
 

  1

Western New York Beacon Community 
2012 Annual Report 

WESTERN NEW YORK BEACON 
ANNUAL REPORT 

 

DATE: 

 
December 31, 2012  

 

SUBMITTED TO: 
 

Office of the National Coordinator for Health IT 

 

SUBMITTED BY: 
 

         Western New York Beacon Community 

 

 



 

  2

Western New York Beacon Community 
2012 Annual Report 

 
 

Table of Contents  
 

Executive Summary           3 

Milestones            4 

Interventions            5 

Pillar 1 - Building and Strengthening Health IT Infrastructure     7 

Pillar 2  - Health, Care and Cost         9 

Pillar 3  - Testing Innovative Approaches      18 

Top Three Successes         24 

Lessons Learned         28 

Compelling Stories         29 

Sustainability          32 

Appendix 1 - Data Sources        33 

Appendix 2 - Beacon Practices and Results Delivery    35



 

  3

Western New York Beacon Community 
2012 Annual Report 

Executive Summary 
HEALTHeLINK, with the P2 Collaborative of Western New York (Regional Extension Center 
[REC] Agent) and the Catholic Medical Partners (CMP), are advancing and leveraging health 
information exchange to improve healthcare quality and reduce costs, focusing on diabetes care 
management throughout the eight counties of Western New York (WNY). 

The Western New York Beacon Community has made substantial progress toward the focus 
objectives. The first objective is to work with primary care providers to use WNY Beacon 
interventions to support meaningful use requirements by using registries, electronic diabetes 
guidelines (EHR prompts and alerts), and medication lists/alerts relevant to improving the care 
of patients with diabetes. This aligns with Pillar 1: Building and Strengthening Health 
Information Technology (IT) infrastructure. The WNY Beacon Community is pleased to report 
that 344 physicians in 98 practices and eight counties are participating in Beacon project 
interventions. 

By using WNY Beacon intervention tools such as registries and data driven quality 
improvement (QI) processes, these practices are reducing the proportion of diabetic patients 
with HbA1c greater than 9.0. Practice Enhancement Associates (P2) and Care Coordinators 
(CMP) are helping practices to transform the way care is delivered using WNY Beacon 
interventions. This second objective aligns with Pillar 2: Improving Health, Care and Cost. 
Customized, standardized Beacon registries were developed for Medent, eClinicalWorks, 
Allscripts Enterprise and Allscripts Professional. Data is sent quarterly for review. Beacon EHR 
registries have been analyzed from 12 practices (62 PCPs) in Wave 1. Currently there are 9,674 
patients in Wave 1. In the last quarter the percent of patients with HbA1c > 9.0 was reduced 
from 26 to 24 percent. There are 23,710 patients and 44 practices (153 PCPs) in Wave 2. In the 
last quarter, the percent of patients with HbA1c > 9.0 was reduced from 37 to 32 percent. Wave 
3 has 119 PCPs and baseline data has been collected.  

The third objective is to demonstrate potential cost savings as measured by 5% reduction in ED 
visits, 5% reduction in hospitalizations for ambulatory care sensitive conditions, and/or 5% 
reduction in 30-day readmissions rates for individuals with diabetes, and for a subset of 
diabetics with co-morbid Congestive Heart Failure (CHF). This objective also aligns with Pillar 
2 (Cost). There were significant fluctuations over time but Wave 1 (most experienced EHR 
users) generally have lower rates of hospitalizations for all diabetics as well as for the subgroup 
with co-morbid CHF. The overall trend in all groups appears to be an upward one. It is unclear 
whether this is a true increase in utilization for these conditions or is an artifact of coding 
trends.1,2  

All 98 practices have signed HEALTHeLINK agreements to be part of the regional health 
information exchange. There were more than 2.5 million results delivered electronically (HL7 
messages) with these 98 practices. Practices report that this is improving the continuity of care. 
WNY Beacon innovative approaches (Pillar 3) include Tele-Monitoring, Patient Portal, 
Meducation, and Medication History pilots involving more than 1,000 patients. 

                                                            
1 Lindenauer PK, Lagu T, Shieh M-S, Pekow PS, Rothberg MB. Association of diagnostic coding with trends in hospitalizations 
and mortality of patients with pneumonia, 2003-2009.  JAMA. 2012; 307(13):1405-1413. 
2 Vaughan Sarrazin MS, Rosenthal GE.  Finding Pure and Simple Truths With Administrative Data.  JAMA. 2012; 
307(13):1433-1435. 
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Overall, 2012 was an outstanding year for the WNY Beacon Community. Partners, practices 
and patients are experiencing measurable improvements in the way primary care is delivered. 

 

Milestones  
This chart reflects where the WNY Beacon Community is moving to in 2013. The remaining 
items to be completed include: 1) medication history (Pillar 3); 2) Meaningful Use; 3) finishing 
Pillar 1 by connecting the remaining data sources and enabling more CCD exchange; 4) 
continuing to improve registry reporting (Pillar 2) and quality improvement activities; 5) tele-
monitoring (Pillar 3); 6) evaluation; and 7) dissemination and adoption. WNY Beacon is 
confident that achieving these milestones will continue to improve the health of patients with 
diabetes. 
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WNY Beacon Interventions 
Working with the P2 Collaborative and CMP partners, WNY Beacon has engaged 344 primary 
care physicians (PCPs) out of the targeted goal of 350. This translates into 98 practices (see 
Appendix 2 Practices) in one or more of the following interventions: 
 
1) Health Information Exchange: HEALTHeLINK is aligning health care information 
exchange infrastructure coupled with a growing electronic health record (EHR) adoption to 
assist practices in improving care for individuals with diabetes. WNY Beacon activities include 
utilizing EHRs to ensure use of clinical decision tools, health information exchange (HIE), 
clinical transformation, and interoperability (EHR to EHR data transfer and CCD data transfer) 
to reduce the number of individuals with uncontrolled diabetes. There were more than 2.5 
million clinical results delivered electronically (HL7 messages) with these 98 practices. CCDs 
for referral are in use with 48 Medent practices, and under development with eClinicalWorks, 
Allscripts, and NextGen. Completion is expected by the end of January 2013. WNY Beacon is 
continuing to work with the remaining practices to ensure they have the knowledge to create a 
simple registry for use in the practice. 
 
2) Practice-level registry reports: WNY Beacon assisted 283 PCPs (78 of 98 practices) in 
developing and using EHR-based registries to capture, manage, and provide information on 
specific conditions to support organized care management of patients with diabetes. 
 
3) Computerized clinical decision support tools: WNY Beacon worked with 344 PCPs (98 
practices) on using evidence-based guidelines embedded in EHR software or additional 
software. This helps health professionals make clinical decisions to enhance patient care (e.g. 
preventive services alerts, medication contraindication, redundant tests, etc.) 
 
