We make lives better.

Jennifer P. Lundblad, PhD, MBA
President and CEO, Stratis Health

We find ourselves in a time with a set of
aspirations, policies, and programs that
offer a unique opportunity for emerging
professionals. Community health workers
and community paramedics are playing
key roles in improving health and health

care across settings of care.

The federal Affordable Care Act has led to
new payment models that reward provider
systems for better outcomes and favor
approaches that incorporate innovative
workforce strategies to meet the three-part
aim. The January 2015 announcement of
national Medicare payment goals sets a
clear direction and fast pace toward alter-
native value- and population-based pay-
ment. This ramped up the expectation for
health care organizations to address their
patients’ needs more comprehensively and
to take accountability in new ways—atten-
tive to both cost and quality. The Medi-
care payment goals are achieved through
emerging models such as Accountable
Care Organizations (ACOs), advanced
primary care medical home models, new
models of bundling payments for episodes
of care, and integrated care demonstra-
tions for Medicare-Medicaid enrollees.
These programs give ample opportunity to
leverage new roles and responsibilities, and
to re-conceptualize team care and support.

At the state level, Minnesota law and
regulatory changes in recent years have
opened doors to payment and reimburse-

ment which supports emerging profes-
sionals. The Minnesota State Innovation
Model builds on the innovations already
underway and supports an environment
of testing and experimentation to better
understand what improves health out-
comes including using emerging health
care workers.

As further acknowledgement of the chang-
ing health workforce, the highly regarded
Institute of Medicine released a report in
September 2015 that offers alternative
approaches to the traditional health care
workforce and captures a debate of the
pros and cons.

We see significant momentum behind the
payment transformation from volume to
value: care delivery is being redesigned
around population health, care coordi-
nation, and team care; and new gover-
nance approaches. The volume-to-value
transition is shifting payment to reward
achieving outcomes through high quality,
efliciency, and positive patient experiences.

The transition is the impetus for new care
delivery approaches—re-thinking how
care is organized, and going beyond the
traditional walls of a hospital, clinic, or
health system, recognizing the importance
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of social determinants and community
support.

Community health workers and commu-
nity paramedics have the opportunity to
play a significant role as part of the health
care team in this new environment. They
function as liaisons between health and
social services and communities to facili-
tate access to coverage and care, improve
the quality and cultural competence of
service delivery, and build individual and
community capacity for better health.
Community health workers and com-
munity paramedics serve as advocates,
facilitators, liaisons, community brokers,
and resource coordinators, roles which are
often exactly what is needed for patient
care to be patient-centered and integrated.

As we move forward, it is important to un-
derstand how emerging professions fit in
the rapidly changing care delivery and pay-
ment context, and to create a compelling
(and data driven) vision and value propo-
sition understood by all stakeholders. This
is an exciting time to turn the vision of
team-based care into reality.
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Silos to Circles:
Valuing the Whole
Continuum

Perspective from
Jan Malcolm
Stratis Health board member

With the budget trajectory

of health and human services
spending threatening to
consume an ever-larger share
of the state budget, we need to
draw on these improvement
and collaboration skills at an
even higher level.

Jan Malcolm, is president, Courage Kenny
Foundation and vice president, public affairs
for Allina Health. Ms. Malcolm served as a
senior program officer for the Robert Wood
Johnson Foundation, and as Commissioner of
Health for the State of Minnesota.

OUR COMMUNITIES ARE WORKING TO
BETTER INTEGRATE HEALTH CARE AND
SOCIAL SERVICES as part of the evolu-
tion of new care delivery approaches.
Such new models must become the norm
if we are to meet the Triple Aim chal-
lenge of better quality, better population
outcomes, and lower total cost. For the
health of our people and our economy,
the Triple Aim is more than an aspira-
tional goal, it is an imperative. Health ser-
vices research in Minnesota, the U.S., and
internationally has produced compelling
and accumulating evidence that the re-
lationship between health care spending
and population outcomes

is often not what we ex-

perspectives and create shared language,
new vision, and action plans. We funda-
mentally believe that the fragmentation,
disconnection and misalignment of our
services and sectors is part of what cre-

ates Triple Aim deficits.

Our goal is to learn how to think and act
together as a more connected continuum,
bringing greater wholeness to our cut-
rently fractured and fragmented parts.
Our opportunity is to collectively and
more effectively promote health at all life
stages with services that are integrated,
culturally appropriate, and honor our
shared humanity.

