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Session Objectives

Provide insight on how information and data sharing
can be used to facilitate collaboration between the
community, public health, and healthcare.

Describe a framework for information flow that can
be used to improve population cardiovascular health,
i.e. improved control of high blood pressure and
cholesterol.

Understand how awardees are using information
technology to improve health outcomes.




Session Overview

Context for Health Information Technology (HIT) in
population health improvement and CCPS, Nicole
Flowers

Framework for public health, healthcare and
community integration through information sharing,
Jerry Osheroff

- Awardee Presentations




US Healthcare System in Transition

Prevention

Patient and
Population
Management




US Healthcare System in Transition

Affordable Care Act (2010)
* Expands Coverage
* Improves Quality
* Improves Prevention and Public Health

National Prevention Strategy (2011)
* Building Healthy and Safe Community Environments

* Expanding Quality Clinical and Community Preventive
Services

* Empowering People to Make Healthy Choices
* Eliminating Health Disparities




National Prevention Strategy (NPS),
CTG,and HIT

From the national prevention action plan-

Encourages adoption of certified electronic health record
technology, patient reminders, and use of clinical
decision support and panel registries

From CTG priority interventions-

Encourage the use of health information technology to
promote uptake of clinical and community preventive
services




Why is Health Information Technology Important?

It has the potential to:
= Improve quality of health care
= Reduce costs of health care

= Connect community and clinical efforts for the greatest
health impact

= |ncreasing care coordination
= |Increasing measurement of quality

= |ncreasing access to the right information at the right
time for decision-making




The Many Capabilities of
Health Information Technology

Patient lists (a.k.a. panel registries)
Advanced Reporting

Decision Support

Electronic Medication Admin Record (eMAR)
Transition of Care

ePrescribing (eRx)

Medication Reconciliation
External Queries

Patient Initiated Transactions
Remote Monitoring

Telehealth




Everything in Public Health Begins with Data

‘Big Data’ analytics

PH Informatics training at B
ponitor

.

various levels

Linkages to community
resources

Health IT Policies

Portals to monitor health
of communities

Interoperability of
systems
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Objectives

Support your efforts with:

= A process - Clinical Decision Support (CDS) - for
understanding/enhancing information flow to improve population
health

= A framework for strengthening community-wide collaborations on
targets such as controlling blood pressure and cholesterol

= A worksheet you can use to put the tools above (and technology
that supports information flow) into action in your community
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Clinical Decision Support (CDS) Definition
“A process for enhancing health-related decisions and actions with

pertinent, organized clinical knowledge and patient information to

improve health and healthcare delivery.” Improving Outcomes with CDS.
HIMSS. 2012

O Many ways to “enhance decisions”
0 How is it done today? Can it be done better?

0 Many stakeholders — collaborations?
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CDS 5 Rights — A Framework for “Getting CDS Right”

To improve targeted healthcare decisions/outcomes,
information interventions (CDS) must provide:

1. theright information
2. totheright people

3. viatheright channels

=

4. in the right formats

5 . at t h e ri g ht ti m eS Image by digitalart / Free Digital Photos.net

Optimize information flow:

= who, what, when, where, how
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Information Flow Framework for Community-wide
Collaboration

Framework Goals:

Help public health, healthcare, and community health entities
understand inter-dependencies and opportunities

Provide graphic model illustrating data/information sharing to
advance shared health goals (e.g., CVD risk reduction)

Underpin a ‘worksheet’ for specific actions to improve
collaborations and health outcomes

15




Collaboration to Improve Population Health

Public Health

Improved
population health,
reflected in high
priority measures

Healthcare
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Community Health

Public Health

Public Health

Improved
population health,
reflected in high
priority measures

: Potential Collaborators

Healthcare

Local Health Dept.
Public Health Schools

Community Transformation
Grants

State Dept. of Heart Disease
and Stroke Prevention

Million Hearts collaborators

Other Federal Initiative
Awardees (e.g. Center for
Medicare & Medicaid
Innovation: Health Care
Innovation Awards, State

Innovation Models)
17



Community Health

Public Health: Sharing across levels

Public Health

Improved
population health,
reflected in high
priority measures

Healthcare

Federal

= Repository of best practices
and successes; Evidence
based guidelines

State

= Aggregated, comparative
data across communities
Local
= Local community health
indicator data
Includes information

sharing with people
18



Community Health: Potential Collaborators

Community health worker
(CHW) associations

Community pharmacist
associations

Improved

popuiation heaith, - Lifestyle modification

reflected in high

priority measures programs (eg YM CA)

