
Monthly Campaign Webinar

September 15, 2016



TODAYõS WEBINAR

©2016 AMGAFOUNDATION

ÅTogether 2 Goal® Updates

ïWebinar Reminders 

ï2017 Webinar Topics

ïGoal Post August Newsletter Highlights

ï IQL Conference: Nov. 14-17

ÅUse a Patient Registry & Publish 

Transparent Internal Reports 

(Lehigh Valley Health Network)

ïSameera Ahmed, MS, RHIA, CHDA 

ïNina M. Taggart, MD, MBA

ÅQ&A 

ïUse Q&A or chat feature



WEBINAR REMINDERS

©2016 AMGAFOUNDATION

ÅWebinar will be recorded 

today and available the week 

of September 19th

ï Together2Goal.org Website 
(Improve Patient Outcomes Ą
Webinars) 

ïEmail distribution

ÅParticipants are encouraged 

to ask questions using the 

òCható and òQ&Aó functions 

on the right side of your 

screen



INPUT REQUESTED: 2017 WEBINAR TOPICS

©2016 AMGAFOUNDATION

ÅBeginning planning for 2017 

monthly webinars

ÅEmail topic and/or speaker 

recommendations to 

together2goal@amga.org

ÅSelf-nominations accepted

mailto:together2goal@amga.org


GOAL POST SEPT. NEWSLETTER HIGHLIGHTS

©2016 AMGAFOUNDATION

National Day of Action

ÅTwitter chat

ïNov. 3, 2-3pm Eastern

ï#T2Gchat

ÅOnline pledge

ïCommit to different 

òactionsó on Nov. 3

ïSelect from our ideas or 

create your own! 



GOAL POST SEPT. NEWSLETTER HIGHLIGHTS

©2016 AMGAFOUNDATION

Campaign Spotlight:

Resource of the Month



TOGETHER 2 GOAL®AT AMGAõS

INSTITUTE FOR QUALITY LEADERSHIP (IQL)

ÅConference Theme: Succeeding Under MACRA 

and Risk-Based Payment

ÅTo Register: www.amga.org/IQL2016 

©2016 AMGA FOUNDATION



TOGETHER 2 GOAL®AT AMGAõS

INSTITUTE FOR QUALITY LEADERSHIP (IQL)

ÅMonday, November 14

ïPre-Conference Session*

ÅJohnson & Johnson Health Care Systems, 

Inc. CORE Program

ÅTuesday, November 15

ïChief Quality Officer/Director 

Leadership Council

ÅImproving Care Delivery: Assessing and 

Addressing CVD Risk

ÅTeam-Based Approach to Diabetes Care

ÅWednesday, November 16

ïPeer-to-Peer Breakout Session

ÅNew Approach to Improving Diabetes Care 

with In-Person Professional Education 

Training Model ©2016 AMGA FOUNDATION

*SUBJECT TO CHANGE



TODAYõS SPEAKERS

©2016 AMGAFOUNDATION

ÅSameera Ahmed, MS, RHIA, CHDA

ïSenior Healthcare Data Analyst,Lehigh 

Valley Health Network

ÅNina M. Taggart, MD, MBA

ïPhysician Administrator, Population 

Health,Lehigh Valley Health Network



Using Reports and Registries to Support the Management of 
Diabetes Patients

Nina M. Taggart, MD, MA, MBA, FAAO

Sameera Ahmed, MS, RHIA, CHDA



¢ƻŘŀȅΩǎ 5ƛǎŎǳǎǎƛƻƴ

ÅIntroduction

Å[±IbΩǎ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ 
management strategy 

ÅDevelopment and deployment 
of patient registries using 
Optum One



ÅRecognized by U.S. News & World Report, Fortune, Modern Healthcare, Leapfrog, 
others

Å5 hospital campuses, 12 Health Centers

Å+10 ExpressCARE locations

ÅApprox. 1,161 acute care beds

Å1,340 physicians 
(700 network-employed)

ÅMore than 13,000 employees

ÅAncillary Services

ÅPhysician Hospital Organization

ÅRevenues over $2 Billion

Lehigh Valley Health Network

12



U.S. Healthcare Delivery System Evolution

ÅEpisodic healthcare

ÅLack of integrated care 
networks

ÅLack of quality & cost 
performance transparency

ÅPoorly coordinated chronic 
care management

Acute Care System 1.0

ÅPatient/person centered

ÅTransparent cost and quality 
performance

ÅAccountable provider 
networks designed around 
the patient

ÅShared financial risk

Coordinated Seamless 

Healthcare System 2.0

ÅHealthy population-centered, 
population health-focused 
strategies

ÅPopulation-based 
reimbursement

ÅCommunity health integrated

ÅNetworks linked to 
community resources 
capable of addressing 
psycho-social/economic 
needs

Community Integrated 

Healthcare System 3.0

*Halfon N, Long P, Chang DI, Hester J, Inkelas M, Rodgers A. Applying a 3.0 transformation framework to guide large-scale health system reform.

Health Affairs 2014;31(11). doi: 10.1377/hlthaff.2014.0485. 



Populytics

ÅPopulation health management 
and analytics firm

ÅEstablished December 2013

ÅIntegrated services
ÅPopulation Health Analytics
ÅClinical care coordination

ÅExpert professionals
ÅPayer & provider informatics
ÅAdvanced analytics
ÅInsurance and risk management



PCMH Initiatives

Ambulatory Care Managers

5%

25%

30%

40%

Integrated Care Management Model for a Healthier 
Community

Community Care Teams

Convenience, Access 
& Preventative Care



Population Health Management Executive 
Committee

ÅClinically driven, includes key network leadership

ÅProgrammatic focus leverages clinical integration and care alignment 
throughout LVHN

ÅShared KPIs
ÅClinical pathways

ÅCosts/spend

ÅUtilization (Inpatient, ED, Readmissions)

ÅPharmacy costs

ÅInforms and facilitates concurrent work



Identifying Diabetes Care and Cost Opportunities

ÅClaims-based analytic tools 
used to identify cost drivers 
by clinical condition for 
attributed population 

ÅOther measures of interest 
by clinical condition
ÅNumber of members

ÅInpatient & ER utilization

ÅComorbidities (CKD, CHF)



Using Clinical Data to Stimulate Discussion

ÅDM Cohort Demographic Profile



Using Clinical Data to Stimulate Discussion

ÅDM Cohort Clinical Profile



Using Clinical Data to Stimulate Discussion

ÅDM Care Gap Overview


