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Please use the following selections to filter: 
F 
ro 111/2010 E. Stratification Criteria Risk Level 

To 827|2012 E Tier 1-weekly follow - up 10 spoints 
Tier2-bi-weekly follow-up 8spoints< 10 

Status Not Evaluated IV Tier 3-montly follow-up 8 spoints< 8 Expand Columns 
Tier 4-bi-montly follow-up 4 <points<6 

Bene D Bene Name Aligned Provider Total Pts Referral Source Status Create Date 

Y Y Y. YY Y Y Y 
John Doeil 12 || 1 Complex Case Criteria Not Evaluated 08/01/2012 

Xooooooox John Doe #2 | | 1 || 1 |Complex Case Criteria Not Evaluated 08/01/2012 
John Doe #3 12 1 Complex Case Criteria Not Evaluated 08/01/2012 

oooooooox John Doe #4 21 1 Complex Case Criteria Not Evaluated 08/01/2012 
oooooooo John Doe #5 13.5 1 Complex Case criteria Not Evaluated 08/01/2012 
x0000000x John Doe #6 11.5 || 1 |Complex Case Criteria Not Evaluated 08/01/2012 
xxxxxxxxx John Doe #7 10.5 1 complex case criteria Not Evaluated 08/01/2012 
xxxxxxxxx John Doe #8 10 || 1 |Complex Case Criteria Not Evaluated 08/01/2012 

John Doe #9 11 1 complex case criteria Not Evaluated 08/01/2012 
John Doe #10 145 || 1 |Complex Case Criteria Not Evaluated 08/01/2012 

412 3 4 56789 10-D. Page size(10 v 25891 items in 2590 pages 
Beneficiary Trend History 
Bene. ID O15426531 

CreateDate Claimspaid Armoutts ERAdmissionpts ERVisitsPts DiseasePts TotalPoints Tier 
05/01/2012 3 6 8.5 2 19.5 1 
05/27.2012 3 3 6.5 2 14.5 1 

FIG. 2 

Hospital Discharge Planning 
Evaluation for Complex Case Management 

Beneficiary Profile Beneficiary Care Plan Beneficiary Search 

LastName L First Name L DOB 
Beneficiery IDH Aligned Provide Date Discharged 
Hospital H. Dale Admited H Discharging HospitalsT 

CCM Patient Complexity Profile Class v. 
Code Status Full Code v 

Discharge Diagnosis. Major Procedures 

Primary Diagnosis Septic right knee 
Secondary Diagnosis hX: C spine Sz, psychological problems 
Major Procedures Operations & D of advance right knee farthroscopy 

Discharge Medication List 

Viaccezyein om WO2hx4 wks, Citaleoam 40 mg PO D, Siminatatin 40 mopO oD, Wicodin 500m POPRNk 
Nefazodons 200mg POD, Lamotrigens 150 mg PO q D, Xinex 1 mg PO PRN 

Discharge Disposition 

FIG. 3 
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Discharge Orders instruction Appointments 

Specialty Appointments Follow-up 

Name & Specially Comments 
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Follow-up Testing Radiology Imaging Procedure 

Test Procedure — Date & Time Eatoniotaroa, Location 
Test Procedure Date & Time Erotizos. Location 
Hospital Chart Information Faxed/Forwarded to 

Provider Yes v Specialist Clinic Case Management Referral Coordinators 

Home Health Needs 

Pt did not want physical therapy on DC 

Home Inferior Outpatient Medications 

Drug Dose & Frequency in van avapen C 
Duration 

Duration 

Alternative Cars 

Pallistive Care No v. 
agency 
Hospice Care No v. 
Agency 

Special Needs 1 DME 

has old walker will wheels, crutches at home, prior to admit. FWW detected on DC 

Special Orders instructions 

Labs: Vanconycin trough, Chem 8 on 1210:00 with nursing to do blood draw & Wkly with results to Doctor 
need FIU app in 1 wk of DC will Doctor; weekly labs trough, ChemS 

completed by Date 12/10/2010 11:29.00AM 

FIG. 4 
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Discharge Plan Beneficiary Care Plan D Beneficiary Declined Assessment 
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LastName First Names 

Admit Date 

Residence OSNF O&C 
Age O<65 O 65-85 

OAssisted Listing O Private Home 
O>85 

Number of Critical Events(Hospitalizations 1 ER visits) in last Six (6) month 1 v 

Major organ Systems dysfunctions 

Total Organs Failing 

Specific Major organ Dysfuction 

x 
Renal x 

Cardiovascular 

Respiratory 

Nervous System 

Hematology Oncology x 

HCC Diagnostic from Actual Data 
Cardiovascular 
Respiratory 
Renal 
Nervous System 
Hematology Oncology 

Total No. of Drug Classification 

Drug Classification O C4 O 4-6 O >6 

Drug Classification 

O Aspirini Clopidogrel 
ONSAIDS 

Warfarin Anticoagulants 
Opiates 

DDiuretics 

Drug Classifications from bene's actual Rx datav 
O Aspirin? Clopidogrel 
NSAIDS 

O Warfarini Anticoagulants 
OOpiates 

Diuretics 

Sedatives Anxiolytics 
ZPsychotropics 

O Sedatives. Anxiolytics 
OPsychotropics 

Digestive 

Urinary x 

Infectious Disease x 

Endocrine 
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Endocrine 
Muscloskeletal 

OChemo | Immunosuppressives 
Anti-Diabetes Meds 

2 Antibiotics 

Chemof immunosuppressives 
Anti-Diabetes Meds 
Antibiotics 

FIG. 6 
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General OGood OFair OPoor 
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Dementia Psychiatric Respiratory Cachexia Blind 
Neurology O Addiction DCardiac Musculoskeletal DDeaf f Mute 

Vision 
Hearing 

Social Support l Careworker Network O Good OFair OPoor 
Compliance Level OGood CFair OPoor 
Code Status f Advance Directive ODNRI Hospice O Limited Support OFull Code 

Total Complexity Score 

Based on the Complexity Score, recommended Case Progrom is 

Self Management Complex Case Palliative f Hospice Management 

C C12 O 13-16 O & 17 

Patient Program Self Management Provider Recommended Program IV 

Inner Disciplinary Team Coordination of Case Patient Education 

Updated 4/20/2012 11:03:56AM Updated Updated 

FIG. 7 
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Complex Case Management Care Plan 

Beneficiery Profile Discharge Form D Complex Case 

Patient Consent: OYes ONo 
Informed regading right to dis-enroll from case mgmt OYes ONo 
Patient Responsible Party's Signatures: 
Primary Reason for Complex Case Management Referral: sip septic arthritis 

Most recent critical event (Hosp/ER visit) Date and diagnoses is none v. 
Most recent critical event (hospitalization/ER visit) date and diagnoses 

O Hospitalization OER Visit 

Date 1217(2009 Facility AWH 

Main Diagnoses post-op wound infection 
Brief Client History infected right knee 

Chronic Medical Conditions a none v 
Chronic Medical Conditions 

colon polyps affective disorder 
chronic pain syndrome agoraphobia 
major depression hyperlipidemia 

FIG. 8 
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Pain Management & Allergies Es 
Pain Management & Allergies 

Allergies NKDA 
Medications E 

Mental Health Status f Cognitive Functions Ei 
Mental Health Statusf Cognitive Functions 

Mild Cognitive Impairment v. 

Activities of Daily Living E 
Activities of Daily Living 

Bathing 
Eating 
Transportation Toileting 
Grooming 

DME Dependency updates E none v. 

FIG. 9 
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DME Dependency Updates 

DME Dependency 

Life Planning Activities E8 
Life Planning Activities 

discussed advance directive 

Cultural and Special Linguistic Needs ES 
Cultural and Special Linguistic Needs 

Caregiver Resources E. 

