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MEDICAL AND PROFESSIONAL AFFAIRS/
INFORMATION TECENOLOGY COMMITTEE
Thursday, April 19, 2012

Michael A. Stocker, MD, Chairman of the Board, called the meeting to order at 2:34 P.M. The minutes of the
March 22, 2012 Medical & Professional Affairs/IT Committee meeting were adopted.

CHIEF MEDICAL OFFICER REPORT:

Ross Wilson, MD, Senior Vice President/Corporate Chief Medical Officer reported on the following
initiatives:

1. Implementation of Behavioral Health Organization (BHO) and Facility Communication

New York State (NYS) began the mandatory reporting of Inpatient Psychiatry and Detox admissions,
treatment updates and discharge plans as part of the readiness activities for mandatory managed care for
patients with serious and persistent mental illness. As a communication tool among facilities to highlight new
information from the NYS and BHO as well as to share best practices, the Office of Behavioral Health this
month launched a BHO Share Point site for HHC facilities with access to utilization management,
Departments of Psychiatry and others as requested. A Share Point site provides the ability much like a blog
to post information and sharing of questions, answers and comments. This new tool available at HHC will
change its ability to share information and better foster a learning environment for its facilities. Two training
sessions were held by Corporate IT and the Office of Behavioral Health and they will continue to promote
the use of this new tool and strive for improving the care for HHC's patients.

2. Corser Symposium on Bioethics

The annual Corser Symposium on Bioethics will be held on May 9™ at Harlem Hospital Center with a broad
program. A key note speaker will be Dr. Bruce Vladeck, a previous Administrator for the Centers for
Medicare & Medicaid Services (CMS). One section of the program will deal with the new HHC policy on
the determination of brain death, to align with the recent change in NYS policy from two assessments to one
assessment to determine brain death.

3. Designation of Health Home

HHC & MetroPlus Health Plan, Inc were designated by the New York State Department of Health (NYS
DOH) as a Health Home in Queens, in addition to the existing designations we have for Brooklyn and the
Bronx. We are awaiting their decision for Manhattan, and further discussion of the per member, per month

rates for health home services.
4. HHC Joins the New York City Health Department’s New Initiative On Exclusive Breast Feeding

HHC has joined the New York City’s health department in this important voluntary initiative to improve the
health of babies born at HHC by increasing their likelihood to be breast fed. This continues previous efforts
in this area, working towards the spread of “baby friendly hospital” status across the City.
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5. Support from the Committee for Interns and Residents

HHC acknowledges further generous support from the Trustees for Committee of Interns and Residents
(CIR) to purchase of medical equipment and educational tools that will improve the quality and safety of
care. The list of equipment being provided was finalized after input from all of our facilities.

METROPLUS HEALTH PLAN, INC.

Dr. Amnold Saperstein, Executive Director, MetroPlus Health Plan, Inc. presented to the Committee.
Dr. Saperstein informed the Committee that the total plan enrollment as of March 27, 2012 was 426,364.

Breakdown of plan enroilment by line of business is as follows:

Medicaid 358,149
Child Health Plus 17,538
Family Health Plus 36,182
MetroPlus Gold 3,078
Partnership in Care (HIV/SNP) 5,713
Medicare 5,704

Dr. Saperstein provided the Committee with reports of members disenrolled from MetroPlus due to transfer
to other health plans, as well as a report of new members transferred to MetroPlus from other plans. In
addition, Dr. Saperstein provided a graph showing net transfers for the month of March 2012 for Medicaid

and Family Health Plus (FHP).

At each meeting Dr. Saperstein reports on the number of members that transfer in and out of MetroPlus every
month. Ao analysis of the 5,870 members that transferred from MetroPlus to Health First in 2011 revealed
that only 21.8% of these continued to receive their care at HHC. The balance transferred not only to Health
First, but to a physician not affiliated with HHC or MetroPlus. Mr. Aviles inquired as to what is the number
of these that are auto-enrolied. Dr. Saperstein will further driil down into the data and report back to the next

meeting.

