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Call for Innovation Selected Submissions 
 

This is a sampling of the innovations selected for presentation at the 2014 and 2015 
conferences. 

 
Cumberland Center for Healthcare Innovation (CCHI) 
Frank Ross 
Medicare MSSP ACO 2012 Startup 
 
Operational Problem Faced: Who we are:   The Cumberland Center for Healthcare Innovation (CCHI), located in 
Cookeville and the surrounding areas of Middle Tennessee, is a January, 2012 Advanced Payment MSSP ACO with 
approximately 11,000 attributed beneficiaries.  CCHI is not your common hospital-driven ACO. Instead CCHI is comprised 
of 26 rural independent primary care practices and 39 physicians and is truly unique among the MSSP participants, both 
in its structure and ability to thrive in the program.  CCHI achieved $4,732,231 in savings in 2013, and improved average 
quality scores from 62% to 74% between 2012 and 2013.  Additionally, CCHI’s innovative approach to patient care 
management contributed to their launch of a collaborative accountable care initiative with Cigna in January, 2014 that is 
benefitting more than 2,900 beneficiaries who receive care from among 37 independent CCHI physicians. Presenter Bio: 
Frank Ross is the Chief Information Officer for the Cumberland Center for Healthcare Innovation, and the practice 
manager for Ross Family Medicine, one of the CCHI primary care practices.  Mr. Ross was a key leader in the 
development and design of the innovations discussed in this presentation. Challenge #1:  “Engaging Practices in 
Reporting”  Apart from forming a completely new affiliation, these physicians faced their own unique set of challenges in 
regards to extracting data and reporting 33 care quality guidelines required by participating Shared Savings ACOs.  The 
practices’ data were separated by 14 different EMR systems, and the geographic distribution of the practices spans 
hundreds of miles.  Adding to the mayhem were physicians in the ACOs who did not have a clear understanding of the 
ACO reporting measures by which their quality would be scored.  Challenge #2:  “Engaging Practices in Chronic Care 
Management” After succeeding with an efficient reporting process to identify gaps in cares and alert providers to 
opportunities for quality improvement in both process and outcomes measures, CCHI found that many of the practices 
had the desire to broaden care management activities, but lacked the resources to accomplish this.  They also found 
that many practices were implementing chronic care management activities to promote better patient outcomes, but 
the practices were not tracking or documenting these activities. 
Description of Innovative Solution: Solution #1:  “Innovating the Reporting Process” To develop a streamlined reporting 
process, CCHI selected a Software as a Service reporting product that ingested the list of randomly selected annual 
reporting beneficiaries as provided by CMS, populated each beneficiary’s profile with the measures that applied to them 
and consumed claims data for the same beneficiaries in order to pre-populate the tool with as much data as possible 
and reduce the time and burden of ACO reporting.  The SAAS tool submitted directly to GPRO on behalf of the ACO.  
Applying unique innovation to the MSSP ACO reporting platform, CCHI found an additional benefit of the reporting tool 
by using it to gauge quality improvement throughout the year— something the ACO accomplished by populating the 
tool with the same ACO patients that were required for CMS reporting and resubmitting it to providers for attesting to 
updated clinical data part way through the reporting year. Solution #2:  “Leveraging the New Medicare Chronic Care 
Management (CCM) Code” With the advent of the new CCM code on January 1, 2015 that provides a per month per 
member reimbursement for non face to face chronic care management activity of 20 minutes or more, CCHI approached 
the same SAAS vendor who helped them build a GPRO reporting platform to help them leverage this new care 
management incentive.  CCHI requested a cloud based dashboard to identify Medicare patients most likely to benefit 
from CCM, as well as to map activities in the EMR to identify patients who likely already had greater than 20 minutes of 
non face to face chronic care management activity.  This included mapping EMR activities such as outgoing telephone 
calls and chart updates as triggers for CCM activity. 
Description of Results: Results#1:  “Reporting Success” CCHI achieved a 100 percent quality reporting score for the 
entire CMS beneficiary reporting list for the years of 2013 and 2014.  Additionally, the semi-annual reporting strategy 
identified deficiencies in clinical documentation processes, as well as detected practices that were falling behind in 
terms of quality improvement. It also reminded the practices of ACO measures that CMS would be using for quality 
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scoring. CCHI found that engaging the practices in reporting for their own populations had tremendous value in alerting 
practices to areas of quality improvement.   Result #2:  “The Carrot Instead of the Stick” CCHI is incentivizing providers to 
not only fill gaps in chronic and preventive care, but to reach out to higher risk co-morbid Medicare patients using their 
newly developed CCM registry.  By mapping to “triggers” in the EMR, they are informing practices on the number of 
patients for whom they have already been providing CCM activity, and alerting them to high risk patients for whom it 
appears there has been minimal CCM activity.  In addition to promoting chronic care management at the practice level, 
the average physician practice may greatly benefit financially from this strategy.  The average physician patient panel 
has 491 unique CCM patients.  This equates to the potential for $237,978 in new practice revenue, and provides 
practices with a strong incentive to identify and fill all gaps in care for co-morbid Medicare ACO patients. 
 