Caregiver Relationship it Level Of involvement 
(Hours/Week) 

Caregiver First Name PhoneNumber — 
Caregiver LastName — 

Community Resources E 

Please click on the link to find available resources: www.eldercare.gov 

Community Resources 
Case management Plans - Short Term 8 

FIG. 10 
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Case Management Plans 

Short Term Goal (1 Month) 
Goals set in discussion with Beneficiery and Caregiver 

Clinical 
Dietary 
Daily living & Exercise D 
Interventions 

pt educated on use of urgent care 
pt educated on maintaining all appointments 

Case Management Plans - Long Term - : 

Long Term Goal (>3 Months) 
Goals set in discussion with Beneficiary and Caregiver 

Clinical 
Dietary 
Daily living & Exercise 
Interwentions 

Follow-up Plans: 
Follow - up Plans: 

pt to return in 3 wiks as soon as results of MRI are available 
lab to be repeated 
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ifpt becomes noncompliant will Txplan 

Daily Living 
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Evaluation 

FIG. 11 
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Evaluation History 

Select from the list in current 

Select from the list in history 

FIG. 12 

Beneficiary Profile 

Beneficiary Name Beneficiary ID DOB 

DT Provide 
Aligned Provider 
Behavioral Health 
Specialist1 
Case Manager 
Dietician 
Pharmacist 

Care Giver 
Specialist 2 O827.2012 
pecialist 3 

Beneficiary Services 04/20/2012 

Ancillary Name Anay Member Count Member Capacity 

Powice ID Last Date assigned 
0420/2012 
0420/2012 
08/27/2012 
04/20/2012 

Provider Name Speciality 

0420/2012 

Chronic Conditions Problem List 

Education Category HCC Description Last Diagnosed Date 
Psychiatric Disorder Maj, Depressive Bipolar, & Disorders 6.8/2012 

COPD Chronic Obstructive Pulmonary Dis 127(2010 

FIG. 14 
Surgical History 

CPT Code Category CPT Code I CPT Description Last Procedure Date 
Integumentary System 11056 Trim Skin Lesion, 2 to 4 424,2012 12:00:00AM 
Nails 11720 Debride Nail 1-5 51/2009 12:00:00AM 

FIG. 15 
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Patient Education History 

Education Education Ordered Ordered Completed Category Even language Material Name Completed Date 
Orthopedics and After Back Pair and Sex: After 8,27, 2012 PLX 
Rheumatology, I Wisit Your Wisit 2:34:30PM E S 
Sexual Health 

FIG. 16 

Patient Specific Education Material Recommmended 
Education Category Education Type Language Material Name 

O greeds and Rheumatology, After Wisit Document English Hip Pain and Sex: After YourVisit Sexual Health 

D Cardiovascular After Wisit English Learning About High Blood Pressure 

D Gastrointestinal, Pre- and Post-Op After Wisit English Learning About RubberBand Ligation for Hemorrhoids 

Order Additional Materials 
Education Category Education Type Medium Language Material Name 
star 

FIG. 18 
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Disease Management 
Member Summary 

Enrollment Call Member Goal 

Criteria Goal Latest Value Latest Date 

Disease; Anticoagulation 
Recommended: N 
Enrollment: 

PT INR 
Disease: Asthma 

Systolic EP 

Actions Taken 

Patient has been explained about the benefits of eating moderation and the adverse effects that could 
lead to hospitalization if started to bleed. Discussed diet plan and have patient education materials. 

Follow-up Plans 

DTMember Abnormal Value 

EwBeta Blocker w 
Notes 

The patient had eaten 2 serving of spinach. a. 

w 

Open items 

Date IDT Type IDTMember Criteria Abnormal Walue Comments 
8/6/2012 PT INR 35 Ask to follow diet plans 
12:00:00AM 

Complete Button 

FIG. 19 
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Disease Management 
Diabetes Enrollment Roster 

Expand Columns Clinical Guidelines - Diabetes 

Aligned Complex Case Errollment DM As Last Call Date Cal Result Call Again Dt. Bene, D LastName First Name Provider Mgmt Status 

FNare:1 1- Palliative Hospice Errolled 8.222O12 82S2012 
12:00:00AM 12:00:00AM 

FName2 1- Enrolled Enrolled 8116/2012 821.2012 
12:00:00 AM 12:00:00AM 

FNamei:3 5- Not Evaluated Call Again 8/9/2012 831?2012 
12:00:00 AM 12:00:00AM 

FNameA. 5- Not Evaluated Call Again 8/9/2012 816, 2012 
12:00:00 AM 12:00:00AM 

Disease Management 
Diabetes Enrollment Roster 

Expand Columns Clinical Guideliries - Diabetes 

Alpha 
Aligned Complex Case DM HabAlc LDL Glucose Antidiabetic Bene. ID LastName First Name SS GRS. Enrollment DME HgbAlcESE LDL BE E, SEs insulin 

xxxxxxx LName1 FName:1 1- Palliative Hospice Y 

xxxxxxx LNanne2 FName2 1- Enrolled 
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Disease Management 
Enrollment Call 

Member Goal Member Summary 

First Nanne 

Age 

PhoneNumber 
Call Details 

Call Date 827, 2012 E. 

Received by 
Call Result SELECT from list w 

Next Call Date LE 

Recommended Program 

YDiabetes 
DCAD 
DCHF 

DOSA 
R7 Depression 
R7Anticoagulation 

Enrollment Status. By Program 

Diabetes 
DCAD 
OCHF 

YHypertension 
DCOD 
Asthma 

DOSA 
DDepression 
OAnticoagulation 

Hypertension 
COPD 
Asthma 

Member Consent 
Informed Regarding right to disenroll? 
Consent Given By: 

OYes 
O Yes 

Brother v. 
Call History 
Date Call Result Next Call Date Notes 

FIG.22 
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Disease Management 
Beneficiary Specific Goal 

Latest Goal Latest Value Previous Value 

HgbAIC 8.5 9.9 

LDL 100 95 

Cholesterol 

FIG. 23 

Disease Management 
Follow Up Roster 

t D Member First Last Follow Up Abnormal Assigned 
IDT Type D Criteria Value Comments Assigned By Date Name Name Date 

xxxxxxxxx John Doe 08/06/2012 PT INR 3.5 Ask to follow diet plans 2.912 

FName LName 

xxxxxxxxx John Doe 08/06/2012 PT INR 827, 2012 

FIG. 24 
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Complex Case Management 
Beneficiary Complexity Profile Report & Trend 

Categories: 

C All O Critical Events O Major Organ O Pharmacologic O Functional Status OSocial Support OCompliance Level O Code Status! 
System Dysfunction Profile CaregiverNetwork 

Evaluation 

7 

1 7 

Complex Case Management 
Complexity Score based or entry date 

Beneficiary Info: Beneficiary ID: 385.125829 Name: 
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DATABASE FILE MANAGEMENT 
STRUCTURE 

CROSS-REFERENCE TO RELATED 
APPLICATIONS 

0001. The present application is a divisional of U.S. 
patent application Ser. No. 13/716,400, filed Dec. 17, 2012, 
entitled HEALTHCARE ADMINISTRATION METHOD 
FOR COMPLEX CASE AND DISEASE MANAGEMENT, 
which is a continuation of U.S. patent application Ser. No. 
13/712,741, filed Dec. 12, 2012, entitled HEALTHCARE 
ADMINISTRATION METHOD FOR COMPLEX CASE 
AND DISEASE MANAGEMENT, all of the teachings of 
which are incorporated herein by reference. 

STATEMENT RE: FEDERALLY SPONSORED 
RESEARCHADEVELOPMENT 

0002. Not Applicable 

BACKGROUND 

0003. The main causes for health care spending waste are 
overtreatment of patients, the failure to coordinate care, and 
the administrative complexity of the health care system. In 
this regard, healthcare is typically administered in a piece 
meal fashion via a process that is typically initiated by a 
patient’s self-assessment or self-diagnosis. Depending on 
the individual patient’s judgment, the patient will typically 
seek treatment at a traditional “brick and mortar facility, 
whether it be a doctors office, clinic, hospital/emergency 
room, or the like. Alternatively, the patient may forego or 
delay seeking treatment, possibly due to medical ignorance, 
fear of seeking healthcare, cost constraints or some other 
factor that in turn causes a medical condition to Substantially 
worsen which could have otherwise been prevented or more 
easily treated. 
0004 To the extent care is ultimately rendered, there is 
often a disconnect regarding the continuum of care that is 
administered to a particular patient. In this regard, often 
times a patient is treated by multiple healthcare providers 
that are often not in communication with one another and do 
not have a comprehensive assessment of the patient’s con 
dition. For example, a patient may have a regular physician 
overseeing the medical management of one or more chronic 
conditions but at the same time intermittently be treated by 
other healthcare providers for unrelated or acute conditions 
that may not take into account all of the different health 
issues affecting that particular patient, such as any medica 
tions the patient may be on, the patient's pre-existing health 
conditions, most recent lab results, and the like. 
0005. As such, the delivery of healthcare becomes unco 
ordinated and causes critical patient data to become frac 
tured and decentralized, and much less considered in its 
entirety when treatment options are considered. Moreover, 
because any healthcare that is ultimately delivered is 
through “brick and mortar facilities, there is often times an 
overutilization of healthcare resources, and in particular 
physician examination time. With respect to the latter, it is 
well recognized that many office and clinic visits, and 
especially visits to emergency rooms, are unnecessary, 
wasteful and add to the expense of healthcare when many 
times Such conditions can be easily addressed in a home 
based setting or whereby care is delivered directly to the 
patient outside of a “brick and mortar healthcare facility. 
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0006. The aforementioned problems are exacerbated 
when multiplied over a large patient population, and in a 
particular patient population having a significant prevalence 
of medical conditions that require significant healthcare 
resources to address. Such chronic, high-maintenance con 
ditions, such as diabetes, cancer, asthma, and heart disease, 
thus produce patients that are often times no longer treated 
as individual patients, but rather a patient that falls within a 
Sub-category of high cost, complex disease management. 
0007. In the healthcare industry, disease management at 
Such level is typically addressed by stratifying the popula 
tion (population management) in order to target interven 
tions in the most efficient and cost-effective way. In the 
population management process, however, there is no focus 
on treating the patient as a whole. For patients in a specific 
disease registry, the focus is on achieving clinical goals set 
at the registry level. The patient is, however, not at the 
Center. 

