
Don’t Fly Blind 
Reimagining data exchange for  

California’s most vulnerable patients 

#ManifestMedEx   @ClaudiaWilliams 



 

 

Medi-Cal Healthier California for All lays out 

an ambitious agenda for Medi-Cal Managed 

Care Plans to transform the safety net 

delivery system 

 

We are going to need an equally ambitious 

plan to leverage data and technology to reach 

these goals 



Manifest MedEx is exchanging claims and clinical 

data for 19 million Californians 

Nonprofit network includes: 

• Seven health plans 

• 600+ healthcare organizations including 90 

hospitals and major health systems 
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Manifest MedEx is a non-profit health information 

network serving all of California 



D
A

T
A

 S
O

U
R

C
E

S
 

D
A

T
A

 A
C

C
E

S
S

 
S

E
R

V
IC

E
S

 
E

N
D

 U
S

E
R

S
 

Care Team 
Nurses, Physicians, Social Workers, Case 

Managers, Specialists  

Population Health Team 
Nurses, Physicians, Social Workers, Case 

Managers, Specialists  

MX Notify MX Access MX Analyze MX Analyze 

 

 

 

 

 

 

 

 

MX Data 

• APIs for downstream digital applications 

• Download for analytics 

• Follow national standards (FHIR, HL7, CCDA) 

Health Plans 
(Claims) 

Clinics 
(EMRs) 

Hospitals 
(EMRs) 

Labs Health Information 

Exchange 
(eHealth Exchange, Carequality, 

etc) 

Social 
(Housing, jail, human 

services) 

Cures 
(Controlled substance 

use-contract signed) 
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We share health records for 19 million Californians 



Know Immediately 
Customizable, real-time alerts 

when your patients are 

admitted or discharged from 

the hospital 

 

• Follow up with patients 

before they get home 

• Reduce costly readmissions 

• Coordinate care with 

patient’s care team 

 

 

Treat Holistically 

Longitudinal health records 

combining claims and clinical 

data available at the point of 

care 

 

• Know the health of new 

patients 

• Manage medications 

• Lower risk of adverse events 

• Avoid duplicate tests and 

procedures 

• Improve patient flow 

Manage Proactively  
Population health dashboards, risk 
prediction, measures for attributed 
patients 
 
• Assess risk trends for your 

patients 
• Identify patients for care 

management programs 
• Manage cost and quality of care 

for attributed patients 
• Identify & address care gaps 
• Gain insights into referral 

patterns and leakage  

MX Access MX Notify MX 

Analyze 
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And deliver them as insights to help health plans and providers 
solve their toughest challenges 





 

 
Massive Medi-Cal Overhaul 

 

More responsibility for plans 

 

Their charge: improve care and 

lower cost within same cap 



Wait... 

How? 

• Population health management 

• Enhanced care management 

• Behavioral health and substance abuse 

treatment integration 

• Enroll dual eligibles 

• In lieu of services 
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Across the board, data exchange will be needed 

Behavioral Health and 

Substance Use Services 

Integration 

Record sharing across behavioral health and physical 

health providers, including systems to manage consent 

Enhanced Care 

Management 

Comprehensive longitudinal records and care plans 

shared across care team 

Population Health 

Management 

Combine clinical, claims and social determinants data for 

population health insights and risk scores 

Dual Eligible Enrollment 
Integration of care and sharing of records with long term 

and post-acute providers 
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Dual-eligible beneficiaries are among the most vulnerable 
patients 
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• 41% have at least one mental health 

diagnosis 

 

• 49% receive long-term care services 

and supports 

 

• 60% have multiple chronic 

conditions 

Source: “People Dually Eligible For Medicare and Medicaid,” CMS Fact Sheet, March 2019 
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CMS has committed to “unlocking Medicare and Medicaid data 

to improve coordination of care” 

 



Identify high-risk patients 

Ensure timely follow-up post 

discharge 

Data and tools 

needed 

Robust clinical data is not a “nice to have” for a successful SNP 

Streamline administrative 

processes including auth 

Measure and improve quality 

performance 

Comprehensive patient record and real time notifications from 

hospitals 

Extract of key labs and vitals relevant to Medi-Cal and CMS quality 

measures 

Real time admit, discharge and transfer notifications when patients 

have a hospital encounter 

Treat complex patients 

holistically 

Longitudinal records, including both claims and clinical data, 

accessible at point of care and to care managers 

Population health dashboards with risk scores and filter tools to 

identify high-risk patients. Needs clinical and claims data 
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Here in California, Dr. Gilbert has 

led the way 

 



 

 Quick Audience Poll: 

 

How many of your organizations have 

access to… 



 

 

It doesn’t have to be this way! 