Duke Connected Care 
Mark Helfin 
Medicare MSSP 2014 
 
Operational Problem Faced: Over a third of surgeries in the U.S. are performed on adults over 65. Post-operative 
complications in this group can be challenging to ACOs and lead to slow recovery, longer hospitalizations, or loss of 
independence.  MSSP ACOs need an intervention that can enhance recovery, reduce LOS, decrease readmissions, and 
optimize use of post-acute care. 
Description of Innovative Solution: Our ACO is partnering with surgeons and geriatricians at Duke in a developed, 
collaborative, multidisciplinary perioperative care model (Perioperative Optimization of Senior Health, “POSH”) to 
improve outcomes for older adults undergoing elective abdominal surgeries through targeted perioperative 
intervention.  General surgeons refer patients over age 65 undergoing elective procedures to the geriatrics clinic for pre-
operative evaluation.  Suggested criteria for referral included cognitive impairment, poor nutrition, multiple chronic 
conditions, impaired vision/hearing or age over 85.  Enrollees and family members were seen by an interprofessional 
team including a geriatrician, nurse, social worker and anesthesia nurse practitioner.  In addition to traditional 
preoperative evaluation, the visit included assessments of cognition, mobility, function, medication appropriateness, 
caregiving resources and goals of care.  Post-operatively, the geriatrics consult team assisted with management of 
medical conditions, medications, complications, and planning for post-hospital care.  Working collaboratively, POSH is 
able to optimize resource utilization. 
Description of Results: While in the early stages for our 2014 MSSP ACO, we hope to see similar results from an earlier 
cohort.  We compared length of stay (LOS) and discharge location of patients referred between June 2011-May 2013 
with a historical cohort consisting of all patients over 65 undergoing similar elective surgeries by the same surgeons 
between January 2010 and May 2011.  Sixty nine patients referred for geriatric perioperative care were compared with 
146 historical comparison subjects.  Common interventions in the referred group included delirium prevention and 
management (56.9%), promotion of safe mobility (31.0%), comorbidity management (37.9%), pain management 
(36.2%), and minimizing polypharmacy (12.1%). Types of surgeries were similar between groups including percentage of 
laparoscopic procedures (POSH 33.8% v. controls 34.6%).  Median LOS for POSH patients was 4.27 days (± 3.06) versus 
5.90 days (± 7.62) for the comparison group.   14.5% of POSH patients were discharged to skilled nursing facilities versus 
19.2% of controls.  3.6% of POSH patients were readmitted in 30 days compared with 10.7% of comparison patients.  
Collaborative perioperative care for older high-risk patients undergoing abdominal surgery was associated with shorter 
length of stay and lower rates of discharge to skilled nursing facilities when compared to a historical cohort of older 
adults undergoing similar surgeries.  Such findings are consistent with ACO aims.  Future plans include expansion of the 
program to other surgical specialties and extension of the intervention to the post-acute period. 
 