0008. A highly successful disease management program 
should be designed to set patient-specific goals for one or 
more comorbidities but at the same time have all the 
operational efficiencies of population management (i.e., sev 
eral disease registries based on comorbidities). Such pro 
gram should further provide for coordinated care amongst 
all healthcare providers treating a given patient. Ideally, a 
continuum of care would be provided that prevents the 
aforementioned drawbacks associated with multiple health 
care providers treating the same yet not having access to 
medical records and other vital medical information regard 
ing the overall health of a client, and not to mention the most 
current up-to-date health information that is updated on a 
periodic basis. 
0009. In addition to the foregoing, any such successful 
disease management program should be operative to con 
serve resources, and wherever possible minimize the current 
wasteful practices associated with “brick and mortar deliv 
ery of healthcare. Instead, methods for administering care 
should provide for home-based healthcare programs that not 
only ensure that a high-level of quality care is provided but 
also minimize the utilization of healthcare resources, par 
ticularly at “brick and mortar facilities, that in turn con 
serves those resources for patients with health conditions 
that warrant more aggressive levels of care. 

BRIEF SUMMARY 

0010. The present invention specifically addresses and 
alleviates the above-identified deficiencies in the art. In this 
regard, the present invention is directed to healthcare admin 
istration methods that are operative to facilitate the coordi 
nation of care amongst healthcare providers in administering 
care to a plurality of patients within a patient population. The 
present invention further enables critical healthcare infor 
mation to be readily accessed and is updated on a frequent 
basis. The methods of the present invention are likewise 
operative to conserve healthcare resources, and in particular 
minimize conventional wasteful practices associated with 
patient-initiated healthcare and utilization of “brick and 
mortar facilities, and instead extensively promote home 
based healthcare programs and healthcare delivery. Still 
further, the present invention is operative to more effectively 
and efficiently treat patients afflicted with complex and 
costly healthcare conditions to a much greater degree than 
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conventional prior art practices that further ensures that Such 
delivery of healthcare adheres to objective healthcare quality 
CaSUS. 

0011 To that end, the methods of the present invention 
first defines a specific patient population. Such population 
will typically comprise individual patient subscribers/mem 
bers/enrollees who meet necessary qualifications (e.g., age, 
financial) to receive healthcare benefits under a planned 
benefit package whereby each patient accesses a healthcare 
network of healthcare providers and services based upon 
their clinical needs and in accordance with their benefit 
coverage, as per conventional practices. For each patient, a 
central database is provided that aggregates patient health 
care information from a plurality of sources, including 
previous claims and hospital admissions, pharmacy data, lab 
work data and results, healthcare providers and healthcare 
resources available to patients within a given geographic 
area and each patient’s membershipfenrollee data, which is 
updated on a periodic basis. Such information is made 
available as needed to any and all healthcare providers 
providing healthcare to a patient so that each Such healthcare 
provider uses the same up-to-date information as is possible. 
0012 To the extent any given patient believes in his or 
her judgment that a given condition warrants treatment, an 
initial Screening process is provided whereby the patients 
condition is first assessed remotely by a healthcare provider 
having authorization authority to determine treatment, and 
in particular the decision-making authority to allow such 
patient to be seen at a conventional “brick and mortar' 
facility. Such screening process is essentially determined by 
an assessment of the aggregated healthcare data for Such 
patient, coupled with a key-word based interview process 
whereby the authorizing healthcare provider, in conjunction 
with the aggregated healthcare data, reviews the patients 
specific condition through communicating directly with the 
patient, whether it be by phone, email, texting, video 
exchange, or any other mode of communicating well-known 
in the art. 

0013 To the extent practical, any condition in the autho 
rizing healthcare provider's opinion that can be addressed in 
a home/residence-based manner, is so provided. In this 
regard, authorization for the patient to be seen at a conven 
tional healthcare facility, Such as a physicians office, clinic, 
or the like, is permitted only to the extent necessary to meet 
specified healthcare measures necessary to adequately 
address or adequately commensurate with a given patients 
condition as determined by the authorizing healthcare pro 
vider. 

0014. Such administration of healthcare is likewise 
applied for all types of medical conditions, from acute 
conditions to the treatment of chronic conditions that require 
aggressive management, are medication intensive and/or 
incur high expense. In this regard, the present invention 
identifies nine chronic conditions, namely, anticoagulation, 
asthma, coronary artery disease, congestive heart failure, 
chronic obstructive pulmonary disease (COPD), depression, 
diabetes, hypertension and obstructive sleep apnea (OSA), 
with patients having been diagnosed with one or more Such 
conditions being integrated within one of nine disease 
registries. Such disease registries are integrated in connec 
tion with specific disease management programs of the 
present invention and have the ability to enroll, track and 
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trend, set individual goals with all the efficiencies and 
workflow of population management built within the appli 
cation. 
0015 Reports can be generated using the methods herein 
that are further provided to aid medical managers to manage 
the patients long-term and short term progress. The com 
plexity profile trend empowers medical managers to track 
the patients’ health progress over time. The eligibility veri 
fication roster provides access to real-time admissions by 
integrating data from a third-party vendor that covers a wide 
geographic area which is an invaluable tool in care coordi 
nation and discharge planning. 
0016 Along those lines, at all points where healthcare is 
provided, the methods of the present invention are operative 
to provide a platform of communication whereby all pro 
viders of services within the healthcare networks providing 
healthcare to the patient population can share information on 
each individual patient in real time. The ability to establish 
Such a foundation of communication permits the coordina 
tion of decisions and actions on behalf of the patient and 
serves to integrate responsibilities and actions of each of the 
providers around a patient. Care can thus be administered 
through home-based care, whenever possible, to thus con 
serve resources while also optimizing patient outcomes, and 
are exceptionally effective in managing complex, high-cost 
patient care. 

