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Rhode Island’s state-wide 
Health Information Exchange (HIE)
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• RI is an “Opt-In” state
• More than 530,000 Rhode 

Islanders enrolled

Patients Decide to Enroll…
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RIQI Hosts Rhode Island’s Statewide HIE
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• 525,000 patients have enrolled - about 
half the state

• Receives clinical data from 521 sites, 
including all hospitals in the state

• Provider and patient web portals for 
record lookup 

• Integrations at major healthcare systems 
call up record automatically within 
Electronic Health Record (EHR)

• We are a non-profit with the mission of 
improving healthcare in the state of RI 
and beyond



Where does the data come from?
• Over 520 data sources from: 

• Hospital Admissions, Discharges, and 
Transfers (ADTs)

• Labs
• Imaging facilities
• Pharmacies
• Pharmacy benefit managers
• Providers’ EHRs
• Urgent Care Facilities
• Skilled Nursing Facilities
• Rhode Island Emergency Medical Services

• www.currentcareri.org/guidebook
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http://www.currentcareri.org/guidebook
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Who Has Access to the Data?Who Has Access to the Data?

Health 
Information 

Exchange

Patient health info available via 
secure online portal

CurrentCare Viewer

Real time Hospital and ED 
notifications for enrolled patients

Designee Alerts

Consumer (and their designee) 
access to their health data via 

portal and mobile

CurrentCare for Me

CurrentCare Alerts

Real time Hospital and ED 
notifications sent to the patient’s 

designee
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Presentation Notes
 



CurrentCare Viewer Landing Page
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Discharge Documents - Summary
• Discharge Summary - Encounter specific
• Opens in new window
• Shows discharge disposition
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Medication Data Sources
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www.currentcareri.org/guidebook

http://www.currentcareri.org/guidebook


Medications
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Development of Care Management 
Alerts & Dashboards
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Care Management 
Alerts & 

Dashboards

HIE Products & Services

RIQI Business Services 
make patient data 

available on a full or 
partial patient panel, 

whether or not a patient is 
enrolled in CurrentCare
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Real-time view of patients in hospital 

Care Management 
Dashboards

Real time Hospital and ED 
notifications for patient panel

Care Management 
Alerts



Alerts- Direct Email Alerts for Admissions, Discharges and Transfers
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Features available in Alerts  only: 

• Alerts received for Emergency 
Medical Services (Ambulance) 
encounters

• Continuity of Care (CoC) Document 
for discharges from Lifespan 
facilities

• Diagnoses related to the encounter

• Potential Overdose Flag based on 
keywords in the Reason for Visit 
and/or Diagnoses

• Expired Flag for patients who 
passed away at the facility



Main Dashboard answers three questions:
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Who is 
currently 
in the 
hospital?

Who has 
recently 
been 
discharged?

How has your patient panel 
fared over time?



Dashboard Features – Patient Details
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Patient Drilldown Report:    Each patient encounter is displayed as a row and includes information 
documented at the hospital or skilled nursing facility

High Risk: This custom column is available for use by your organization to identify the high risk patients within your panel. This column is viewable 
within the dashboard ( not available in Alerts).    
Six Month ED/Inpatient Visits: Count of encounters in last six months derived from Analytics on the HIE
Charlson Comorbidity Index/LACE: Calculated field based on Diagnosis History, Number of Days in Hospital, etc.

More 
columns



Dashboard Features – Six Month Visits & Risk Scores
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Six Month ED and Inpatient Visits
Drill down on the total to view the 
encounter details

Charlson Comorbidity Index
Predictor of mortality risk based on a 
weighted score of chronic conditions.  

LACE index 

Indicator of readmission risk based on:
Length of stay 
Acuity of admission 
Charlson Comorbidity Index 
ED – 6 mos. ED visit count

These calculations are available exclusively in the dashboard
(not available in Alerts)



Dashboard Features – Patient Details (slide 2 of 3)
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More 
columns



Dashboard Features- Patient Details (slide 3 of 3)
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Provider Name: Assigned doctor on Patient Panel submission
Custom fields: Allow for partners to apply Care Teams, Health Insurance type, etc.



Dashboard Features - Active Members Report
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Uses/benefits: can be used to find individual patients or assess entire population based on specific criteria (e.g. patients with high Charleston 
Comorbidity Index score)



Implementation and Use of
Alerts & Dashboards for
Improving Patient Care
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Sample Workflow: Improving ToC with HIE Tools 
• Patient admitted to an acute care hospital (or participating SNF) in RI:
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Patient (on panel) 
will appear on 
Dashboard updated 
approximately every 10 
minutes

*Alerts sent within 
seconds



Sample Workflow: Improving ToC with HIE Tools 

• When patient is admitted to ED/Inpatient, practice workflows vary
• Outreach to staff at hospital for care coordination and pre-discharge planning
• Outreach to patient via phone
• In person visits to patient (typically only for complex care/non-engaged)
• Preparation for post-discharge follow-up
• Recommended: document information in EHR for tracking/reporting
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Sample Workflow: Improving ToC with HIE Tools 

• Patient discharged from an acute care hospital (or participating SNF):
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Patient (on panel) 
will appear on 
Dashboard/Alert 
sent



Sample Workflow: Improving ToC with HIE Tools 

• When patient is discharged from an ED/Inpatient setting most 
practices engage in post-discharge follow-up and care coordination