4) Meaningful Use: The P2 Collaborative (REC agent) is working with 837 eligible providers 
and other efforts involve an additional 316 eligible providers. The combined total is 1,153 PCPs 
who have achieved, or will achieve, Meaningful Use (MU) by March 2013 as reported by the 
REC (over 69% of the total). The goal is 60% of total providers (1,660), which equates to 997. 
The most recent CMS data indicate that 368 (22%) have achieved MU (August 2012). 
 
5) Personal Health Records (PHR)/Patient Portal: Through the Beacon grant, CMP has set 
up 30 practices to utilize a patient portal through their EHR vendor. These practices are signing 
up diabetic patients and educating them to use the portal to improve care coordination. There 
are 571 diabetics enrolled in the pilot, exceeding the goal of 499.  HEALTHeLINK, using 
Beacon funds, has built a gateway to allow patients of participating providers to flow 
information contained in HEALTHeLINK to Microsoft HealthVault accounts for their patients. 
The gateway enables providers to manage how/when HIE information appears in the PHR.  
 
6) Tele-Monitoring: Preventative tele-monitoring has been set up for 144 patients using three 
home care agencies (McKesson Health Buddy and Cardiocom devices and a mobile phone app).  
Of those, 105 have been enrolled for at least six months. Data from devices is displayed within 
the HEALTHeLINK’s Virtual Health Record (VHR). These activities align with Pillar 3.  
 
7) Medication History: WNY Beacon has developed a medication history capability through 
the HIE that includes electronic discharge medication lists from hospitals and ordered 
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medications from long-term care/rehab. New interfaces allow electronic delivery of discharge 
medication lists to the HIE and EHRs. Upon notice of patient discharge, pharmacists review 
discharge medication lists and other medication information in the HIE, alerting providers 
electronically to potential problems and making recommendations. Six of fifteen practices are 
actively engaged in this pilot (1,012 patients). 
 
The HEALTHeHISTORY To Go Kit was developed to allow patients to take an active role in 
their health care by keeping their health information and medications all in one place. The 
patients bring the kit to each doctor visit and any visit to the hospital. All 5,000 
HEALTHeHISTORY bags were distributed. 
 
8) Results Delivery: Specialty referrals via IT-enabled interfaces (HL7) were developed and 
are operational in 82 practices.  To date in 2012 there have been 2,519,011 results delivery 
exchanges from January 1, 2012 to November 30, 2012. CCDs for referrals are in use with 
Medent and under development with eClinicalWorks, Allscripts, and NextGen. Completion is 
expected by the end of January 2013. 
 
9) Population Health Registry-Based Management: WNY Beacon promoted influenza and 
pneumonia vaccinations with 98 primary care practices. Increased vaccinations were difficult to 
track since many patients are now getting vaccinations at a variety of places. 
 
10) Patient Education: Community partners provided one on one and public education 
programs. WNY Beacon engaged Polyglot Systems in 2011 after participating in the ONC 
Health 2.0 conference in San Francisco. Their product called Meducation is a medication 
instruction web based application geared toward bridging the gap of medication compliance and 
understanding for patients with language barriers and /or health literacy issues. Since December 
of 2011, only 310 instruction sheets and 39 demos have been viewed across 17 participating 
practices. Workflow barriers and usage issues have been discussed with Polyglot (see Pillar 3).  
   
11) Patient Transfer Coordination: WNY Beacon supported transitions of care by creating 
interfaces for communication with three long term care/rehab organizations and four home care 
agencies. Two additional long-term care/rehab organizations and one more home care agency 
will be connected by September 2013.  
 
12) Veterans: HEALTHeLINK was selected by ONC to participate in the “Virtual Lifetime 
Electronic Record (VLER) Health Communities Program” with the Veterans Administration 
(VA). The key milestones include: data use agreement approval (DURSA); gateway validation; 
and live sharing of data over the Nationwide Health Information Network (NwHIN) gateway. 
 
Positive Impact of Interventions 
Significant progress has been made to improve patient care through the use of these 
interventions. There is documented improvement of quality of care and outcomes for diabetics 
as well as improved provider communication and care coordination through the use of health 
IT. The details provided under Pillars 1-3 sections of this report support how these interventions 
are being used in WNY. The lessons learned and patient stories sections show the human side of 
what all this technology and data really mean in the practice and in the lives of the patients with 
diabetes. 
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Pillar 1 (Building and Strengthening HIT Infrastructure) 
HEALTHeLINK’s usage report as of November 30, 2012 contains the following information. 
Health Information Exchange (See diagram on page 8) 

• Total participating practices: 520 (98 Beacon practices) 
• Total participating providers: 2,550 (344 Beacon providers) 
• Total number of users: 7,567 
• Total number of patient consent forms signed: 436,499  
• Nearly 50% of those over the age of 60 in our 8 county coverage area have declared 

their consent enabling their treating providers access to their data in HEALTHeLINK 
• New patient consents submitted average 10,000 per month 
• eConsent launch in October 2012 as part of national ONC eConsent pilot 

New Data Sources 
• Developed interfaces for 21/27 hospitals (more than 95% of the beds), with two 

hospitals in the pipeline and four under discussion 
• Developed interfaces (McKesson and Droid) for 3 home care agencies (2 in the pipeline) 
• Developed interfaces with major vendors (AOD, 6N, QS1) to connect 3 nursing homes 

and a major nursing home pharmacy vendor (2 nursing homes in the pipeline) 
• Added discharge medications from Catholic Health System  
• Received ADTs from 16 out of 24 data sources  
• Developing the ability for CCD’s to be transmitted from the physician EHR and to be 

stored in a clinical data repository at the close of an patient encounter 
Electronic Clinical Reports (January - November 2012) 

• 95% of lab reports and 85% of radiology reports flow into the HIE  
• More than 85 million reports available in the HIE with 1.9 million being added monthly 
• 205,407 queries for 239 practices (53,452 queries for 62 practices) 

EHR to EHR Clinical Data Transfer and Results Delivery (January - November 2012) 
• Number of practices that support electronic delivery directly into their EHR: 185 (81 

Beacon practices); labs made up 86% of results delivered directly into EHRs 
• 65% of Beacon primary care providers use EHR to EHR clinical data transfer  
• Over 2.5 million results delivered directly to Beacon practices’ EHRs via the HIE 
• Over 600 providers (Primary Care and Specialists) able to better facilitate care 

transitions and enhance continuity of care by electronically sharing patient data via CCD 
exchange from EHR to EHR for referrals 

E-Prescribing (January - November 2012) 
• More than 600,000 prescriptions written annually in WNY were sent electronically to 

pharmacies – representing approximately 65% of all scripts written. 
Beacon Interventions (January - November 2012) 

• 98 Beacon practices assisted with clinical transformation by developing workflows that 
use health IT to improve practice performance in terms of both quality and cost 