“ . . .
pect, and that the resulting  Fragimentation, disconnection

value gap is a problem and
an opportunity.

We have a culture of im-
provement in Minnesota,
and Stratis Health is a big
part of that culture. Our
institutions and organizations across the
state have a tradition of collaboration for
the public good. Leaders embrace col-
laboration to advance quality of care that
supports individuals in our communities.
With the budget trajectory of health and
human services spending threatening

to consume an ever-larger share of the
state budget (and those of employers and
families too), we need to draw on these
improvement and collaboration skills at
an even higher level. An inclusive col-
laborative effort called “Silos to Circles” is
working to do just that.

An unusually broad group of organiza-
tions from across the whole spectrum

of health care and social services is
attempting to bring our very separate
“silos” together. They seek to recognize
where our efforts need to be not only
better coordinated but even redesigned
from a more holistic perspective. And,
the people we serve in common are at the
center. Over the past 18 months, leaders
from long term care, acute care, mental
health, public health, and social services
organizations have been meeting to share

and misalignment of our services
and sectors is part of what
creates Triple Aim deficits.”

Facilitated and supported by the Collec-
tive Action Lab, over 30 organizations are
working on several tracks:

+ Attempting to quantify the costs of
fragmentation and articulate the ben-
efits of integration to build a case for
policy and delivery innovation across
the continuum

+ Demonstrating through cross-continu-
um system integration initiatives in the
arenas of chronic disease and behavioral
health how we can better achieve the

Triple Aim

+ Working together to foster community
capacity for health and wellbeing as
people and families define it

As we do this work, we are trying to build
on and leverage the continuum-based
change efforts already happening in our
communities, Silos to Circles aims to
help build critical mass in approaching
the ongoing challenge of health system
reform in a new paradigm—one that
recognizes the value of the whole con-
tinuum, and of communities themselves,

in producing health. D
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Medicare Focuses on Mental Health

The Centers for Medicare & Medicaid
Services (CMS) has launched a new
two-part initiative through its Qual-

ity Improvement Organization (QIO)
Program to improve mental health care
for Medicare beneficiaries. The four-year
effort aims to:

+ Improve identification in primary care
clinics of depression and alcohol use
disorder among Medicare beneficiaries

+ Improve care coordination between care
providers for Medicare beneficiaries who
have mental health disorders

“CMS is acknowledging that mental ill-
ness is a chronic condition that impacts
people’s overall wellbeing, their outcomes,
their quality of life, their wellness,” noted
Jennifer Blanchard, Minnesota Depart-
ment of Human Services (DHS).

Stratis Health is leading this work in Min-
nesota through the Lake Superior Quality

Innovation Network.

Mental health impacts physical
health

Depression and alcohol use disorder are
common mental health conditions in the
Medicare population. “There’s a myth that
depression is part of getting older, that it’s
a natural part of aging—that’s not true.
Depression should be recognized and
treated,” said Dr. Michael Trangle, psychia-
trist with HealthPartners.

Older populations have a lot of co-oc-
curring conditions, especially depression
and anxiety along with disabling medical
conditions.“Heart disease goes along with
depression; diabetes goes along with de-
pression,” said Sue Abderholden, NAMI
Minnesota executive director.“We know
from studies that when you have those
co-occurring disorders and you don't treat
the depression, people often don't get
better or ability to function better is

delayed.”

These conditions interfere with a person’s
ability to achieve their best health pos-
sible. Yet, they can be under-identified in
primary care settings. Nationwide, CMS
aims for 10,000 primary care practices to
screen a majority of its Medicare beneficia-
ries for depression and alcohol abuse with
a validated screening instrument by 2019.
In Minnesota, the goal is for 200 primary
care practices to implement and document
screening.

Care coordination

CMS also aims to reduce psychiatric
readmission rates in inpatient settings and
increase patient follow-up rates with men-
tal health practitioners after discharge.

Challenges in effective care transitions
for mental health conditions contribute
to high readmission rates and problems
in treatment adherence. One focus of the
initiative will be to develop referral and
consultation relationships with commu-
nity mental health providers.

Building on Minnesota’s foundation

This initiative will build on the founda-
tion of the DIAMOND program model
of collaborative care and the state publicly
reported mental health measures.

It ties well with DHS'’s new behavioral
health home service which begins the
summer of 2016.“The goal of the service
is to better integrate behavioral health into
primary care, primary care into behavioral
health. It’s one of many models for better
integrated care, “Blanchard said.