Employers/worksite
wellness programs

Schools

19




Healthcare: Components

Hospitals, clinics/offices,
other settings

Care delivery teams (e.g.
clinicians/others)

Public Health

Improved

e . Includes information sharing
priority measures . .
with patients

Community Health

20




Healthcare: Potential Collaborators

= Federally Qualified Health
Centers
= Community health centers

= Regional Extension Centers

Improved

S = Quality Improvement
Organizations

= Health Center Controlled
Networks

priority measures

Community Health

= Professional organizations

There are robust tools emerging for CDS-enabled quality
y iImprovement for the healthcare sector 21
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Decision Support Opportunities

- Below are sample CDS ‘when’ opportunities

- Foundation for asking about info flow: ‘who, what, how, where?’

Population-oriented

Patient-specific Activities Activitios

During Office Visit

Outside Encounters
[Population

Not Visit Before Patient  Daily Care Check-in/ Provider Encounter After Patient

Team Huddle Waiting/ ;
Related 8?;225 to Roorming Encounter Closing Leaves Office management]
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Collaboration to Improve Population Health

Public Health

Improved
population health,
reflected in high
priority measures

Healthcare
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Question for the Audience

Which of the following represents an opportunity for
data/information sharing from public health 2 community:

a) Local health department aggregates, compares and shares
data on clinical quality measures with 5 health systems in
their region

b) Local health department offers training on current
management of hypertension for lay health workers

c) Local health department offers assistance in institutionalizing
culturally and linguistically appropriate services at local
practices

d) Local health department shares results of CHNA to aid

hospital in planning to allocate community benefit funds
24




Information Flow Examples:
Public Health 2 Community Health

Information and tools to
support patient decisions,
actions and communication

Kiproved Epidemiology of social
population health,

fiadn i determinants of health to
priority measures o, .
. support coalitions

Best practices and protocols

Communi ty Health

25




Community Health

Information Flow Examples:
Public Health & Healthcare

Healthcare

Demographics, disease or risk
factor prevalence

Aggregated performance
measures or quality evaluation
data

Standard protocols, practices and
successful models

Community resources

Information and tools to support
clinical/patient decisions, actions
and communication
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Question for the Audience

Which of the following does not represent an opportunity for
data/information sharing from community = healthcare:

a) Community pharmacist reports frequency of HTN medication
refills to the PCP

b) My Life Check® tool from AHA is shared with PCPs by the
health department

c) CHW averages the last 20 BP readings during a home visit
and reports data to the PCP

d) YMCA transfers data about attendance and completion of
life-style modification course to PCP

27




Information Flow Examples:
Community Health - Healthcare

- Updates on health status

Guidance and feedback on
culturally and linguistically
SRty appropriate care

reflected in high
priority measures

28




Information Flow Examples:
Community Health = Public Health

Community impact data

Public Health

Clinical data [from

community health worker
activities] for surveillance
and community registries

Feedback on use/value of
PH resources
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Question for the Audience

Which of the following represents an opportunity for
data/information sharing from healthcare 2 community:

a) Panel list of patients with HTN is provided to CHW for them
to assist in disease management

b) List of community resources is generated and maintained by
LHD to be used for clinical decision support within clinical
information system

c) Clinical data on control of LDL is provided to HD for
community surveillance system

d) LHD shares purchasers guide with employers to aid in

selecting health plans
30




Information Flow Examples:
Healthcare 2 Community Health

Panel list

Clinical management
guidelines

Updates changes in
treatment plans

Feedback on health status
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Information Flow Examples:
Healthcare = Public Health

Data on diagnosis,
intervention, adverse
events or outcomes across
— a panel

population health,
reflected in high

iy s - Provide clinical data for
surveillance and registries

Public Health

Provide feedback on use of
public health tool resources

32




Community Health

¥

Information Flow Summary
with Examples

Public Health

Improved
population health,
reflected in high
priority measures

Clinical data to support patient care

Population

Providing management protocols

Patient

Healthcare

J

Patient




Putting Frameworks Into Action

Cultivating Community-wide Collaboration on Million Hearts:
Worksheet

1. Identify and reach out to potential collaborators in your community

Example of potential collaborators:
Public Health: Local Health Dept., Schools of Public Health, Community Transformation Grants, State Dept. of Heart Disease and
Stroke Prevention, Million Hearts collaborators, other Federal Initiative Awardees (CMMI/ HCIA/SIM)
Healthcare: provider practices, FQHCs, community health centers, RECs, QI0s, HCCNs, provider professional organizations
Community Health: Associations of community health workers, associations of community pharmacists, lifestyle modification

programs (e.g. YMCA), employers/ worksite wellness programs, schools.

