
 

 

Hawai’i Pacific Health is a not-for-profit 
health care network of hospitals, clinics, 
physicians and care providers dedicated 
to the mission of improving the health and 
well-being of the people of Hawai’i and the 
Pacific Region. Anchored by its four 
hospitals - Kapi’olani, Pali Momi, Straub 
and Wilcox – Hawai’i Pacific Health 
includes more than 50 convenient 
locations and service sites statewide.  

Hawai’i Pacific Health’s accountable care 
organization, Hawai‘i Health Partners, is a 
wide network of Hawai’i Pacific Health 
hospitals and clinics, and employed and 
contracted independent specialists and 
primary care physicians, serving 87,000 
commercially insured lives. 

 

 

 

 Increased attributed lives by 
20% in 2 years  

 Maintained same day appointment 
availability of 23% of total patient 
visits  

 Decreased patient no show 
rates 

 Decreased ED visits to below 
36% 

 Decreased variances between 
payer attribution and HPH 
attribution from 18% to 14% 

 Drove $6 mil annually in 
downstream net patient revenue 

 

 
 
 

Overview 

Hawai’i Pacific Health (HPH) used data analytics, data transparency and 
automation to improve access to primary care services. Faced with a 
growing population and a limited supply of primary care physicians 
(PCP), they created a data warehouse, integrated ancillary technology to 
their EHR and optimized EHR functionality to drive metrics, engage 
patients in their health care and take control of population health 
management. As a result, HPH increased attributed lives by 20 percent 
with no net PCP additions, improved ambulatory quality metrics to the 
90th percentile nationally, reduced medical costs, and drove $6 million in 
annual downstream net patient revenue. 

Situation 

HPH approached their largest commercial payer and suggested that 
HPH’s enterprise-wide, highly integrated EHR could drive improvements 
in care outcome measures and reduce care costs. They secured funding 
from multiple payers to develop a robust population health program, in 
exchange for HPH being held accountable to an agreed set of outcome 
performance measures to improve quality and reduce costs. In 2009, 
they began to develop disease registries, improved order sets, best 
practice alerts and a patient outreach program.  

After further commercial payer negotiations, HPH formed an accountable 
care organization (ACO), Hawai‘i Health Partners (HHP). The ACO was 
faced with improving care outcomes with a significant PCP shortfall and 
limited primary care capacity. Instead of hiring PCPs, HPH improved 
efficiencies so existing PCPs could see more patients. With nearly all 
ACO physicians using HPH’s EHR, they leveraged the EHR to improve 
patient access, reconcile patient attribution with the payer and develop 
broad analytics to reliably report outcomes to the payer.  

Clinical governance and physician engagement helped HPH determine 
the best workflows and supporting technologies. Physician and IT input 
helped ensure that the new workflows were sustainable, automated, 
undisruptive to patient care and aligned with HPH’s overall clinical 
guidance and quality programs. HPH strove to achieve four goals: 1) 
Increase patient access to the HHP network, increasing the number of 
attributed lives and associated health management revenue. 2) 
Improve ambulatory quality metrics by clearly defining each PCP’s 
patient population and holding them accountable to quality measures 
for their panel. 3) Reduce avoidable emergency department (ED) visits 
by providing same day availability slots for a PCP’s panel. 4) Reduce 
manual scheduling tasks by automating scheduling procedures. 

HPH implemented EHR-based analytics to influence physician and 
patient behavior. Physician dashboards helped identify gaps in care. An 
integrated patient reminder system improved both access and efficiency 
by reducing appointment no-shows. These technologies also supported 
a new contact center for patient outreach. 
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Outcomes 

HPH’s EHR optimization, along with analytics and data 
processing, improved business and practice 
management decisions, and improved business and 
clinical results. 

Examples of process and HPH’s clinical results include:  

 Increased attributed lives by 20 percent in two 
years, compared to a previous decline.  

 Monitored and maintained same day availability 
of 23 percent of total patient visits.  

 Decreased no show rates. 

 Decreased ED visits to just below HPH’s goal of 
36 percent by implementing same day 
appointment slots, opening urgent access 
locations and outreaching to patients. 

 Decreased variances between payer attribution 
and HPH’s EHR attribution from 18 percent in 
2013 to 14 percent in 2015. 

Financial Considerations 

Initial investment costs for this project, aside from the 
EHR itself, included labor and software licenses. Labor 
hours helped create a home-grown data processing 
warehouse, maximize EHR functionality for automation, 
and dashboard design. Integrated software licenses 
covered an automated appointment reminder system, 
dashboards and databases.  

HPH’s return on investment (ROI) was significant. A 20 
percent increase in attributed lives over two years netted 
$1.3 million per year in per-member-per-month patient 
management fees for ACO attributed lives. In addition, 
patient centered medical home level 3 quality dollars for 
each member net over $400,000 per year with the 
increase in attributed lives. HPS also improved quality 
scores, resulting in higher payouts overall. 

Downstream revenue through PCP referrals was also a large 
ROI contributing factor. HPS consistently recognized more than 
$6 million in annual downstream revenue for all new primary 
care patients.  

 

 

 

 

Lessons Learned 

Hawai’i Pacific Health shared these insights and lessons: 

 Clearly define in the beginning of the process the 
data infrastructure that is needed to support the 
metrics and surveillance of initiatives. Initially, when 
reviewing patient experience comments, it was 
evident to the steering committee that we needed to 
improve patient access. But, there was no data to 
understand our metrics and we did not know how we 
were performing at the time. Frequent ad hoc 
reporting and constant modifications to the reports 
occurred regularly with little return and increased 
frustration. The steering committee was eager to 
drive change but there was no data to support their 
decisions. The process wasn’t sustainable until we 
standardized the use of discrete fields in our EHR 
and used those fields to build our databases. Only 
then did reporting and monitoring become effective 
and efficient. At that point, we had a clearer picture 
of our business and the steering committee was able 
to make educated decisions regarding improving 
access. 

 Prepare for downstream demand. The process 
seemed cyclic as patient comments regarding 
difficult access to care for specialties began to arise. 
Our increase in new patient business was so 
successful, the referrals to downstream specialties 
were affected significantly. Internal referral orders 
increased and access to specialists began to suffer.  
The rapid growth and collateral impact of improved 
access forced our operations team to expand our 
access initiatives to specialty areas. This, in turn, 
expanded data infrastructure needs and defining 
specialty benchmarks and access metrics. Our Bone 
and Joint Center, which includes Orthopedics, 
Physiatry, Rheumatology, and Physical and 
Occupational Therapy, was the most impacted and 
we quickly began access work in these areas. 

 Awareness of pertinent metrics and initiatives, along 
with supporting data, is vital. In many instances 
when access metrics were implemented, operational 
changes took longer to implement than expected. 
Frequently, physicians and their staff were unaware 
of the metrics and the reason changes were 
implemented. It became a standard process for the 
steering committee to go on “road shows” to build 
the case for change with supporting data and 
provider-specific data. The road shows improved 
operational change implementation. 
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