• 78 of 98 practices submitted registry reports with quality measures to be analyzed for 
data quality improvement and patient measures (283 of the 344 providers, 82%)   

• 6 practices participating in the tele-monitoring pilot (105 patients still active) 
• 30 practices participating in the tethered patient portal (571 patients) 
• 17 practices participating in the Meducation pilot 
• 6 practices participating in Medication history pilot (1,012 patients)  
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Beacon Community Project 
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Pillar 2 (Improving Health, Care and Cost) 
The WNY Beacon Community has enrolled 98 practices (344 providers) in the region in a 
program to assist these practices with pursuing a variety of quality improvement activities, 
including: establishing registries, implementing clinical decision support for chronic disease 
management, aligning practice workflow with clinical goals, conducting patient education, and 
increasing usage of e-prescribing. Performance reports are generated for practices to help guide 
transformation efforts. As of September 2012, 68 practices are using the Beacon Diabetes 
Registry and submitting data. Reports from an additional ten are undergoing revision. 

Focus Measure Trends 

 
 

 

Quality of Data 
Three of the focus measures are based on data extracted using the EHR Beacon Registry Report 
tool. To address data quality issues, the Western New York Beacon Community provides each 
of its practices with quarterly reports containing a series of graphs that summarize the 
proportion of missing and invalid data in the clinical registry. Page 10 shows an example of a 
report given to practices regarding the quality of registry data. 
 
Practice Enhancement Associates (P2) or CMP QI nurses review the reports with the practices 
and develop action plans to improve the quality of data. 
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Registry Quality for Practice 16 (Date of Registry Report: June 2012) 
 

This report summarizes the quality of the diabetes registry report for your practice submitted to 
WNY Beacon on the above date. It does not indicate the quality of the care but rather indicates 
the quality of the registry itself, i.e. its completeness and validity. A more complete and valid 
registry provides a more accurate picture to you about the quality of the care you are providing, 
and therefore better helps you to drive improvement. 
 
The goal of providing this report to you is to help you to identify problems with the quality of 
your registry so that you can focus your efforts on the areas that need improvement, and track 
your progress. The final goal is to have a registry that is as complete and accurate as possible so 
as to maximize its utility.  
  

Lab Monitoring and BP           

             
 

 
Analysis of Invalid Responses 
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Key to Labels and Valid Entries 
Label Meaning What is 

“Valid” 
HbA1c HbA1c 1 – 100% 
ldl LDL 
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1 – 300 
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bp Blood Pressure Systolic 50-
300 
Diastolic 
35-200 

micr_alb Urine 
microalbumin 

0-5000 
mg/L 

inv_ = invalid 
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Registry Quality Improvement 
Demographic and Diagnosis Data for Patients with Diabetes 

2nd Quarter 2012 

 
 

3rd Quarter 2012 

 
 

Rates of reporting of valid Race, Ethnicity, Language, and CHF status all improved from the 
2nd to the 3rd Quarter of 2012. 
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Lab Monitoring and Blood Pressure 

2nd Quarter 2012 

 
 

3rd Quarter 2012 

 
 

The rate of valid BP reporting increased from 84% in the 2nd Quarter to 89% in the 3rd Quarter. 
Rates of valid reporting for HbA1c, LDL and Micro-albumin are unchanged. 
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Focus Measure Monitoring  
In addition to registry quality reports, key focus measure monitoring reports are also provided 
to each practice. Shown below is an example of the report given to practices. Practice 
Enhancement Associates (P2) and CMP QI staff review the reports with the practices and 
develop action plans. 

 

Example of Quality Indicators Report 
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Evaluation 
The WNY Beacon Community has a contract with the University at Buffalo Primary Care 
Research Institute to evaluate the preventative tele-monitoring pilot. 

 

Table 1 Key Variables for Analysis of Beacon Tele-Monitoring Pilot 
Hospital 
Admission 

VHR 
• Selected Hospitals 
• ICD-9 code or description 
• Primary, Secondary, Tertiary 

diagnoses 

Closest– within three months* prior to TM 
installation; duration of TM intervention  

Hospital Length 
of Stay 

Closest– within three months* prior to TM 
installation; duration of TM intervention  

ED visits VHR - ED Reports Closest– within three months* prior to TM 
installation; duration of TM intervention  

HbA1c VHR – Labs  Closest– within three months* of TM 
installation; within three months of TM 
discontinuance 

HDL 
LDL 
Micro albumin 
   
Blood pressure  VHR (from tele-monitoring 

vendors) 
From time of TM installation: average of first 3 
BP readings; endpoint average of 3 BP 
readings 

   
Patients who 
discontinued 

Tele-monitoring vendors (possibly 
vendor quality assurance reports) 

• Average number of times that patients 
uploaded data 

• Average number of nurse contacts 
Tele-monitoring vendors • Reasons for cancellation 

*3 months on either side of the installation date. 

 

 

Tele-Monitoring qualitative data collection to include: 
1) Practitioners: physicians, office manager, care coordinator, etc. Semi-structured qualitative 

interviews or focus groups to ask about: 

a) Utility/viability of the tele-monitoring intervention 

i) Ease of use 

ii) How often did the doctor review patients' tele-monitoring data? 

iii) How often did the doctor make a change based on tele-monitoring data? 

iv) How much contact did the doctor have with the nurse? 

b) Impressions on tele-monitoring -- overall impact on health outcomes 

i) Observed changes in patients' communication/knowledge of diabetes/CHF 

c) Suggestions for how to improve tele-monitoring program 
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2) Tele-monitoring nurses or vendor representative (perceptions on the utility of preventive 
tele-monitoring across the three vendors):  

a) Perceptions of patient (and/or caregiver) barriers and facilitators 

i) Technology-related 

ii) Health Education-related 

iii) Disease-related 

b) How often is the nurse in contact with patients? 

c) Assess length of telephone contact  

i) What if 20% of the patients take up 80% of the time – and the opposite: patients 
who need the nurse contact or "coaching" do not "want to bother" the nurses and 
may need to be seen? This may affect cost. 

d) Was patient education provided? If yes, describe. 

e) Special skills required by the telephonic nurse. If she/he were interviewing someone for 
the job, which skills, qualities would she/he prioritize? 

f) Suggestions for how to improve tele-monitoring program 

 

3) Patient semi-structured telephone interviews to elicit feedback: 

a) Ease of use of the tele-monitoring technology: 

i) Confidence level in using the monitor 

b) Perceived relationship with tele-monitoring nurse 

c) Perceived change/improvement in health as a result of tele-monitoring 

i) Did the tele-monitoring improve knowledge or insight about diabetes/CKD/CHF? 

d) Suggestions for how to improve tele-monitoring program 

  



 

  21

Western New York Beacon Community 
2012 Annual Report 

Pillar 3 (Testing Innovative Approaches) 
Meducation 
The WNY Beacon engaged in a relationship with Polyglot Systems in Summer 2011 after a 
presentation at the ONC Health 2.0 conference in San Francisco, to promote and license 
Meducation, a medication instruction web based application  geared toward bridging the gap of 
medication compliance and understanding for patients with language barriers and /or health 
literacy issues. The Beacon Community practices were polled as to what populations they had 
in their practices and what languages were most prominent. From this poll, a total of 20 
licenses were purchased and made available to the WNY Beacon community for use. Targeted 
practices included those with a high refugee population, practices with the developmentally 
disabled, practices in areas of the community with low literacy issues, and practices with a 
heavy geriatric diabetic population. Presentations were made at a variety of venues in the 
community to showcase the product and solicit interest for participation.  