Abderholden is pleased Medicare has
taken this step. She hopes CMS will take
additional steps and bring parity to mental
health treatment—so it receives equal
health insurance coverage as other chronic
conditions. )

Evidence indicates
increased identification
of depression or alcohol
use disorder in primary
care settings can result in
better health.

+ In the Medicare population, the
prevalence of depression has been
estimated at 11 percent. It has a
higher inpatient readmission rate
than all other conditions except for
heart failure.

Most depression treatment is de-
livered by primary care practitio-
ners, especially for elderly patients.
Considerable evidence shows that
mental health problems are often
under-identified in primary care
settings.

+

Under-identification and treat-
ment of depression impairs adher-
ence to both medical and mental
health treatments. It's associated

+

with increased mortality and is the
leading cause of disability world-
wide.

+

About six percent of the elderly

are considered to be heavy users of

alcohol.

Alcohol use disorder is often

+

associated with depression, and
contributes to serious medical
conditions, including liver disease
and coronary heart disease.
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Innovating Care Delivery Across Minnesota

Communities experiment to improve health

Communities across Minnesota are
exploring innovative strategies to enhance
care coordination and patient support.
Organizations across the care continuum
are taking action to build relationships,
improve population health, and add
value—all key actions to succeed in
transforming care and succeed under new
payment models. Many of these efforts
are being spurred with state and federal
support.

Here are a few exciting efforts currently
underway in Minnesota.

Coordination of care communities

Through its Quality Improvement Orga-
nization Program, Medicare is fostering
nearly 200 new collaborative coalitions
across the country to improve transitions
of care in their communities. The empha-
sis is on serving Medicare beneficiaries
who may struggle the most with frag-
mented health care—those with multiple
chronic conditions, with health literacy
needs or living in rural areas.

In Minnesota, Stratis Health currently
is facilitating six of these communities,
with nearly 400 participants overall from
health care, government, and commu-
nity organizations. The communities are
working on a range of efforts, including
advance care planning, discharge pro-
cesses, medication therapy management

(MTM), and social support.

“The world of care coordination is
flooded right now with everybody’s inter-
vention and we don't always know what
everyone else is working on,” said Jenny
Friday, nurse care coordinator and educa-
tor, FirstLight Health System, which
participates in the Mora area community
coalition.“When we get together at that
table we hear what everyone else is doing,
so we don't duplicate work or services,
and can build on each other’s efforts.”

[ Aitkin/Crosby Area
[ Mora Area

B North Central MN
7| North East MN
B North West MN
Waconia Area

This cross-organization sharing has in-
creased patient use of FirstLights MTM
services. Care partners now better under-
stand the value of MTM and encourage

patients to use this service.

“We're looking at all kinds of ways to
better serve our rural community,” Friday
said."And, trying to keep our head above

the tide of care coordination.”
Practice facilitation

As part of the Minnesota State Innova-
tion Model (SIM) strategies, the Institute
for Clinical Systems Improvement and
Stratis Health have combined practice
facilitation resources to support eight or-
ganizations, with 10 clinics and approxi-
mately 140 clinicians, across Minnesota.

The organizations will use a variety of
practice enhancement methods to facili-
tate system-level changes. They will focus
on total cost of care, chronic disease man-
agement, health care home certification,
health I'T, behavioral health integration,
alternative care models and/or general
quality improvement.

Catholic Charities of Saint Paul and
Minneapolis, the only non-clinic partici-
pating, will work to improve care coordi-
nation and leverage health information
technology (I'T) to support its medical

respite clients staying at its Exodus
Residence. Medical respite is short term
residential care for individuals experienc-
ing homelessness who are too ill or frail
to recover on the streets, but who do not
require hospital admission or continued
hospitalization.

If someone has a home, health is easier to
recover. A person can be surrounded with
home care options and might have the
support of family and friends.“Individu-
als experiencing homelessness often lack
support networks,” Diana Vance-Bryan,
Catholic Charities, senior vice president
health services and chief administrative
officer, shared.“It can be hard to attend
to your physical health care needs, like
get plenty of rest, drink lots of fluids, or
take medications at the prescribed times.
Sometimes medications need to be refrig-
erated and medical equipment requires

a plug in. Seemingly simple needs can
become impossible when you are on the
streets.”

Its five-bed medical respite pilot in 2012
included 14 individuals. State claims data
showed a 67 percent reduction in hospi-
talizations and over 50 percent reduction
in emergency department visits, one year
pre-respite to one year post. CMS is
looking at medical respite as a potential
model to spread.

