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Leading the Quest 

• One of the largest not-for-profit medical centers in the western United States with 958 licensed 
beds 
 

• More than 10,300 full-time employees, 2,100 physicians on medical staff, 2,800 nurses and 
more than 2,000 volunteers 
 

•  In FY2011, more than 7,000 babies delivered, 31,000 operating room procedures, 80,000 
emergency department visits, 50,000 admissions and 621,000 outpatient visits  
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• Focusing on research advances and comprehensive clinical care, including: 
•  Cedars-Sinai Heart Institute  

•  Samuel Oschin Comprehensive Cancer Institute 

•  Maxine Dunitz Neurosurgical Institute 

•  Medical Genetics Institute  

•  Regenerative Medicine Institute 

• Only nonprofit, private hospital in Los Angeles County with a Level I Trauma 
Center and one of only four such centers in the entire region 
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Leading the Quest 

As one of the nation’s leading academic  
medical centers, Cedars-Sinai has earned 
its reputation as: 

 

• Los Angeles’ Most Preferred Hospital for  
more than two decades in National Research 
Corporation’s independent survey of LA  
residents. 

• One of the few hospitals nationwide awarded 
the Magnet Excellence in Nursing designation 
three consecutive times by the American  
Nurses Credentialing Center for quality care  
and commitment to nursing development 

• Consistently named one of America’s Best Hospitals by U.S. News & World Report, with 12 
specialties nationally ranked in 2011 

• Cedars-Sinai Medical Group repeatedly ranked one of California’s top performing physician 
organizations for highest overall quality by the Integrated Healthcare Association 
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Leading the Quest 

Global Reputation for Highest Quality Care 

•  Because of innovations, record in reducing 
hospital-acquired infections, one of the few medical 
centers across the nation invited into a pilot 
program of The Joint Commission’s Center  
for Transforming Healthcare 

• New 30-bed Advanced Heart Failure Unit, first of its  
kind in California, seeks to improve care with team 
approach to patient management,  
real-time monitoring of cardio function 

•  Primary Stroke Center, certified by The Joint  
Commission, dedicated to preventing, diagnosing 
and treating strokes, offering expertise, 
leading-edge technology  

 
• Neonatal intensive care unit in the Maxine Dunitz Children's Health Center offers comprehensive 

technology with compassionate patient care in world-class, Level III regional facility -- one of the 
largest in Southern California 
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Leading the Quest 

Translational Research Leader 

 
• Ranks among the nation’s top  

independent hospitals in 
National Institutes of Health 
(NIH) funding 

• More than 200 Cedars-Sinai 
faculty members and 
460 research staff 

• Offers PhD in Biomedical Science 
and Translational Medicine 

• More than 775 active sponsored research projects 

• More than 475 research papers appear annually in peer-reviewed journals 
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Leading the Quest 

Major Training Center  

 

• More than 480 residents and fellows in graduate 
medical programs, with fellowships in 80 
specialties and subspecialties 

• Home to one of California’s largest internal 
medicine residency programs with 140 residents 

• Supports more than 570 medical student rotations 
annually 

• Clinical programs for nursing students affiliated 
with more than 15 universities and colleges 
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Leading the Quest 

Significant Community Benefactor  

 
Contributed more than $600 million 
in FY2011 for community benefit to: 
 

•  Increase access to healthcare for underserved 
populations and empower communities 
to become healthier via prevention programs 
and services 
 

• Conduct research leading to innovative 
treatments for a broad spectrum of diseases 
and to educate, prepare healthcare 
professionals for the future 
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Enterprise Information Systems 

Our	
  people	
  make	
  the	
  difference.	
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Delivering Healthcare Technology in the 
provider setting is increasingly complicated !!! 
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Delivering Healthcare Technology in the 
provider setting is increasingly complicated !!! 