Organization Synergies (Y/N) Next Steps

34




Worksheet, cont.

2. Explore, prioritize and implement better information flow among collaborators (Healthcare-Public Health-Community Health)
to improve Million Hearts efforts and outcomes.

Information flow opportunity examples:

Public Health (PH) 4mmp Healthcare Healthcare 4mmp | Community Health 4mmp PH
Community Health

*Demographics, disease or risk factor prevalence *Panel list *Community impact data
“Aggregated performance measures or quality data *Clinical management *Clinical data [from community health
*Standard protocols, practices, success models guidelines workers] for surveillance, community
*Community resources *Treatment plan changes registries
*Information/tools to support clinical/patient decisions, ‘Feedback on health status *Feedback on use/value of PH resources
actions and communication

*Data on diagnosis, intervention, adverse *Updates on health status * Information/tools to support patient
events/outcomes across a panel Guidance/feedback on decisions, actions, communication
*Clinical data for surveillance, registries culturally appropriate care *Social determinants of health
*Feedback on use public health tools *Best practices and protocols

A. Opportunities to improve information flow among stakeholders in your community:

. Public Health (PH) 4mmp Healthcare Healthcare 4mmp | Community Health 4mmp PH

Community Health
B. Next steps to improve information flows and ABCS outcomes:




Summary

Robust opportunities for cross-stakeholder collaboration
Leverage Framework / Worksheet to identify and execute

Apply to your work!
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Questions?
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File View Help (=[B)[=)(x)

O Telephone
| ® Mic & Speakers Settings

51
* Submit questions and 08| [gmreo aonoonond

comments via the
Questions pane

Webinar Housekeeping
Webinar ID: 275-918-366

GoTo\Webinar
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CDS Experience in New York City:
Using EHR Alerts for Preventive and
Chronic Care Management

Sam Amirfar, MD MS

Sept 18, 2013



OVERVIEW

1. Overview of PCIP
2. Definition of CDSS
3. Explanation of TCNY CDSS alerts

4.CDSS in Action!

40
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OVER 2.5 MILLION PATIENTS SERVED BY PRIMARY CARE
INFORMATION PROJECT (PCIP) PROVIDERS, MOSTLY IN LOW INCOME
NEIGHBORHOODS

Legend staten <7/ | Primary Care Information Project
Patients served by Zip code Island ¢ ’M“;_;J/ )
# of Patients :(h &
[ ]<nw _J¥GRy ,) Legend
: 2,000-5 000 § S, \_*’:.// Live Practices
[ 5.000-10000 ’ Sy ol # of Providers
[ 1000020000 e ° 2
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# of Providers
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Definition: CDSS

CDSS: Clinical Decision Support System; suite of tools
designed to aid providers in patient care

Powered by 34 prevention-focused quality measures

Actionable alerts in the right panel for recommended
services

 Order labs, procedures, immunizations, referrals,

medication
- Perform recommended screenings encounters << | NPT j@
You are the primary care giver for this
patient

= CDSS alerts
Alcohal use screening (7]
Body Mass Index (7]
Cholesterol screen (genl pop) (7]
Colorectal cancer screening (7]
Depression screening
Pneumnococcal vaccine (7]

. Sexual history taken
Smoking status 7]

42
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Definitions: Measures vs. Alerts

Measure: Preventive care guidelines based on the Take Care
New York initiative as well as other nationally recognized
guality standards.

—Example: All diabetics should have their A1C’s tested every 6
months

Alert: Actionable visual reminder on the right panel indicating
that a patient should receive the intervention suggested by a

measure. = Tt coss Wo8] o
. : : . A1C testing (7}
—Example: A1C testing alert in right panel SC—— -
87 control in DM (130/80) L2
HIV screenin ] (7]
Influenza vaccine (high risk) Q
| € LDL testing (high risk) (2]
£ Patients see assigned PCG (2}
0 eFneumococca | vaccine (2]
[+ 2;;;;2:70:‘ at:o:: participating in ()
stucy
2
| K| | i

43
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ADVANCING NYC’S PUBLIC HEALTH PRIORITIES

1. Have a Regular Doctor or Other Health
Care Provider

Be Tobacco-Free

Keep Your Heart Healthy

Know Your HIV Status

Get Help for Depression

Live Free of Dependence on Alcohol and

o Utk wnN

Drugs
/. Get Checked for Cancer
8. Get the Immunizations You Need
9. Make Your Home Safe and Healthy
10.Have a Healthy Baby

