDE

office physicians in corporate partnership
see an ICD-10 project, an ACO project, a
Meaningful Use project, quality metrics,
PQRS, risk management and the list goes
on. What they don’t see is that all of those
elements are part of the larger quality and
reporting vision. We need to be able to
manage patients and partner with patients
going forward. That’s where physician
leadership comes in: showing people it’s
not about all these alphabet soups out
there, but about engaging the patient.
That happens one physician at a time,
one office and one clinic at a time.

Greg Forzley, MD, CMIO, Health Networks, CHE
Trinity Health

At our recent clinical leadership conference all of our CMOs recognized their
role now extends beyond the walls of the
hospital. They are now community leaders. I now must manage my population of
patients; just managing my own staff is no
longer the case.
It’s critically important they engage the
population to help foster changes across
the United States. How do you do that?
There are lots of leadership models out
there, but we honestly don’t have the time
to go through formal leadership training
we might have done in the past. Mike
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mentioned AMIA 10x10 and LEAN. Those
become just-in-time tools to make things
happen.
I can’t say enough about the importance
of leadership to achieve the integration
of quality, clinical and informatics as we
move forward. I hope we’re done with
some of the distraction from Meaningful
Use because as a leader, a manager who
has been a patient-care server, I need to
simplify the message and narrow the path
for the physician to follow.
Trinity loves dashboards, red, green,
yellow in terms of managing a population. We do a really good job of
dashboards on the inpatient side. Our
next step is to develop dashboards for
the ambulatory side. We’ve taken the
Ascension approach, that we know we’re
not going to get everyone on a single
platform. So, we’re going to build population health data integrating everything
that Mike talked about. We selected
Explorys as our partner.

The skill sets
learned in medical
school that helped
you implement
an EMR are not
the skill sets that
help you become a
value-based leader.

Kramer:
The skill sets learned in medical school
that helped you implement an EMR are
not the skill sets that help you become a
value-based leader. We need to do knowledge management, establish workflow
standards and then empower physicians
with data.

Right now, only five percent of Spectrum
Health’s revenue is derived from valuebased programs. I’m nervous I can’t be
in 28 places at the same time. We have
to drive a real proactive approach on an
enterprise scale to survive the next level.
Audience:
We’re talking about population
health but I haven’t heard anything
about HIE. At Memorial Hermann
(Houston) we’re at a transac7
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tional stage. How can we use HIEs
to aggregate data from multiple
sources and then apply analytics to
improve quality and safety?

I don’t think
the codified
content is nearly
granular enough
for predictive
modeling. Most

Boyce:
Heartland is the dominant player in
St. Joseph, but one of our new clinics
brought us into an HIE that fell apart
because of trust issues. I called all the
CMIOs in the Kansas City area and we
launched a group-owned HIE that now
has five hospitals signed up. For doctors
to use the HIE, it must be incorporated
into the EHR as just a click to access.
Clinicians in the ED expect the HIE application to already know you’re looking for
John Doe.

of the predictive
models in
healthcare are
only 60 percent
accurate. Every
time we turn these
things on it’s
amazing how bad
we are.
Joe Boyce, MD, CIO/CMIO, Heartland Health

It’s fascinating that care managers have
used the HIE the most. The most intriguing question is do we let insurers into it.
Kramer:
You can’t manage value if you can’t
manage transitions of care. I’d love to see
our care managers utilize the HIE.
Audience:
How is it that Netflix and Amazon
can tell you what to buy, but we can’t
make good recommendations to our
8

providers as to what they should
do? At the time I’m going to place an
order on a patient, shouldn’t I be able
to see right there the most likely correct order? I’m looking for a headsup display.
Descriptive analytics that we get four
months ago is too late. Predicting
which patients are going to be ill is
one part of the equation, but being
able to prescribe what the correct
action is to take is the ultimate goal.
Krumholz:
That’s a great question. Every time we try
to download more data, every time clinicians see that hour glass they go cuckoo.
At the same time, we need to take that
first baby step to do a few things to give
them the confidence.
Boyce:
Netflix and Amazon use extraordinary
meta-data layers. But until you get realtime, codified content enough to identify, for example, that 70 percent of docs
ordered a certain test, until you get the
problem list and scanned labs correct and
have defined processes that you trust, you
can’t achieve that kind of intelligence.
Those are the limits of decision trees
everyone has to agree on. Evidence-based
care covers only about 40 percent of care.
But I don’t think the codified content is
nearly granular enough for predictive
modeling. Most of the predictive models
in healthcare are only 60 percent accurate. Every time we turn these things on
it’s amazing how bad we are.
Audience:
All these quality measures,
Meaningful Use, population health
and value-based purchasing initiatives will ultimately have to scale
dramatically. What are you putting

inSIDE
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in place in your organizations to
make sure these measures are implemented on a wide scale?

sets we use are the ones that we find get
used the most in a region, sometimes it’s
a 90 percent rate.

Krumholz:
Everyone thinks Mayo is well organized,
but it wasn’t until two-and-a-half years
ago that the Mayo started to organize as
a system. Last year I was put in charge
of quality outcomes for the entire Mayo
health system. We put in place a governance structure so we can deliver tool kits
and data to each of the four regions with
the understanding that the administrative side owns getting the improvement.
That’s been novel to Mayo. Committees
don’t change behavior—you have to build
an accountable structure to help people
make the changes. The more you can
hardwire changes into the EMR and processes the more you can implement largescale improvement. The standard order

Kramer:
Large systems have to find focus. You
can’t scale if you don’t have a single
IT platform, data standards and start to
behave as a system.

Conclusion
If the ultimate goal of medical informatics
is, as a panelist said, to convert data into
information, information into knowledge
and knowledge into wisdom, then today’s
CMIO is a modern alchemist who just
might be able to convert the base metal
of data into the gold of improved patient
and population health. Judging by the
CMIOs in our panel above, they’re well
on their way to generating a successful
reaction.

In the
IE Pipeline
Upcoming issues will
cover these topics:
Patient Engagement:
Beyond the Portal
Workforce: New Models
for Accountable Care
ICD-10: Are We There Yet?
Contact Chuck
Appleby, cappleby@
scottsdaleinstitute.org
with expert sources, case
studies or ideas.

REGISTER NOW
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October 31– November 1, 2013
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www.scottsdaleinstitute.org
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Texas Health Resources,
Arlington, TX
UCLA Hospital System,
Los Angeles, CA
UK HealthCare,
Lexington, KY
University Hospitals,
Cleveland, OH

OSF HealthCare System,
Peoria, IL

Virginia Commonwealth
University Health System,
Richmond, VA

Parkview Health,
Ft. Wayne, IN

Virginia Mason Medical Center,
Seattle, WA

C orporate S ponsors

CHRISTUS Health, Irving, TX

Bruce Smith, SVP & CIO, Advocate
Health Care

Cincinnati Children’s Hospital
Medical Center, Cincinnati, OH

Joseph R. Swedish, FACHE, CEO,
WellPoint

HealthEast, St. Paul, MN

Anthony Tersigni, CEO, Ascension
Health Alliance

Heartland Health,
St. Joseph, MO

Nicholas Wolter, MD, CEO,
Billings Clinic

Henry Ford Health System,
Detroit, MI
Houston Methodist, Houston, TX
INTEGRIS Health,
Oklahoma City, OK

S T R A T E G I C P artner

Intermountain Healthcare,
Salt Lake City, UT
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