BRIEF DESCRIPTION OF THE DRAWINGS 

(0017. These and other features and advantages of the 
various embodiments disclosed herein will be better under 
stood with respect to the following description and draw 
ings, in which like numbers refer to like parts throughout, 
and in which: 
0018 FIG. 1A is a schematic diagram showing a flow 
chart of the steps for generally performing the healthcare 
administration methods of the present invention according to 
a preferred embodiment. 
0019 FIG. 1 is an exemplary screenshot of a beneficiary 
Summary page that provides a general overview of the 
healthcare information associated with a patient operative to 
receive healthcare benefits according to the methods of the 
present invention. 
0020 FIG. 2 is an exemplary screenshot operative to 
track a patient’s progress as assessed via a historic point 
trend as per the teachings of the present invention. 
0021 FIG. 3 is an exemplary screenshot identifying the 
major diagnoses and procedures performed during a 
patient's hospital admission and medical plans following 
discharge, including a list of medications that patient has 
been prescribed and any infusion or outpatient medications 
with corresponding dosage and frequency. 
0022 FIG. 4 is a continuation of the hospital discharge 
planning screenshot of FIG.3 that further illustrates data that 
can be incorporated with respect to a patient's follow-up 
care, including referrals for special needs and durable medi 
cal equipment (DME). 
0023 FIG. 5 is an exemplary screenshot produced in 
accordance with the methods of the present invention for 
profiling a patient within the patient population based on 
demographic information, emergency room admissions and 
specific major organ system dysfunction for purposes of 
determining complex case management. 
0024 FIG. 6 is an exemplary screenshot produced in 
accordance with the present invention that is operative to 
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profile a patient within the patient population based on the 
total number of drug classifications prescribed to the patient 
as further part in determining complex case management. 
0025 FIG. 7 is an exemplary screenshot produced in 
accordance with the methods of the present invention that 
allows for input of a patient’s functional status for use in 
determining a point score indicative of complex case man 
agement. 
0026 FIG. 8 is an exemplary screenshot produced via the 
methods of the present invention that is operative to provide 
a brief clinical history of a patient within a patient popula 
tion as part of a complex case management plan. 
0027 FIG. 9 is an exemplary screenshot of an on-line 
form produced pursuant to the methods of the present 
invention for identifying pain medications and an evaluation 
of mental health status, cognitive impairments of a patient, 
and daily living activities as part of a complex case man 
agement plan. 
0028 FIG. 10 is an exemplary screenshot identifying the 
durable medical equipment need, life planning and activities 
of a given patient, and identifying specific cultural and 
linguistic needs, caregiver resources and caregiver contact 
information as part of a complex case management plan. 
0029 FIG. 11 is an exemplary screenshot of an on-line 
form for providing information related to the evaluation of 
case management plans, goals and interventions and likely 
potential barriers to achieving the healthcare management 
goals of a given patient within the patient population as part 
of a complex case management plan. 
0030 FIG. 12 is an exemplary screenshot depicting a 
care plan evaluation and history for a given patient. 
0031 FIG. 13 is an exemplary screenshot identifying 
outstanding follow-up items for a patient with regard to the 
patient’s healthcare management and for facilitating com 
munication between healthcare providers. 
0032 FIG. 14 is an exemplary screenshot identifying 
chronic conditions and persistent problems for a patient 
within a patient population. 
0033 FIG. 15 is an exemplary screenshot depicting a 
patient’s Surgical history. 
0034 FIG. 16 is an exemplary screenshot showing the 
history of any patient educational materials provided to a 
patient. 
0035 FIG. 17 is an exemplary screenshot identifying 
recommended educational materials to be provided to a 
patient. 
0036 FIG. 18 is an exemplary screenshot indicating what 
further additional materials should be ordered for a specific 
patient. 
0037 FIG. 19 is an exemplary screenshot depicting a 
disease management Summary page identifying the specific 
disease registries for a patient, criteria to be monitored, 
individual goals and related criteria and action items to be 
accomplished to fulfill those goals. 
0038 FIG. 20 is an exemplary screenshot depicting an 
enrollment page for a specific disease/condition, namely, 
diabetes for a given patient, wherein the details associated 
with Such page are collapsed. 
0039 FIG. 21 is an exemplary screenshot depicting an 
enrollment page for a specific disease/condition, namely, 
diabetes for a given patient, wherein the details associated 
with Such page, as depicted in FIG. 20, are expanded. 
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0040 FIG. 22 is an exemplary screenshot operative to 
capture data regarding the efforts to enroll a patient into one 
or more disease programs. 
0041 FIG. 23 is an exemplary screenshot depicting an 
disease management goal page whereby a beneficiary 
patient's specific goals are set and evaluated. 
0042 FIG. 24 is an exemplary screenshot of a follow-up 
roster that creates a work list for interdisciplinary healthcare 
team members to provide care for a given patient. 
0043 FIG. 25 is an exemplary screenshot depicting a 
trend report showing a plurality of patients’ complexity 
assessment over a given period of time. 
0044 FIG. 26 is an exemplary screenshot produced in 
accordance with the methods of the present invention opera 
tive to provide scores for a variety of categories related to a 
patient’s disease and the management of Such disease, as 
well as the patient’s progress. 
0045 FIG. 27A is the first page of a four page form for 
use in determining if a patient meets the criteria for complex 
care management 
0046 FIG. 27B is the second page following FIG. 27A of 
said four page form for use in determining if a patient meets 
the criteria for complex care management. 
0047 FIG. 27C is the third page following FIGS. 27A 
and 27B of said four page form for use in determining if a 
patient meets the criteria for complex care management. 
0048 FIG. 27D is the last page following FIGS. 27A, 
27B, and 27C of said four page form for use in determining 
if a patient meets the criteria for complex care management. 

DETAILED DESCRIPTION 

0049. The detailed description set forth below is intended 
as a description of the presently preferred embodiment of the 
invention, and is not intended to represent the only form in 
which the present invention may be implemented or per 
formed. The description sets forth the functions and 
sequences of steps for practicing the invention for perform 
ing novel methods of healthcare administration. It is to be 
understood, however, that the same or equivalent functions 
and sequences may be accomplished by different embodi 
ments and that they are also intended to be encompassed 
within the scope of the invention. 
0050 Referring now to the drawings, and initially to FIG. 
1A, there is shown a flow chart depicting the general steps 
for performing certain novel methods for administering 
healthcare to a specific patient population that is operative to 
provide substantially more effective and efficient healthcare 
than prior art practices, particularly with respect to patients 
having complex and/or chronic health conditions. As illus 
trated, the method 10 comprises the initial step 20 of 
defining a patient population. Such patient population may 
be generated by any of a variety of techniques well-known 
in the art, and will typically utilize conventional patient 
Subscriber mechanisms, such as patient-subscribers to an 
insurance plan, frequently referred to in the art as enrollees. 
0051. Such patient population is thus provided with the 
care benefits under the methods of the present invention 
whereby they access healthcare administering networks and 
providers and services based upon their clinical needs and in 
accordance with their benefit coverage. As will be readily 
apparent to those skilled in the art, exemplars of Such 
patients may include employees of employers, including the 
dependents of the enrollees; independent single enrollees/ 
members, with or without their dependents, who are not 
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employees of employers; beneficiaries of state and federally 
sponsored insurance coverage, namely, Medicaid and Medi 
care beneficiaries who meet certain age and financial quali 
fications to receive insurance; and enrollees whose qualifi 
cations permit them coverage through both state and federal 
programs and have Medicaid and Medicare coverage. 
0052 Once such patient population has been identified, 
an aggregation of medical data compiled from multiple 
Sources of healthcare data are compiled within a central 
database 30 and made available to the various healthcare 
providing entities that will provide care to the patient 
population. Such data comes from multiple sources and, 
unlike prior art methods, is updated on a frequent basis so as 
to always provide the most up-to-date medical information 
about a given patient within the patient population so that all 
Such information is centralized. Such data is comprised of 
aggregated and detailed data from the following sources set 
forth in Table 1. 
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and practiced in the art, healthcare networks comprise 
medical facilities, such as hospitals, skilled nursing facili 
ties, free standing Surgery centers, dialysis centers, urgent 
care centers, facilities for performing radiology, laboratory 
facilities and the like. Such healthcare networks further 
include healthcare providers such as primary care and spe 
cialty physicians, administrative management personnel 
Such as physicians directors, case managers, coordinators, 
custom service personnel, provider relations, contracting 
personnel, finance personnel, personnel for paying claims, 
authorization and quality programs and the managers that 
oversee them, health education services and related Support 
personnel. The present invention further envisions the 
healthcare network comprising community and home-based 
services Such as home health nursing, palliative and hospice 
services, social/respite services, transportation services, Vol 
unteer services, home-based medical equipment and phar 
macist-controlled medication management services. It will 

TABLE 1. 