10 STEPS toa
LONGER and
HEALTHIER LIFE

TAKE

CARE
NEWYORK

« Large burden, killing thousands of NYers and causing hundreds of thousands of

preventable illnesses or disabilities each year
 Proven amenable to intervention

« Best addressed through coordinated action by City agencies, public-private

partnerships, health care providers, businesses, individuals

Important and winnable battles that affect every New Yorker

44
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CORE MEASURES: the @1

The ABC’S are the top ten measures with the potential to save the greatest
number of lives in New York City

ABC'’S:
—Aspirin
 Antithrombotic therapy for patients with IVD or DM
—Blood Pressure
« BP Control (140/90) in Hypertensive patients without IVD or DM
« BP Control (140/90) in patients with IVD but not DM
« BP Control (130/80) in patients with DM
—Cholesterol
« Cholesterol screening in general population
 Cholesterol control in general population
« LDL testing in High Risk Patients (IVD, DM)
« LDL control in High Risk Patients (IVD, DM)
—Smoking
« Assess Tobacco Use in Adults
« Cessation Intervention for Smokers

The ABC’S form the core of the Quality Improvement curriculum
45
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Short Measure Name

Adults/Peds

TCNY Clinical Area

Patients see assigned PCG

Regular Doctor

Smoking status

Tobacco

Smoking cessation intervention

Tobacco

BP control in HTN (140/90)

Cardiovascular health

Antithrombic tx (IVD or DM)

Cardiovascular health

Body Mass Index

Cardiovascular health

Cholesterol screen (general population)

Cardiovascular health

Cholesterol control (general population)

Cardiovascular health

LDL control (high risk)

Cardiovascular health

LDL control in high risk patients with lipoid disorder

Cardiovascular health

LDL testing (high risk)

Cardiovascular health

A1C testing

Cardiovascular health

A1C control (< 7%)

Cardiovascular health

BP control in IVD (140/90)

Cardiovascular health

BP control in IVD AND HTN (140/90)

Cardiovascular health

BP control in DM (130/80)

Cardiovascular health

BP control in DM AND HTN (130/80)

Cardiovascular health

HIV screening HIV
HIV viral load and CD4 testing HIV
Depression screening Depression
Depression followup Depression
Depression control Depression

Alcohol use screening

Substance Abuse

Colorectal cancer screening

Cancer screening

Breast cancer screening

Cancer screening

Cenical cancer screening

Cancer screening

Influenza vaccine (child)

Immunizations

Influenza vaccine (high risk)

Immunizations

Influenza vaccine (high risk)

Immunizations

Influenza vaccine (over 50)

Immunizations

Pneumococcal vaccine

Immunizations

Lead testing (1 year)

Environmental Health

Lead testing (2 years)

Environmental Health

Asthma control (18-56 yrs)

Environmental Health

Asthma control (12-17 yrs)

Environmental Health

Asthma control (5-11 yrs)

Environmental Health

Asthma symptom assessment

Environmental Health

Chlamydia screening

Reproductive Health

Sexual history

Reproductive Health

Sexual history taken

T|>|>(>|0|0(>(0[T|> >[0T (> (>(>|>|> (> (> (> > (> (> (>> || [>>]>|> > [>]|>|>|>>

Reproductive Health

46
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OVERVIEW

& eClinicalWorks (W

Carnnnuniky |

Eile Patient Schedule EMR  Biling R tion Help

v eClinicalWorks

MEooo

Progress Notes ~

XBuck, Michael , 21 ¥, & FSel finfo! [HuB!
W

161 William Street B Allergies
New York, NY 10038 o o ApptL):
DOB:01/01/1979 Eillima &lert Erziers

199 |bs.
01/20/10

Ins: Salf Pay
Acc Bal: 542,00

Guar:
Translator: Yes GrEBzl: s0.00

[ Labs; |

al Sunnrpary | o
rel NG| XX

Patient: XBuck, Michael DOB:01/01/1979 Age:31Y
Phone: Primary Insurance:
Address: 161 William Street, Mew York, NY-10038

Encounter Date: 01/15/2010 Provider: Sam Willis, MD

Sex: Male

Subjective:
Chief Complaint(s}:
* Patient has a cough and fever.
HPL: +
Cepression Screening
PHQ-2 Thoughts that you would be better off dead, or of hurting yourself in
some way?: Not at all , Total Score: 3, Intepretation: Minimal Depression.
Current Medication:
Medical History:
s abnormal chest x-ray
o hypertension
Allergies/Intolerance:
# 1st Choice Lancets Super Thin
¢ 12 Hour Cold

