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Dear West Virginians:

It is with great excitement that we share the first community report on the activities of the 
West Virginia Health Improvement Institute (WVHII) . The Institute has evolved from a virtual 
enterprise focused on advancing the concept now known as the Patient Centered Medical 
Home to a thriving enterprise having a major impact on the health care system in West Virgin-
ia . This has only been possible as a result of the many partnerships with health care providers, 
professional societies, state government agencies, and health care organizations throughout 
the State of West Virginia . To follow is a summary of lessons learned and insights gained from 
the various pilot projects and strategic initiatives supported by the Institute . This document is 
an interim report on progress through December 2011 with updates for 2012 as well as a 
 celebration of the success of all those who have worked hard to improve the health of all 
West Virginians .

The original model of the Institute was to serve as a laboratory to test and promote innova-
tions focused on the Patient Centered Medical Home . To date, 176 medical providers in West 
Virginia have received recognition by the National Committee on Quality Assurance (NCQA) . 
This is quite an accomplishment given the rigorous standards and requirements associated 
with the process .

The Institute has expanded its scope and now is involved in helping medical providers adopt 
electronic medical records (EMR) and use the health information technology to drive im-
provements in the health of the population . It is remarkable to witness the explosive growth 
in adoption of electronic medical records in West Virginia . In addition, the Institute is work-
ing on innovative programs to support those with chronic disease . Finally, the Institute is 
working on care coordination approaches that help primary care practices improve the qual-
ity of care for all they serve . 

It is important to acknowledge that the Institute is not alone in its cause . There are many 
organizations and individuals working hard throughout the state to improve the health of 
the population and to improve the quality of services provided by the health care system . As 
the Institute continues to evolve it will work hard to collaborate and support these efforts 
and be there to help celebrate the state’s progress . We expect to see West Virginia continue 
to be recognized not only for its natural wonders but also as a model for how collaboration 
and leveraging precious resources can lead to significant improvements in the health of the 
population .

David Campbell
Sincerely,

Roger Chaufournier  
Roger Chaufournier 
Chairman of the Board   
February 2009-June 2012 

David Campbell 
Chairman of the Board 
July 2012-Present
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The Evolution Of The Health Improvement Institute

In early 2007, the West Virginia Bureau for Medical Services was awarded five grants from the Centers for 
Medicare and Medicaid Services under its Medicaid Transformation Program . These grants addressed vari-
ous aspects of the state’s Medicaid Redesign initiative, including adoption of a medical home model of care 
delivery, promotion of health information technology as a facilitator for health system improvement, and the 
concept of a Health Improvement Institute as a means of convening stakeholders around common goals for 
improving the health of the people of West Virginia . The West Virginia Health Improvement Institute was ini-
tially born as a product of these Transformation Grants, but with support and involvement that rapidly took 
its scope beyond Medicaid . In early 2009 the Health Improvement Institute was formally incorporated as a 
not-for-profit West Virginia corporation and was subsequently awarded status as a 501(c)(3) organization by 
the Internal Revenue Service (IRS) . The Board of the Institute includes the following individuals:

David Campbell, CEO
Community Health Network of West Virginia
Jeffrey Coben, MD, Professor of Emergency Medicine and Community Medicine and Vice Chair for Research, 
Department of Emergency Medicine
West Virginia University
James Comerci, MD, Family Practitioner and Geriatrician
Wheeling, WV  
Helen Matheny, MS APR, Director, WV Alzheimer’s Outreach and Registry Program
Blanchette Rockefeller Neurosciences Institute, West Virginia University 
Edward Dolly, Deputy Commissioner, 
West Virginia Bureau for Medical Services
Sarah Chouinard, MD, Medical Director 
Community Care of West Virginia
Roger Chaufournier, CEO
CSI Solutions, LLC 

The funding source for the Institute has in-
cluded the original Medicaid Transformation 
Grants as well as additional federal and state 
grant and cooperative agreement monies and 
in-kind contributions from various West Virginia 
stakeholders . Required grant matching dollars 
have been generated through fee for service 
technical assistance efforts that are part of the 
Regional Extension Program described later in 
this report .

The activities of the Institute since its incorpo-
ration have spanned a wide spectrum of topics 
primarily reflecting the two themes that under-
pinned the original concept for the Institute—primary care transformation to a medical home model and the 
use of health information technology as a vehicle to facilitate health care improvement . 
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Self-Management Work Group:  Perry Bryant (West Virginians for Affordable Health Care), led a group 
focusing on how to support self activation of West Virginians in the management of their own care,  
while also supporting training of health care teams in patient self-management techniques . This work 
group designed the What to Do When Your Child is Sick Pilot and the Stanford Chronic Disease Self 
Management capacity building program .
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consultants, payers, and third party organizations . The groups all collaborated to develop a model for 
integration of behavioral health and primary care which is described further in this report .
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of Emergency Medicine at West Virginia University,  led a coordinating body  to ensure the work 
groups did not work in isolation and reviewed all the pilots prior to submission to the Commissioner 
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Care Coordination For SSI Patients 

 The Care Coordination in the 
Dual Eligible SSI Population 

Pilot was designed to assess the 
impact of providing care coordina-
tion services in a medical home 
environment for up to 1200 dis-
abled patients who were dually 
enrolled in both Medicaid and 
SSI in West Virginia . The pilot was 
proposed by Partners in Health 
Network, Inc . (PIHN) and involved 
three of its Federally Qualified 
Health Centers (FQHC) — New 
River, Cabin Creek, and Family 
Care . Each of these three FQHCs 
identified approximately 400 
disabled Medicaid patients from 
among its existing patient panels 
and each center was provided fi-
nancial resources to allow for pro-
vision of care coordination servic-
es to this target population . The 
aim of the pilot was to determine 
impact of these care coordination 
services on quality, hospitalization 

and emergency room visit rates, 
and overall health care costs . 

A total of 1163 eligible individu-
als were idenitified, ranging in age 
from 22 to 66 years, and most had 
comorbid and chronic conditions . 
A registry was set up to enable 
easy tracking of the pilot partici-
pants both in their medical home 
and in the primary PIHN hospital . 

Each of the three FQHCs committed 
to serve as a designated medical 
home for roughly 400 pilot par-
ticipants, with a designated care 
manager assigned to each location . 
The care managers were physically 
located at each clinic to help facili-
tate communication between the 
patients and the care team . They 
also helped in removing barriers 
to self-management, establishing 
routine protocols, education, aiding 
patients with scheduling, tracking 
and information gathering .

The barriers to care affecting this patient population are many and 
significant . Most patients are plagued by multiple barriers to care that 
are often interconnected and related . 