# Data Type Source Information Extracted Frequency 

1 Claims Centers for Claim at the member level and Monthly 
Medicare, Medicaid aggregate paid amounts, ER visits, 
Service (CMS) Claims admissions 
Data and Electronic 
Medical Records (EMR) 
Claims Data 

2 Membership CMS Eligibility Data Member details Monthly 
3 Providers CMS Provider Dat Provider details including geography Monthly 
4. Utilization 3 Party Vendor Potential admissions and utilization Real-time 

data 
5 Patient Education 3 Party Vendor Prescriptive patient education As required 

material 
6 Pharmacy CMS Pharmacy data Member pharmacy details Monthly 
7 Lab 3 Party Vendor Member lab details Weekly 

(e.g., Quest LabCorp) 

0053 As will be readily understood by those skilled in further be appreciated that for all such entities and person 
the art, sources of data from which the various data are 
derived can be readily accessed through commercial soft 
ware and data bases practiced in the art. For example, 
information derived from claims, membership, providers 
and utilization can be derived from any of a variety of health 
plan administration software, including the EZ-CAPR soft 
ware produced by MZI HealthCare, LLC of Valencia, Calif. 
Likewise, lab results can be readily accessed through third 
party diagnostic testing providers such as LabCorp Labora 
tory Corporation of America and Quest Diagnostics. Other 
Sources of data that can be accessed for providing compre 
hensive patient healthcare information will further be readily 
appreciated by those skilled in the art. 
0054 The computer/server architecture necessary for 
Such information to be aggregated, stored and updated may 
be accomplished by a variety of conventional hardware 
known in the art. Exemplary of such hardware includes 
MicroSoft SQL Server 2005 or 2008. Other system hard 
ware and conventional telecommunications technology will 
be readily apparent to those skilled in the art. In this regard, 
it is believed that all of the data identified in Table 1 and the 
sources from which they are derived are well-known and 
readily accessible using conventional telecommunications 
technology. 
0055. Once this information is compiled in step 30, 
healthcare is administered to the patients within the patient 
population through a healthcare network. As is well-known 

nel, each will be credentialed in accordance with state and 
federal licensure standards. 

0056. The administration of healthcare, in its most gen 
eral sense, will be initiated at step 40 whereby a patient 
within the patient population makes a request for healthcare 
services. The methods of the present invention, however, 
contemplate that such request for services will not be 
through conventional patient-initiated actions to seek out 
and utilize, in the patient’s discretion, whatever resources 
may be made available in the healthcare network, but instead 
will be subject to a remote screening process as set forth in 
step 50. As contemplated, such screening will involve direct 
communication between the patient explaining his or her 
specific condition with a healthcare provider having the 
requisite knowledge and training to assess the patient and 
will further have the authorization necessary to permit the 
patient to receive whatever treatment may be necessary for 
the patient’s specific condition. 
0057. In making Such assessment, the authorizing agent 
performing the screening function in step 50 may use any of 
a variety of conventional diagnostic screening techniques so 
as to assess the patient’s specific condition remotely. As will 
be appreciated by those skilled in the art, such assessment 
will be made typically through any of a variety of telecom 
munications modalities, such as through a phone interview, 
texting, email, instant messaging, video conferencing and 
the like. 
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0058 While a variety of diagnostic tools may be 
deployed, the present invention expressly contemplates at 
least two primary factors being taken into consideration in 
determining whether treatment for a given condition should 
be provided, and if so to what degree. Specifically, the 
authorizing healthcare provider will take into consideration 
the aggregated healthcare data compiled in step 30 so as to 
be given the most recent medical information and history 
associated with the patient seeking medical treatment. The 
authorizing healthcare provider will further make a proba 
tive assessment of the patient whereby verbal and/or visual 
feedback from the patient will be assessed for trigger 
keywords/symptoms. Although any of a variety of words 
and/or demonstrated symptoms may trigger the authorizing 
healthcare provider to initiate the delivery of healthcare, 
discussed more fully below, certain keywords will typically 
be recognized as universally requiring the implementation of 
healthcare. Such words include, for example, “depression.” 
“fever,” “chest pain,” “dizziness,” and the like. Moreover, 
certain mental disorders will further be screened and key 
words such as "suicide' and “alone' will likewise be opera 
tive to cause the authorizing healthcare provider to imme 
diately implement applicable action to address a given 
condition. 

0059 Based upon such information, a determination is 
made in step 60 as to whether or not treatment for a given 
condition is warranted. In this respect, the decision as to 
whether or not to provide treatment is made remotely with 
the patient likewise being in a home/residence environment 
without the patient already being present at a given health 
care facility. 
0060. To ensure that the decision to provide treatment is 
properly considered, the present invention contemplates the 
use of consultation with physicians demonstrating the best 
practice of care and quality outcomes, coupled with the 
knowledge of the healthcare facilities and resources avail 
able to the patient within the patient population that adhere 
to Such quality outcome standards, as well as cost and 
contract information to ensure that cost-effective options are 
fully considered in delivering healthcare. Along those lines, 
it is contemplated that an objective set of medical metrics 
and quality standards may be utilized in making the assess 
ment in step 60 as to what type of care to render. Exemplary 
of such standards include the CMS Five-star Quality Rating 
System; National Committee for Quality Assurance 
(NCQA) standards including the Healthcare Effectiveness 
Data and Information Set (HEDIS) quality measures; or 
Integrated Health Associations (IHA) healthcare pay for 
performance (P4) program. Such decision making will fur 
ther preferably take into account potential action alerts. Such 
as home electronic devices that measure certain biological 
metrics Such as blood Sugar, as well as whether or not a 
certain condition is likely to result in the patient being 
admitted into a hospital within a certain prescribed time in 
the future. Assessment is further made of any clinical factors 
that, when combined, show the patient to be at high risk of 
resulting in further deterioration of a specific clinical con 
dition. 

0061. To the extent the decision made at step 60 results 
in the determination that treatment is not necessary, particu 
larly insofar as a given condition will most likely improve 
without the need for any type of healthcare, office visit, or 
the like, the patient is not afforded the opportunity to 
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proceed to consume resources within the healthcare network 
and the process ends at step 70. 
0062 Alternatively, to the extent treatment is warranted, 
a further decision is made in step 80 as to whether or not the 
particular condition being addressed can be managed in a 
home/residential setting. In this regard, the medical home 
concept of care is the provision of care management and on 
site clinical services to patient Subscribers in a home setting. 
Services are provided in a coordinated fashion between all 
providers of services, to the extent warranted, and typically 
at the request of the physician primarily responsible for 
attending to the needs of the patient. The goal of the medical 
home is to avoid higher cost settings for services that can be 
provided in the home and to prevent unnecessary admissions 
to these settings, thereby reducing the costs of care for the 
healthcare network and patient alike, and allowing patients 
the comfort of their home and the ability to age in place. To 
the extent a home-based option is available, the same is 
provided at step 90 and treatment is fulfilled at end 100. 
0063 As for the type of healthcare that may be delivered 
in Such setting, the same would adhere to objective quality 
standards as is recognized by those skilled in the art. As 
discussed above, such standards include the five-star quality 
rating system derived by the Centers for Medicare and 
Medicaid Services (CMS), the Healthcare Effectiveness 
Data and Information Set (HEDIS) quality measures, and 
the like. Accordingly, while such healthcare may be admin 
istered in a home setting as opposed to a conventional “brick 
and mortar facility, no compromise is made to the ultimate 
care provided to the patient. 
0064 Moreover, where appropriate, such treatment pro 
vided in step 90 may be the result of a care substitution based 
on the medical needs and financial considerations of a given 
patient that may result in better outcomes and higher patient 
satisfaction. In this regard, care substitutions allow for the 
selection of services by experts experienced in the best 
clinical methods of care delivery and contractual arrange 
ments that govern the delivery of care and the services 
available for that. Care substitutions are critical consider 
ations as to whether care can and should be delivered in 
home versus medical facility settings, in community offices 
versus institutional settings. Care substitutions play an 
important role in patient cohorts under management that are 
accustomed to obtaining care in high cost settings where the 
same clinical outcomes could be achieved in lower cost 
Settings. 
0065. To the extent a home-based care/treatment is not 
available, the authorizing healthcare provider will, to the 
extent necessary in the provider's judgment, authorize and 
schedule treatment outside of the home/residence environ 
ment and in a facility within the healthcare network at step 
110. In such instances, the authorization request is reviewed 
for clinical appropriateness and medical necessity by a 
management team and accepted or denied or modified in the 
Scope of the request. Authorization approval is forwarded as 
appropriate, such as to the primary care physician, the 
provider of the service requested and the patient. In as much 
as other providers of services will be required to ensure the 
patient's optimum clinical outcome, the same authorization 
permission is issued by the management team to each 
provider of services. 
0066. To ensure that the ultimate quality of care is 
afforded to the patient, the delivery of healthcare that is 
provided to the patient by the best and most appropriate 
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resources available within the healthcare network and fur 
ther delivered in such a manner that the patient’s condition 
is comprehensively assessed and treated at step 120. To that 
end, clinical teams that specialize in the specific stage of the 
patients care continuum are deployed by network managers 
to provide services specifically designed to manage that 
particular stage in the patients care. Management teams 
comprise in its general format, physicians, licensed nurse 
case managers, and coordinators, all of whom have access to 
the use of clinical vendors, services and facilities. As an 
example, separate clinical management teams are designated 
to oversee patient care in the hospital or the skilled nursing 
facility or the home setting or in the community when 
patients require urgent services that otherwise can be ren 
dered outside an emergency room setting. Other manage 
ment teams are structured to respond to urgent requests from 
patients who are deemed complex care patients in need of a 
higher level of resource and care management, discussed 
more fully below. Options available to these management 
teams include immediate access to providers skilled in 
complex care management, assigned case managers to 
patients granting patients 24 hour access to care managers 
and their Supervising physicians. Coordination of informa 
tion and decisions is shared among and between these 
clinical teams so that patients receive care in a seamless 
fashion per 120 in FIG. 1A. After treatment is rendered, the 
process ends at 130. 