Record

Ternplates

St ot Difise s, Surgical History:
Reqistry Hospitalization:
Referrals Family History:
Messages Social History:

Docurnents il
Billing Print I_

CLICK TO EDIT

Encounters

SECURE NOTES

th Chart | Innmunization || Encounters | Patient

lv 01/15/2010

= CDSS Alerts

ALC testing

Alcohol use =creening

BPF control in DM (130,/80)
HIV =creening

Influenza vaccine (high rizk)
LDL testing (high risk)

Patients =ee assigned PCG

oocooDO0OO

Pneumococcal vaccine

oSO EED

= Registry Alerts

Ask patient about participating in
ESEPM HTM study

2]
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CLINICAL DECISION SUPPORT FUNCTION

Based on Jane’s
chief complaint of

Bear performs a
fingerstick test and
confirms his
suspicion that Jane
has diabetes

Dr. Bear enters a
diagnosis of
diabetes into the
EHR

excessive thirst, Dr.

Recalls

Referrals

Messages

Docurments

Billing

Bl sllergies 150 Ibs. Ins: Medicare
Billi Al 02,/06,/08 Acc Bal: $0.00
Sillinig Algre willis, Sam

English

CLICK TO EDIT SECURE NOTES [SESEBIRECTIVEN

Chart | Immunization || Encounters || Patie Flo 5 | Motes

Relﬂ Bulleted ¥

Labs | B || Proc:

Encounters

Objective:
Yitals:
BP 150/00, Ht 60, Wt 150, BMI 29,20
Past Order{s):
LIPID PROFILE
CHOLESTEROL 235
TRIGLYCERIDES 100
HDL CHOLESTEROL 82
LDL-CHOL (CALC) 150
CHOL/HDL RATIO 3.1
Examination:
General Examination
GEMERAL APPEARAMNCE: MNAD, pleasant. HEEMT: unremarkable. MECK: supple, no
lymphadenopathy. HEART: no murmurs, regular rate and rhythm, LUNGS: clear to
auscultation bilaterally, no wheezes/rhonchifrales, ABDOMEM: no masses palpated,
no hepatosplenomegaly, MEUROLOGIC EXAM: non-focal exam. SEIM: normal, no rash.
EXTREMITIES: no clubbing, no edema. BREASTS: normal. -

CDSS Alerts

BP control in DM {130/30)

Influenza vaccine (high risk)

000N

A1C testing

Pee e

LDL contral ¢high risk)

Assessment:
Assessment: ¥
e Diabetes mellitus type 2 - 250,00 (Primary}

=l =
H ok

I’tj'startl @ ‘g @eCIinica\Works (willis, 5a. .. | @eCIin\caIWorks (willis, 5a. .. |

o) TR 7:06rm

Based on Jane’s new diagnosis of diabetes, the CLINICAL DECISION SUPPORT
FUNCTION identifies four preventive care services that should be performed. This
list of services is automatically populated in the CDSS panel.
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QUICK ORDER FUNCTION

Dr. Bear agrees
that these tests
are appropriate
and should be
performed

4
o
o

o
=3

Recalls

Referrals

Messages

Docurments

Billing

arrnunity  Lock, 5 0

Gy eClini MmE 00

B sllergies B8 150 Ibs. Ins: Medicare CLICK TO EDIT

L _ ApptiL): 02/06/08 Acc Bal: $0.00
Billimia| Alert | ErerE willis, Sam | Guar:  Jane Doe
Language: English GrBali $0.00

Tranzlator: No Ref: John, Smith
Ren:

| Labs || BT || F Bs hart | Immunization | Encounters | Patienm

Relm Bulleted = Encounters

Objective:
Yitals:
BP 150/90, Ht 60, Wt 150, BMI 29,29
Past Order{s):
LIPID PROFILE
CHOLESTEROL 255
TRIGLYCERIDES 100
HOL CHOLESTEROL 82
LDL-CHOL (CaLC) 150
CHOL/HOL RATIO a1
Examination:
General Examination
GEMERAL APPEARAMCE: NAD, pleasant. HEEMT: unremarkable, MECK: supple, no
lymphadenopathy. HEART: no murmurs, regular rate and rhythm, LUNGS: clear to
auscultation bilaterally, no wheezes/rhonchi/rales. aBDOMEN: no masses palpated,
no hepatosplenomegaly, MEUROLOGIC EXAM: non-focal exam. SKIM: normal, no rash.
EXTREMITIES: no clubhing, no edema. BREASTS: normal. -

Assessment:
Assessment: ¥
s Diabetes mellitus type 2 - 250.00 (Primary)

¥ 02/06/2003 NP

SECURE NOTES

= CDSS alerts

BP control in DM (130/50)

B 41C testing

GLYCO
B |Hab al- IOrder 'l = Q
€

2]
L]

E
B o

ﬁj’Startl @ g @eCIinica\Works (willis, 5a. .. | @eCIin\caIWorks (willis, 5a. .. |

o QM 7:05rm

Dr. Bear uses the QUICK ORDER FUNCTION to order an HbA1C test for Jane, as
well as a flu vaccine; the alerts disappear from the panel once they are ordered.
Dr. Bear may also choose to suppress alerts, if he deems them unnecessary.