Resource constraints and a lack of reimbursement for certain services, 
such as eye exams or dental visits, lead patients to forego these 
examinations . 

Many patients did not have a PCP when the pilot began and many 
patients changed providers frequently so that there was no continuity 
of care; Some of the patients were exclusively being treated by mental 
health providers or specialists . 

Access to registry functionality or population-based reporting through 
an EHR is essential to managing a defined population . 

A single care manager was able to help drastically improve the care and 
quality of life of this Medicaid-SSI population, but a system to stratify 
the population by risk will be essential outside of the pilot environment 
to help channel the limited resources within the medical home to those 
who will receive the greatest impact .

LESSONS LEARNED:

Between July 2010 and March 2011 the 
percent of patients with medication review 
increased from 10 .6% to 44% .
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RESULTS:

Blood pressure control improved from  
55 .4%  to 68 .70%  .

Decrease in percent of patients with hospital 
admissions represented an aggregate annual 
reduction potential of 104 inpatient stays . 

Decrease in ED use represented a projected 
annualized decrease of 184 visits per year, 
or roughly 4% .
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Childhood Obesity Pilot

 This small scale pilot was designed 
to test the ability to conduct 

100% screening of all children ages 
2-18 for obesity during a well visit in 
a pediatrician’s office and to explore 
the impact of physician coaching on 
a patient’s risk status . Further, this 
pilot sought to test the engagement 
and willingness of patients to partici-
pate in a self-management program 
based on the Maine 5-2-1-0 evidence- 
based program for addressing obe-
sity in an environment with multiple 
barriers to care . 

APPROACH:
Ten pediatric practices were recruited 
for this pilot, and five payers agreed 
to compensate these practices for 
routine screening and follow-up visits 
for those patients seen during the life 
cycle of the pilot . Participating pay-
ers included: Mountain State Blue 
Cross(now Highmark West Viriginia), 

PEIA, Coventry, Health Plan of Ohio 
Valley, and Unicare . The West Virginia 
Chapter of the American Academy 
of Pediatrics supported the pilot by 
providing all the practices with a one 
-day training in the 5-2-1-0 interven-
tion program and on how to track all 
patients through a registry supported 
by the Chapter .

During the course of the pilot, 674 
patients were screened and BMI 
measured and plotted . 189 patients 
had BMI scores at the 85th percentile 
or higher, meeting the definition of 
obese and triggering for the 5-2-1-0 
intervention . 103 of the 189 were en-
rolled in the program .

Practices could be recruited and were willing to participate in this pilot, with 
the understanding that reimbursement would support their activities .

Training on workflow and best practices resulted 
in significant improvement in the completion of 
routine screening and plotting of BMI . Charting 
of baseline BMIs went from 82%-86% . Plotting of 
BMIs over time improved from 65 .5% to 74% .

The pilot demonstrated that subsets of the 
population were receptive to assistance and could 
improve on their own BMI scores through self-
activation . However, few children actually followed 
up with subsequent visits or adherence to the 
suggested intervention .

Barriers to patients receiving follow-up care or improving their BMIs included: 
patient and parent resistance to treatment, time, no opportunity to exercise 
and lack of transportation .

RESULTS AND LESSONS LEARNED:

“189 patients (of 674) had 

BMI scores at the 85th percentile 

or higher, meeting the  

definition of obese and triggering 

the intervention ."
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Reporting Pilot

 This pilot was designed to test the 
viability of collecting a set of 

proposed measures 
for a two-month 
period of time, devel-
oped by the Measure-
ment, Reporting, and 
Reimbursement Work 
Group through a vari-
ety of data collection 
means . The design 
was to conduct five 
arms of this pilot with 
up to four providers in 
each so that different 
pathways for volun-
tary reporting on a 
proposed standard set 
of clinical measures could be tested . 
The proposed pathways for testing 
included: manual reporting, use of 
shadow claims, use of a registry and 

use of an EMR, both commercial 
and open source .

APPROACH:
A total of eight practices were re-
cruited and providers participated in 
exchange for a modest stipend based 

on the number of measures that were 
reported . These practices used vari-

ous registry and EHR 
products . No practices 
could be recruited for 
the manual reporting 
or shadow claims ap-
proaches and this fact 
confirmed the hy-
pothesis that without 
technology, providers 
would be extremely 
challenged to report 
their clinical outcomes 
data . A total of six of 
the recruited practices 
submitted at least two 
monthly reports . The 

other two were not able to use their 
EHR to produce the required reports 
as a result of the level of system cus-
tomization that was required . 

This pilot was helpful in refining the measures developed for statewide use prior 
to a larger scale rollout. Certain measures could not be reported for various 
reasons and this information proved helpful in planning for future pilots that 
included a reporting component.

It is important and valuable to test measures prior to implementing a 
requirement for reporting on the measures .

A number of definitional issues required clarification and education of those 
reporting in the field .

Consistency of both definition and the interpretation of how the definition 
translates to data capture are critical to maintaining data integrity .

Manual reporting of data can present a burden, even if compensation is offered .

Electronic information systems are limited in their capability of reporting on population based measures .

In many cases, technology will have to be upgraded or replaced in order to capture the population-based measures so 
that they can be used to drive overall improvement in our health care system .

LESSONS LEARNED:
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 The aim of this pilot was to as-
sess the effectiveness of of-

fering a financial incentive in an 
effort to encourage providers 
to adopt an Electronic Medical 
Record (EMR) . Eligible practices 
recruited for the project were given 
$10,000 to support investments in 
hardware at the practice level and 
to offset some of the training and 
lost productivity costs associated 
with the assessment, selection, 
installation, and deployment of an 
EMR system . The pilot was limited 
to small private practices of three 
or fewer providers who had no 
EMR in place . 

APPROACH:
The pilot was administered by  
the West Virginia Medical Institute 
(WVMI) . WVMI identified 13 prac-
tices that met the grant criteria and 
successfully recruited nine of those 
practices for inclusion in this pilot 
with the help of EMR vendors . The 
four practices that opted to not 

participate were either not ready to 
purchase an EMR system, or did not 
feel that $10,000 was enough incen-
tive to offset the costs of the prod-
uct . The nine recruited providers 
executed Pilot Project Participation 
Agreements . Each was given techni-
cal assistance both onsite and tele-
phonically, and providers who elect-
ed to become members of the West 
Virginia Regional Health Information 
Technical Center (WVRHITEC) to 
meet meaningful use received tech-
nical assistance beyond the lifecycle 
of the project .