… and changing (rapidly)! 
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demand 
 

cost 
 

payment 
 
 

….technology 



13 



14 



15 

o  the role of information technology? 
o  capital intensive 
o  agile platform 
o  new normal 
o  transparency of information 

o  key roles ? 

o  skills in high demand ? 

 
o  how will IT adapt ? 
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¡  Patient 

¡  Illnesses 

¡  Services 

¡  Silos 

¡  Limited information 

¡  Individual 
performance 

Our Future Transformation:  
Accountable Care 

¡  Patient population 

¡  Health & wellness 

¡  Quality, efficiency 

¡  Across care settings 

¡  Shared, 
24/7 .information 

¡  System-
level .performance 

Success = Linkage Across the Continuum 

Fee for Service Value-Based Payment 
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3|  Health Information Requirements for Accountable Care  |

Payers

Payers

Medicare

Contract/Shared
Savings

Employers

Patient Centered
Medical Home

Individuals

ACO Member
Engagement

Predictive Modeling &
Business Intelligence

ACO Risk & Revenue
Cycle Management

Cross Continuum
Medical Management

Clinical Information
Exchange

Quality Reporting ACO Success
Factor

Requiring HIT

Accountable Care Organization

ACO Care Delivery Sites

Organization that takes responsibility for quality outcomes and cost of care

Health Benefit Exchanges

HospitalIPA

PCPs

Urgent Care

Hospital

Long Term Care

Figure 1 — ACO Operational Model. 

The six key success factors for achieving ACO operational goals are further
described in the balance of this report.

I. ACO Member Engagement
Successful ACOs will be those that not only provide high quality, effective care at
the best possible cost to members who are ill, but also take proactive steps to
help ACO members stay healthy. Member engagement as an active participant in
care and in staying well is critical to improving quality of care and outcomes —
particularly in a world characterized by a growing incidence of disease and
disability from chronic ailments that are greatly affected by “lifestyle” factors and
choices. The active participation of ACO members, both as patients performing
self-care activities, such as taking readings and following medication and
nutritional guidelines, and — before they are patients — following wellness
guidelines and recommended health screenings, will be an important aspect of
this objective.

The underpinning for ACOs will be a patient-centered system of health care,
in some cases organized around primary care based medical homes; in others
organized around health maintenance and clinical care processes; in others
around speciality medical homes optimized for specific diseases. Whatever
organizational form the patient-centered system takes, the best quality and lowest
cost outcomes for ACO members are likely to occur when members receive the
majority of their care through ACO providers who collaborate amongst themselves,
particularly when coordinating primary and specialty care. The ACO model, as it
is currently envisioned by CMS, is one in which ACOs are not allowed to limit
access to care providers and settings. Where limiting ACO member choice is
prevented, it will be imperative for the ACO to utilize other methods to create
customer “stickiness” — by engaging members with a variety of self-service
options for appointment scheduling, registration and check-in, communicating with
providers, and managing the financial and administrative aspects of their care. 

HIT Solutions:
The ACO member engagement objective for an ACO is to enable self-service for
members to participate in their own care and to manage their administrative and
financial interactions easily, efficiently and conveniently. Achieving this goal will

Accountable Care and the
Patient-Centered Medical
Home (PCMH):
The PCMH is a care model that for
each patient assigns a provider
(usually, but not always a primary
care physician) who coordinates
patient transitions among primary,
specialty, ambulatory and inpatient
care settings and supports a
patient-centered (as opposed to
a provider- or episode-centric)
approach to care delivery. In
return, these providers are
financially rewarded, typically with
per-patient bonuses. Successful
PCMHs demonstrate: intensive
focus on individualized care for
chronic patients; highly efficient
service provision including extensive
use of nurse practitioners, RNs,
licensed vocational nurses and
medical assistants; and careful
selection of high quality, efficient
specialists to whom referrals are
concentrated.1
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management and wellness programs that result in care plans and facilitate the 
management of those plans. At the acute end of the care management 
spectrum, the focus is on transitions of care, the post discharge care, the 
extension of the care process into the home and workplace, and close 
integration between acute and sub-acute settings. 

A Beacon Community Program model that illustrates how cross continuum 
medical management contributes to care quality and reduced costs is illustrated 
in Figure 2. The Beacon Community Program grants (awarded to 17 communities 
by the Office of the National Coordinator for Health Information Technology) 
provide a valuable template for the implementation of continuum management 
utilizing HIT. The goal of these demonstrations is to increase the role and use of 
preventive services, improve the care management of patients with complex 
multi-factorial diseases, and reduce avoidable hospital readmissions. 

Model for the Beacon Community Grants Program and Overall Health Reform 

Sustainable quality and efficiency improvements 

Foundation of health information technology: 
Electronic health records and information exchange 

Measurement and 
provider feedback: 
• Quality 
• Efficiency 
• Population Health 

Care delivery 
innovations: 
• Decision support 
• Rx management 
• Care coordination 
• Discharge planning 

Payment reform: 
• Reforms to make 

efficiency and 
quality sustainable 

Figure 2 — Beacon Community Program Template. 

