
Healthix 
Presentation 
Title Here

Date: 2/29/2024

1

Healthix SEAS 
Webinar



Overview / Agenda

2

• Introductions
• SHIN-NY Overview 
• Review Healthix Alerts
• HealtheConnections Overview of SEAS
• Hixny Overview of SEAS
• Q&A
• Appendix



RuthAnn Craven
Hixny
Business Development Manager
rcraven@hixny.org 

518-478-4441

Speaker Introductions

3

Nan Brunette
Customer Success Associate
nbrunette@healthix.org
516-265-6463

Alex Augustinos
HealtheConnections
Program Manager – Statewide Alerting
aaugustinos@healtheconnections.org 

315-671-2241 x145

mailto:rcraven@hixny.org
mailto:nbrunette@healthix.org
mailto:aaugustinos@healtheconnections.org


SHIN-NY
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The SHIN-NY connects six public Health Information 
Exchanges (HIEs), forming a regional health information 
network that stores and shares patient health 
information. 

Each HIE aggregates data submitted from their 
Participants to create a comprehensive medical record 
for each patient. 

• The New York eHealth Collaborative (NYeC) wants to 
increase efficiency, improve service, and offer 
participants a choice for a statewide alert solution.

• Statewide Services, such as Statewide Encounter 
Alerts, are one way they are attempting to do that.



Healthix
Overview Standard Alerts for 

Established Healthix 
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HEALTHIX ALERTS

6

What Healthix Customers Have Today

Alerts currently help organizations stay informed about key 
patient or client encounters across New York State. These 
alerts support timely awareness of emergency department 
visits, inpatient admissions and discharges, skilled nursing 
and rehabilitation events, mortality notifications and more.

• Provides real-time, 24/7 information to help care teams 
identify important patient or client encounters.

• Supports timely follow-up after emergency department, 
inpatient, skilled nursing, rehabilitation, or mortality 
events.

• Helps organizations coordinate care when individuals 
receive services outside of their immediate care network.

• Creates a strong foundation for proactive outreach, care 
management, and transitions of care.

• Supports value-based care, HEDIS and quality reporting
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HEALTHIX ALERTS WORKFLOW 
INTO CMC PORTAL



Healthix 
EHR 
Vendor 
Partners
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Hub Model EHR
Conventional 
Non-Hub Model

Healthix implements sites 
using two models of 
integration: 

(1) Hub Model – where 
Healthix connects to the 
EHR’s Hub to exchange data 
with multiple practices. 

(2) Conventional Integration 
(Non-Hub) – supports 
customized connections.

https://healthix.org/what-we-do/hubmodels/



Moving Toward Statewide Encounter Alerts 
Service (SEAS)
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Building on the Existing Alert Foundation

Statewide Encounter Alerts advances the value and efficiency to customers who already 
receive Alerts from Healthix. It supports a Statewide standardized approach to encounter 
notifications across regions and care settings in the following ways:

• Expands encounter visibility across New York State to help reduce gaps when care occurs 
outside a customer’s immediate region or network.

• Supports a more efficient alerting experience through a statewide approach to eligible 
encounter notifications.

• Strengthens timely follow-up, care coordination, care management, and transitions of care.



Thank you for Participating!
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Need more information? We’d love to hear from you…

Nan Brunette
Customer Success Associate
nbrunette@healthix.org
516-265-6463

mailto:nbrunette@healthix.org


Statewide Encounter Alerts
What They Are, Why They Matter, 
and How to Get Started



Statewide Encounter Alerts, 
powered by HealtheConnections



✓ Consistent, Statewide Coverage
Complete real-time alerts from all hospitals across NYS, regardless of 
QE region. Alerts sent for Inpatient and Emergency Department 
admissions, discharges, and transfers.

✓ Advanced Tools
Built-in patient segmentation​, integrated reporting, and readmission 
risk scores, supported by PointClickCare’s industry-leading technology.

✓ Targeted for Active Care Relationships
Patient lists are the foundation of these alerts. The benefit is less noise, 
better targeting, and improved security and privacy for patients.

A Trusted, 
Proven Solution

HealtheConnections’ enhanced alerting service delivers 
better tooling to support providers on a statewide scale.



Timely Alerts, Delivered Your Way

Alerts and data flow directly into 
existing provider workflows

→ Direct feeds and integrations with 
leading EHRs

→ Notices sent via Secure Message, 
email, or text

→ Portal Access

→ sFTP file access

→ Any combination/delivery options 
for varied disciplines

And more!