Having expanded medical respite and
health supported housing to 89 beds,
Catholic Charities wants to improve
internal and external communications to
enhance care. Externally, the nonprofit
wants to maintain clients’ care continuity
with their primary care providers and to
foster relationships with more hospitals
so patients are directly referred to medi-
cal respite, not discharged to the street.
Internally, they want to enhance commu-
nication between nurses and case man-
agers and ensure completion of patient
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assessments and goal setting discussions.
They also want to use health literacy tools
to better engage distressed patients who
may not retain much of their hospital dis-
charge information.

By leveraging health I'T, Catholic Chari-
ties wants to enhance its ability to gather
patient data, as well as capture outcomes
and how clients are improving over time.

“We need to do a better job of data col-
lection around care coordination and case
management,” said Vance-Bryan.“Data
gives a clearer picture of the work we are
doing and how staff are helping the popu-

lation they serve.”
Community wellness

Based on priorities identified through a
multi-organizational community needs

assessment, the Todd-Wadena Healthy
Connections collaboration made a com-
mitment to develop a prediabetes referral
process to community-based services. As
part of that effort, Tri-County Health
Care and Lakewood Health System, two
central Minnesota independent health
systems, are collaborating in offering
prediabetes education in the region.

Among the classes, they have partnered
with the University of Minnesota Exten-
sion to deliver its 12-week evidence-
based course I CAN Prevent Diabetes.
Tri-County Health Care’s first group of
participants lost an average of 10 percent

of their body weight.
Stratis Health is supporting both health

systems in assessing how they can use
their electronic health record systems to

The Role of Community-Based Organizations in Population Health

track patient participation in prediabetes
classes and to create a feedback loop so
primary care providers know their pa-
tients have taken action for their health.
Much of this work is supported through
a Minnesota Department of Health
Community Wellness Grant.

“With accountable care and all of the
changes that are happening, we need to
be focusing on well and healthy—really
promoting more wellness with community
outreach and education,” said Sara Stone,
medical social services and health promo-
tion manager, Tri-County Health Care.

As payment methods move toward pro-

viding limited money to treat conditions,
health care organizations need to priori-

tize a culture of wellness and be creative

to foster healthier communities.

Community-based organizations/home and community-based
services (CBOs/HCBSs) support population health through
care coordination, daily living support, caregiver support, and
delivery of evidence-based self-management programs. Their
services can be essential in supporting the poor and underserved
in maintaining their health and housing. CBOs/HCBSs want to
be able to position their services as tools that advance the health
care delivery goals of better care for individuals, better health for
the population, and lower cost through improvement.

The Metropolitan Area Agency on Aging sponsored a three-part
training series led by Stratis Health on health IT to help CBOs/

HCBSs understand the terminology, rules, tools, and processes
of health IT so the organizations can remain vital and vibrant
within the framework of value driven health care. Findings from
a Stratis Health survey of 27 participants include:

+ Nearly 60 percent are using data to understand the populations
they serve. But, fewer than 25 percent use that data to coordi-
nate with others serving the same population (chart below).

+ CBOs/HCBS:s recognize the need to reframe their services to
be viewed as part of the net of care that supports individuals in
achieving their own level of optimal health and wellness.

Analyzes its aggregate data, other than demographic data,
to understand a population
(e.g., certain diagnoses, falls, or memory loss)

Analyzes its data to determine whether data has value to other
organizations (e.g., health care providers, payers, government
agencies) for supporting individual care or population health

7 Yes

¥ No, but see need/opportunity No

Community-Based Organizations Use of Data to Support Individual and Population Health in a Community

0%

10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Don’t Know

Full survey summary available online.



http://www.stratishealth.org/documents/Stratis-Health-CBO-healthIT-report-2015.pdf

Significant efforts are underway to fun-
damentally change the way health care

is provided and paid for in the United
States. To increase the pace of these
changes, in early 2015 the U.S. Depart-
ment of Health and Human Services
(HHS) launched a delivery system
reform initiative to accelerate improve-
ments to our health care delivery system.
The overarching objective of the initiative
is to improve care while spending dollars
more wisely across the U.S. health care
system.