Starting in December of 2011 to as late as September 2012, practices who expressed interest 
were afforded a license for their practice which will cover the use of the product until March 
31, 2014. A total of 17 practices are now participating in the pilot. The remaining 3 licenses are 
still available for distribution, but no organizations have expressed interest.                     

Each practice had a review of the product, and a workflow assessment to identify where in the 
daily workload this could be incorporated to benefit the most patients. Additionally each 
practice received one-on-one training with each staff member, on the functionality of the 
product, how to use it, and where in their workflow the practices could adopt its use. Initial 
feedback from the practices at the time of training was encouraging. The practices liked the 
functionality of being able to offer instructions to their patients including videos for proper use 
of certain medications at a fifth grade reading level and in the native language of the patient. 

Once the practice training was complete the practice had the ability to begin using the product 
immediately. Monitoring of practice usage was accomplished through an audit tool provided to 
the WNY Beacon from Meducation that tracked usage by practice. The audit tool sorted usage 
by demos viewed and instructions printed. Further reporting also broke down by practice, the 
languages accessed for demos and printed instructions. Initial monitoring for new practices was 
weekly and feedback was emailed to the office contact.   

Practices were also contacted by phone and offered additional training and more workflow 
assessment. None of the practices took advantage of the additional assistance offered. After the 
first week, all practices showed a significant decline in utilization of the product.   

Upon investigation, the decrease in utilization can be attributed to the following:   

• Having the application function sit outside the EMR with no integration requires 
duplicate work by the provider by having to reenter medication information after e 
prescribing in their own EHR. This could be eliminated if the application were 
integrated with the provider’s EHR. Polyglot is beginning to work with EMR 
companies on this, but has had difficulty getting engagement as other priorities prevail 
for the EMR vendors. 

• The medication database in Meducation is limited to commonly prescribed drugs.   
Many times the practices searched for drug information in the database and found it to 
be lacking. This deterred the practice from future use. Polyglot is working on the ability 
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for practices to be “authors” of their own medications in the data base as a solution to 
this, but this will be limited to the information the practice would have to manually put 
in the system.   

• Meducation has the ability to create saved sets of medication that a provider uses most 
frequently for certain medical regimes. Often these medication regimes are used across 
a practice by several of the providers. To date, the ability to create these regimes and 
share them across all providers in a practice is not possible. We have shared with 
Meducation that practices feel they would use the system more if they could set 
standards and medication sets that could be viewed by all providers in a practice making 
the practice more efficient by not having to recreate this database for each provider.    

 

Usage to Date 
Since December of 2011, only 310 instruction sheets and 39 demos have been viewed across 
all 17 practices participating. In the last 3 months minimal to no usage has occurred.  The 
highest user of the application is Mount St. Mary’s Health Center. They account for a total of 
76 instructions printed and given to patients. Interestingly enough these are all in English. This 
site uses the system primarily to give information to their elderly English speaking patients 
when supplying samples for them. Since there are often no instructions available with samples, 
they have found this a good use for Meducation. These lessons learned from Mount St. Mary’s 
were shared with all the practices as a best practice for use of the application. They currently 
do not use this product in their workflow for day to day appointments as they find it to be 
inefficient and cumbersome offering up the same reasons as mentioned above. 

The utilization information and barriers have been shared with Polyglot. They have an 
integration solution and have received a list of the EHR vendors associated with our practices, 
but to date have not been able to get the vendors to engage on this project.   

WNY Beacon presented this solution to Medent, the main EHR vendor associated with the 
pilot, but they have expressed that they have more pressing priorities at this time. 

 

Conclusion  
It is the position of the WNY Beacon to continue to offer the remaining 3 licenses if a practice 
shows interest, but not to actively recruit practices since the history has been that the product, 
although initially well received, has been difficult to incorporate into practice workflow for the 
reasons stated above. WNY Beacon will continue to act as a liaison between the participating 
practices and Polyglot Systems to disseminate new functionality or if the practice has a need. 
The current licenses given to the practices expire in March 2014.  At that time if the registered 
practices would like to continue use of the product then they will negotiate a new contract with 
Polyglot. 
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Pillar 3 (Testing Innovative Approaches) 
Medication History 
WNY Beacon has developed a medication history capability through the HIE that includes 
electronic discharge medication lists from hospitals and ordered medications from long-term 
care/rehab. New interfaces allow electronic delivery of discharge medication lists to the HIE 
and EHRs. Upon notice of patient discharge, pharmacists review discharge medication lists and 
other medication information in the HIE, alerting providers electronically to potential problems 
and making recommendations. Six of fifteen practices are actively engaged in this pilot 
(1,012 patients). 
This WNY Beacon Pilot involves a Certified Medication Therapy Management Pharmacist for 
consultation and review who is notified of the patient’s discharge and receives the discharge 
medications list through the HIE. The Pharmacist then queries the HIE for other medication 
information and provides a consultation and recommendations based on review of the patient’s 
condition, medications & results. 

Recommendations are sent on to the primary care physician’s EHR for their use in determining 
their patient’s medication needs.  

 

Figure 1 Medication Therapy Management Work Flow 
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Top Three Successes 
1) Registries 
The WNY Beacon targeted development of registries as one of the key interventions. The 
development of registries proved to be more challenging than expected. Therefore, one of the 
significant examples of success in 2012 is data from 78 of 98 practices. 