The Data You Need, The Way You Need It

Automated Reporting Made Simple

✓ Schedule PDF or CSV reports for 
download or automatic delivery 

✓ Choose fields, filters, and frequency 
to fit workflows

✓ Supports either real time notification 
or aggregated summaries 

✓ Fully configurable to your 
organization



Statewide Encounter Alerts give 
the full picture—when every 
minute counts.

✓ Timely notification for 
meaningful interventions

✓ Seamless coordination across 
rural and urban care settings

✓ Keeps all providers informed, 
including community and 
credentialed teams

✓ Close gaps during care 
transitions

✓ Complete, timely data for quality 
reporting

✓ Streamline workflows for faster, 
more efficient care

A Solution for Organizational Challenges

Michael, Age 67, Resides in 
Rural County, HX: Hypertension, 

Diabetes, Ischemic Stroke



Service Overview – Cohorts 

Populations of Interest Stratification

✓ Surface high utilization patients

✓ Identify trends

✓ Prioritize high risk groups for 
timely intervention

✓ Create cohorts based on custom 
criteria to meet your needs

✓ Custom filters and download 
options for easy reporting and 
analytics



Service Overview – Patient Overview

The Right Contact Info, at the Right Time

✓ Automatically surfaces the most up-to-
date patient contact details sourced from 
all hospitals across the state

✓ Reduces wasted time chasing outdated 
numbers or addresses

✓ Custom tags to group and identify patients 
by program, diagnosis, group, etc.

✓ View patient level encounter history and 
trends



Service Overview – Readmission Risk Scoring

Powered by Data

✓ Trained on 18.3M+ encounters

✓ Combines historical + real-time updates

Rich Inputs

✓ Demographics, diagnosis codes

✓ 2-month visit history

✓ Hospital quality scores

✓ SDOH factors

Dynamic Risk Score

✓ Real-time, continuously updated

✓ Outperforms standard LACE model



Service Overview –  Care Team and Care Insights

Collaborate Across Care Settings

✓ View and share critical 
information for better informed 
care decisions

✓ Ensure patient needs are met 
and seamless continuity of care 

✓ Accessible to all organizations 
with access



Service Overview – Scheduled Reports

Customized to Meet Your Needs

✓ Hourly, daily, weekly, or monthly reporting

✓ Available for easy download or custom delivery

✓ Incorporate risk scores, diagnosis codes, diagnosis description and more

✓ Choose fields, filters and criteria to support reporting, analytics and quality improvement activities



Getting Started

Review our Resources
• Statewide Encounter Alerts: healtheconnections.org/alerts
• Resource Center: healtheconnections.org/resources

Request Access
• Contact HealtheConnections Support at support@healtheconnections.org

Submit a Patient List 
• Review the PL File Guidelines and Specification Outline
• Name the file: PLA- SHINNY-(Facility Name)-(Date)
• Submit the list via: 

• Secure Message users: patientsubscriptions@hiemail.healtheconnections.org 
• Encrypted email: support@healtheconnections.org

Not a HealtheConnections participant yet? No problem! 
Contact us to learn how we can support your organization with Statewide Encounter Alerts
—no matter what QE you work with.

https://www.healtheconnections.org/alerts/?utm_source=ppt&utm_medium=ext&utm_campaign=seasis&utm_content=alerts
https://www.healtheconnections.org/resources/?utm_source=ppt&utm_medium=ext&utm_campaign=seasis&utm_content=resources
mailto:support@healtheconnections.org
mailto:patientsubscriptions@hiemail.healtheconnections.org
mailto:support@healtheconnections.org
https://www.healtheconnections.org/contact-us/?utm_source=ppt&utm_medium=ext&utm_campaign=seasis&utm_content=contact


Thank you!

   315-671-2241 x5    
   support@healtheconnections.org
   healtheconnections.org

mailto:support@healtheconnections.org
https://www.healtheconnections.org/?utm_source=ppt&utm_medium=ext&utm_campaign=seasis&utm_content=hec
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Hixny’s Statewide 
Alerts Solution
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Prior to September 2025
Every NYS HIN received SHIN-NY funding 
to provide the same set of core services 

to SHIN-NY participants in its geographic area.

Shift in SHIN-NY Structure

One 

SHIN-NY

THE POWER OF ONE: UNITING

Patient encounter alerts is one of those services 
and Hixny is one of the HINs selected to provide alerts.

Since September 2025
A limited number of NYS HINs receive 

SHIN-NY funding to provide select services to all 
SHIN-NY participants, regardless of geographic area. 
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FROM VOLUME TO VALUE: LEVERAGING STATEWIDE ALERTS

What’s In It For Providers?