The New York State Department of Health (SDOH) sponsors a Consumer Satisfaction Survey every two
years. This year, it was performed by DataStat in the late fall of 2011, and MetroPlus recently received their
results. The survey was performed on adult Medicaid members of each plan. Fifteen hundred surveys were
sent out for each plan with multiple mailings and follow up phone calls, of which MetroPlus had a 36.9%
response rate. The good news is that, as compared to 2009, MetroPlus had improvements in the indicators
measuring the provider's screening and intervention to assist members in quitting smoking, MetroPlus also
improved in the rate of flu vaccines, and whether members would recommend the health plan to family and
friends, which is now up to 91.9%. MetroPlus’ problem areas continue to be measures of access including
getting needed care, getting care quickly, and access to specialist appointments. The results of this survey
will be used in the ranking of health plans for the quality incentives and the Consumer Guide. MetroPlus is
addressing the results and will be making appropriate interventions to improve their results.

In the recent New York State Budget negotiations several groups were pushing for the introduction of
"Prescriber Prevails" language related to the Medicaid managed care prescription benefit. The prescriber
prevails coverage was previously included in the fee-for-service Medicaid pharmacy benefit. Prescriber
prevails allows the prescribing provider to determine what drug/medication their patient would receive,
regardless of any authorization or formulary requirements required by the patient's managed care plan.
Member advocates and certain groups funded by the pharmaceutical industry argued that providers should
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have final say in what medications members receive. The coalition of health plans argued that implementing
prescriber prevails undercuts the appropriate review and screening of prescription and drug use. The Health
Plan Association had reviewed claims data, and found that many of the denials made by plans are for issues
related to inappropriate and potentially harmful prescribing. The MetroPlus Prior Approval process, Step
Therapy, and Quantity Limits are in place to ensure that medications are being prescribed and dispensed in a
safe, appropriate manner. The State also already considers certain drug classes "protected” and not subject to
plan formulary or prior authorization requirements, As of the writing of this report, there was an agreement at
the State level to include prescriber prevails language for antipsychotics.

KPMG has completed MetroPlus’ annual audit for 2011. There were no findings identified by KPMG. In
2011, MetroPlus received $1,465 million in premiums; had medical expenses of $1,284 million (a medical
expense ratio of 88%) and administrative expenses of $113 million (admin expense ratio of 8%).

INFORMATION ITEMS:
1. Supply Chain Management Technology Transformation

Presenting to the Committee was Enrick Ramlakhan, Assistant Vice President, Business Applications and
Joseph Quinones, Senior Assistant Vice President, Contract Administration & Control.

In the past, HHC ‘s supply chain management contracting and practices were decentralized at the local
facility level. There were operational inefficiencies whereby the ‘item master’ per facility for regularly
purchased items varied from facility to facility on a daily basis versus having an electronic database of
commonly purchased items across the Corporation. There was also a lack of transparency on line item
purchasing across the Corporation electronically — reports per vendor and cost were available, but not for the
purchases made on a line item basis. Accountability is important in purchasing to ensure we are making the
best decisions at the best prices when purchasing, how we purchase and are we saving money. Therefore, it
was in the best interest of the Corporation to obtain a system in which one could obtain a Corporate-wide
perspective on HHC’s purchasing habits in a supply chain management perspective.

The first step to implementing psBlue was to begin managing the Corporation’s supply chain as one supply
chain versus 21 different ones. An HHC Supply Chain Council (representation from each Network) was
established using Breakthrough to improve the medical supply purchasing process by deciding what
functionality was needed in HHC’s procurement and requisitioning system. The system selected by the
Council was GHX, now branded as psBlue, which contains a suite of applications resulting in improvement
in the following areas: transparency of expenditures on a line item basis; allowed us to do better contracting
and standardization thus yielding savings; user compliance — one of the things we felt we absolutely had to
have was ‘friendliness of use’ — users of the system had to be able to use it in an ‘easy to use tool’ similar to
Amazon.com experience; sustained performance means we continually get data from the system to make
decisions that we should be held accountability for which saves the organization money while providing the
best patient safety related products; due to the fact that manual systems were no longer being used with the
psBlue system we saw productivity gains by eliminating the back office functions and labor of faxing and
phone ordering; and multi-disciplinary collaboration of purchasers, physicians, nurses and end product users
which enabled us to standardize items/equipment/supplies that needed to be ordered which will be

highlighted later on in the presentation.