Source: Melinda Beeuwkes Buntin, et al. “Laying the Infrastructure for National 
Health Reform.” Health Affairs, Vol. 29, No. 6, pp 1214-1219 

HIT Solutions: 
The HIT starting point for supporting cross continuum medical management is 
the patient electronic health record (EHR) that can be partially or completely 
transferred or shared between and among referring and receiving providers. An 
enterprise EHR is a fully integrated system that gives each user (at the hospital, 
practice, and other ACO sites) an opportunity for customized views and templates 
for entering and retrieving patient clinical data and information. It uses a common 
patient database that gives each user real-time access to all relevant patient 
information available within the ACO, based on their assigned privileges, security 
access and “need to know.” In many ACOs, an enterprise EHR will be out of 
reach, but other options such as HIE networks that transfer patient record 
summaries have proven to be an effective compromise, and use of portals that 
providers can use to review partial EHRs, such as online test results, progress 
notes and discharge summaries, are a great starting point. Other HIT tools that 
contribute to cross continuum medical management include: 

• Consistent EHR (and HIE) clinical content across venues, such as patient 
record summaries, health risk assessments, care plans, problem lists, 
medication lists, discharge plans, standard order sets, visit and other EHR 
charting templates, and compatible clinical vocabularies. 

• Access to online guidelines and protocols — implemented both as look-up 
features and as built-in content, such as in charting templates — for 
management of target conditions with an ongoing evaluation (derived from 
both claims data, as well as clinical transaction data) of compliance by the 
practitioner. Full realization of this model requires not just access to but also 
real-time monitoring and reporting of compliance with and outcomes 

| Health Information Requirements for Accountable Care  | 5 
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HIT Solutions: 
As the focus of financial and administrative processes changes to include the 
entire assigned population, ACOs will require an information system that allows 
them to recognize and capture information before, during and after the period 
when individuals become patients — in effect, managing beneficiaries rather 
than patients. Health plans use membership repositories and membership 
management systems for this function and ACOs will need to quickly adopt 
similar systems and processes to ensure that they can properly identify, monitor 
and report on all the activity associated with their population. 

Traditional cost accounting and patient accounting systems and processes must 
be assessed, and likely expanded as well. ACOs must provide a complete 
spectrum of services in a variety of health care settings, any or all of which will 
present new accounting and billing requirements and capability. Provider 
network management and contract management will determine ACO investment 
in applications and processes that will allow them to manage and distribute ACO 
revenues to all the participants in care delivery and patient service. The specific 
application requirements will vary based on employment and contracting models 
among the entities that combine to form the ACO, but it is likely that large-scale 
ACO organizations will require the ability to administer and process claims for 
health care services — perhaps in order to pay providers, but certainly in order to 
measure and monitor provider productivity and population utilization of services. 

Conclusions 
Effectively implementing and operating an ACO requires making fundamental 
changes in how health care is delivered and administered. Provider organizations 
have to take on clinical and administrative governance responsibilities that many 
have limited experience with, and the bottom line is that becoming an ACO is a 
major undertaking that will require extensive investments in time, effort and money. 
They also need to both make and coordinate those investments across numerous 
dimensions, including clinical and administrative governance, and the delivery 
services to support the continuum of care. 

It is also likely that ACOs will evolve along highly differentiated paths based on 
the evolving regulatory requirements in their state, as well as the market 
dynamics and opportunities. However, in our view, all will require some degree of 
competence and HIT support along each of the six dimensions described and 
summarized in the chart below. 

