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m The Centre for Fa,m'ily Medicine CFFM FHT: providing integrated primary care to

: over 24,000 patients in the Waterloo Region.
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OBJECTIVE: To share how good quality EMR data can enable more proactive
chronic disease management, preventative care and data sharing through:

* EMR Clinical Data Prioritization and Standardization Project ALIVE, funded by:
* Clinician Engagement, Change Management and Training

* Benefits Evaluation and Realization )" OntarlO

. , -
A broad engagement of primary care practitioners —mpr——



The Problem

* Clinicians like to express themselves-...
* 285 ways of capturing depression
* 701 ways of capturing diabetes
* 670 ways of capturing hypertension
* 302 ways of capturing COPD
* Keeping patient charts up-to-date can be a challenge

* Clinicians want better data, but not at the expense of patient care

\{ 1. From: CIHI PHC Voluntary Reporting System-EMR Data Source
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Project Scope

* Stream 1 - Support the meaningful use and management of EMR
data by working with 30 Primary Care practitioners to:

o Standardize a sub-set of EMR data (One FHT 12 conditions; Other FHT 18 conditions)
o Implement the use of a reporting tool

o Implement processes focussed on sustainable data standardization

* Stream 2 — Report on the current state of information management
in Primary Care through:

o Broad engagement of 300 Primary Care practitioners with EMRs

o Broad engagement of 35 Primary Care practitioners without EMRs

£
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Coded Data = Simpler Searches

Coded Search

Search Name: MD Typell Search

CPP Prob SNOMED CT® any item starts with DB-61030
or
CPP HPH SNOMED CT® any item starts with DB-61030

Advancing and Leveraging the Investment Value of EMRs

VS Un-coded Search

]Search Name:;MD Diabetes - Type-épbplu.latﬁion

Member Status = FHO Enrolled
and
PROB/Problem List/Problem List contains Type 2 Diabetes
or
PROB/Problem List/Problem List contains Diabetes Type 2
or
PROEB/Problem List/Problem List contains DM
or
PROB/Problem List/Problem List contains DM2
or
HPH/Past Hx/History of Past Health contains Diabetes Type 2
or
HPH/Past Hx/History of Past Health contains Type 2 Diabetes
or
HPH/Past Hx/History of Past Health contains DM
or
HPH/Past Hx/History of Past Health contains DM2
and
HPH/Past Hx/History of Past Health does not contain gestational
and
PROB/Problem List/Problem List does not contain gestational
and
PROB/Problem List/Problem List does not contain Type 1
and
HPH/Past Hx/History of Past Health does not contain Type 1




Simpler, Faster Searches that Yield more Accurate Results
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Uncoded vs
Coded Search
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The uncoded search for Clinician 2

brought up several false positives




More Accurate Patient Searches

% of patients who have the  Asthma 13.5%

condition but were not Dementia 8.5%

identified in existing EMR Type 1 Diabetes 339

Search Type 2 Diabetes 8.5%
g

< Impact: Clinicians learn not to trust the EMR
h functionality such as reminders and searches

'
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Advancing and Leveraging the Investment Value of EMRs



More Accurate Patient Searches

% of patients who do not Asthma 16.4%

have the condition but were copp 24.7%

incorrectly identified as Dementia 19 7%

having the condition Pre-diabetes 35.7%
gt

Impact: Clinicians learn not to trust the EMR

\J
h functionality such as reminders and searches

'
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Enhanced Patient Care Opportunities

Patients with Congestive Heart Failure Opportunity to use teams to enhance patient care
100 through the use of Medical Directives and standardized
90 process flow/ EMR Information.
30
Type Il Diabetes (2 FHTs Combined)
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Seen within the last 12 Not seen within the past 6 Total Patients with Last Creatinine test Last Creatinine test
months, months Type |l Diabetes >12 monthsago > 12 months ago
no flu or pneumonia vaccine (one FHT only) And visit within the

(2 FHTs combined) past 12 months



Practice/Patient Benefits

Quick and Flexible Reports to better inform clinicians and the organization of the needs of
their patients and which patients with chronic conditions require follow-up care.

Better Identification of Patients allowing the full inter-professional team to better care for
complex patients.

2 Clinical Best Practice Reminders have been activated by utilizing advanced EMR
functionality based on the coded data. This includes outstanding lab work for diabetes and

outstanding vaccinations for patients with congestive heart failure.