The Medent registry reporting capability was developed first, followed by NextGen, Allscripts, 
and eClinical Works. Add on software vendors include CINA (Clinical Information Network of 
America) and Covisent. Reports are generated on all active patients that have been treated / 
seen by the practice in the last two years when the report is generated. These reports can be 
exported to Microsoft Excel 2003/2007 output files. The current registry template includes the 
following information: 

 De-Identified Patient ID for external evaluation, benchmarks, and population health 

 Identified patient information for internal quality improvement/quality assurance3 

 Age 

 Gender  

 Race  

 Ethnicity  

 Language  

 Date of most recent visit / last visit 

 Diabetes Status ICD-9 code (Type 1 or Type 2 group 250.xx) 

 Last HbA1c value including result date 

 Last LDL-C value including result date 

 Last Nephropathy (Micro Albumin) value (measurement of the Albumin to Creatinine 
ratio [Urine A:C ratio]) including result date 

 Last Dilated Retinal Exam date  

 Influenza Vaccine Status - date of most recent vaccination 

 Pneumococcal Vaccine Status - date of most recent vaccination 

 Smoking Status (Yes, No or Not Documented) and associated date  

 Last Blood Pressure (systolic / diastolic) readings and result date 

o Use “at rest” blood pressure readings (sitting, lying) 

 Prescription List exists (Yes / No) 

 Prescription Totals – Number of prescriptions taken by a patient 

 Allergy Totals – Number of allergies listed for a patient 

 
                                                            
3 This is a separate registry that is run at the practice level (internally) and not shared with WNY Beacon. 
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Co-Morbid Data Elements 
The current Beacon report template also provides a Yes or No indication when specific ICD-9 
code(s) are present in the patient’s record over a two-year period. The following table provides 
the comorbid conditions being tracked and the qualifying ICD-9 codes (see Table 1). 

 

Table 2 Co-Morbidities Tracked in Registries 

Co-Morbid  
Conditions 

Abbreviation ICD9-CM codes 

Hypertension HTN 401.0 to 405.9 
Coronary Artery 
Disease 

CAD 410.0 to 414.9 

Congestive Heart 
Failure 

CHF ICD-9 428.x 

Hyperlipidemia HLA 272.0 to 272.4 
Renal Disease RD 582 to 582.9 

583 to 583.7 
585 
586 
588 to 588.9 

Cerebrovascular 
disease 

CVD 430.0 to 438.9 

Peripheral vascular 
disease 

PVD 443.9 
441.0 to 441.9 
785.4 

Chronic Obstructive 
Pulmonary Disease 

COPD 490.0-496.9 

Arthritis ART 714.0 to 715.9 
Depression DPSN 296.2 

296.3 
311.0 to 311.9 

Cancer CAN 140.0 to 208.9 
 

 

Registry Use  
The standardized disease registry methodology developed by HEALTHeLINK provides the 
flexibility for reporting and aggregating data from multiple providers. HEALTHeLINK’s 
clinical transformation partners are working with practices to analyze and adjust practice 
workflows to support registry use and to integrate the new information from their registry into 
decision making and planning. Use of patient registries enables physicians to meet Meaningful 
Use guidelines including criteria for quality reporting, patient lists, patient reminders and 
patient-specific education. 
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3) Discharge Medications Review Using the HIE  
Medication errors are reported to be all too common after a hospitalization.4 The impact of 
these errors on patient outcomes and the financial burden, both to the patient and the health 
care system, are significant.  The Joint Commission put forth medication reconciliation as a 
National Patient Safety Goal in 2005 as an effort to promote minimization of adverse events 
caused by medication errors. However, the meaningful and systematic implementation of 
medication reconciliation has proven to be difficult due to the lack of centralized data. 

Using HIE data to conduct pharmacist medication review within 24 hours of patient discharge 
from a hospital is an innovative concept being developed by the WNY Beacon. This uses HL7 
ADT messages (Admission, Discharge and Transfer) to alert the pharmacists that a patient has 
been discharged and sends medication data in addition to patient demographics to the HIE and 
to EHRs. Detailed specifications were developed for both the data source, HIE and clinician 
EHRs. 

HEALTHeLINK worked with the Catholic Health System to develop the specifications needed 
to receive discharge medications from their four major hospitals (Kenmore Mercy Hospital, 
Mercy Hospital Buffalo, Sisters of Charity, and St. Joseph’s Hospital Campus). These data 
sources are now providing medication data into the HIE as text data. 

To date, six of fifteen practices have signed Participation Agreements and identified diabetic 
patients to enroll in the Medication History pilot. These pilot practices have Medent as their 
EHR. WNY expects to include eClinicalWorks and/or Allscripts to follow later.  

Letters explaining the pilot and providing the opportunity to opt out were sent out to the pilot 
practices’ diabetic patients. As of November 30, 2012, there are 1,012 patients  in the pilot. 
These patients must have signed consents with HEALTHeLINK to allow access to their data.  

Trinity Medical pharmacists have agreed to review the discharge medication data and have 
been assigned to a specific provider workgroup and patients in order to have access to the 
discharge medication lists and ADTs. Subscribe and notify is a process used by Optum to send 
patient information to consented providers who have been set up in the system to receive that 
patient information. Subscribe and notify was established by HEALTHeLINK for the 
pharmacist workgroup for each consented patient. Subscribe and notify was also established by 
HEALTHeLINK for the doctor workgroup for each consented patient in the pilot practice.  

When a pharmacist receives an ADT notification from HEALTHeLINK, s/he is able to sign on 
to the VHR and conduct a medication history query on the assigned patient being discharged 
from the hospital. This includes the discharge medications and Surescripts information from 
retail pharmacies or pharmacy benefit managers. 

The pharmacist is then able to write a medication review into the patient’s VHR clinical 
documentation (page within Optum Axolotl Elysium software utilized to access all clinical 
information available for patients from HEALTHeLINK). This medication encounter form with 
the pharmacist’s recommendations is automatically sent to the primary care doctor’s EHR for 
their review and records. 

  
                                                            
4 Greenwald JL, Halasyamani LK, Greene J, LaCivita C, Stucky E, Benjamin B, Reid W, Griffin FA, Vaida AJ, 
Williams MV. Making Inpatient Medication Reconciliation Patient Centered, Clinically Relevant, and 
Implementable: A Consensus Statement on Key Principles and Necessary First Steps. The Joint Commission 
Journal on Quality and Patient Safety. 2010  Nov; 36(11):504-13, 481. 
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Lessons Learned 
 

1. Regional collaboration has facilitated the expansion and acceleration of the adoption 
and usage of electronic clinical information to improve care.  
 

2. Transitioning to health information technology within a provider office or at a 
hospital involves a great deal of change and because of this; the clinical 
transformation doesn’t always go as fast as desired. Physicians and other health care 
providers want the information so they can better treat their patients, but it’s an 
ongoing process to make it part of the workflow of the office so that it becomes 
routine. The best technology in the world will not work properly or deliver expected 
results if it’s not used in an effective way. This process and workflow component 
cannot be underestimated when implementing this technology. It’s also important to 
allow cross-practice shared lessons in order to help other practices with successful 
workflow solutions.  

 
3. The more that data can be used effectively to tell a story or make a point, the easier 

it is for the providers to accept and start using data in the management of their 
patient panel. Once the providers see and believe their own data and the data of their 
co-workers, the more receptive they are to setting goals based on that data. In 
addition, the more practices work with data to create registries and reports, the more 
effective it becomes as a tool. Using data effectively in the practice then encourages 
the providers/practice personnel to want to learn more, and to attend collaborative 
learning sessions or work groups. 