Integrated ACO 
Eric Weaver 
Medicare MSSP ACO 2013 Startup 
 
Operational Problem Faced: Five percent of seniors generate approximately 50% of the healthcare costs in a Medicare 
population. However, listing patients who generated high costs in the previous year does not predict individuals who will 
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generate costs in the next six months or a year. For example, a patient who received coronary bypass for $ 100,000 in 
2014 is not likely to require a second bypass in 2015. Diabetics who were out of control (measured by hemoglobin A1c 
greater than 9%) would have received therapeutic attention in 2014 and may not be among the out-of-control diabetics 
in 2015. It is important to identify the top 5% of future cost generators. Therefore, powerful, specific predictive analytic 
tools are essential.  One solution to improving coordination of care in our fragmented healthcare system is to recruit 
Care Coordinators. In an ideal world with unlimited resources, one would provide personalized care coordination to all 
individuals. However, that is impractical.  Even focusing on individuals with more than one chronic illness is not sufficient 
since more than 60% of seniors have multiple chronic illnesses. The society simply does not have unlimited resources. 
Therefore, predictive modeling, which allows focusing of resources, is an essential part of a modern information system.  
In order to solve of the challenge of how best to allocate finite staffing resources to Care Coordination, Integrated ACO 
has deployed an innovation initiative that provides not only data integration, descriptive analyses and quality monitoring 
and reporting but also powerful, specific predictive modeling tools. 
Description of Innovative Solution: Integrated ACO and its sister company Loop 360 Healthcare Solutions developed a 
predictive model for Congestive Heart Failure admissions for the next six months, 325 features were selected from a 
much larger number of potential features through a sequence of steps that progressively eliminated the most redundant 
features. These steps considered quality of the feature data (e.g. percentage of missing values), correlation with target 
values, correlations with other features, factor analysis and finally feature elimination during model fitting using LASSO, 
a regularization based procedure.  A predictive model for CHF admissions was developed from 4,267 patients based on 
CMS claims information from January 1 through December 31, 2012. Inpatient claims information from January 1 
through June 2013 was then extracted to form a set of predictive targets. The models were developed to predict those 
patients who would have a CHF admission between January 1 and June 1, 2013. The model was evaluated using the area 
under the curve (AUC) of the model’s Receiving Operating Characteristics (ROC) and the lift for the model at 1%, 5% and 
10% of the cases labeled.  As shown in the results section, a powerful and specific predictive tool emerged. Use of 
clinical information from EMR systems, in addition to insurance claims data, is likely to further strengthen this model.   
Predictive analysis allows the organization to focus its care coordination resources on high-risk patients and achieve cost 
savings by preventing expensive hospital admissions.  Psychographic Analysis is currently under development. This 
approach, commonly used in other industries, promotes tailoring of care coordination approaches such as self-help, 
telephone calls or more intensive home based care.  Analyses performed by above tools are presented to providers as 
needed (ACO leadership, physicians, their staff and ACO Care Coordinators). Each group is unique in its scope of work 
and utilization of the information in the management of the population. Finally, a patient portal engages the patient by 
presenting an interactive tool and presents information and recommendations customized to each individual. 
Description of Results: The prediction model for CHF admissions was evaluated using the area under the curve (AUC) of 
the model’s Receiving Operating Characteristics (ROC) and the lift for the model at 1%, 5% and 10% of the cases labeled.  
Close to 90% of true positive predictions were observed while accepting only 10% of false positive predictions, a very 
high level of specificity. The lift, i.e. the ability of the model to sort admissions compared to random selection (i.e. no 
model), was 18 for first 1% of predictions, a very high lift.  Using Loop360 Information System, IACO, an accountable care 
organization based in Austin Texas, was able to report 100% of quality measures and achieve cost reduction in the 
health care expenditure from CMS projected benchmark of $ 81.4 million to observed costs of $ 77.8 million, a 4.5 % 
reduction. The savings of $ 3.6 million achieved by IACO allowed the organization to return the advance payment and 
create a surplus. Part of the surplus was reinvested in the ACO programs and the remainder distributed as a 
performance bonus to its providers. IACO was among one of only six advance payment model ACOs in the United States 
to achieve such a result. These results will be shared with other ACOs in a Webinar organized by CMS on April 29, 2015. 
 