49
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COMPREHENSIVE ORDER SET (1/2)

(& eClinicalWorks {Willis,5am , MD)

it eduleEMR__Bill ks Fax = | Community
Order Sets
Adi m Search for Order Sets Ly
Prac
ORDER SET: [DM, VD - LDL=100 | MEASURE: 350-B QUICK ORDER SET: NO
MESSAGE TIYE
R urc Lipid control: Preventing Cardiovascular Events in Patients with Atherosclerotic Disease or
Diabetes - Counsel all patients on lifestyle modification, the cornerstone of cardiovascular "‘
DIAGNOSES (TRIGGER): disease prevention. - Treat all patients with coronary or other atherosclerotic disease or /
diabetes to reach an LDL goal of <100 magddL; consider an LDL goal of <70 moddL for very /ff
DIAGMOSES (LIMNKED): high-risk patients, - Prescribe statins to lower LDL and reduce cardiovascular events and L
rnartality by at least 30%. Source: City Health Inforration: Lipid Control: Preventing _
Cardiovascular Events in Patients with Atherosclerotic Disease or Diabetes. New vork City -
Tl Department of Health and Mental Hygiene, !
“ =
selects the “LDL R Forier. I ;
control (high i [ | Nome trengih | Toke | Frequency [ouration [afils [Raute [rormuation [pspense [pote] —stotus— | NI
Progres Capsule 7]
0 ” A [T HMiacin CR S00MG O orally Extended |0rder 'l i
risk)” alert, which directes Reloase
A3
1 I h - Lipitar 20 MG 1 tablet Once a day 30 day Orally Tablet 30 COrder Ell
ISp ayS e Telepho (s} I l
. ] 1 tablet 30 da
Order Set for hlgh i r Lovastatin 20 MG with a Once a day (s) ¥ Orally  Tablet 30 IOrder 'l (-
meal
Labs/T Pravastatin 30 day l—_l
LDL Ievels | Sodiam 40 MG 1 tablet Once a day is) Orally  Tablet 30 Order = -
‘"' I Crestor 10 MG 1 tahlet Once a day (SSD)day Orally Tablet 30 IOrder 'l s
Out of O 1 tablet 30 da l_ l
r Simwvastatin 20 MG Bvery Once a day (s) v Orally Tablet 30 Order Bl
evening
L r Zeti 30 day
] etia 10 MG 1 tablet Once a day is) Orally  Tablet 30 Crder | -
Rec .
I Gemfibrozil 600 MG 1tshlet  "ic2a 30 day Orally Tablst &0 [order = ™
Refe day (s}
Mess 1 narlkeat j LI
Docul
el T &

o —
f.ﬁ'start| (@ & @ eClinicaiorks (wilis;5a... | @) eCinicalworks (wills,5a... | 1y ERM 7:24Pm

The 15t part of the COMPREHENSIVE ORDER SET displays a selected list
of recommended medications (brand & generic) for lipid control.
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COMPREHENSIVE ORDER SET (2/2)

& eClinicalWorks (Willis,5am , MD)

Prac

Dr. Bear views

other order sets
for high LDL
levels Telepho

Labs/Ti

Bill

Labs

I N I 0 S T

O @ C LIFID PROFILE

HEPATIC FUMCTION
r € PANEL

Procedures

|Order = =
IOrder 'l =

T N —

Immunizations

m Smart Forms

= -

MMR.