Complex Case Management 

0067. In addition to the aforementioned application to 
patient-initiated requests for healthcare that are Subse 
quently screened, approved or denied, administered in a 
home environment or otherwise, so too can Such method 
ology be deployed in complex case management. In this 
regard, while the management of Such cases is obviously 
more difficult to treat and requires substantially more time 
and resources to effectively manage, the general principals 
discussed above and the options they provide in terms of 
home-based care, care substitutions and care where the 
patient shares responsibility in the outcome are all taken into 
consideration for the management of certain conditions that 
are universally understood to be costly and difficult to 
manage. 

0068 To that end, the present inventions complex case 
management (CCM) program, as embodied through exem 
plary computer screenshots set forth in FIGS. 1 and 2-26, 
utilizes a comprehensive workflow to identify, profile, 
enroll, treat, follow-up and reassess the care of a patient to 
achieve the highest level of coordinated care as part of the 
aggregation and updating of data and care administered to 
Such patients. 
0069. Initially, a roster is used to stratify the patient 
population based on risk level. It is generated using a wide 
array of data including claims, utilization, and diagnosis as 
would be compiled per step 30 of FIG. 1A. The high risk 
patients are then profiled to categorize them into one of three 
categories (self-management, complex case management 
and palliative/hospice) via the use of forms and question 
naires such as those depicted in FIGS. 5-7 discussed below. 
Patients identified as complex case management are then 
enrolled into the program and a care plan is formulated that 
is custom tailored to the patient’s specific condition that will 
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provide goals, education materials and appropriate IDT 
follow-up to achieve the best care for the patients well 
being. 
0070. To that end, the present invention provides via its 
computer interface with users a Complex Case Summary 
Page that provides a general overview of the beneficiary. As 
shown in FIG. 1 there is illustrated a sample of a CCM 
Beneficiary Summary form 130 that can be generated per the 
data compiled in step 30 of FIG. 1A. Such form shows the 
demographics, contact information and data sharing status. 
It lists the recommended Complexity program based on the 
latest profiling or the disease management enrollment, as 
applicable, with the program enrollment date and current 
status of enrollment. It provides a brief clinical summary 
showing the number of organ failures, medications, pain 
management severity, known allergies and general well 
being and cognitive function status. The interdisciplinary 
team assignment section, discussed below, lists the care 
providers assigned to the beneficiary with the date of assign 
ment. The Social and family profile lists the Social Support, 
caregiver resources and community resources applicable to 
the beneficiary to enhance treatment and care in the home 
setting. Education history gives a list of patient education 
material imparted to the beneficiary. The Summary page also 
provides easy access to beneficiary’s hospital discharge, 
complexity profile and care plan. 

Complex Case Management Roster 

0071. The complex case management roster is a tool used 
to stratify the patient population based on risk level, per step 
30, it is generated using a wide array of data consisting of 
claims (including diagnoses), utilization, eligibility, and is 
updated on a regular basis. 
0072 The complex case management roster is built on 
the concept of a point system discussed more fully below 
where higher number of points indicates a higher acuity/risk 
level for the patient. As a general rule for purposes of 
practicing the present invention, a case will generally be 
deemed complex to the extent the patient has more than two 
chronic medical conditions selected from the group consist 
ing of asthma, depression, dementia, congestive heart fail 
ure, chronic obstructive pulmonary disease, diabetes, obe 
sity, AIDS/HIV, anticoagulation, hypertension, peripheral 
artery disease, coronary artery disease, end-stage renal dis 
ease, chronic kidney disease, and wound problems. Any of 
a variety of chronic medical conditions known in the art may 
also be indicators of a complex case. In addition to at least 
two chronic medical conditions, complex case management 
may further require that the patient have one high risk 
criteria, Such as poor social Support, poor psychological 
condition, poor functional status, Substance abuse, which 
may either be addiction to alcohol, tobacco use or non 
compliance, poor nutritional status or two or more hospi 
talizations or three or more emergency room visits in the 
preceding twelve months. As an alternative to the aforemen 
tioned high risk criteria, the patient would have one poorly 
controlled chronic medical condition or two other high risk 
criteria as established by CMS and/or NCOA, as will be 
understood by those skilled in the art. In this regard, such 
high risk assessment includes an evaluation of the patients 
health status, including all disease and conditions in hearing 
or visual impairment; clinical history, including medica 
tions, allergies, mental health status, including cognitive 
function; life-planning activities; activities of daily living; 
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cultural and linguistic needs, preferences or limitations; 
care-giver resources; available health and dental benefits: 
spiritual preferences; and living arrangements and transpor 
tation issues. 
0073. As will be appreciated by those skilled in the art, 
Such assessment may be made via face-to-face interviews, 
telephonic interviews, or correspondence via email, mail or 
other conventional forms of communication. It is also con 
templated that forms may be utilized to obtain such infor 
mation, such as that depicted in FIGS. 27A-D. 

Complexity Profile 
0074. In all other cases, the present invention contem 
plates designating each patient with a complexity/acuity 
score and risk stratification. In this regard, patient members/ 
enrollees are scored based upon criteria that is gathered from 
the patient, and in particular the medical forms of FIGS. 5-7. 
0075. In a preferred embodiment, scores based on various 
criteria are assigned and a specific program for enrollment is 
recommended. 
0076. The scoring system as utilized by the present 
invention assigns points based on the following: 

0077. Demographic information and type of residence 
includes patients age and sex together with current 
residence whether Home, Assisted Living, SNF, Board 
and Care facilities etc. 

0078 Total number of ER admissions/visits or Hospi 
talization in the last six months 

0079 Specific major organ system dysfunction which 
includes Cardiovascular, respiratory, Renal, Nervous 
System, Hematology/Oncology, Digestive, Urinary, 
Infectious Disease, Endocrine and Musculoskeletal. 
FIG. 5 depicts a sample of such assessment. 

0080. Total number of drug classifications (See FIG. 6) 
0081. Overall Functional Status and Functional Limi 
tations 

I0082) Social Support or Caregiver network 
I0083. Applicable Code Status/Advanced Directive 

0084. Based on the above criteria, the total points are 
calculated and the appropriate care program is recom 
mended as following: 
I0085 a. Self-Management (Score <=12) 
I0086 b. Complex Case Management (Score 13-16) 
I0087 c. Palliative/Hospice (Score=>17) 
0088 A care coordinator, in collaboration with the phy 
sician, has the option to override the recommended program 
with an appropriate care program to the extent warranted in 
the physician’s judgment. (See FIG. 7) 
0089 Patient profiling may be done prior to hospitaliza 

tion, during an admission or as a part of the discharge 
process with the help of available medical records or a face 
to face interaction with the patients, all of which are docu 
mented and compiled as part of each patients aggregation of 
data. In order to improve the accuracy of the patients 
profile, it recommends the diagnoses codes and drugs from 
patient’s actual claims and pharmacy claims for reference. 
Overall, profiling a patient helps provide an understanding 
of all aspects of patient's physical, clinical and social 
situation and develop a personalized care plan as needed. 
0090 Specifically, by utilizing the standardized forms, a 
score is achieved by counting one point for each affirmative 
or “yes” answer in response to a specific question about a 
patient’s particular medical condition. The points are ulti 
mately added up to provide a final score and the score is then 
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used to determine what program the member should be 
enrolled in, as well as the level of intervention for the 
follow-up contact. 
0091 Ultimately, a health risk assessment score is 
assigned that, in turn, determines the particular group the 
patient will be assigned. According to a preferred embodi 
ment of the present invention, a score of 0-12 would 
categorize the patient within self-management category; a 
score of 13-16 in the complex case management category: 
and a score of 19 or higher within the palliative/hospice 
category. 
0092 Such criteria were selected in generating the roster 
due to the fact that claims cost and hospital utilization have 
traditionally been strong indicators for future utilization of 
emergency healthcare services. Therefore, the stratification 
of the patient population through this tool enables an orga 
nization to accurately assess where the dedication of addi 
tional resources for care management would yield the maxi 
mum value, which in turn affects what treatment/ 
management is ultimately authorized. For Such application, 
a rolling 15 month timeframe (12 months with a 3 month lag 
to ensure the completeness of claims data) is applied to the 
determination of a patient's point tally, and therefore their 
risk level. 
0093. Since the roster displays each patient's point tally 
based on the most recent claims and utilization data, there is 
thus designed a feature which allows administrators to track 
a patient’s progress by viewing their monthly historic point 
trend, broken down by the above-mentioned identification 
criteria, as can be shown in the exemplary screenshot of FIG. 
2. 