Incentives To Encourage Adoption Of HIT Pilot

The providers who were ready to install 
an EMR in their practice were eager to 
participate in this incentive pilot and 
therefore, a strong selection bias was 
exhibited toward early adopters .

Recruitment was more difficult than 
anticipated because the financial incentive 
did not cover all the costs necessary to 
support acquisition and deployment 
expenses and some practices were hesitant 
to contribute additional money .

Relationships are critical . Many practices 
that worked with the WVMI on other 
quality improvement initiatives were 
willing to work with the WVMI again on 
this pilot .

The majority of the practices that received an incentive payment have successfully implemented the EMR and are 
working towards reaching meaningful use either with the continued assistance of the WVRHITEC or on their own .

All of the participating practices admitted that the $10,000 financial incentive gave them the push needed to purchase 
the EMR at this point in time .

No single vendor dominated the selections made by the nine practices . Systems installed include Sage, Eclipsys, Prime 
Suites/CPR Solutions, Allscripts, SOAPware, and eMDs . 

LESSONS LEARNED:

“Eligible practices recruited 

for the project were given 

$10,000 to support investments in 

hardware at the practice level ."
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 The purpose of this pilot was 
to explore the viability of 

spreading the adoption of open 
source Electronic Health Record 
(EHR) technology to assist West 
Virginia providers with achieving 
meaningful use in a cost-effective 
and reliable way . HRSA had invested 
significant resources in West Virginia 
for the purpose of adapting the 
VISTA/RPMS EHR to community 
and rural health environments and 
this open source technology pilot 
focused on exploring ways to adapt 
this system for scalability and for 
discovering challenges associated 
with supporting private practices 
on the RPMS platform . This pilot 

was launched just as the CMS EHR 
Incentive program was rolling out 
and the Regional Extension Center  

 
 
 

program was being ramped up; 
this timing created some unique 
challenges and ultimately made 
it impossible to recruit individual 
provider practices .

Approach:
It was originally thought that the con-
figuration of RPMS being used by a 
number of the FQHC’s in West Virgin-
ia would enable private practices and 
other community health centers to 
adapt the application and start on the 
path toward meaningful use, but it 
quickly became clear that the typical 
private practice or community health 
center does not have the internal ca-
pacity or infrastructure to support the 
RPMS application on its own . External 
assistance is a requirement .

Open Source Technology Pilot

Associated infrastructure to support the RPMS application 
in a primary care setting is a must and not available in many 
settings .

The RPMS system is very dependent upon the Indian 
Health Service and their internal resources to support the 
long-term sustainability, ONC certification and the evolving 
needs of users in the field, making it hard for third party 
entities to easily scale up the RPMS system .

There is not an expansive list of appropriate commercial vendors that can 
offer the hosting and configuration support necessary for maintaining the 
RPMS system . 

LESSONS LEARNED:

“It quickly became clear 

that the typical private practice  

or community health center  

does not have the internal  

capacity or infrastructure  

to support the RPMS  

application on its own .”
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 West Virginia has a free clinic 
system that supports a large 

number of individuals who have no 
source of payment, but are not eli-
gible for Medicaid . The focus of this 
pilot was to test a unique medical 
record summary and communica-
tion tool to facilitate transitions 
in care as patients move out of the 
free clinic environment when they 
become eligible for Medicaid or 
other sources of payment . Because 
patients often move back and forth 
between free clinic and Medicaid 
eligibility, provider continuity is often 
lost, resulting in redundant testing 
and generating additional, unneeded 
costs for the health care system .

Approach:
Huntington-based Ebenezer Medi-
cal Outreach (EMO), developed the 
medical record summary and com-
munication tool and tested its use on 
a very small cohort of patients tran-

sitioning to a Medic-
aid medical home .

The communication 
tool was developed 
and used to facilitate 
care coordination in 
both directions be-
tween the Medicaid 
medical home and 
Ebenezer Medical 
Outreach (EMO), a 
large free clinic lo-
cated in Huntington . 
The tool was used to 
track patients who 
transition to a new 
provider, and provides 
essential medical in-
formation that is im-
portant to continuous 
chronic care manage-
ment and reduction 
of duplicative testing 
and services . 

Free Clinic-Medicaid Transition Pilot

Data were not available to quantify whether or 
not this transition tool may have impacted costs 
through the avoidance of duplication of diagnostic 
tests and referrals, but these transition tools did 
demonstrate a use case for interoperability of 
information in an environment with a very low 
technology footprint . This supported the purpose 
of the pilot and demonstrated that continuity of 
care can be realized with certain communication 
tools .

This pilot formalized a process for transitions 
in care and successfully tracked patients with 
an electronic registry . Formal follow-up was 
conducted with each patient who transitioned to 
Medicaid coverage; follow up was also conducted 
with the providers using the tool .

This pilot supported the hypothesis that continuity 
of care can be improved through the deployment 
of communication vehicles to connect referral 
sources across the care delivery system . 

RESULTS & LESSONS LEARNED:

Stories of Success: 

1 .  Patients kept their first appointments .

2 . No ER visits or hospitalizations were used during 
the transition period .

3 . Transitioning patients described the process in a 
positive way .

4 .  Providers at EMO and providers in the new 
medical homes felt positively about the tool .
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 Based on the Stanford Chronic 
Disease Self-Management Pro-

gram (CDSMP), the purpose of this 
demonstration was to strengthen 
the capacity of primary care cen-
ters to spread self-management 
coaching strategies to health 
professionals based in member 
organizations within the Innovation 
Community .

Through teaching the fundamentals 
of self-management coaching to 
health professionals, and assisting 
them with integrating self-man-
agement into clinical practices, this 

capacity building model was able to 
increase the level 
of care of various 
team members to 
support the medi-
cal home model .

Approach:
The contractor for this project was 
the Marshall University Center for 
Rural Health, lead by Dr . Richard 
Crespo and field-level organizer and 
trainer, Sally Hurst; both of these key 
leaders are T-Trainers in the CDSMP 
system, having received the highest 
level of training available . Marshall 
worked with 31 organizations, 20 of 
which sponsored the CDSMP, and 

a total of 148 
self-manage-
ment workshop 
leaders were 
trained .

Targeted partic-
ipants for this 
non-didactic 
pilot included 
people with 
chronic illness 
and caregiv-
ers willing to 
participate in 

a two-hour training module once 
a week for six weeks . The modules 
are voluntary and participatory and 
focus on having participants make 
action plans and practice self-man-
agement skills between sessions . 
Following the training in these skills, 
staff members were better equipped 
to use them to help effectively en-
gage patients in self-management 
goal setting .