• Recommended: document information in EHR for tracking/reporting
• Include receipt of Alert information plus associated documents

• Gather information needed for optimal care transition
• Data available in the Care Management Alert/Dashboard (discharge disposition/location; 

Lifespan CoC document with Alert)
• Data available in CurrentCare
• Additional data needed directly from hospital source/portal

• Outreach to patient via phone
• Follow-up outreach to patient (telephonic/in-person appointment)
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Using Care Management Alerts & Dashboards with the Viewer

Care Management 
Dashboard

In CurrentCare:
• Lifespan CoC
• Discharge Summaries (Fatima, Roger Williams, Landmark)
• Medical Record Summaries (CCDs)
• Medications, Lab Results, Imaging and More

VIEWER



Using Care Management Alerts & Dashboards with the Viewer

Who is in the hospital now?

Who has recently been discharged?

Trends over time
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Care Management
Alerts & Dashboards

For all patients on a panel 
submitted by a 

practice/organization
CurrentCare Viewer
Encounter data for enrolled 

patients from over 520 
sources



Key data for ToC available in the CurrentCare Viewer
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Medications
• During Hospital 

encounter
• Filled at pharmacy

Discharge Documents
• Lifespan CoC
• CharterCare (Roger Williams/ 

Fatima)
• Landmark

Test Results: Laboratory Tests and Radiology Reports



Sample Workflow: Takeaways

• Critical Focus: medication reconciliation
• Important to have as much, up-to-date information as possible for review

• Benefits of using HIE Tools: 
• Timely information (particularly when follow-up is needed)
• Fewer calls/less wasted time
• Workflows that are more streamlined

• Opportunities for deeper patient engagement
• Outreach is more informed and proactive

• Upcoming: Improvements to documents used in Care Transitions in RI
• ToC Steering Committee is in planning phases
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Impact of the HIE and
Care Management

Alerts & Dashboards
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Alerts have demonstrated a significant impact
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• Within 30 days of a hospital 
admission, patients with an alert 
sent see reductions of 

• Emergency Room returns (-20%)

• Inpatient readmissions (-13%)

• Yearly effect is a reduction of
• 980 Emergency Room visits

• 350 Inpatient Stays per year

• Yearly savings of $6 Million

0%

7%

13%

20%

26%

33%

4/1/16 10/1/16 4/1/17 10/1/17 4/1/18

Inpatient Readmission  - No Alert
Inpatient Readmission - Alert
ED Return - No Alert
ED Return - Alert



Providers identify high-risk patients faster
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Rhode Island Foundation evaluation
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Evaluation found impact for mental health orgs

• Independent SIM-URI evaluation 
on Clinical Mental Health 
Organizations found:

• Statistically significant impact on 
Monthly Emergency room visits, 
Inpatient Stays, Psychiatric Stays

• Could not determine significance on 
Total Medical Costs

Data is sourced from Behavioral Health On-Line 
Database’s mandated reporting by licensed 
Behavioral Organizations in Rhode Island
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University of Rhode Island & State Innovational Model evaluation



Significant impact on 125k general population 

36
Rhode Island Quality Institute internal evaluation

Pre- and Post- Analysis of 
Impact of Care Management Dashboards

Encounters in 6 months 
leading up to inclusion on 

CM panel

Encounters in 6 
months following 
inclusion on CM 

panel 

Effect on 
overall 

Encounter 
volume

Annualized 
Avoided 
Events

Emergency 45,138 44,081 -2.3% 2,407

Inpatient 17,303 16,226 -6.2% 2,122

$29 M
Annual Savings



Testimonials (Qualitative Data)
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Comprehensive Community Action Program (CCAP)
For the Nurse Care Managers on the team, our efforts are really focused on calling and 
reaching out to patients when they are identified so we can help prevent them from being 
readmitted. Armed with the information we receive from Care Management Tools, we can 
better assist our patients in maintaining their health and managing their comorbidities. 
We have gotten feedback that patients are impressed that we knew they were in the 
hospital and by the speed that we can connect with them – and that feels good. Also, 
sometimes our nurses are happy that they made the call because many patients really 
appreciate the outreach and feel cared about. 

Center for Treatment and Recovery (CTR)
Before we had our Care Management Tools, we didn’t realize how 
many different hospitalizations we didn’t know about. If patients didn’t 
inform us and bring us their paper work, we simply didn’t know. Now 
we know every single time...Now we can always be sure to be 
aware…so we can verify that the dosing is correct and safe. 



Data Innovation Continues
• Emergency Department Smart Notification (EDSN)

• Flag within the Emergency Department’s Electronic Health Record
• Based on automatic query from the ED’s EHR to RIQI checking for specific criteria such as 

number of previous ED visits, Opioid risk

• Intelligent Overdose Flag
• special notice inside an alert indicating a ‘potential overdose’

• Know My Health platform
• Advanced Directives, SBIRT (Screening Brief Intervention, Referral to Treatment), and other 

assessments
• Working with the State of Rhode Island and the State Opioid Response

• Bidirectional information in different settings
• Looking at other types of data for predictive modeling
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Thank you!
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Margaret M. Menna, MBA
Senior Training & Education Specialist

Mmenna@riqi.org

Jennifer C. Cormier, MEd, RN 
Senior Quality Improvement Advisor

Jcormier@riqi.org
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