Ochsner Accountable Care Network 
Mark Green 
Medicare MSSP ACO 2013 Startup 

 
Operational Problem Faced: Falling risk scores on our capitated population resulted in a reduction of our CMS payments 
by several million dollars over the course of the first half of 2014. This was the result of a decrease in HCC capture rate in 
the system and not by a change in patient demographics as a whole 
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Description of Innovative Solution: After unsuccessfully attempting to target individual physicians with HCC information 
and training throughput the first half of 2014 it was decided in early September 2014 that a new approach was needed if 
we were going to be able to mitigate what we saw as a multimillion dollar opportunity to capture HCC documentation 
correctly in our new EMR.  What was decided on was that we would begin a health risk assessment program across the 
system that would target this population with a one hour assessment outside of their regular office visits. A group of 
providers and APC were trained on the use of a homegrown tool inside of EPIC as well as one of our regions utilizing an 
external product by Vatica for the HRA assessment.  Then our patient population was risk stratified from lowest to 
highest. The method for this risk stratification was to look at the prior two years HCC captured on each patient then look 
at what was captured post EMR conversion and the missing chronic condition HCC were then ranked in order of most 
open to least.  The risk score were then sent to our clinical call center to begin outreach in Late September of 2015. With 
limited agents in the center a call to all regions was made to lend agents for the remainder of the year in this program. A 
total of 15,800 outbound calls were made by 25 agents around the system (some fulltime and most part-time) that 
resulted in a total of 3,518 visits being booked for HRA. Once the patients came in for the HRA our analytical department 
looked at HCC dropped by provider to both give feedback on capture rate, but also to project life on the added HCC 
captured and new ones found that had never been charted on the patient population. A daily report went out to the 
senior leadership to show number of call in the regions along with booked and completed visits as well. And one a week 
a financial projection of the risk lift was sent to the same group.  The program was so successful in the last quarter of 
2014 that a strategic program was developed for 2015 and beyond for this program that now has become a part of 
patient care at Ochsner for this population. 
Description of Results: Preliminary numbers show a lift in our risk payments of $5.2 million dollars for mid year 2015, 
and an increase in the captured HCC of 1,600 + in just the first 3 months of the program. With an average score moving 
from a 1.10 to a 1.19 
 
Steward Health Care 
Young Joo 
Medicare Pioneer ACO 
 
Operational Problem Faced: An inability to track our ACO patients in real-time, particularly when they travel outside our 
owned network, makes care coordination challenging 
Description of Innovative Solution: We hired a company, PatientPing, to provide our ACO with real-time notifications 
when patients receive care outside our owned network. Though we plan to eventually track visits to ED, hospital, home 
health, etc. outside our network, we started with SNF. The SNFs upload basic data on all admissions to PatientPing's 
database, PatientPing matches the patient against our ACO roster, and provides our ACO care coordinators with a simple 
notification of the admission/discharge. We now track when patients are admitted to SNF from both our owned 
hospitals and out-of-network hospitals, and SNFs can now identify patients as Steward ACO upon admission. 
Furthermore, we plan to provide data on admissions to our hospitals so PatientPing can notify SNFs when their 
discharges revisit our ERs. This allows SNF and ER to coordinate to avoid an admission by sending patient directly to SNF 
from ER as opposed to hospital (of course, provided the patient is clinically-able and chooses to return to SNF) 
Description of Results: Since PatientPing started, we have received hundreds notifications that create care coordination 
opportunities we formerly did not have. When patients are engaged in our care coordination programs, we are able to 
achieve significant reductions to readmissions and length of stay in post-acute days, ultimately accelerating a safe 
transition to the patient's home. Not only have these simple notifications significantly and directly addressed a challenge 
faced by all providers with patients at-risk, they also help any provider with an interest in improving quality and efficacy 
across the continuum of care (hence, the interest from SNFs in using the tool and receiving information). The solution is 
elegant in design in that now any ACO can simply provide PatientPing a roster to receive notifications from facilities 
already working with PatientPing, and new providers are very easy to bring on to the system. 
 
 