“This model was able to 

increase the level of care of  

team members to support the 

medical home model .”

Stanford Self-Management Pilot

Health centers were not able to effectively commit to self-
management support for their patients without staff first 
being trained in self-management skills .

Many barriers still exist to engaging private practice 
providers in self-management education, including time 
availability for training, lack of motivation to move towards a patient focused 
model, and concerns over reimbursement for self-management support .

Building on the experience with this pilot, the Marshall team worked with 
the Bureau for Medical Services to obtain an ARRA grant for disseminating 
CDSMP to the aging network in West Virginia .

This project supported Marshall’s efforts to design a one-stop-shop website 
around CDSMP . An interactive self-management support video was also 
produced as a result of the initial demonstration and interest was shown in 
both the Stanford and the work at Marshall University . A video is available for 
patient use on the Marshall Self-Management website .

The project enabled Marshall University to further develop its infrastructure 
to expand the CDSMP to the Hispanic population .

RESULTS & LESSONS LEARNED:
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 The aim of this small-scale health 
literacy pilot was to teach Med-

icaid mothers how to better manage 
their children’s illness so that they 
could avoid unnecessary trips 
to the Emergency Room . The 
program was based on an 
evidence-based approach 
developed at UCLA using a 
resource guide entitled What 
to do When Your Child is Sick, 
developed by Johnson and 
Johnson .

The two challenges of this 
project were time constraints 
encountered by project sites 
that did not always have 
time to work the survey and 
discussion of the book into 
already busy days, and com-
munication follow-up with 
non-participant families that 
did not always return the sur-
vey by mail as requested .

Approach:
Six health care delivery sites involved 
132 families in this pilot . The focus 
was on Medicaid mothers who 

would most likely be high utilizers of 
the Emergency Room to help care 
for their children . Mothers were 
invited to participate in a group visit 

model where mothers were 
provided with the What to 
do When Your Child is Sick 
resource guide, and the book 
was discussed and additional 
guidance was provided to 
the mothers about the use of 
the emergency room versus 
alternative care options . The 
group visit model helped 
engage patients and also 
offered a peer support 
network for participants . 
Following the orientation to 
the resource guide, a follow-
up survey was administered 
to the participating mothers .

What To Do When Your Child Is Sick Pilot

Story of Success: 

Many patients who received 
the book reported that they 
read it even though their child 
was not sick, just to become 
familiar with the contents 
and information . One family 
even took it on vacation as a 
precaution .

The pilot dmonstrated that it is feasible to use a group visit format and 
spread this model from one organization to multiple settings, including 
community-based organizations .

It is a challenge to recruit private practices to take on educational 
programs in a reimbursement environment that does not offer 
adequate time or resources to support such programs .

Staff felt rewarded working with the parents of young children and 
teaching them how to better care for their children and navigate the 
health care systems of today .

Results and lessons learned:
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 One of the most significant chal-
lenges faced by small practices 

that aspire to be patient centered 
medical homes is implementation 
of a care coordination function . The 
purpose of this pilot was to test the 
feasibility of establishing a shared 
care coordinator resource that could 
be accessed by multiple practices as 
a model for assisting small practices 
in becoming patient-centered medi-
cal homes .

Approach:
The West Virginia Chapter of the 
American Academy of Family Practice 
lead this project . A single nurse care 
coordinator was hired to work with 
three small practices located in close 
proximity to each other in Teays Val-
ley; the focus of the care coordination 
activities was limited to working with 
patients with diabetes . 367 adults pa-
tients with diabetes were identified in 
the three participating practices . The 
care coordinator split her time among 
the three practices, working onsite 
in each to educate patients on how 
to improve blood glucose control, 
medication management and carb 
counting with meal planning . A single 
registry product was used to track 
patients in each clinic . The care coor-
dinator role was to be tested by the 

three practices for a one -year period; 
unfortunately, the initial care coor-
dinator resigned less than 9 months 
into the project, making quantitative 
outcomes difficult to assess . Follow-
up surveys were administered to 
both the diabetic patients served and 
the practice staff in order to obtain a 
qualitative assessment of the project . 

Community-Based Shared Care Coordinator Pilot

291 patients saw the  
Care Coordinator

n Approximately 10% completed 
a post project survey

n 44% reviewed the Care 
Coordinator as “great” in 
helping with their health care 
needs

n Patients responded that they 
are better able to manage 
their own health care needs

n 2% were “always” satisfied 
with the Care Coordinator’s 
services

Physicians’ offices rated the Care 
Coordinator as “excellent” and 
estimated that 80-90% of the 
Care Coordinator’s time was 
spent in direct patient care .

RESULTS:

It is extremely difficult to retain a professional R .N . on a short-term project 
that has questionable long-term employment opportunities . 

Private practices were able to share a resource effectively, without fear of 
aiding their competition .

To effectively utilize the Care Coordinator, practices felt that the Care 
Coordinator needed to be physically present in the various practices .

One Care Coordinator should be able to support approximately 300 patients 
with diabetes . However, patient identification and data entry into the registry 
consumed a disproportionate amount of time in the early months of the 
project, leaving minimal time for actual patient interaction .

LESSONS LEARNED:

“One of the most significant 

challenges faced by small practices 

that aspire to be patient centered 

medical homes is implementation 

of a care coordination function .”
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 This medical home demonstration 
pilot was funded by the Medicaid 

Transformation Grant and sponsored 
by PEIA, Highmark Blue Cross Blue 
Shield, and Unicare . As the first 
demonstration of this type in West 
Virginia, the Institute and participat-
ing payers hoped to answer 
many questions through 
this initiative that could 
serve to inform future 
decision-making about the 
health care delivery system 
in the state and about how 
care could be both orga-
nized and reimbursed in 
the future . Questions about 
this demonstration include 
the following:

■n Could practices be 
recruited into a pilot 
that did not provide 
either up-front 
dollars or a change in 
reimbursement? No 
other demonstration or 
pilot in the US had attempted to 
introduce such a model .

■n Would practices remain 
committed for the two-year 
duration of the pilot or would 
many drop out early?

■n Would all the practices be able to 
achieve NCQA recognition? How 
long would it take?

■n Would the practices be able to 
report on the clinical measures? 
A reporting pilot had been 
conducted demonstrating that 
practices with an electronic 
health record or registry were 
able to report on basic diabetes 
and prevention measures . The 
measures set was changed after 
the meaningful use objectives 
were issued and the revised 

measures were more complex 
than the original set .

■n How would patient attribution be 
accomplished? 

■n Would clinical outcomes improve? 
■n Would any savings be realized?