 
4. Developing registries helps identify the sickest of the diabetic patients, the patients 

in need of follow-up, labs, etc., the patients in need of counseling for diabetes and it 
drives new interventions to improve clinical outcomes. Facilitating the use of 
electronic registries and reports allows providers to focus in on the needs of diabetic 
patients and improve patient care. Running registry reports has helped to identify 
documentation gaps, as well as gaps in care for patients. Registries have enabled 
practices to track improvements and see the results of the work they are doing.  

 
5. Developing a community portal was challenging to implement at this time. 

However, setting up tethered patient portals and providing additional support on 
care coordination via the portal has helped to increase patient communication and 
enhance the accountability of their own care.    

 
6. Easy access to evidence based guidelines encourages providers to use the EHR and 

Clinical Decision Support system. 
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Compelling Stories 
Southtowns Family Practice  
This success story stems from Beacon interventions that led to significant improvements in 
diabetes care. Southtowns is a small, newly formed practice that implemented their EHR within 
the last three years. The support staff is open to change, with workflows continuously evolving 
to positively impact patient care. The practice has a dedicated patient-centered team led by an 
energetic and motivating practice manager who has the authority to make workflow changes.   

At the first meeting to review the baseline Beacon measures, the practice manager was 
astounded by the results reflected in the registry--she could not believe the results were correct, 
as they were much too low! Missing labs were contributing to the low results, but she was 
puzzled by this, since every patient leaves their office visit with an order for labs—so the 
results just could not be right. The practice manager quickly conducted a chart review of 
patients with missing labs to check the accuracy of the registry herself. After confirming that 
the registry report was accurate, possible solutions were discussed.  

It was decided to send letters out to the patients, which had been successful in another Beacon 
practice. Letters went out on a monthly basis reminding patients of their upcoming visit and 
asking patients to get their labs done prior to the visit. Linking the letter to the registry through 
the Disease Management/Health Maintenance component of their EHR, the letters were mailed 
to patients the very next day. As a result of this intervention, several Beacon measures were 
improved: HbA1c increased from 56% to 78%; microalbumin results increased from 29% to 
51%; and LDL rose from 35% to 61%.  

A second intervention that has had a significant impact has been a change in workflow around 
pneumonia vaccination. At baseline, the rate of vaccination in the diabetic population at 
Southtowns was 27%. The practice manager was concerned by this low rate. The need for the 
alert for the vaccine was placed on the Disease Management/Health Maintenance screen of the 
patient’s chart as overdue. Patients were then given an educational handout at check-out. The 
intervention was discussed with the team and implemented quickly. As a result, their 
pneumonia vaccination rate went from 27% at baseline to 47% in the first quarter; it has more 
than doubled to 65% by the third quarter.   

Mount St. Mary’s Neighborhood Health Center 
Several patients have started to use the portal for requests for script refills. They love the 
convenience of doing it anytime and that they aren’t leaving messages wondering if anyone 
ever got the message. The practice is actively encouraging all Coumadin patients to participate 
in the portal so they can easily check their INR, email the physician and quickly adjust the 
doses if needed. They are thrilled with the access to the PT/INR results!  For example, there is a 
couple who spend a lot of time in Florida and they are able to use the portal to access their lab 
results to share with other doctors. 
Physicians in this practice are very happy with patients coming to their appointments 
“prepared” for the visit. The physicians are noticing increased compliance with labs and tests 
completed because patients are reminded during the pre-visit planning phone call. Many 
patients are now bringing their blood sugar log books, blood pressure log sheets, and all their 
medication bottles to every appointment for the doctor to see, which most of them NEVER did 
before. The practice has greatly improved the number of diabetics with hypertension who are 
now on ACE/ARB medications. 
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Overall the patients love having that extra level of support that care coordination provides to 
manage their chronic illnesses, diabetes management, congestive heart failure, etc. Practice 
nurses are routinely greeted with warm smiles, even hugs! Patients really appreciate the in-
office education and support they receive. Some patients even call “just to report in” how they 
feel great and are managing well with no concerns. Patients appreciate the acknowledgement of 
their efforts. Practices are now able give positive feedback for the good job they are doing. 

Mount St. Mary’s Hospital Clinic 
A female patient was seen in August 2012. She said she was not following any diet and when 
she did test her blood sugars they were always over 200. The day of her visit she was 
complaining of much pain in her left arm at the elbow. While she was given information on 
diabetes and diet, the practice nurse knew the patient did not absorb it because of the pain she 
was experiencing. After sending her to the emergency department, she was admitted. The 
certified diabetes educator (CDE) at Mount St. Mary’s Hospital was notified and saw her in the 
hospital prior to discharge. This patient had a follow up appointment in the clinic 11 days later 
and she was completely different. The practice discussed her hospitalization and her interaction 
with the certified diabetes educator. She said that she was given more information and 
everything was explained to her. She went home and said that she was now trying to follow the 
diabetic diet and that she was able to understand it better. She also said that her blood sugars 
were now only at 160 and below, never at 200 or higher. The patient made a follow up 
appointment with a certified diabetes educator and she seems much more proactive in her care.  

Dr. Geemson Oo Practice  
Dr. Oo has been excited over the achievements made with the diabetic patient population. With 
the assistance and guidance from staff at Catholic Medical Partners, the practice has 
implemented quality measures and new protocols to improve patient care. The training 
encouraged the practice to change their approach, giving patients additional clinical support 
that has helped them become more engaged. Key to success has been implementing 
diabetic education classes, setting individual treatment goals for the high-risk population, and 
intense care coordination using electronic data. The practice has been able to decrease HbA1c 
of their high-risk patient population, from 10 to 8 within a six-month period of 
time. The individual patient achievements utilizing clinical quality measures and preventive 
health care maintenance have been very rewarding for the practice.   

CMP provides a multidisciplinary Diabetes Education Clinic, which includes 1:1 medical 
nutrition therapy guidance with a registered dietitian as well as medication reconciliation and 
education with a PharmD. The cornerstone to the program is individualized goal setting and 
education. Through the Beacon program, CMP was able to expand this program to teach more 
diabetes patients the self-management skills to better manage their diabetes.  

Included below are stories from a practice and two participating patients about how these 
clinics helped improve patient care.   

Southwestern Medical  
Before participating in the diabetes clinic, the practice would refer patients for nutrition classes 
within the community and found there to be little compliance due to the times they were 
offered, location, and insurance coverage. The practice also had limited pharmacy intervention 
among our diabetes patients. Since the diabetes clinic began coming to our office twice a week 
beginning in June 2012, there has been a tremendous increase in patient participation and in the 
knowledge gained when it comes to keeping their diabetes in check. Our patients are eager to 
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become more informed about what they can do to self-manage their diabetes and control it 
more with diet and less with a lot of medications. Everything is done in the office, which is a 
huge plus as patients know where they are going and there is no additional cost.  