A critical component of delivery system
reform is to accelerate adoption of reim-
bursement models that reward value and
care coordination. Alternative payment
models, such as accountable care organi-
zations and bundled service payments,
are one key component, with HHS
setting targets of 50 percent of Medicare
Fee-For-Service payments through these
new models by 2018, Incentives linked
to quality of care metrics also are grow-
ing exponentially, with an HHS goal of
90 percent of Medicare FFS payments
linked to quality by 2018.

Several barriers and challenges stand in
the way for rural providers to participate
in these reimbursement models:

+ Paid under cost-based reimbursement
models aimed at stabilizing financing
for safety net care, providers designated
by Medicare as critical access hospitals
(CAHs) and rural health clinics are
excluded from many quality incentive
programs and care coordination pay-
ments linked to current fee-for-service
structures.

+

Rural hospitals frequently don't have
enough patients with specific condi-
tions to meet the minimum population
sizes for public reporting of quality
measures, and many current quality
metrics focus on services they may

not provide, such as specific types of
surgery or ICU care.

Most small rural providers do not
have a sufficient patient panel of any

+

single payer type to meet participation
requirements for alternative payment
models. For example, Medicare ACOs
require 2 minimum of 5,000 Medicare
FFES beneficiaries—more than entire
populations of many rural towns.

+

Rural hospitals generally have limited
capital and financial resources, and face
acute provider shortages, making the
infrastructure investments needed for
successful participation in alternative
payment models even more challenging.

" Holding on to the
status quo leaves rural
communities at risk of

being left behind.”

Although some rural health care leaders
may breathe a sigh of relief that they are
excluded from many of these changes,
they are not immune to the impacts.
Value-based reimbursement models
nearly all include incentives related to
reducing overall costs by improving care
coordination and reducing hospitaliza-
tions and emergency department utiliza-
tion. Providing evidence of high quality
care delivery necessitates participation in
quality reporting programs, as partners,
payers, and consumers will, and should,
demand evidence that the quality of
care provided in a small rural hospital is
equivalent, if not better than those same
services in an urban setting.

Despite the challenges, many rural com-
munities are stepping up to the opportu-
nities of delivery system reform.
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Challenge to Rural Communities:
Find Your Role in Delivery System Reform

Karla Weng, MPH
Sr Program Manager, Stratis Health

+ Although considered voluntary by
CMS, neatly 90 percent of CAHs na-
tionwide participate in public reporting
of at least some quality metrics. Nearly
all of the 79 CAHs in Minnesota pub-
licly report quality data.

+

Many rural health care organizations
are embracing redesign of care delivery
focusing on the full spectrum of popu-
lation health needs. We're seeing rural
communities develop school-based
services to reach families and children;
focus on care coordination and com-
munity supports for those with chronic
illnesses; and address end-of-life care
needs such as advance care planning
and developing palliative care services.

+

Rural health care organizations are in-
tegrating emerging health professions,
such as community health workers and
community paramedics, to help effec-
tively meet community needs.

+

New governance approaches which
pool patient panels across communities
and/or align across a wide spectrum

of health and human services are being
developed to allow participation in
alternative payment models and incent
effective redesign of service delivery.

In Minnesota, State Innovation Model

+

supported efforts have accelerated in-
volvement of rural providers in delivery
system reform, more so than in many
other parts of the country.

For continued viability in a delivery
system reformed world, rural health
care leaders need to be thinking broadly
about health and health care in their
communities—what is their organiza-
tion’s role in ensuring not only access to
health care services, but to improving
health and wellbeing of the population
they serve. Holding on to the status quo
leaves rural communities at risk of being

left behind. O
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Looking at the numbers: Wide Variation in Critical Access Hospitals Reporting Quality Data

Critical Access Hospitals by State Reporting HCAHPS Data for MBQIP
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The approximately 1,300 critical access
hospitals (CAHs), in 45 states, report
quality data at a much lower rate than
prospective payment system (PPS)
hospitals, as they are currently exempt
from CMS value-based purchasing
and Federal hospital reporting require-
ments. Nationally, PPS hospitals are
at essentially 100 percent for report-
ing quality data, while over 11 percent
of CAHs do not publicly report any
quality data. Rates of CAH reporting

varies significantly by state.

The Health Resources and Services
Administration (HRSA), Federal Of-
fice of Rural Health Policy (FORHP),
wants to increase the percentage of
critical access hospitals (CAHs) that
are collecting and reporting quality
data.

“FORHP believes quality reporting
supports transparency about quality
of care and provides a framework for
defining value in care delivery,” said
Megan Meacham, FORHP public
health analyst.