APPROACH:
Efforts were made to recruit pro-
viders throughout the state using 
a variety of outreach methods and 
distribution channels . Those efforts 
yielded a smaller number of partici-
pants than the original target of 50 
providers, but the collaborative was 
able to launch with 35 providers who 
committed to serving as medical 
homes for their panels of patients . 
The providers represented a variety 
of settings, including: private prac-
tices, federally qualified health cen-
ters, academic practices, and all the 
free clinics in the state . The major 
reasons cited for lack of participation 
by many of the providers approached 
were the absence of a business 
model to support the transformation 
work and no financial incentives to 
move forward at that point in time . 

Participation was also limited to no 
more than two physicians per site .

The pilot included two essential 
components — a training and tech-
nical assistance component, and a 
shared savings component . The pilot 

began with an extended 
readiness phase in order 
to provide training and 
technical assistance to 
the practices about the 
principles of the patient 
centered medical home 
and the NCQA recognition 
process . A modified Break-
through Series collabora-
tive format was used for 
this phase of the initiative . 
It began with a face-to-
face learning session of 
all pilot participant care 
teams . This was followed 
by monthly content web-
casts covering each of the 
NCQA recognition criteria 
as well as topics such as 

self-management support skills, us-
ing data to drive improvement, and 
lessons from others who have gone 
through the practice transformation 
process . Additional teleconferences 
were also conducted each month 
to check in with the practice teams, 
encourage sharing of experiences, 
and provide any needed coaching 
or technical assistance . A second 
face-to-face session with all partici-
pants was held twelve months after 
the first one; this session reinforced 
some of the change concepts and 
PCMH content and included time for 
each of the practices to share their 
work and progress . 

Following the first learning session, 
each practice was expected to take 
the information shared and use it to 
transform to a PCMH model of care 

Shared Savings Medical Home Pilot

Stories of Success: 

This project is the first in the country  
to involve 100% of the free clinics in the 
state in a medical home effort .

Cost increases in medical home practices 
rose less than 1% from 2009 to 2011 .

86% of the providers in West Virginia 
recognized by the NCQA as medical 
homes participated in this pilot .
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delivery, applying for NCQA recogni-
tion as evidence that the model had 
been effectively implemented . At the 
same time practices were asked to 
report to the Health Improvement 
Institute on a series of measures 
agreed to by the three payers . These 
measures were selected from the list 
of core and menu clinical quality Indi-
cators defined by meaningful use and 
the CMS EHR incentive program . The 
alignment with meaningful use was 
made based on the assumption that 
all of the pilot participants would 
be seeking EHR incentive payments 
and aligning measures would avoid 
additional work on the part of the 
practices .

Although the participating 
practices did not receive any 
additional reimbursement for 
their participation in the pilot, 
practices were compensated for 
physician time spent in the initial 
learning session . The Institute also 
provided reimbursement for the 

cost of applying for NCQA 
recognition .

The second component 
of the pilot involved 
a shared savings 
opportunity for the 
practices . Each of the 
payers agreed to share 
50% of any savings 
realized with the 
participating practices, 
up to 5% of the total 
claims cost . Savings were 
calculated based on using 
calendar 2009 as a base 
year and then comparing 
those claims costs with 
corresponding claims 
for the 12 -month period ending 
September 30, 2011 . Any savings 
were to be distributed to individual 
practices based on measures of 
clinical quality rather than individual 
savings realized . This would 
incentivize providers to focus on the 
quality measures . Improvement in 

many of these measures has been 
documented in the literature to 
be correlated with reductions in 
inpatient hospital admissions as well 
as emergency room visits . Reduced 
utilization in these two areas in turn 
results in lower overall costs of care .

A major obstacle to recruitment and retention of providers for the pilot was the lack of 
reimbursement to support the medical home model . Even with a promise of a shared 
savings potential in a future year, many practices were not willing to make the front-end 
investment required to transform to the medical home model . This was especially true 
for the private practices that did not have some of the infrastructure present in FQHC’s 
and academic practices .

Medical Home initiatives should be undertaken at the organization or practice site 
level; individual providers can adopt many of the attributes of a medical home, but 
transformation must involve the entire practice .

Retention was complicated by challenges presented with EMR installations and the 
pressing need for all practices to make changes to their EHR’s in order to be eligible for CMS EHR Incentive money . 

The process of preparing an NCQA application is acknowledged to be time consuming, expensive and resource 
intensive . Without reimbursement tied to this endeavor, practices questioned the value of the recognition process .

Claims data are not readily available for giving providers feedback on utilization trends, making it hard for the care 
teams to effectively manage their populations .

Patient attribution proved to be far more challenging than initially anticipated; this resulted in a substantial reduction 
in the size of the population included in the cost analysis . 

LESSONS LEARNED:
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The pilot positioned all of the participants to be able to apply for being recognized by the NCQA as medical homes . 
All have since achieved this recognition and are among a minority of practices in the state to have done so .

The participating providers have reported making vast improvements in their work-flows and shared care planning 
with their patients .

None of the practices was able to report on the clinical measures that were part of the pilot . Because of the 
introduction of the CMS EHR Incentive program just at the time this project was launching, practice priorities were 
in some cases channeled to EHR upgrades 
instead of the medical home . In all 
cases, the requested reporting on quality 
measures related to the medical home 
was impossible to accomplish without 
first making EHR modifications . 

In the final analysis, the claims data that 
were analyzed on behalf of the three 
participating payers did not show any 
overall savings as a result of the pilot . 
Baseline period per month per month 
average claims cost for all participants 
completing the pilot was $364 .81; this 
compares to the post-intervention claims 
cost of $367 .28 PMPM . 

While this increase of  .6 percent is 
disappointing on its surface, there are a number of factors that must temper interpretation of these numbers . 
The first is that the calculation does not account for any trend in overall claims costs outside of the pilot . 
Although an accurate trend could not be calculated for the three health plans involved in the pilot, an overall 
trend in claims cost that was greater than  .6% over the 20-month period of the pilot would imply that the pilot 
practices actually achieved a savings against the expected costs . 

The other major factor that impacts the interpretation of results is the fact that the population sizes were quite 
small . Attribution issues experienced in the analysis by all three payers forced an 80% reduction of the population 
included in the analysis; of the original 18,000 patients listed by the practices, the eligibility of only 2875 could be 
verified by the health plans . 

One final comment about results relates to the practices that dropped out of the pilot before seeking NCQA 
recognition and completing the training provided by the Institute . When the claims data for these practices was 
included in the overall analysis, the monthly per member cost increase was 2% rather than  .6% . 