ACO Maturity 

Success Factor Early Developing Mature 

I. ACO Member Engagement Episode of care 
Call center support 

Pre-care intervention; 
Member outreach; 
Social media (one to one) 

Prevention; 
Lifestyle consultation; 
Remote monitoring; 
Social media (many to many) 

II. Cross Continuum Medical 
Management 

Case management Care coordination; 
Patient centered medical home 

Disease management; 
Health maintenance 

III. Clinical Information 
Exchange 

Static; 
Read-only access; 
User request-based 

Pushed (automatic); 
Continuity of care documents 

Real time sharing across all 
venues; Patient access 

IV. Quality Reporting EHR (meaningful use stage 1) EHR (meaningful use stages 
2 and 3) 

Real-time, 
dashboard/desktop, ad hoc 
reporting 

V. Business Intelligence, 
Predictive Modeling and 
Analytics 

Patient focused; 
Episode/encounter focused data; 
Retrospective; 
Clinical and financial 

Population-based; 
Continuum of care data; 
Predictive health analytics 

Social and network data; 
Behavioral analytics; 
Real-time 

VI. ACO Risk and Revenue 
Management 

Cost accounting across the 
continuum of care; 
Membership data management 

Provider network management; 
Global contracting; 
Allocation of payment 

Capitation management 

Table 2 — ACO success factors and the characterization/focus of each associated with start-up, development and mature 
ACO organizations. 

| Health Information Requirements for Accountable Care  | 11 
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the role of the CIO 
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the role of the CIO 
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the role of the CIO 
 

CTO      -  made it work 

 

CIO       -  lead IT 

 

CMIO    -  drive clinical implementations 

 

CNIO    -  implementations and nursing  

 

CCIO    -  implementations 
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the role of the CIO 
 

CxO      -  Provide leadership for large system projects over the long vision 
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the role of the CIO 
 

“prediction” 

 
CxO      -  CMIO/CNIO with CTO 
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so what is the good news about all this 
change ?? 
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#1 healthcare information technology 
 

#2 data analytics  
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www.ianmorrison.com 
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first curve Second curve 
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first curve 
 
 
 
EMR 

Second curve 
 
 
 
ANALYTICS 
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Implementing EMR 
 

1.  buy a system 

2.  configure system 

3.  TADA!!! 

… but make sure it is a good system (table stakes) 
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o  engagement 
o  involve everyone – especially your clinicians 

o  collaborative build 

o  communicate (again and again) 

o  listen 
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o  design 
o  test 
o  validate 
o  train 
o  invest in infrastructure 
o  pay attention to workflow 
o  understand handoffs 
o  beware of conversions 
o  follow your interfaces 
o  simulate walk through 
o  shadow chart on unit 
o  listen to the unit and clinic staff 
o  trust your vendor’s experiences 
o  manage your unique differences but recognize the ones that are not 
o  practice downtime 
o  balance compliance and quality with clinician time 
o  train after go live (again) 
o  plan for optimization 
o  … 
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o  I’m upset ! 

o  the value of senior leadership support 
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o  Cerner 
o  Epic 

o  Meditech 

o  Allscripts 

o  Siemens 

 

different but … 
 
implementation 
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first curve 
 
 
 
EMR 

Second curve 
 
 
 
ANALYTICS 
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4 

24 Participant Organizations (Includes CSHS) 

Total survey incumbents reported – 1,578  

Organization City State
High Pay 
Markets

Carilion Clinic Roanoke VA
Cedars Sinai Hospital Los Angeles CA  
Cleveland Clinic Beachwood OH
Kettering Health Network Kettering OH
Mount Sinai Medical Center (Miami) Miami FL
Mount Sinai Medical Center (NY) New York NY X
New York Presbyterian Hospital New York NY X
NYU Langone Medical Center New York NY X
Ohio State University Medical Center Columbus OH
OSF Healthcare System Peoria IL
PremIer Health Partners Dayton OH
Rady Children's Hospital San Diego CA X
Sentara Healthcare Norfolk VA
Spectrum Health Grand Rapids MI
Swedish Health Services Seattle WA
Tampa General Hospital Tampa FL
UCLA Health System Los Angeles CA X
UCSF Medical Center San Francisco CA X
University Health Systems of E. Carolina (Pitt) Greenville NC
University of Maryland Medical Center Baltimore MD
University of Pennsylvania Health Philadelphia PA
Vanderbilt University Nashville TN
Weil Cornell New York NY X
Yale - New Haven Hospital New Haven CT X

Of the 35 eligible participants, 24 participated; a 69% participation rate 
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first curve 
 
 
 
EMR 

Second curve 
 
 
 
ANALYTICS 
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what about analytics ?? 
 

o  Right Time 

o  Right Place 

o  Self Serviced 

o  Personalized 
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It is all about the information 
 

o  Right Time 

o  Right Place 

o  Self Serviced 

o  Personalized 
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darren.dworkin@cshs.org 