The feedback among diabetes patients has been 100% positive and many are amazed at how 
much they learn in just one visit. The nutritionist and pharmacist from the clinic have also 
taught the office staff about managing diet and provided resources to share when seeing 
diabetes patients during the day.  

Elaine, 60 year old diabetes patient 

I needed to get my type 2 diabetes under control as my numbers were all over the place, I 
wasn’t feeling well, and my health was bad. When my doctor offered me the opportunity to 
participate in a diabetes clinic, I jumped at the opportunity. For more than a year, I visited once 
a month with a nutritionist and diabetes educator to review information about what I should be 
eating and how much, and going over my medications and corresponding blood work. I was 
also encouraged to keep a diary of what I was eating and drinking. They provided me with their 
perspective and recommendations. For example, if my blood sugar had been up because I was 
in a binge mode or feeling stressed out, they recommended something sweet that I could eat the 
next time to satisfy this craving. They also recommended to my doctor a couple of times to 
change certain medications and dosages, including an instance of alternative prescriptions to 
avoid harmful side effects or interactions. The clinic has been very helpful in getting my 
medications and diet in check. I’ve lost 30 pounds and continue to try to lose more. My A1c 
levels are now down to 5.7 from 7.8 previously, and I’ve had reductions in blood pressure and 
cholesterol. The nutritionist and diabetes educator were real motivators. If they didn’t know the 
answer, they would find it out for me and were very willing to give me any information I 
needed. While I know that my regular doctor could do the same thing, I understand that she 
doesn’t always have the time and this allows her to concentrate on other aspects of my health.  

Jo, diabetes patient 
When I was first diagnosed with diabetes I was pretty good about keeping it in check and 
thought I knew what I was doing. After about 4 years, I wasn’t feeling well and had put off 
regular doctor visits. When my doctor wouldn’t update my prescriptions anymore, I made an 
appointment. After running several tests, the results were all out of whack and my doctor 
recommended diabetic counseling. I started participating in the diabetes clinic in September 
2011. It was different than previous classes I had attended, as I was able to talk one on one with 
both a pharmacist and nutritionist. Because the clinic was held right at my doctor’s office, they 
had all of my health information and recent results right in front of them in order to really help 
me succeed. After more than a year attending the clinic, my A1c dropped from 9.6 to 5.7.  My 
doctor also took me off of two medications I was talking for high blood pressure, because the 
levels had dropped. In addition, I’ve lost about 30 pounds and I’ve become comfortable with 
maintaining my weight. The diabetes clinic has been a valuable opportunity; it’s like an 
extension of my doctor. While I’m not perfect, it helps to keep me focused. I’ve become 
accountable for my health care, and I know when I am meeting with the pharmacist and 
nutritionist that they will know if I haven’t been following my medication and eating plan. I 
don’t want to disappoint them or myself! 

 

To view WNY Beacon’s video testimonials, please click here. 
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Sustainability 
Pillar 1 
The Beacon project has strengthened the HIE platform by connecting additional data sources, 
and developing new functionality to increase value to users. Under Beacon, more than 19 new 
data sources have been added, with additional data sources to be completed by September 
2013. Use of CCDs and results delivery have been expanded. Dissemination efforts in 2013 on 
the value of HIE will further increase usage by providers and the number of consented patients. 
The sustainability plan is illustrated by the Value Pyramid shown below.  Based on strong 
stakeholder value, HIE operations are funded by the three major insurers and four hospitals in 
the region. This is expected to continue with the additional capabilities added by Beacon. 

Figure 2 

 
Pillar 2 and Pillar 3 
Use of registries and workflow changes have been embedded in the practices and can be easily 
sustained without additional funding. The Beacon PCP interventions, including EHR specific 
and  community patient portal capabilities, and quality measure reporting support Stage 2 
Meaningful Use, Patient Centered Medical Home, and insurance performance incentives. 

CMP and the Catholic Health System have been designated as an Accountable Care 
Organization (ACO). The Chautauqua Health Network (P2 Collaborative) has also achieved 
ACO status. Beacon efforts strengthen both ACOs’ ability to optimize interconnectivity, 
performance reporting, and patient outcomes. 

Beacon is working with the three health plans and the UB evaluation team to show the value of  
innovative interventions such as preventative tele-monitoring, and medication history review.  

As direct result of all of the collaborative efforts highlighted above, sustainable progress has 
been made to improve health care coordination and population health in Western New York. 
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Appendix 1 Data Sources Submitting Records to HEALTHeLINK 
 

Data Source Records Submitting to HEALTHeLINK 
Hospital Systems  
Catholic Health System ADTs*, Labs, Radiology, Discharge Medications 
Erie County Medical Center ADTs, Labs, Radiology, Transcribed Reports 
Jones Memorial Hospital ADTs, Labs, Radiology, Transcribed Reports 
Kaleida Health System ADTs, Labs, Radiology, Transcribed Reports 
Lake Erie Regional Health System 
of NY – Brooks Memorial 

ADTs, Radiology, Radiology Images, Transcribed 
Reports 

Lake Erie Regional Health System 
– Lakeshore Hospital 

ADTs, Labs, Transcribed Reports 

Mount St. Mary’s Hospital ADTs, Labs, Radiology, Transcribed Reports 
Niagara Falls Memorial Medical 
Center 

ADTs, Labs, Radiology, Transcribed Reports, ER Reports 

Roswell Park Cancer Institute ADTs, Labs, Radiology, Transcribed Reports 
WCA of Jamestown ADTs, Labs, Radiology, Radiology Images, Transcribed 

Reports 
United Memorial Medical Center ADTs, Labs, Radiology, Radiology Images 
Upper Allegheny Health System ADTs, Labs, Radiology, Transcribed Reports 
Laboratories   
Genetic Diagnostic Laboratories Labs 
Quest Diagnostics Labs 
X-Cell Laboratories of WNY Labs 
Radiology Providers   
Buffalo MRI ADTs, Radiology 
Dent Neurologic Institute ADTs, Radiology 
Diagnostic Imaging Associates Radiology, Radiology Images 
Southtowns Radiology ADTs, Radiology, Radiology Images 
Spectrum Radiology Associates Radiology 
Windsong Radiology Group ADTs, Radiology 
Tele-monitoring Sources  
Advantage Tele-Health Diabetic Measures 
Catholic Health/McAuley Seton 
Home Care 