One may hypothesize that the medical home journey and completion of the recognition process was the reason 
that better results were achieved when the non-participating practices were excluded from the analysis .

RESULTS:



18

Overall lessons learned from pilots conducted by the 
Institute:

1 . The Health Improvement Institute proved to be an effective vehicle to convene stakeholders for the 
purpose of collaborating on the improvement of health of the population .

2 . The medical home model is a challenging transition for most providers and is generally accompanied 
by incremental costs associated with 
technology infrastructure improvements, 
staffing changes, and care coordination 
resources and systems, among others . 
Unless the reimbursement environment 
changes to acknowledge these costs, 
adoption of the medical home model will 
be very slow .

3 . Open source models of health informa-
tion technology offer great promise and 
possibility for the health care system . 
However, in order for adoption to be 
scalable, infrastructure support consider-
ations will be critical including maintain-
ing currency with evolving meaningful 
use standards .

4 . Community-based models for shared 
resources present provocative opportu-
nities for redesign of the health care sys-
tem . However, to be successful, design 
consideration needs to be given for the 
infrastructure necessary to support these individuals and retain them in their roles .

5 . Given the opportunity and forum for convening, health care providers can effectively collaborate to 
improve the health of populations .

6 . Interoperability and integration of disparate data sets will enable more real-time, systematic and 
rigorous analysis of the impact of improvement work and could prove an important driver in acceler-
ating the pace of change . Absent this integration, the lack of time sensitivity and access to financial 
impact data are major deterrents to improving performance of the health care system . Despite the 
migration toward meaningful use, most practice EHR’s cannot produce the level of population-based 
reporting that is essential to driving improvement in clinical process and outcome measures of 
health system performance .
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State-sponsored Initiatives
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Emergency Room Utilization Pilot

CHALLENGE!
As a state,  

West Virginia  
has one of the  

highest rates of utilization of 
the emergency room  

per population in  
the country .

 This pilot was an attempt to test 
three interventions on reduc-

ing inappropriate overuse of the 
emergency room in place of effective 
health care management . Several at-
tempts were made to launch a pilot 
based on evidence based best prac-
tices involving an after-hours call ser-
vice to reach out to high risk patients 
identified during 
the day, imbedding 
a Care Coordinator 
in the ER to help 
educate patients, 
and the use of ce-
lebrity messaging 
campaigns to help 
positively influence 
the population .

The pilot had two 
false starts due to 
hospital resistance 

about the negative impact the pilot 
would have on their own financial 
performance, but was re-launched in 
ambulatory care settings as a health 
awareness program and health  
literacy campaign by the lead  
sponsor who was committed to  
the pilot’s original design .

Quality improvement cannot 
occur within health care systems 
when there is a lack of alignment 
of incentives between hospitals 
and the rest of the health care 
system, or a prevalent fear among 
hospitals over losing revenue due 
to a reduction in ER visits .

LESSONS LEARNED:
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Hospital Readmissions 

 Hospital readmissions is a topic 
that reached the national health 

reform debate in 2010 and remains 
in the forefront as an area for po-
tential cost reduction . Fueled by the 
2009 New England Journal of Medi-
cine article that reported about 
20 percent of hospitalized Medicare 
patients were readmitted within  
30 days of hospital discharge, policy 
makers have introduced financial 
penalties to hospitals that experi-
ence readmissions in Medicare 
patients . While these penalties cur-
rently apply only to patients with 
heart attack, pneumonia, or heart 
failure procedures, CMS will likely 
add to this list of diagnoses in the 
future . Additionally, as has been the 
case in the past, where CMS goes, 
other insurers follow . It is therefore 
incumbent on hospitals to make sure 
that they are prepared for the reim-
bursement consequences of what 
are perceived to be unnecessary 

readmissions, and more importantly, 
that they are acting to reduce the 
number of readmissions that can be 
avoided . 

To assist West Virginia hospitals in 
understanding their readmissions 
and reducing their numbers, where 
appropriate, the West Virginia Health 
Improvement Institute sponsored a 
rapid-cycle readmission collaborative 
in partnership with the WV Hospital 
Association, the Bureau for Medical 
Services, and the WV Health Care 
Authority . 

APPROACH:
This collaborative included an ini-
tial learning session in March 2011, 
monthly calls with participating hos-
pitals, and a final sharing summit in 
September, 2011 . Content provided 
to the hospitals included change 
concepts demonstrated effective in 
national initiatives . This includes: 
standardizing the discharge process, 
assessment upon admission, effective 
patient and family teaching, real-time 
communication and handoff informa-
tion, and post-discharge follow-up . 
The final sharing session introduced 
the concept of involving stakehold-
ers outside the hospital in the efforts 
to reduce avoidable readmissions . 
Twenty of West Virginia’s hospitals 
participated in the Collaborative by 
reporting their readmission rates, 
implementing various interventions, 
and highlighting their successes at the 
September sharing session .

“It is incumbent on 

hospitals to make sure  

that they are prepared for the 

reimbursement consequences of 

what are perceived to  

be unnecessary readmissions,  

and more importantly, 

 are acting to reduce the  

number of readmissions  

that can be avoided .” 
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Behavioral Health Integration 

 People with behavioral health issues 
often receive substandard care due 

to the fragmentation of the health care 
system and the lack of integration and 
coordination across the continuum of 
care . As a result, a person with severe 
mental health disorders, on average, 
would be expected to live 25 years 
less than someone without severe 
mental health diseases . Most often, 
these individuals succumb to health 
issues that might have been addressed 
had the person received evidence-
based, age appropriate preventive and 
chronic disease management . Con-
versely, patients treated in a primary 
care setting that experience behavioral 
health issues often do not receive ad-
equate care management for their be-
havioral health problems . The inability 
to address behavioral health issues for 
those with a chronic disease leads to a 
lack of adherence to treatment plans 
and medications, increased inefficiency 

in the treatment 
of the disease 
and a com-
pounding of  
the health-re-
lated challenges 
impacting the 
patient . The  
West Virginia 
Health Improve-
ment Institute 
led a series of 
stakeholders 
work groups, 
in coordination 
with the Bureau 
for Medicaid 
Services and the Bureau of Behavioral 
Health Services to offer a model for 
integration of behavioral health and 
primary care . 

The following model at right was 
crafted . It is recognized that West Vir-

ginia faces many challenges as a rural 
state . As a result, the ultimate model 
of integration will be dependent upon 
the availability of providers in the lo-
cal community . However, all models 
of integration should share certain 
design principles . 