Early identification 

of patients 

discharged from 

the hospital to meet 

the Transitional 

Care Management 

(TCM) billing 

timelines.

Reduction in 

hospital 

readmission 

penalties.

Meet key program 

requirements 

centered on reducing 

avoidable hospital 

use (such as the 

AHEAD and TEAM 

models).

Improved 

performance on 

value-based 

contracts through 

shared savings 

(reducing avoidable 

hospital use lowers 

overall cost of care) 

and improved 

performance on 

quality measures.

Providers receive 

all alerts through 

Hixny at no 

cost. 
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▪ Transitions of Care (TRC) 

▪ Acute Hospital Utilization (AHU) 

▪ Plan All-Cause Readmissions (PCR) 

▪ Hospitalization Following Discharge from a 
Skilled Nursing Facility (HFS) 

▪ Hospitalization for Potentially Preventable 
Complications (HPC) 

▪ Follow-Up After Hospitalization for Mental 
Illness (FUH) 

▪ Follow-Up After High-Intensity Care for 
Substance Use Disorder (FUI) 

▪ Pharmacotherapy Management of COPD 
Exacerbation (PCE) 

▪ Prenatal and Postpartum Care (PPC) 

▪ Postpartum Depression Screening and Follow-
up (PDS-E)

Inpatient Alerts

▪ Emergency Department Utilization (EDU) 

▪ Follow-Up After Emergency Department Visit for 
People with Multiple High-Risk Chronic 
Conditions (FMC)

▪ Emergency Department Visits for Hypoglycemia 
in Older Adults with Diabetes (EDH) 

▪ Follow-Up After Emergency Department Visit for 
Mental Illness (FUM) 

▪ Follow-Up After Emergency Department Visit for 
Substance Use (FUA) 

DRIVING DOWN AVOIDABLE HOSPITAL UTILIZATION

ED Alerts
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▪ Alerts available from every hospital in 
NYS for healthcare providers and 
healthcare insurers statewide.

▪ On average, seven people are 
discharged from inpatient care across 
New York State every minute. 

Do you know which of these seven are 
your patients?  

¥  Statewide Planning and Research Cooperative Systems (SPARCS) data – 
inpatient discharges in New York State during calendar year 2021 = 3,997,431. 

Statewide Hospital Alerts

STATEWIDE, ONE FEED: DATA QUALITY WITHOUT COMPROMISE
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Transitions of Care (TOC)
The process of transferring a patient’s 

…………………………………………………………………………………….
The process of transferring a patient’s care from one setting or level of care to another, 

such as from hospital to home or hospital to skilled nursing facility.  

These transitions are particularly vulnerable points in the healthcare continuum due to 

high-risk communication breakdowns, medication errors, and fragmented information 

transfer.  

60% of medication errors and 80% of serious medical errors occur during these hand-

offs, often leading to avoidable hospital readmissions.

....................................................................................................................

 

“
“

~ Agency for Healthcare Research and Quality [AHRQ]

THE ROLE OF ALERTS IN IMPROVING PATIENT CARE
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Team-based 
approach 

Supports patient 
transition to 

community setting

Care team accepts 
patients at 
discharge 

(eliminates service 
gap)

Ensures assigned 
responsibility for 

patient care, 
facilitates services 
across providers 

for 30-days

Moderate or high 
complexity medical 

decision making 
for patients with 
medical and/or 
psychosocial 

problems.

TRANSITIONAL CARE MANAGEMENT (TCM)

Care Coordination
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CUSTOMIZE YOUR TCM WORKFLOW WITH HIXNY’S STATEWIDE ALERT SOLUTION

Direct Alerts to EHR

HL7 Alerts to EHR

Flat File of ADT HL7

Daily Digest Report

Feed of ADT HL7

Alert Management 
Tool

Providers choose a customized solution 

with one or multiple options – whatever 

integrates most efficiently into your 

workflow.
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REAL-TIME ALERTS, NOT DELAYED REPORTS

Sends alert notifications directly to 
providers’ workflow in real time.  

No more logging into multiple systems to 
obtain information about patients’ hospital 
use.

Allows provider to manage the roster of 
patients they would like to receive alerts on, 
as well as the types of alerts they would like 
to receive.  

Ensures the notifications received are 
relevant, reducing “alert fatigue” for staff 
and clinicians.

Hixny ensures data completeness and 
quality of the alerts – so each alert received 
is meaningful and actionable.  