Mr. Quinones then provided the Committee with a slide that demonstrated the cost savings garnered prior to
our targeted aggregation of savings for FY 2013 which has not begun. To date, $9 million in annualized
savings has been garnered in Fiscal Year 2012 versus target of $14 million in Fiscal Year 2013 as a result of
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the data obtained when we began using one standardized system and committee’s reviewing prior purchasing
practices. The slide demonstrates that by standardizing IV pumps, supplies and services we saved $1,471,603
and for NY blood and services we saved $3,422,631, just to name a few,

Dr. Amanda Parsons states that as early stage savings are coming from a Corporate-wide organization versus
21 different organizations she wondered as we get further along and prior rationalization becomes more
inevitable who is responsible for balancing our responsibility for achieving the most savings versus not
shutting out smaller suppliers such as minority women suppliers. Mr. Quinones responded that for the most
part savings are being obtained from the med-surg product lines which are obtained from very large
companies. Mr. Aviles added that there are times they might be a conflict in meeting goals for minority
vendors in access to the procurement process with our desire to leverage our buyer efforts in order to award
contracts to obtain the lowest cost possible. Dr. Vincent Calamia inquired as to whether there have been
issues with standardization raised by staff. Mr. Ramlakhan explained to the Committee that the HHC Supply
Chain Council is comprised of clinical representation and when faced with evaluating the clinical products
they use a value analysis such as value to the patient, the organization and for the providers and clinicians as
well — input and buy-in before implementation of various product standardization eliminated most issues

upfront.

Mr. Quinones stated that while we need to talk about and address our challenges we must also note our
successes. Our inventory started out at over $10.5 million across the Corporation which is now down to less
than $5 million due to the controls put in place, the tracking of what is being ordered and standardizing best
practices of what products should be ordered across the Corporation.

The staff productivity gains since implementation of psBlue is that the standard work was changed due to:
development of a contract repository and item master for standardized ordering of products; reduced
processing errors for requisitions, purchase orders (POs) and vendor invoicing; and ordering process no
Ionger relies on faxes and phone calls. In addition, we are reducing current staffing from 85 to 57 by June 20,
2012 through aftrition and realignment by implementing this automated system.

Using the GHX system affords us validation and tracking of product purchases across the Corporation,
yielding transparency which allows for monitoring of implementation of the system. GHX is used by over
3,500 hospitals across the United States. When they average out the amount of orders that are aligned to
contracts Nationwide the average is 40% - however, HHC is at 70% of orders on contract which is a great
achievement and HHC sets the benchmark for the National GHX customer base. Prior to implementation of
the psBiue system that was a large number of special purchase requests (requests outside of the system or
‘item master’), however, after seven months of full implementation HHC has thus far achieved 50% of HHC
item master purchases via approved catalogue. As of February 2012, HHC is currently purchasing a total of
$41 M monthly transactions through the psBlue system.

The multi-disciplinary Supply Chain Council meets every two weeks and its approach impacts:
standardization through the newly revised Operating Procedure 100-5; standardization of products; clinical
effectiveness of new or standardized products; improved reporting; and training of staff. Town hall type
meetings were held to be transparent of changes, obtain buy-in and share issues of current purchasing

processes.

A user acceptance and satisfaction survey was conducted in November 2011 of requistioners throughout the
Corporation. Eighty-nine percent of the 73 requistioners surveyed responded that the psBlue was a valuable
tool and 74% responded that psBiue helps to make their job easier. It shouid be noted that antidotically these
resuits were confirmed through the Town Hall meetings that were held.
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In order to sustain the psBlue transformation we need to: continue the challenge of aligning the Legacy
system with psBlue, engage staff to use the tool through training; leverage Greater New York Hospital
Association (GNYHA) resources/expertise; and continued leveraging of group purchasing contracts. We
need to continuously communicate to staff on this new initiative and obtain employee feedback as to what is
working and what is not to further enhance the system. Compliance with using the system is key for us to
maintain objectives and successes of cost reduction which is achieved through lower number of vendors one
has to select from and accurate data collection and reporting so that reports are actionable for the Supply

Chain to make decisions.