Every person should have a clearly defined patient centered medical home that is responsible for coordination of care 
for the patient and family . The patient centered medical home should be clearly known to the patient and family and 
acknowledged by the health care providers assuming that responsibility . 

Care should be patient centric and oriented to where the patient most frequently seeks their care; also it is the 
responsibility of the care system to ensure integration and coordination of services on behalf of the patient and family . 

The system should be holistic in its approach to addressing the physical, behavioral, spiritual and social needs of 
the person . This should include routine screening for behavioral health issues in the primary care setting, as well as, 
appropriate evidence-based, preventive and chronic care management for those patients in a behavioral health setting . 

A core set of integrated measures of health should be routinely tracked to ensure that patients are receiving the care 
needed . 

The system should result in improved outcomes, lower global cost and improved experience of care for the patient, 
family and care team (Triple Aim) . 

Health Information Technology should be used to ensure that health information is shared by the collective care team 
to improve health outcomes . 

The reimbursement system should evolve to support payment models that encourage integration of services and 
optimal care coordination . 

DESIGN PRINCIPLES:
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The Institute led the development of a statewide health information technology strategic plan .  The plan 
was crafted by a multi-disciplinary work group and widely disseminated drafts for input and refinement .   
The plan was ultimately presented at a stakeholder meeting with more than 70 representatives from 
throughout the health care industry and state government participating in the meeting .  The plan is 
presented below with six key strategic drivers serving as the pillars for coordinating activities in the 
state .  The plan is currently being updated by the state and a revised plan is expected out in 2013 .

Statewide Health Information Technology Plan
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Federally-sponsored Initiatives
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Tri-State Children’s Health Improvement Consortium 

 In February 2010, the West Virginia 
Health Improvement Institute, in 

partnership with the states of Alaska 
and Oregon, was awarded a 5 -year 
CMS demonstration grant to improve 
the quality of children’s healthcare . 
The project is being led by Oregon 
and includes three components re-
lated to CMS’s three objectives for 
the funding opportunity . 

I . Development and validation of 
quality measures, including the 
AHRQ/CMS core measures; 

II . Infrastructure improvement for 
electronic or personal health 
records (EHRs/PHRs) within 

robust health information 
exchanges; and

III . Implementation and evaluation 
of patient-centered care models 
such as medical homes and care 
coordination hubs . 

Each of the states is implementing 
activities related to one or more of 
these objectives . The West Virginia 
project addresses all three areas and 
is a collaborative effort between the 
Institute, WV-CHIP, and the Bureau 
for Medical Services (BMS) . The grant 
is organized under the direction of a 
full-time Project Director employed 
by the Institute and with the guidance 
of a 14-member Advisory Council rep-

resenting providers and other stake-
holders within the state . The grant 
began with an initial planning year 
and is now one year into its three 
intervention years, with the final year 
being reserved for evaluation . 

PATIENT-CENTERED CARE 
MODELS
The primary focus of the West Vir-
ginia approach to the T-CHIC grant 
is a patient-centered medical home 
model of care delivery, augmented 
by dedicated care coordination 
resources . Ten pediatric or family 
medicine practices were recruited 
to participate in the grant and each 

WV TRI-STATE CHILDREN’S HEALTH IMPROVEMENT CONSORTIUM PARTICIPANTS
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made a commitment to seek NCQA 
recognition, to participate in a 
learning collaborative, complete a 
self-assessment on medical home at-
tributes, and to report on applicable 
core measures that are part of the 
CMS measures set . These practices 
include five FQHC’s, one Rural Health 
Clinic, one private practice, and three 
academic practices . These organiza-
tions are staffed by: 44 physicians, 
14 Physician Assistants (PAs,) 13 
Family Nurse Practitioners, and ap-
proximately 50 residents, and they 
care for more than 89,000 patients, 
including nearly 36,000 Medicaid/ 
WVCHIP members . Locations of the 
10 practices are depicted on the 
map on the previous page . As part 
of the national evaluation that CMS 
is conducting of the Demonstration 
Grant, West Virginia has recruited 10 
additional practices that will be used 
as comparison practices for the pur-
poses of using claims data to assess 
whether the medical home model 
and care coordination resources 
have an impact on hospital and ED 
utilization as well as cost . 

A Care Coordinator was hired by the 
Institute to assist each of the ten 
participating practices with fulfilling 
the care coordination requirements 
of the patient-centered medical 
home model . Although employed  
by the Institute, each of the 
Care Coordinators works full-
time in her assigned practice and 
each is required to live within 
the community served by the 
practice; this assures that the Care 
Coordinators will understand both 
the environment and the resources 
available to the patients of the 
practice . The Care Coordinators 
come from a variety of backgrounds, 
including: nursing, counseling, case 
management, and outreach . The first 
Care Coordinator began work on July 
6, 2011 and the last of the ten was 
placed on September 4, 2011 . 

In addition to the Care Coordinator 
resources made available to each 
practice, practices are also provided 
with a collaborative learning experi-
ence and technical assistance on the 
transformation needed to become a 
recognized patient centered medical 
home . An annual face-to-face learn-
ing session and monthly content 
calls/webcasts on medical home 
topics are part of the collaborative 
experience . 

VALIDATION OF CMS 
MEASURES
As part of the demonstration, CMS 
has proposed 23 statewide measures 
of children’s health care quality and 
is seeking feedback on both reporting 
feasibility and effectiveness in reflect-
ing changes in quality that result 
from practice interventions . These 
measures are derived from a variety 
of sources, including administrative 
claims data, vital records, and survey/ 
sampling approaches . Both WV-CHIP 
and Medicaid are attempting to col-
lect data for as many measures as 

feasible . In addition, practices partici-
pating in the other two components 
of the grant are being asked to re-
port on a subset of these measures 
that are available through electronic 
health record data . 

USE OF TECHNOLOGY
As part of the TCHIC project, partici-
pating practices are expected to use 
electronic health records in order to 
report on the CMS measures . In addi-
tion, West Virginia is making available 
a Personal Health Record (PHR) to fa-
cilitate the care coordination activities 
of the practices as well as to support 
ongoing self-management among the 
patients . The PHR developed by KRM 
with Medicaid Transformation Grant 
monies in 2009 is being adapted to 
accommodate the care coordination 
documentation requirements as well 
as requirements specific to the pedi-
atric population . 

These practices include:
■n 5 FQHC’s
■n 1 Rural Health Clinic
■n 1 private practice, and 

■n 3 academic practices . 

These organizations are staffed by: 
■n 44 physicians
■n 14 Physician Assistants (PAs,)
■n 13 Family Nurse Practitioners, and 

■n approximately 50 residents

These organizations care for more than 89,000 patients, including nearly 
36,000 Medicaid/ WVCHIP members . 