Hospital Discharge 
0094. The Hospital Discharge process is a significant part 
of the overall care plan and is a factor important in docu 
menting patient data, authorizing further procedures/hospi 
talizations and in providing a continuum of care through the 
methods of the present invention. Specifically, the hospital 
discharge planning checklist provides a tool to eliminate the 
lack of consistency in both the process and quality of 
discharge planning across various facilities, thus reducing 
the hospital bed days, possible readmissions and post 
discharge medical costs. 
(0095. The checklist helps capture the suitable level of 
care a patient may need during a discharge, whether the 
patient is discharged to home, a skilled nursing facility, 
home health care, palliative care or hospice. It helps identify 
and arrange the necessary Support and care from the avail 
able community resources and improve the coordination of 
services following a hospital stay. It captures the major 
diagnoses and the procedures performed during the admis 
Sion, a list of medications that a patient is on or has been 
prescribed, any home infusion or outpatient medications 
with the dosage and frequency as shown in FIG. 3. Again, 
Such continuum of care is operative to extend from conven 
tional “brick and mortar facilities, in this case hospitals, 
whereby such care will transition to a home-based care/ 
treatment for the patient. 
0096 Such functioning can also be used to record the 
follow up appointments with the other healthcare providers, 
Such as the primary care physician and/or a specialist, or 
appointments for any follow-up testing, radiology, imaging 
or other procedures. In addition, referrals for special needs, 
Durable Medical Equipment (DME), etc. can be recorded. 
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An exemplary Screenshot of such form as generated through 
the inventions computer processes is depicted in FIG. 4. 

Care Plan 

0097 Based on the complexity assessment of a patient, 
the patient’s designated or aligned provider, or the interdis 
ciplinary team comprising specialists, case managers, phar 
macists etc., design a care plan that is operative to take 
numerous factors into consideration and operative to imple 
ment a strategy of caring for a patient that can utilize a 
combination of home-based care/treatment, with the patient 
taking a significant role in disease management, as well as 
traditional healthcare treatment, procedures and the like 
made available through the healthcare network. In this 
regard, the care plan goes beyond the traditional disease 
oriented approach and takes a holistic approach of patients 
health and social well-being. It addresses various factors by 
defining goals for each dimension, assigns specific roles and 
responsibilities to the patient and the interdisciplinary team 
members. The overall purpose of developing a care plan is 
to work collaboratively to understand and address to 
patient’s needs and requirements, to come up with preven 
tive measures and further coordinating care and services. 
Developing a care plan takes the following into account 
which, again, is encompassed within the data compiled for 
each respective patient: 

(0098 Brief clinical history of the patient which 
includes the most recent ER visit or hospitalization, 
major diagnoses pertaining to that admission, any 
reported chronic medical conditions. Exemplary 
screenshots shown in FIG. 8. 

0099. Severity of pain management, known allergies 
and drug classifications 

0100 Evaluation of mental health status, identifying 
cognitive impairments and the ease to perform the daily 
living activities like bathing, transportation, eating etc. 
(See FIG. 9). 

Home and Community Environmental Factors 

0101 Still further, in order to address various factors 
associated with a particular patients specific home-environ 
ment and how Such specific living situation may impact the 
ability to deliver care, particularly with respect to suitable 
home-based care?treatment, these further factors are taken 
into consideration, which are documented and made acces 
sible to the central database: 

0102 Durable Medical Equipment (DME) dependen 
cies (See FIG. 10) 

(0103 Life Planning Activities (See FIG. 10) 
0104 Identify any linguistic and cultural needs, pref 
erences or limitations (See FIG. 10) 

0105 Evaluate the available caregiver resources and 
the level of involvement (See FIG. 10) 

01.06 
0107 Evaluate case management plans, goals and 
interventions and identify potential barriers to achieve 
these goals which include factors such as poor com 
pliance to recommended plans, patient disagreement, 
and need of additional Support or even financial hard 
ships (See FIG. 11). 

(0.108 Care Plan evaluation history (See FIG. 12). 

Available community resources (See FIG. 10) 
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Interdisciplinary Team (IDT) 

0.109 The healthcare administration methods herein con 
sistently promote an interdisciplinary approach to patient 
care, as users are able to assign specific IDT providers and 
involve them in the patients’ care through a structured and 
automated workflow, as discussed above. 
0110. Following each patient’s IDT provider assignment, 
the workflow is coordinated through the IDT and patient 
specific follow-up logs. The follow-up logs are integrated 
with the computer interface and, provide the users with a 
single destination incorporating all their assigned patients 
outstanding follow-up items pertaining to complex case 
management, disease management, patient education, out 
standing quality measures, provider/patient communication, 
and documentation management. 
0111. This allows the IDT provider to organize, prioritize, 
and effectively manage their time and resources by focusing 
on key tasks pertaining to patient care coordination in a 
systematic fashion. In a preferred embodiment, there is 
incorporated a login filter that operative to ensure only the 
workflow items specific to the patients of the IDT provider 
who is logged into the system are displayed on the log. For 
instance, when the pharmacist logs into the application, only 
follow up items such as medication reconciliation or review 
assigned to the pharmacist for his/her patients will be 
displayed on the work log. 
0112. In addition to the patient’s demographic informa 
tion, the specific follow-up items pertaining to that IDT 
provider's workflow, the date of assignment, the follow-up 
date, and the individual staff member who assigned the 
follow-up item are displayed on the log. The user can 
“close a specific follow-up item following its completion, 
subsequently removing the item from his/her workflow. 
0113. The patient specific workflow log integrated as part 
of the computer network, provides a complete list of all the 
outstanding follow-up items for that patient regardless of the 
IDT provider responsible. The patient specific workflow log 
is not limited by user login as described above, in order to 
facilitate improved communication between the IDT and 
care coordination for the patient. A sample computer screen 
shot of an inter disciplinary team assignment protocol is 
illustrated in FIG. 13. 

Patient Education 

0114 Patient education is likewise extensively utilized in 
rendering care and is essential to bridge the gap in commu 
nication between providers and patients. Patient education 
also promotes compliance with care plans and in particular 
home-based care programs. The outcome is improved qual 
ity of care. The patient education program within the meth 
ods of the present invention has a fully integrated, nationally 
recognized third-party software with a wealth of disease 
specific information in different languages. Specifically, 
according to preferred embodiments of the present inven 
tion, such educational materials are provided by Healthwise, 
Inc. of Boise, Id. that provides over 3,000 unique patient 
educational materials for diseases, procedures and healthy 
lifestyle. 
0115 The program prescribes patient-specific education 
material, based on their gender, age, diagnoses and proce 
dures (3 years of healthcare history). The program has the 
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capability to order, track and trend patient-specific education 
that has been administered, giving the care coordinator 
complete control. 
0116 Prescriptive patient education is a patient specific 
program that prescribes education materials based on 
patient’s condition and their demographic information; All 
education materials are ranked in the order in which it 
should be given to the patient. The prescriptive patient 
education consists of following sections: 
0117 a) Chronic Conditions/Problem Lists: This section 

list the patient’s chronic conditions grouped according to 
HCC, using patients’ diagnoses information with the latest 
diagnosed date (See FIG. 14). 
0118 b) Surgical History: This section list the patients 
Surgical history, using procedure codes with the latest date 
when the procedure was performed (See FIG. 15). 
0119 c) Patient education history: This section lists all 
the education materials that has been ordered as well as 
completed or imparted to the patient. It also displays who 
order the material and when was it given (See FIG. 16). 
0120 d) Patient specific material recommended: This 
section list all the materials recommended for patients 
viewing or reading using patient’s diagnoses, procedures, 
age, and gender. The recommended materials take into 
consideration the material that has not been ordered before 
(See FIG. 17). 
0121 e) Order additional materials: This section enable 
users to order education material that are not in the recom 
mended list (See FIG. 18). 