2. Meaningful Use Update

Presenting to the Committee was Louis Capponi, MD, Chief Medical Informatics Officer. To set the stage,
Dr. Capponi noted that meaningful use is part of the stimulus package to roll out electronic medical records
in a meaningful way throughout the Country. The purpose of which is to: improve quality, safety, efficiency,
and reduce health disparities; engage patients and families; improve care coordination; protect privacy and
security of personal health information; and improve population and public health.

In the steps for meaningful use we must use a certified employee health record, and use it in a meaningful
way by achieving fifteen (15) core objectives as outlined on the attached slide (Attachment A) [14 for
hospitals] as well as five (5) menu objectives out of the ten (10) menu objectives (Attachment B highlights
the 5 objectives that HHC selected).

Since the last report Dr. Capponi noted that HHC has come a long way down this path to achieve meaningful
use which across the Corporation is worth $120,000 million in incentives on the hospital side. Dr. Capponi
moved on to highlight the project status report and demonstrated progress to date compared to the last three
updates to this Committee as follows: tasks completed to date have been the Cache update, 5.1 & 5.2
upgrades, and registration. As of yesterday, all tests for exchange of key clinical information to an outside of
HHC provider or entity was completed, along with the security assessment. The attestation period will be
completed in the next couple of weeks with mitigation plans ongoing. Dr. Capponi noted that this
information only pertains to the inpatient side at this point.

As a reminder HHC will be in stage 2 of meaningful use implementation this year, for 90 days, in Federal
Fiscal Year (FFY} 2012 and starting on October 1, 2012 which is the next cycle of FFY we will have to
maintain the achievements for all thresholds for the entire year. The monitoring and gains really are just
beginning, we have to continue to achieve on all the core objectives/measures and ensure they are met

throughout the new FFY.

Dr. Capponi noted that since HHC has been successful in electronic CCDs documents will mean that the
doctors who are in MetroPlus and the community will have an easier way to refer patients into HHC and
HHC will have an easier way to transmit information back and forth seamlessly.

On February 23, 2012, Centers for Medicare and Medicaid Services (CMS) released the Notice of Proposed
Rulemaking (NPRM) for meeting meaningful use in Stage 2 which includes new measures. In 2014,
meaningful use will require electronic reporting of new (2014) quality requirements and to avoid penalties in
2015, you must be a meaningful user in 2013 and must have attested by July 1, 2014 (hospitals) or October 1,
2014 (physicians). The thresholds for Stage 2 of meaningful use are much more aggressive and thresholds
will be increased, for example, demographics must be recorded for 80% of patients versus 50% in stage 1.
Almost all Stage 1 menu requirements will be core which include items that were often deferred by
organizations during Stage ! such as: summary of care at transitions (92% deferred), syndromic surveillance
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(82% deferred) ; reportable lab results for public health (77% deferred ), medication reconciliation (74%
deferred); and provide educational resources (62% deferred).

Due to time constraints the remaining slides in the presentation will be presented again at a future meeting
and the entire presentation is attached hereto.

There being no further business the meeting adjourned at 3:56 P.M.



ATTACHMENT A: Stage 1
15 Core Objectwes/Cntena

Demographics

Vital signs, BMI, growth
Problem List
Medication List

Allergy List

Smoking status

Give pts clinical encounter
summaries

Give pts health summary

Transmit prescriptions (eRx)
m CPOE for med orders
m Drug-drug and drug-allergy checks

m Test ability to exchange clinical
information (HIE/RHIO)

m  Implement one clinical decision
support rule — and track it

m  Security risk analysis

m Report quality measures

Difficulty




ATTACHMENT B: 10 Menu
Objectives/Criteria:

must select 5
v Formulary checking m  Med reconciliation

v Clinical lab test results m  Send syndromic surveillance
data (test)

v List of pts with specific  a Reportable labs to public health

conditions (H)
v Send data to ®  Send preventive care reminders
- [ - - (Ep)
Immunization reqgistry .. ots access to
v Advance directives for pts problems/meds/labs (EP)
g Y

el m Pts get summaries for use in
m Use EHR to identify educational referrals

resources specific to patient
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HHC
Meaningful Use Update