Receive the critical data elements to 
determine appropriate follow up for the 
patient.
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HIXNY’S ALERT MANAGEMENT TOOL
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HIXNY’S ALERT MANAGEMENT TOOL
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HIXNY’S ALERT MANAGEMENT TOOL
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HIXNY’S ALERT MANAGEMENT TOOL

8:23:19 PM

08/01/2025    11:27:00PM



HIXNY

MAKING IT HAPPEN

Hixny 
Schedules 
Strategy 

Session with 
Provider

Confirms SCPA 
& Signs Hixny’s 

SEAS SOW

Complete Pre 
Implementation 

Mtg

Submit Initial 
Patient Roster / 
or EHR Vendor 

Provides 
Automated 

Patient Roster

Case is Opened 
with Hixny’s 

Implementation 
Team

Go Live! 
(standard 

implementa-
tion go live in 

3-4 weeks)

Real Time | Efficient | Meaningful | Actionable
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Strategy 
Session

Sign 

Contracts 
Go Live!

Next Steps
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RuthAnn Craven
Business Development Manager

rcraven@hixny.org

Email me Learn more



Thank You



462 Seventh Avenue
8th Floor
New York, NY 10018

877.695.4749
www.healthix.org

QUESTIONS?
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The SHIN-NY: In A Nutshell

• A state-funded, secure network for sharing electronic clinical 
records

• Health Information Exchange (HIE) organizations certified by 
NYS DOH as Qualified Entities (QEs) are the backbone of the 
SHIN-NY, providing the services that make secure, vital access to 
a patient’s health information possible statewide

• Patient health information is accessed and exchanged securely 
between healthcare providers & organizations with appropriate 
consent

• Efficient access to clinical records helps providers better manage 
patient care

While QEs have primarily been established within geographical regions, 
participants may connect with the QE that best aligns with their needs.



SHIN-NY Efficiency

• The SHIN-NY is made of 6 QEs, this includes 
HealtheConnections.

• Today, all 6 QEs provide very similar services.

• The New York eHealth Collaborative (NYeC) wants to increase 
efficiency, improve service, and offer participants choice.

• Statewide Services, such as Statewide Encounter Alerts, are 
one way they are attempting to do that.



About HealtheConnections

1,600 Organizations

16M Patients

4,600 Health and Care Offices

TRUSTED PARTNER OF CHOICE SINCE 2010

14,000 Licensed Physicians

HealtheConnections’ services include Patient Lookup, Results, Imaging, Reports & Dashboards, Health-Related 
Social Needs (HRSN), Secure Messaging, and Statewide Encounter Alerting.



Health Information 
Exchange in NYS



Why NYeC Launched Statewide Encounter Alerts

Problem: Fragmented Coverage & Inefficiency
• Multiple QEs provided overlapping alerting services
• Inconsistent formats, delivery methods, and alert quality
• Alerts missed when patients crossed regions or care settings
• Incomplete event visibility for providers

Solution: Reliable, Comprehensive Alerts
• Unified data source and routing for full coverage- the Encounter Gateway
• Every eligible encounter triggers an alert

Benefits: Supporting Care and Innovation
• Timely data for care coordination and transitions
• Helps meet HEDIS and quality reporting goals
• Standardized data enables next-generation features



What Does this Mean Today?

If You’re a Current HealtheConnections Participant

• You can access Statewide Encounter Alerts, powered by HealtheConnections.

• Leverage this service to enhance your workflows and support more comprehensive patient care.

• Consent and provider-based alerting methods are no longer supported.

If You Participate with Another QE

• Your QE still delivers alerts, and the Encounter Gateway Service (EGS) remains available. Consult your 
current QE about their long-term alerting plans. 

• You have the potential to receive alerts via Statewide Encounter Alerts, powered by HealtheConnections. 
Evaluate how this service could add value to your workflows.

• To work with HealtheConnections, your organization must elect it as an Additional or Value-Added HIN on 
the Statewide Common Participation Agreement (SCPA).



Statewide Encounter 
Alerts Demonstration
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Within 2 business days of discharge

▪ Communication (direct contact, telephone, 

electronic) with the patient and/or 

caregiver

▪ At least moderate level of medical decision 

making during the service period.  

Within 14 calendar days

▪ Face-to-face visit

Moderate

Within 2 business days of discharge 

▪ Communication (direct contact, telephone, 

electronic) with the patient and/or 

caregiver.  

▪ High level of medical decision making 

during the service period.  