Plans can follow up post discharge with real-time notifications from 
hospitals 
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Use and Impact 

Data Leveraged 

• Used by SNPs to perform timely 

post-discharge follow-up 

• Linked to 10% reduction in 

readmissions for vulnerable 

Medicare beneficiaries in New 

York 

• Hospital Admit, Discharge, 

Transfer (ADT) messages 

 

MX 

Notify 



Comprehensive records help plans coordinate care and 
improve RAF and quality scores 
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Use and Impact 

Data Leveraged 

• Identify coding and quality gaps 

• Increase in CMS RAF scores for dual 

eligible beneficiaries 

• 50% reduction in chart chase for health 

plan using MX data for quality scores 

• Hospital ADT, ORU and RDE 

messages, discharge summaries 

• Ambulatory summaries (CCDA) 

• Health plan paid claims 

 

MX 

Access 



Population health tools help plans identify high risk patients 

18 

Data Leveraged 

• Hospital ADT, ORU, RDE messages, 

discharge summaries  

• Ambulatory summaries (CCDAs) 

• Health plan paid claims 

• Regional housing, transportation, 

education, physician density and 

income data  

Use and Impact 

• Place local clinic closest to highest risk 

patients  

• Enroll patients in special programs 

• Identify high risk patients 

MX 

Analyze 



Leading to real results 
Modern Healthcare April 6, 2019 

 

MX Participant Results 
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• Primary care-driven ACO in Southern California 

• Limited resources for data and technology 

• 72 independent medical practices 

• 17,000 patients 

 

 

• 39.4% reduction in patients not seen within 7 

days of discharge 

• 3.1% decrease in ER visits in a single year 

• 5.3% fewer ER visits leading to hospitalization 

• Decrease in per-beneficiary, per-year spend 

 

 

Using MX tools and data, delivered these 

results 
 



Robust infrastructure is needed to make this a reality 

Acquiring data from 

diverse sources 

• Real time hospital admit, 

discharge and transfer data 

• Surgical, discharge and radiology 

notes from hospitals 

• Rich clinical data from primary 

care  

• Lab results 

• Behavioral health and social 

determinants data 

• Care plans 

 

 

 

 

• Patient matching 

• Data de-duplication 

• Data standardization 

• Data aggregation 

• Data storage 

• Data security 

• Consent management 

 

• Tailored notifications of hospital 

admit and discharge 

• Shared longitudinal record and 

care plans 

• Risk prediction, population 

stratification and data 

visualization 

Ensuring data is 

reliable and 

standardized 

Making data actionable 

for care teams 
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If every county does this on its own - progress will be slow, and 

effort and expenses will be duplicated  
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Plans will need to pay for this out of their cap rate 

 



 

 

A statewide approach with shared infrastructure 
makes sense 

 

Federal funds (90% match to build, 75% to operate) are 
available to support a statewide strategy 
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Federal funds are available to support a statewide 
approach 



MD has led the way with a public-private utility, supported by Federal 
funds 

• Maryland Medicaid Department partnered with Chesapeake 

Regional Information System for our Patients (CRISP) to 

build and maintain technology infrastructure critical for 

Medicaid program success 

 

• Supported by 90% federal match rate to build and 75% 

federal match rate to maintain through Medicaid 

Information Technology Architecture (MITA) 

 

• Funding supports connections between plans and providers, 

infrastructure to manage, secure and store data, and tools 

used by providers and plans 

 

• CRISP is an independent non-profit organization with 

governance including healthcare stakeholders and the state 
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Central to the success of making health care 

affordable are efforts to reduce 

administrative burdens and improve data 

interoperability. The Administration is 

committed to continuing to work with 

providers, health plans, and other 

stakeholders to make these improvements 
 

Governor Newsom’s 2020-2021 Budget 



 

 

How might we work together to build robust statewide 
data infrastructure to support our ambitious plans to 

improve healthcare in California 
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MD is leading the way  
 

Now is the time for us to do the same in California 
 

What are the opportunities and challenges? 
Key questions? 

Next steps to make it happen? 
  
 

 



 
We’d love to 

work with you 
to advocate a 

statewide data 
strategy, 

leveraging 
federal funds 
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