[T Preumococeal

Appointments

D @ foovte o

Physician Education

PDF

City Health Infarrnation: Lipid

E Contral: Preventing Cardiovascular
Events in Patients with Atherosclerotic
Disease or Diabetes

E Cholesterol Pocket Guide

WFR RFFFRFNIF

IOrder l
IOrder 'l =

[Sorier JLERIRS ===

Qutgoing Referral
Il going
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The 2" part of the COMPREHENSIVE ORDER SET displays a selection of
recommended labs, immunizations, follow-up appointments, referrals as well as
printable physician and patient education materials.
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RELEVANT INFORMATION AT THE POINT OF CARE

Example: Smoking cessation intervention alert and order set

. Order Sets

ORDER SET: |S|n0king Cessation

DIAGNOSES (TRIGGER):
DIAGNOSES (LINKED):

Search for Order Sets

=] ST R MEASURE: 211-CH

QUICK ORDER SET: nO

MESSAGE

Treating Micotine Addiction - Ask every patient about smaoking status. Advise every smaoker to quit. - Provide brief counseling and
pharmacctherapy to help patients become tobacco free. - Educate patients about the risk of second-hand smoke to their families. -
Encourage a smoke-free home. Suggested regimen: <= 10 cig / day - start with
14mg/24hrs 15-20 cig/day - start with 21mag/24hrs 21 + cig / day - start with 21mag/24hrs, add gum or Bupropicn. Duration of treatment:
4 weeks on initial dose then continue at lower dose for a total of 8 weeks. Treatment of 8 weeks has been shown to be as efficacious as
longer treatment pericds. Source: City Health Information: Treating Nicotine Addiction. New York City Department of Health and Mental

no patch, use qgum or Bupropion 10-14 cig/day -

Hygiene.
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- Chantix TMG 1 tablet Twice a day 30 day(s) Crally Tablet IOther Actions l

- Nicotine 7 MGI24HR 1 patch Once a day 30 day(s) Transderr Fatch 24 Ho 30 IOther.i\I:Tions vl H

r Nicotine Polacrilex 2MG 1 piece for 24 time(s) a Mouth/mhre Gum - IOther.-*\ctions vl H

r BuPROPion HCI| (Smoking Deter) 150 MG 1 tablet Twice a day 30 day(s) Crally Tablet Exten g0 IOtherAcﬂons vl H
Labs m Diagnostic Imaging m
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Any drugs or procedures ordered will
automatically appear in the progress note
and the alert will be suppressed for
several months. The intervention will be
recorded and counted towards the quality
measures.
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A9E'E SMOKING

ASSESS TOBACCO USE IN ADULTS

Numerator: Patients in denominator with smoking status updated in Tobacco Control Smart Form in the last year

Denominator: Patients seen in the reporting period, age 18+ at time of visit

. Speciality Forms - Patient : { Smith, John ) - ID : {9103) ;|g|5|
Tobacco Control{(TCNY 2)
Tobacco use must Name: |John Smith Date: [03(03/2008
be documented in P —
the Tobacco Control ¥ current smaker
Smart Form ™ former smoker
™ never smaker
If ‘current smoker' : How often do you smoke cigarettes?
— Are you a... % every day
Current [T some days, but not every day
Former Ilf_:uorrrll:: smoker' : How many cigarettes a day do you smoke?
Never ™ 6-10
M 11-20 DISP425
...Smoker
M 21-30 | |
¥ 31 or mare
If ‘current smoker' : How soon after you wake up do you smoke your first cigarette?
¥ within 5 min
™ 6-30 min
7 31-60 min
I ||

Print Prewiew. . | Erint...l Fax | Sawve I
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HIGHLIGHTS

1. CDSS offers unique opportunities to affect patient care
while patient is in room

2. Most important function of EHRs besides storing data in
structured format

3. Should recommend action ad provide a shortcut for action
4. Do not interfere or interrupt with providers work

5. Future: Siri-like medical encyclopedia
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Thank you!

Any guestions/comments

Please email:
samamirfar@gmail.com
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SAN FRANCISCO DEPARTMENT OF
PUBLIC HEALTH — PRIMARY CARE

Strategies for implementing clinical
decision support



Brief Overview of Health System

e 12 primary care health centers + 4 primary care
resident training programs

70,000 primary care patients
 SF General Hospital

IT Infrastructure

* Hospital Electronic Health Records (EHR) and Practice
Management System

— Lifetime Clinical Record (LCR)

* EHR
— E-Clinical Works (ECW)

* Population Management Tool/Registry
— i2iTracks




TEAM BASED CARE

Share the Care*Tram to the Team

BehaV|oraI
Health

Medical

Assistants &
Panel
Managers
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 Worsening adult primary care practitioner shortage

— Only 9% of US medical students choosing adult primary
care

— Not enough Nurse Practitioners/Physician Assistants to
fill the gap

* Panel sizes go up
— reductions in access, quality, and clinician dissatisfaction

* Solution is to share responsibility for the health of
the patient panel between clinicians and non-
clinician team members