Diabetic Measures 

Visiting Nurses Association Diabetic Measures 
Long Term Care Facilities  
Beechwood Continuing Care ADTs 
Briody Health Care Facility LLC ADTs 
Brothers of Mercy Health Care ADTs 
Medication History Sources  
Buffalo Pharmacy Medication History 
RxHub Medication History 
Surescripts Medication History 
* ADT = Admission, Discharge, Transfer  
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Appendix 2 Practices and Map 
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Appendix 2 Practices and Results Delivery January 2012 to November 2012 

Practice Practice 
ID 

Number 
of 

Providers 

CT 
Team 

Jan - Nov 
2012 

Results 
Delivered

Amherst Medical Associates 16 6 Beacon 50727 

Aspire 482 1 P2 4408 

Clevehill Family Health Center 4401 8 P2 56949 

Community Health-Buffalo 69 2 P2 30590 

Concord Medical Group 91 4 P2 37292 

Dr. Barcomb 158 1 P2 15392 

Dr. Robinson 116 1 P2 16164 

Eileen K Kosieracki, DO 124 1 P2 726 

Elmwood Health Center 127 3 P2 17879 

Family Health Medical Services 140 12 P2 18468 

Highgate Medical © 174 8 P2 79837 

Jamestown Primary Care 192 6 P2 12008 

Jericho Road 198 4 P2 67304 

Jones Memorial Hospital 210 5 P2 n/l 

Lake Plains Medical PLLC  234 4 P2 4431 

Lamb Family Medicine PLLC 239 1 P2 460 

Letchworth Family 246 3 P2 2103 

Medicor Assoc  36 10 P2 83807 

Molly Eaton Medical 121 1 P2 9 

Neighborhood Health Center 63 3 P2 63453 

Niagara Family Medicine Associates 306 11 P2 140717 

Oak Orchard 64 4 P2 405 

Olean Medical Group 325 8 P2 58756 

Pembroke Family Medicine 340 4 P2 40732 

Resource Center 363 3 P2 31721 

Southtowns Family Practice 237 2 P2 5806 

Suresh Sofat, MD © 414 1 P2 2614 
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Tri-County Family Medicine 437 5 P2 5691 

UB Family Med. Inc. 441 21 P2 82039 

UBMD Internal Med. 445 8 P2 231162 

Universal Primary Care 66 2 P2 16569 

Urban Family Practice 453 1 P2 36749 

Westfield Family Physicians © 465 7 P2 5278 

Subtotal 1,220,246 

Practice Practice 
ID 

Number 
of 

Providers 

CT 
Team 

Jan - Nov 
2012 RD 

Lifetime Health 248 16 Beacon 78063 

TLC Health Network 484 2 Beacon 14708 

WNY Medical, PC  460 12 Beacon 66646 

Subtotal 159,417 

Practice Practice 
ID 

Number 
of 

Providers 

CT 
Team 

Jan - Nov 
2012 RD 

Adult Medical Svc 2 2 CMP 27140 

Alden Medical Group 11 4 CMP 17589 

Anthony F. Perna, MD 23 1 CMP 17451 

Associated Physicians 29 7 CMP n/l 

Aurora Family Health 32 1 CMP 5858 

Bertrand Chafee Primary Care 42 3 CMP 842 

Cleveland Hill Medical Group 88 3 CMP 11231 

Dale Deahn, MD aka WCCH Arcade 
Medical Clinic 459 1 CMP 3289 

David C. O'Neil, MD 103 1 CMP 9801 

David Kowalski, MD 109 1 CMP 16135 

Dr. David J Novelli   106 1 CMP 11988 

Dr. David S Clifford   110 1 CMP 14099 
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Dr. Orszulak (TMO Medical Group) 423 1 CMP 21471 

East Aurora Family Practice   119 5 CMP 48201 

Erickson and Erickson   196 2 CMP 38064 

Eugene J Kalmuk Jr, MD (Trinity 
Medical)  130 2 CMP 66 

Family Care Medicine 138 2 CMP 27648 

Family Care Physicians   139 4 CMP 41480 

Fu and Lin, MD, PC.  81 2 CMP n/l 

Geemson Oo, MD 151 1 CMP 12306 

George A Haddad, MD 154 1 CMP n/l 

Hamburg Family Practice 165 2 CMP 26758 

John Ward, DO 184 1 CMP 11194 

Kenmore Family Medicine 225 7 CMP 70651 

Ken-Ton Family Care 8203 4 CMP n/l 

Lancaster Medical 240 2 CMP 47080 

Love-Joy St. Vincent Health Care 82 3 CMP n/l 

Maple Ayer Medical Group (Allyn 
Norman, MD) 15 1 CMP n/l 

Mark E Swetz PC 273 1 CMP 10778 

Martin Casey, MD 274 1 CMP 1624 

Melvin Mangulabnan, MD 283 1 CMP n/l 

Mercy Comprehensive Care (CHS) 8205 11 CMP n/l 

Michael M McConnell, MD 291 1 CMP n/l 

Mount St. Mary's Hospital (NHC) 2981 3 CMP 11640 

Mount St. Mary's Primary Care Center 2982 3 CMP 9182 

Nikolaos K Botsoglou, MD 309 1 CMP 10729 

Northtowns Medical Group 316 2 CMP 33592 

O'Connor Medical Group 318 1 CMP 9403 

O'Dell Medical Center (Dr. Sarwat 
Khawar) 319 1 CMP 2700 

Orchard Park Family Practice   328 4 CMP 43649 

Our Lady of Victory Family Care (CHS) 8206 4 CMP n/l 

Parkview Primary Care   333 4 CMP 53481 
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Primary Care Of Western New York 347 12 CMP 106643 

R & B Medical Group 350 8 CMP 39979 

Rapha Family Medicine 360 2 CMP n/l 

Sarita Kansal (Kansal & Kansal MDs) 388 1 CMP n/l 

Sheridan Medical Group   400 3 CMP 33615 

SOC Family Health Center (Sisters of 
Charity)  82 3 CMP n/l 

Southgate Medical Group  404 12 CMP 65376 

Southtowns Internal Medicine 405 2 CMP 22668 

Southtowns Medicine & Pediatrics 483 1 CMP 8450 

Southwestern Medical Assoc 406 4 CMP 49084 

Stanley R Michalski, MD 408 1 CMP n/l 

Steven P Herman, MD 412 1 CMP 12511 

Sweethome Family Medicine, PC 418 1 CMP 19808 

Timothy F Gabryel, MD, PC 432 4 CMP 42166 

Tonawanda Medical Practice 201 1 CMP 16335 

Trinity Medical Group 481 4 CMP 34958 

Wheatfield Family Medicine 466 1 CMP 20635 

Williamsville Primary Care Center (CHS) 8207 3 CMP n/l 

WNY Internal Medicine (Ghous Ahmed 
Yasin, MD) 221 2 CMP n/l 

Subtotal 1,139,348 

Total = 2,519,011 RD 
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