Disease Management (DM) 
0122) The present invention further is operative to man 
age a variety of chronic diseases. In particular, the diseases 
targeted in the registries are the chronic conditions, medi 
cations that require management or incur high expense. 
These diseases are segregated for higher levels of review 
and for more careful implementation of care, whether in or 
outside the home environment. The disease management 
registry contains nine diseases as follow: 
0123. 1) Anticoagulation 
0.124 2) Asthma 
0125 3) Coronary Artery Disease (CAD) 
0126 4) Congestive Heart Failure (CHF) 
0127. 5) Chronic Obstructive Pulmonary Disease 
(COPD) 
0128 6) Depression 
0129 7) Diabetes 
0.130) 8) Hypertension 
0131 9) Obstructive Sleep Apnea (OSA) 
0132 Disease management program consists of data that 
are made available for assessment and implementation of 
action items: i) Beneficiary Summary, ii) Enrollment rosters 
(nine rosters for each disease), iii) Enrollment call, iv) 
Disease management goal, and V) Follow-up roster. DM 
beneficiary Summary page Summarizes all pertinent infor 
mation related to disease management for a specific patient. 
Enrollment rosters identify the list of patients to be enrolled 
into disease management programs. Enrollment call allows 
capturing communication with the patient regarding enroll 
ment. Disease management goal page allows setting indi 
vidual goal for each patient. Follow-up roster identify the list 
of task for each interdisciplinary team member. 
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Beneficiary Summary 

0133. This disease management Summary page, shown in 
FIG. 19, contains patient specific information that includes 
a) the disease registries the patient should be enrolled into 
and monitored, b) the disease registries the patient is cur 
rently enrolled into, c) the disease registries criteria being 
monitored, the individual goal set and the latest values for 
each criteria, d) allows setting of follow up plans for inter 
disciplinary team members and e) lists the pending follow 
up items and ability to close them. 

Enrollment Roster 

0.134. There are nine enrollment rosters, one for each 
disease/condition discussed above. The enrollment rosters 
identify the list of potential patients to be enrolled to each 
disease registry. The list for each disease registry is gener 
ated using patient's conditions, laboratory data and medi 
cation information whereby the patient’s conditions, labo 
ratory data and medication information is associated with a 
point system, as discussed above. The criteria and point 
related to each criteria are displayed on the enrollment 
roster. The enrollment roster also includes a) whether the 
patient is a potential for complex case management with the 
tier b) the current enrollment status of the patient and c) 
results of the last call. FIG. 20 is an exemplary screenshot of 
a Diabetes Enrollment Page (when the details are collapsed). 
FIG. 21 is an exemplary screenshot of a Diabetes Enrollment 
Page (when the details are expanded). 

Enrollment Call 

0.135 The enrollment call page captures the pertinent 
information regarding the efforts to enroll the patient into 
disease management programs. The patient specific enroll 
ment call pagea) displays the potential disease management 
programs the patient should be enrolled b) allows the patient 
to be enrolled into disease management programs c) capture 
consent from the patient and details of the call. FIG. 22 
depicts an exemplary enrollment call page. 

Disease Management Goal 
0.136 The disease management goal page allows setting 
of patient specific goals for each criteria, taking into con 
sideration all the medical conditions of the patient. The goal 
page also includes the following a) last goals set for each 
criteria and b) previous values of each criteria as shown in 
FIG. 23. 

0.137 A follow up roster creates a work list for interdis 
ciplinary team members. The follow-up roster includes the 
following information a) patient to follow-up on; b) descrip 
tion for the follow up items; and c) the assigner of the follow 
up items as shown in FIG. 24. 
0.138 A Trend Report provides a trend showing benefi 
ciary’s complexity assessment over a given period of time 
(See FIG. 25). It lists the complexity scores for each 
beneficiary, which can be sorted by the categories used to 
calculate the complexity score. Having a trend report helps 
the caregiver to know the well-being of the beneficiary 
whether his health condition is improving or deteriorating 
over time so appropriate measures can be taken. 
0.139 Clicking on the Beneficiary ID gives the healthcare 
provider the individual scores for each category, which 
further opens the profile for that beneficiary, as of the date 
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on which the evaluation was done, as illustrated in the 
exemplary screenshot of FIG. 26. 
0140. An Eligibility Verification Roster provides access 
to real-time admissions by integrating data from a third 
party vendor that covers a wide geographic area. Case 
managers can reach out to patients admitted to a hospital to 
establish a relationship, fill out the hospital discharge and 
complexity profile forms in order to evaluate potential 
enrollment into the complex case management or disease 
management programs. A follow-up visit is then Scheduled 
in order for the patient’s aligned provider to review the 
patient’s clinical data, address any outstanding quality care 
measures and manage the patients overall health. 
0141 All the reports that can be generated pursuant to the 
methods of the present invention can be filtered by region, 
service area and network, or can be viewed at the company 
level using well-known data processing techniques. The 
advantage of this filtering system is that users can see how 
different operations are performing when compared to one 
another. It also makes it easier to identify outliers and 
quickly address problems that may exist only in certain 
geographies or regions. The present invention offers the 
capability to group several networks into service areas and 
analyze performance at the service area level. 
0142. In this regard, the entire user interface (UI) has 
been developed using open standards, such as JavaScript 
and HTML, to allow extendibility on mobile interfaces and 
platforms. The present invention works seamlessly on 
mobile platforms and devices such as the iPhone, iPad, 
Android and Windows mobile devices. Since the UI has 
been designed to work on mobile devices, the entire report 
ing capability that is available on desktops is available on 
mobile devices as well. Anything that can be accomplished 
on a desktop computer can be accomplished on a mobile 
version as well, as will be appreciated by those skilled in the 
art. 

0143. Likewise, in order to centrally administer access 
and rights to different providers, vendors, companies, and 
the like, the main login table is preferably hosted on the 
cloud (e.g., Microsoft SQL Azure). This allows the admin 
istrator to easily administer user rights without having to log 
into multiple applications that may be hosted on different 
servers. Any new settings made on the security setup work 
flow, automatically get pushed and replicated on the data 
base servers. The whole security setup workflow is seamless 
and takes virtually no time for adding new users, modifying 
existing user roles or deleting users. 
0144. The above description is given by way of example, 
and not limitation. Given the above disclosure, one skilled in 
the art could devise variations that are within the scope and 
spirit of the invention disclosed herein, including various 
ways of administering healthcare to patients and in particu 
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lar patients with chronic and complex conditions, that are 
exceptionally more efficient and effective that traditional 
“brick and mortar based healthcare delivery. Further, the 
various features of the embodiments disclosed herein can be 
used alone, or in varying combinations with each other and 
are not intended to be limited to the specific combination 
described herein. Thus, the scope of the claims is not to be 
limited by the illustrated embodiments. 
What is claimed is: 
1. A method of managing a file management structure on 

a database, the method comprising: 
a) receiving, on the database, data for a plurality of 

individuals within a population; 
b) deriving, on the database, from the data for each 

individual within the population received in step a), 
two or more objective acuity values for each individual 
within the population, each of the two or more objec 
tive acuity values being derived from the identification 
among the data of two or more acuity trigger keywords 
determined to be temporally associated according to a 
temporal association ruleset, with the derivation of the 
two or more objective acuity values being performed 
via an assessment of the two or more acuity trigger 
keywords identified as being temporally associated 
according to an objective acuity ruleset; 

c) deriving, on the database, an utilization trend compo 
nent for each individual within the population, the 
individual utilization trend component being derived 
based upon the historic trend of that individual's two or 
more objective acuity values derived in step b) accord 
ing to a utilization trend ruleset; 

d) stratifying, on the database, the individuals within the 
population into three or more stratum, each stratum 
having associated with it a value maximization ruleset, 
the stratification being performed according to a strati 
fication ruleset having as inputs at least the most recent 
of each individual's two or more objective acuity 
values derived in step b) and each individuals utiliza 
tion trend component derived in step c); 

e) iterating steps a)-d) upon each instance of receiving 
data in step a); 

f) receiving, on the database, one or more resource 
allocation input terms corresponding to an individual 
within the population; 

g) based upon the one or more resource allocation input 
terms and the stratum into which the individual to 
which the resource allocation input terms correspond to 
has been stratified in step d), assessing the inputted 
resource allocation input terms according to the value 
maximization ruleset associated with that stratum, and 
outputting the result of that assessment. 
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