* Teams are now a necessity

Tom Bodenheimer MD & Berdi Safford MD.
Safety Net Medical Home Summit, 2011



What it Looks Like

Pre-Visit Planning Team Huddle

Southeast Health Center San Francisco VA 60



PANEL MANAGEMENT

Prepared Y& Proactive vt Effective

IR AMI R OUTREACH AND ENGAGE
KU A IN-REACH PATIENTS
CARE GAPS
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* Every established patient receives optimal care
whether he/she regularly comes in for visits or not

* Practice is responsible for a finite number of
patients

— Assign all patients to a provider panel; regularly review
and update panel assignments

— Assess practice supply and demand; balance patient
load accordingly
* Use panel data and registries to proactively
contact, educate, and track patients

Safety Net Medical Home Initiative

http://www.safetynetmedicalhome.org/chang
e-concepts/empanelment



http://www.safetynetmedicalhome.org/change-concepts/empanelment
http://www.safetynetmedicalhome.org/change-concepts/empanelment
http://www.safetynetmedicalhome.org/change-concepts/empanelment
http://www.safetynetmedicalhome.org/change-concepts/empanelment

Implementing CDS

Teams trained on how to In pairs, team members Teams outreach to
guery registry for patients practice using scripts for patients by phone; enter
due for screening communicating importance data into registry for

of screening to patients tracking
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Colorectal Cancer Screening Outreach

100%

80%

2"d Qutreach

60% Event

40%

15t Qutreach
20% Event
0%
11/11 02/12 05/12 08/12 11/12
«9=DPH PC «=QC Goals —Mlin Max
Nov-11 Feb-12 May-12 Aug-12 Nov-12 QC Goal HEPIS
Medicare
49% 49% 54% 56% 57% 60% 57%




2012 Quality Council Goals

2012 2010
Oct-10| Oct-11 | Oct -12 Goal HEDIS Av.

B
lood Pressure | o0 | gcos | 919% | 90% NA
Documentation
i?s‘:;'s”egdsmtus 51% | 73% | 79% 30% NA
Colorectal
Cancer 44% 47% 57% 60% 57%
Screening
Diabetes
Mellitus (DM) 62% 74% 72% 70% 62%

HbAlc Control




DATA STRATEGY

Actionable Q% Timely .~/ Responsive
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Primary Care Operations Dashboard:

Chinatown Public Health Center

voLuME Panel Size Continuity Show Rate
Average Panel Size per FTE % visits to assigned primary care provider % scheduled visits attended by patients
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DM with BP <140/90
(% of active patients with diabetes)

PCO] Committee: Quality Council Measures & Goals 2013

7 of 11 clinics have met QC goal

DM BP <140/90

Clinic: Latest %, Baseline, Goal (# eligible]

CMHC:70% B:63% G:69% (644)  |CPHC:83% B:79% G:70% [200) W |Curry:61% B:67% G:70% [252) MHHC:74% B:72% G:70% (567]
100% 100% 100% 100%
80% P, 0% | ettt 0% BO%
s0% | #— ¥ 50% 50% e ———t 0%
a0% 0% a0% 20%
20% 20% 20% 20%
0% 0% o% 0%

12/12 03/13 06/13 12/12 03/13 06/13 12/12 03/13 06/13 12/12 03/13 06/13
OPHC:70% B:72% G:70% (520) % |PHHC:60% B:55% G:60% (531 % |SAHC:71% B:68% G:70% (580] # |SEHC:62% B:55% G:60% (689] *
100% 100% 100% 100%

20% BO0% 0% 80%

— —— ———————4 ——————
60% 0% | gt 60% B0% |
a0% 0% a0% 20%
20% 20% 20% 20%
0% 0% o% [

12/12 03/13 06/13

12/12 03/13 06/13

12/12 03/13 06/13

12/12 03/13 06/13

Blue = Primary Care Health Center
Oranee = DPH Primarv Care

DATA STRATEGY

Acts
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Goals for Training + Support:

 What is needed: training alone is not enough!

— Training : consistent content, offered on regular
basis as initial and refresher training

— Competency: coaching, observation, clear role
definitions and expectations for who will do the
task

— Oversight and Supervision: documentation of skills
through proctoring and annual Performance
Appraisal

* Written protocols and tools X4
— standard for COPC / SFDPH-PC nﬂﬂl ¢

2
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Thank you!

Contact Info:

gary.najarian@sfdph.org

&
amy.petersen@sfdph.org
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* Submit questions and 08| [gmreo aonoonond

comments via the
Questions pane

Webinar Housekeeping
Webinar ID: 275-918-366
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