The health care environment is moving
toward demonstrating value through

cost efficient quality care, which
requires reporting of standard quality
measures. Through the Medicare Ben-
eficiary Quality Improvement Project
(MBQIP), FORHP is taking a proac-
tive approach to help ensure CAHs
provide high quality patient care to the
rural communities they serve, as well
as be prepared to meet future quality
requirements. MBQIP is under the
Medicare Rural Hospital Flexibility
(Flex) grant program.

The goal of MBQIP is to improve
the quality of care provided in small,
rural critical access hospitals. MBQIP
provides an opportunity for indi-
vidual hospitals to look at their own
data, measure their outcomes against
other CAHs and partner with other
hospitals in the state around quality
improvement initiatives to improve
outcomes and provide the highest
quality care to each and every one of
their patients.

Nationally, 95 percent of CAHs have
committed to participate in MBQIP.
According to the latest publicly
available Flex Monitoring Team data
(2013-2014 reporting period), the na-

tional averages for CAH reporting key

Hospital Compare measures are:

+ Inpatient measures: 86 percent. In
nine states, fewer than 75 percent of
CAHs reported inpatient measures.

+

Outpatient measures: 54 percent. In
24 states, hospital outpatient report-
ing was at less than 50 percent.

+

Hospital Consumer Assessment of
Healthcare Providers and Systems
(HCAHPS) patient experience data:
64.5 percent. In seven states, 50 per-
cent or fewer of the CAHs reported
on patient experience. However,
more recent MBQIP data indicates
that a year later, only three states fell
below 50 percent reporting (see chart
above).

Stratis Health is providing expertise
to State Flex Programs across the
country, through FORHP funding.
Increased use of quality reporting and
quality improvement strategies will
enhance the ability of rural communi-
ties to work within the new models
of value-driven care, and most impor-
tantly, continually deliver quality care
to patients.
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Gary Wingrove, chair elect, recognizes outgoing board
member Huda Farah for her six years of service on

the Stratis Health board of directors.

Stratis Health is a nonprofit
organization that leads col-
laboration and innovation in
health care quality and safety,
and serves as a trusted expert
in facilitating improvement
for people and communities.

Stratis Health works toward
its mission through initiatives
funded by federal and state
government contracts, and
community and foundation
grants, including serving as
Minnesota’s Medicare Quality
Innovation Network - Quality
Improvement Organization.
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Quality Measures for Community-Based,
Rural Palliative Care Programs in Minne-
sota: A Pilot Study. This Journal of Palliative
Medicine article reviews a Stratis Health
study to identify and field test a standard set
of quality measures for rural, community-
based palliative care programs.

Jennifer P. Lundblad, Stratis Health presi-
dent and CEO, presented on the impact of
delivery system reform on rural health at
the National Advisory Committee on Rural
Health and Human Services on behalf of
Rural Policy Research Institute (RUPRI)
Health Panel.

Kim McCoy, Stratis Health Minnesota state
director QIN-QIO program and senior pro-
gram manager, was cer-

tified as an official site

visitor for the national

Public Health Accredi-

tation Board. Public

health accreditation

provides a framework

for a health depart-

ment to identify performance improvement
opportunities, improve management, develop
leadership, and improve relationships with
the community.

Stratis Health works with
the health care community
as a quality improvement
expert and clearinghouse,
educator and trainer, consul-
tant and supporter, convenor
and facilitator, and data
resource.

Contact us to see how we
can assist you with your
quality improvement needs.
Call 952-854-3306 or
1-877-787-2847 (toll-
free), or email us at info@
stratishealth.org.

QUALITY UPDATE

One component of accreditation focuses on
integration of performance management and
quality improvement practices and processes
for the continuous improvement of the public
health department’s practices, programs, and
interventions.

Dr. Paul Kleeberg will
be leaving Stratis Health
in November 2015 after
five years as chief medi-
cal informatics officer
and REACH clinical
director.

“| really believe in what Stratis Health does,”
Dr. Paul Kleeberg. “I am proud of what we
have accomplished together to help others
leverage health IT to make lives better.”

“Paul’'s commitment and leadership has
deeply contributed to Stratis Health’s robust
health IT program and health reform role,”
said Jennifer Lundblad, Stratis Health presi-
dent and CEO. “We are poised to continue
strengthening the capacity of health care
organizations and their partners to use tech-
nology to improve health.”

Upon leaving Stratis Health, Dr. Kleeberg
joins Aledade as medical director.
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