Medical & Professional Affairs / IT
Committee

Board of Directors
April, 2012

Purpose of Meaningful Use

1. Improve quality, safety, efficiency, and reduce health
disparities

2. Engage Patients and Families

3. Improve Care Coordination

4. Protect Privacy and Security of Personal Health
Information

5. Improve Population and Public Health
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Key Applications Needed to Meet
Stage 1
Meaningful Use Requirements
Core HIS System with Clinical Data Repository
Clinical Documentation

Clinical Decision Support

8 Computerized Physician Order Entry
Medication Management
ED System or Module

Meaningful Use...

Use a Certified EHR — QuadraMed version 5.2
Use it in a meaningful way:
I 15 Core objectives-criteria (14 for Hospitals)
L 5 Menu objectives-criteria are required for
hospitals (out of a total of 10 objectives)
. Quality Measures or criterion
need to show a percentage of patients

ED processes (POS 23) are included along with
inpatient processes (POS 21)




Stage 1
15 Core Objectwes/Cr:terla

Transmit prescriptions (eRx)
CPOE for med orders

Demographics
Vital signs, BM{, growth

Probiem List
Medication List s Test ability to exchange clinical
Allergy List information (HIE/RHIQ)

e Implement one clinical decision
support rule — and track it

Security risk analysis
® Report quality measures

Smoking status

Glve pts clinical encounter
summaries

& Give pts health summary

Drug-drug and drug-aflergy checks

J2011 2013 2015

Difficulty

[ stage 1 Stage 2 Stage 3

10 Menu Objectives/Criteria:
must select 5

v Formulary checking

v Clinical lab test results

Nied reconciliation

& Send syndromic surveillance
data (test)

v List of pts with specific & Reportabie labs to public health

conditions (H)

v Send data to (EP)
immunization reqistry .
& Give pts access to
v Advance directives for pts problems/meds/iabs (EP)

=>65 B Pts get summaries for use in

5 Use EHR to identify educational referrals
resotirces specific to patient

5 Send preventive care reminders

5/15/2012



Financial Incentives

e Max, HHC Hospitals $120,000,000
e Max, HHC Ambulatory

S 70,000,000 {estimated)

2011

2013

2015

2017

2019

Incentive

Penalty

Project Status

KCH

Task CiH LHC HLM MHC BHC WHH IMC NCB EHC QHN
S v vl v v v iviviv vy
5.1 Upgrade v v v v v v v v v v v
s2upgrade | V' | ¥ | V| VIV |V |V |V VIV |V
Registration / V/ V( \/ { f / ( V’ J \/
[ Exchange Key
Clinicat Pending | Panding | Panding | Pending | Pending | Pending | Pending |Pending i Peading | Pending | Pending
Information
As:::::in‘lnt Pending [ Pending | Pending | Pending | Pending | Pending | Pending |Pending |Pending | Pending | Pending
Attestation
Pseriod 1713712 | 1/30/12 | 2/8f12 | 1/30/12 | 1/27/12 | 1/27/32 | 1/35/12 | 1/25/12 | 1/25/12 |1/16/12 | 1/16/12
tart
Aestaon | az12saz | as29p12 | /12 ¢ 429712 | Af26/12 | 4/26/12 | 4/24/32 |4/24/12 |8/28/12{4/15/12 | af15/12

5/15/2012



Timeframe Payment Year
First Payment Year
Payment | FFY/2011 | FFY/2012 | FFY/2013 | FFY /2014
Year 10/1/2010- | 10/1/2011- | 10/1/2012- | 10/1/2013- | FFY2015+
9/30/2011 | 9/30/2012 | 9/30/2013 | 9/30/2014
2011 Stage 1 Stage 1 Stage 2 Stage 2 TBD
Stage 1 Stage 1 Stage 2 TBD
2012 HHC HHC
2013 Stage 1 Stage 2 BD
Stage 1 TBD
2014
2015+ TBD