COMPOSITION OF PATIENT-CENTERED CARE MODELS
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Office Of The National Coordinator Regional Extension Center

 One of the major initiatives under-
taken by the Institute was the 

establishment of the West Virginia Re-
gional Health Information Extension 
Center (WVRHITEC) . The WVRHITEC 
was established in February 2010 and 
is one of 62 Regional Extension Cen-
ters (REC’s) and funded by the Office 
of the National Coordinator (ONC) for 
the purpose of providing technical 
assistance, guidance, and information 
on best practices to support and ac-
celerate health care providers’ efforts 
to become meaningful users of certi-
fied electronic health record (EHR) 

technology . The mandate of HITECH 
and the ONC includes a priority focus 
on primary care providers, particularly 
those in small, private practices, rural 
health centers, Federally Qualified 
Health Centers, and critical access 
hospitals . 

The WVRHITEC is part of the Health 
Improvement Institute and oper-
ates as a consortium of organizations 
working together, including Commu-
nity Health Network of West Virginia, 
the West Virginia Medical Institute 
and the IPA of the Upper Ohio Val-
ley . As part of its funding mandate, 
the WVRHITEC was charged with 
recruiting 1,000 priority primary care 
providers by February 2012 and help-
ing them to reach meaningful use of 
electronic health record technology 
by 2014 . The WVRHITEC was an early 
leader among the country’s regional 
extension centers and in December 
2010 was recognized as one of the 
top ten REC programs in the nation, 
with the sixth best overall recruit-
ment rate . The WVRHITEC achieved 
its 1,000-provider recruitment goal 
in December 2011, and at this point 
has recruited more than 1,500 health 
care providers .The WVRHITEC contin-
ues to be nationally recognized as a 
leader among Extension Centers . On 
its recently completed biennial evalu-
ation, the WVRHITEC met all quanti-
tative criteria and received no recom-
mendations for corrective action; the 
independent reviewers noted “The 
West Virginia Regional Extension 
Center has a stellar representation 
of key stakeholders with significant 
involvement,” and “has completed 
an impressive amount of training and 
information sharing .” 

The providers served by the 
WVRHITEC represent nearly half of 
the eligible priority primary care pro-
viders in the state . In accordance with 
the ONC mandate, many of these pro-
viders practice in community health 
centers or in small practices of less 
than 10 providers . They represent a 
significant part of the state’s primary 
care infrastructure, serve as a criti-
cal access point for care in many of 
our rural and medically underserved 
areas . The services of the WVRHITEC 
include: education, outreach, EHR 
selection and implementation guid-
ance, meaningful use readiness, 
hardware/software vendor advice, 
clinical workflow changes, targeted 

“We are incredibly 

pleased with the service  

we got from WVRHITEC .  

They answered all of our questions, 

helped us understand our reports, 

encouraged us along the way, 

monitored our progress, and  

kept us up-to-date on changes  

and additional requirements .   

We would definitely recommend 

WVRHITEC for any practice  

looking to attest . We couldn’t  

have done this without their 

assistance and guidance .” 

DR . PAUL D . DAVIS 
Salem Family Medicine | Salem, WV 

“Greater use of the 

electronic health record system 

will lead to improvements in 

overall patient care, as well as new, 

coordinated preventative benefits . 

It will also help us in terms of 

better sharing of information and 

an enhanced ability, over the long 

term, to understand the overall 

health condition of patients .”  

DR . RON STOLLINGS 
Internal medicine physician, Madison Medical  

Chairman, West Virginia Senate  
Committee on Health and Human Resources

Story of Success: 

WVRHITEC one of first 
Extension Centers in 
nation to exceed its 
targets .
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training (e .g . privacy and security), 
and sharing of best  practices . These 
services support the state’s primary 
care providers and others to become 
meaningful users of health informa-
tion technology and also qualify for 
HIT incentives under Medicare and 
Medicaid programs implemented 
under the HITECH Act .Accounting for 
these incentive payments of up to 
$44,000 for Medicare providers and 
$63,750 for Medicaid providers, the 
WVRHITEC can help bring between 
$44 million and $63 million in EHR 
incentive dollars to the state to sup-
port and sustain HIT adoption .

PROGRESS AND 
OBSERVATIONS
When the WVRHITEC was formed, 
it was projected nationally that less 
than 24% of health care providers had 
any form of electronic health record 
in place and many of those were not 
being used in the spirit of meaning-

ful use---a set of criteria established 
by the ONC that reflect use of an 
EHR to improve care .The landscape 
is beginning to change .Nearly all of 
the providers that were recruited by 
the WVRHITEC have implemented an 
EHR . More than 600 providers have 
achieved Stage One meaningful use .
Many other providers throughout the 
state are in various stages of readi-
ness, and the WVRHITEC will continue 
to support their progress toward 
achieving the meaningful use mile-
stone . The geographic distribution of 
those providers that WVRHITEC is as-
sisting is depicted in the map below .

The diversity of practices working 
with the WVRHITEC makes the job 
of the Extension Center a challeng-
ing one as the readiness and needs 
of each practice must be carefully 
considered in providing technical as-
sistance and guidance on their EHR 
journey . Compounding the complex-
ity early on for both the WVRHITEC 

and the practices is the fact that there 
are more than 300 ONC certified EHR 
vendors who are selling to medi-
cal providers . One of the activities 
undertaken by many RECs nationally 
was to develop a preferred vendor list 
to assist practices in EHR selection . 
WVRHITEC completed such a process 
based on an open application and in-
dependent third party review . These 
activities nationally have led to a clus-
tering of vendor solutions who now 
dominate the marketplace . In West 
Virginia, those dominant players, in 
decreasing order to installations, in-
clude: Allscripts, Intergy, RPMS, Next-
Gen, and Greenway . 

Across the US, the evidence is 
mounting on the impact of electronic 
health records on quality of care and 
health outcomes . The Institute plays 
a significant role in driving the adop-
tion of EHRs and in the consequent 
improvement of the health outcomes 
of West Virginians .

“WVRHITEC provided total 

support in helping our practice 

achieve Stage 1 Meaningful Use .   

Our Project Coordinator,  

Teresa Ansell, work closely with 

each of our doctors and me .  

Her personal attention was terrific .   

I would recommend  

WVRHITEC 100% for any/all 

services they provide .

KATHY CARPER, ADMINISTRATOR 
Renal Consultants | South Charleston, WV

DISTRIBUTION OF SIGNED PROVIDERS
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