Within 7 calendar days

▪ Face-to-face visit

High
CPT Code 99495

Loc 99 Medicare reimbursement: $212.18

CPT Code 99496

Loc 99 Medicare reimbursement: $288.02

BRIDGING THE GAP: WHY TIMING IS EVERYTHING

10% rate increase 

for 2026!
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Interactive 
Contact

Required within 
two business 

days of 
discharge.

Review CCD 
from hospital 

stay

Contact patient 
to check status, 
& schedule F2F 

visit

If unsuccessful, 
document 
attempts & 

continue trying

Non-Face-to-
Face

Care for 30 
days following 

discharge

Clinical staff 
services (ongoing 
communication, 
SMS, education)

Clinician services (review 
discharge info, follow up 
on testing, coordinate w/ 

other providers).

Face-to-Face
Led by clinician, 
with support of 

clinical staff 

Within 7 
calendar days 

for high 
complexity

Within 14 
calendar days 
for moderate 
complexity

Can be provided 
via telehealth

Medication 
Reconciliation

Must be 
completed on 
or before the 
in-person visit 

Clinician or 
clinical staff 

under incident 
to guidelines

THE 30-DAY BRIDGE: CORE COMPONENTS OF TRANSITIONAL CARE MANAGEMENT
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▪ A roster of patients including basic 
demographic information.

▪ Excel template provided for initial patient 
roster submission.

▪ Setup with sFTP for automated updates 
to patient roster.

▪ COMING SOON! Automated rosters 
directly from EHRs.

What Do Clients Provide?
Facility MRN

First Name

Middle Name

Last Name

Patient Gender

Patient Address Line 1

Patient Address Line 2

Patient City

Patient State

Zip Code

Patient Home Phone Number

Patient DOB

Insurance ID

Consent Status

ROSTER IN, ALERTS OUT - INSTANTLY
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STATEWIDE ALERTS IN ATHENA

Message Central

Alerts received via Direct Messaging and 

saved in the patent’s chart. 

Reports are available to see the list of 

patients in the hospital.

MRN First Name Last Name Date of Birth Sex Alert Date Hospital Alert Type Chief Complaint Discharge Diagnosis Discharge Disposition
CM12345 Jane Smitherton 7/22/1949 F 2/16/2026 BronxCare ED Admit Nausea, vomiting

08348111M Jack Hill 8/25/1945 M 2/16/2026 Albany Medical Center IP Discharge Altered mental state Acute ischemic stroke discharge to SNF
987654CL Danner Claus 12/28/1979 F 2/16/2026 St Barnabas ED Discharge Acute knee pain Closed transverse patella fracture discharge home
NL896689 Bambi Doe 12/1/1991 F 2/15/2026 NYC H+H North Central Bronx IP Discharge Vaginal bleeding Postpartum hemorrhage discharge home

HoH588 Fawn Doe 8/22/2018 F 2/15/2026 Adirondack Medical Center IP Discharge Altered mental state Post-traumatic stress disorder transfer to psych hospital
COMP68969 Arthur Joneston 4/22/1997 M 2/15/2026 St Barnabas ED Discharge Chest pain Acute myocardial infarction discharge home

DD1079 Jill Hill 1/21/2000 F 2/15/2026 Montefiore Medical Center IP Admit Rupture of membranes
O45454599 Roberto Roberts 2/17/2009 M 2/15/2026 Westchester Medical Center IP Discharge Right upper quadrant pain Cholelithiasis discharged home
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STATEWIDE ALERTS IN ECLINICALWORKS

Message Central
Transitional Care Notifications (TCN) dashboard (version 12.0.3)
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STATEWIDE ALERTS IN EPIC IN BASKET NOTIFICATIONS

Message CentralIn Basket folders for each alert type.  Click on a folder to see all alerts of that type.
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STATEWIDE ALERTS IN EPIC IN BASKET NOTIFICATIONS (CON’T)

Message CentralAny messages that have not been read will appear in bold. Once you click on a message to read it, the 

text will appear normal with a status of read. 

To adjust what type of notifications you receive in your In Basket, navigate to the Menu > Settings > 

Event Notifications. See tip sheet “Customization 
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STATEWIDE ALERTS IN MEDENT

Message Central
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STATEWIDE ALERTS IN MEDITECH EXPANSE

Message Central

Click on the paperclip icon to 

process.

Converts the HL7 message 

fields into readable text that will 

open in a workload message. 

Search a user to whom we 

would send this workload 

message content. 

That adds the data to the patient 

chart and allows the user to 

forward the message on to other 

users.
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