MU Stage 2 Overview

On February 23, CMS released the NPRM {proposed rule) for
meeting meaningful use in Stage 2

« New Stage 2 measures

e Additional important changes in the rule

1. In 2014, meaningful use will require electronic reporting of new (2014) |

quality requirements
2. To avoid penalties in 2015, you must be a meaningful user in 2013 and
must have attested by July 1, 2014 (hospitals) or October 1, 2014

{physicians)

5/15/2012



MU Stage 2 Overview

¢ Medication reconciliation for 65% of patients (was 50%)

+ Summary-of-care record at 65% of transitions in care (was 50%). 10%
must be electronic transfer; many required data elements

¢ 55% of lab resuits recorded as structured data (was 40%)

e Identify and provide educational materials ta 10% of all patients using
the EHR. (Note: materials can be stored elsewhere)

e Implement drug-drug and drug-allergy checking and implement 5
decision interventions related to quality measures

{combined recommendations, increased from 1 rule to 5)

» Generate list of patients for guality improvement (from menu to core)

¢ Submit immunization data (from menu to core)

5/15/2012



























Bert Robles
Senior Vice President, Information Technology Services
Report to the M&PA/IT Committee to the Board
Thursday May 24, 2012 - 2:00 PM

Thank you and good afternoon. I would like to provide the Committee with
the following updates:

1. Meaningful Use (MU) Stage II :

On February 23, the Centers for Medicare and Medicaid Services (CMS)
released a Notice of Proposed Rule Making for Eligible Hospitals and
Eligible Providers to meet Meaningful Use (MU) in the program’s second
stage. As we have presented to the Board previously, the Corporation has
made steady progress towards Stage 1 MU for our Hospitals and HHC is
currently meeting thresholds for all stage I measures.

Stage IT introduces the following significant changes to the program:

1. Hospitals will have 16 core items and can pick two of four menu items
where previously they had 14 and could choose five out of ten. Eligible
providers will have 17 core and can pick three of five menu items.

2. Most thresholds for MU will be increased. For example, patient
demographics must be recorded for 80% of patients, where previously it was
for 50%. The threshold for assessing smoking status is also up to 80% from
50% and the requirements for decision support rules are increased to five
from one,

3. Almost all Stage I menu requirements will be core including the
requirement for Summary of care at transitions, Syndromic surveillance,
Reportable lab results for public health, Medication Reconciliation, and
providing educational resources to patients.

4. The Summary of care Document must be provided for at least sixty-five
percent of transitions and referrals and would have to be electronically
exchanged between the hospital and a provider that is not affiliated with the
hospital and is using a different EHR vendor product. This proposed
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requirement may present particular difficulties for integrated delivery
systems, where a large majority of referrals are within the system and using
the same EHR. Professional Organizations such as the Greater New York
Hospital Association (GNYHA), National Association of Public Hospitals
(NAPH), the American Hospital Association (AHA) and the Hospital
Association of New York State (HANYS) have identified this as an
unreasonable request for their constituents. HHC concurs with their position.

5. CMS proposes that at least ten percent of a hospital’s patients would need
to view or download information about their hospital stay, or electronically
transmit their information to a third party. This requirement would make
providers accountable for patients using computer technology. While
GNYHA, NAPH, AHA and HANYS encourage electronic interaction with
patients through the use of computer technology, they have found this
requirement to be untenable. HHC concurs with their opinion.

6. A new menu objective for Hospitals is to generate and transmit
permissible discharge prescriptions electronically (eRx) for more than 10%
of patients. This requirement could cost HHC an additional two million
dollars annually for fees related to eRx and accelerate the planned
implementation of eRx in the inpatient setting.

7. A new objective for Eligible Professionals would mandate that secure
electronic messaging be used to communicate with more than 10 % of
unique patients seen during the EHR reporting period. Although the
requirement does not require the patient to respond, a requirement to
electronically communicate with one out of ten patients may not be
appropriate in many cases.

In addition to the new measures and thresholds, all hospitals will be required
to submit quality metrics electronically in 2014.

The Notice of Proposed Rule Making also articulates the timetable where
penalties will begin to be levied on providers who are not meaningful users.
A one percent reduction in Medicare rates will commence in 2015 for
Hospitals who have not attested to meaningful use by July 1 of 2014.
Unexpectedly, Eligible Providers who elect to attest under the Medicaid
Program will nevertheless be subject to Medicare Part B penalties if they
have not attested by October 1, 2014. This is despite the fact that the
Medicaid Program allows Eligible Providers to begin meaningful use as late



M&PA/IT Committee Report
May 24, 2012

as 2016, without reduction in incentive funding. Thus the program, on one
hand recognizes that Medicaid Eligible Professionals may need more time to
reach meaningful use and gives them until 2016 to start, but on the other
hand penalizes what limited Medicare revenue they receive if they don’t
start by 2014.

2. Enterprise Business Intelligence (BI) Initiative:

EITS is embarking on one of the most critical initiatives for HHC-
establishing an Enterprise Business Intelligence (BI) strategy.

Bl is widely viewed as a key strategic imperative for the success of
information driven organizations. With the explosion of information
technology in healthcare and the accelerated pace of health care reform, we
are grappling with enormous amounts of data and an incredible pace of
change that requires new and sophisticated ways to allow us to timely and
effectively analyze and model.

At its core, Bl is about decision making. BI converts enormous volumes of
data into meaningful analytics and metrics about HHHC’s current business
and clinical operations. It identifies evolving patterns that allow us to be
more responsive to changing conditions and therefore, make more informed
decisions.

Some of the key objectives of the BI initiative will be to:
» Strengthen data and information governance.

* Integrate data from diverse systems to enable advanced, comprehensive
analytics to drive clinical, financial and operational improvement.

* Streamline the data reporting process flow and improve efficiency and
service levels.

* Deploy meaningful reporting, dashboards and alerts for various user
levels that track and monitor key performance indicators,

* Provide both retrospective and predictive forecasting capabilities to
answer not only what happened but why did it happen.
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* Enable self-service reporting analytics and the ability to drill down into
key performance indicators for better evidence-based decision-making.

Our goal in deploying this Business Intelligence and Analytics strategy is to
greatly enhance our ability to execute on our corporate objectives and
mission.

3. Patient Centered Medical Home (PCMH):

EITS is working in partnership with Medical and Professional Affairs on
another of HHC’s most critical strategic initiatives- the implementation of
Patient Centered Medical Home (PCMH). Presently, HHC has a primary
care population of more than 477,000 adult and pediatric patients.

The primary goal of the PCMH initiative is to improve patient outcomes
through improved care management and care coordination. All of our acute
care facilities and diagnostic and treatment centers, 17 separate sites in all,
have received designation as Patient-Centered Medical Homes (PCMH) by
the National Committee for Quality Assurance (NCQA) and awarded each
the highest, Level 3, PCMH Recognition. HHC is in the process of PCMH
designation for 22 community health centers and extension clinics. If all of
our primary care sites ultimately receive Level 3 NCQA Recognition status,
HHC will ultimately qualify for at least $15 million annually in enhanced
Medicaid reimbursement rate increases.

5. IT Asset Management:

EITS’ Service Management Office is in the process of developing and
implementing IT Asset Management for the division.

Very briefly, IT Asset Management is a set of business practices that
leverage financial, contractual and inventory functions to support life cycle
management and decision making for the IT environment. This is especially
critical for EITS as budget dollars shrink and demand for IT services
increases. There are multiple benefits of implementing this type of program
for EITS. They include but are not limited to: accurate budgeting, cost and
risk reduction and increased asset utilization. Presently, the Service
Management Office team is implementing Asset Management at the Jacobi
Data Center with implementation at both Queens and South Manhattan
Networks targeted for the end of this Fiscal Year. The remaining networks
(North Bronx, Generations+, North &Central Brooklyn and South Brooklyn
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Networks) will be completed by the end of this calendar year. Successfully
implemented, IT Asset Management will enable EITS to support user
demands quickly while rationalizing the cost of services.

This completes my report to the Committee today. Thank you.
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