R RAIRT Example: Clinical Best
R - Practice Reminder for

4 Reminder Name: MD CHF

PROB{Problem List/Problem List contains D3-16010 CHF Pa tient , W ithin
and
patient record

pneumnococcal [all kypes] number of times done =0
CFFM, 2014

and
influenza virus vaccine months since latest == 12

¥ Flu shot and Pneumococcal vaccine for CHF patient



Examples of Patient Care Opportunities

(e Edit Reminders

| Edit
o e - # |Reminder Name:
- - e
=0 Suns CPP Prob SNOMED CT® any item starts with DB-61030
‘ - - Qr
) e @ CPP HPH SNOMED CT® any item starts with DB-61030
. — and
*.‘T W Creatinine [Cr] monkhs since latest >= 12 A If\/e CHF EA * Diabetes Visit EA* All Conditions EA * SOAP * Li
- - I Insert Lab Req - Select Diabetes Long
. - 9 -

Opportunity to use teams to enhance patient care

through the use of Medical Directives and standardized
process flow/ EMR Information.

eHealth a v e

Advancing and Leveraging the Investment Value of EMRs




Better Continuity of Care for Patients

Encounter - HTNBPReview MAD
Follow-up Appointment Advised - Patient Accepted? Pt Accepted - Book Appointment
Yl - _1Send Message

Encounter - BPReview

BP Review - Nurse:
BP: 165/91

7 Elevated
""" At Target

-

! Finish f Encounter - HTNBPReview MAD

Follow-up Appointment Advised - Patient Accepted? Pt Declined - Notify Physician
- 1Send Messaqge

Opportunity to use teams to enhance patient care
through the use of Medical Directives and standardized

process flow/ EMR Information.

Advancing and Leveraging the Investment Value of EMRs



From Historical to Go-Forward Coding

Change Management coaching deployed to incorporate the standardization of patient data
into existing workflows, allowing for Ongoing and Sustainable Standardization by

Clinicians.
Feb 5, 2015 Encounter - Condition List
Anxiety disorder Dementia | Multiple Sclerosis (MS)
Asthma Depression Osteoporosis
Atrial Fibrillation Diabetes - Gestational | Parkinsion Disease
Coronary Artery Disease (CAD) Diabetes - Typel | Spinal Cord Injury (SCI)
Cerebrovascular (CVA) Diabetes - Type2
COPD Hypertension
Congestive Heart Failure (CHF) MCI
= ] Example: Template

to allow simple
“point and click”

standardization from

within patient record
CFFM, 2014
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ALIVE Implementation Model

Creafed: June 27 2014

1.0 Data Standardization Framework Process for Implementing the Toolkit

Updated: June 30, 2014

Process design status (*)Draft in progress (*)Review in progress () Complete
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Value/Benefit in Health Organizations

Ravichandran and Lertwongsatien (2005) suggested an organization’s performance “can be
explained by how effective the firm is in using information technology to support and

enhance its core competencies.”
Journal of Management Information Systems 21(4), p. 237

Processes
Producing
Clinical
Value

Processes
Producing
Organizational
Value

Health



Value/Benefit in Health Organizations

Project ALIVE developed

Organizational and
Clinical Value in EMR:s.

Organizational

This offers the potential

to learn about and

-------

-,
- ~
- ~

EMR Value

improve care delivery

informed by different

information.

Project ALIVE Value

The process of developing

clinical value using in-

Organizational & ™ Clinical

formants from the EMR
introduces multi-
professional care and
change the way Primary
Care Organizations

=
o

eHealth

function.



Options for Pursuing Value

Basic
All providers need to
develop reliable data. Cost
variation by number of
chronic diseases coded

Intermediate
Building on improved data
completeness, work with PCO to
identify CDPM clinical processes and
organizational processes that can be
enabled

Advanced
More custom features developed,
more workflow and change
management required

Historical coding of patient
records

Develop workflow analysis to
integrate workflow changes into
organizational processes

Improved links to clinical guidelines
to proactively manage chronic
diseases i.e. reminders for vaccines,
Interventions etc.

Improved basic report
generation

Improve organizational processes to
improve billing search efficiency

Develop dashboard feature for
performance improvement,
professional development, QIP
opportunities

Tools to make EMR
functionality more accessible
to enable coding

Improved intra-organizational and
inter-organizational referrals for
chronic disease management

Develop improved communications
interface within the EMR to manage
communications with specialty clinics




Primary Care Performance Measurement Framework

(Ontario Primary Care Performance Measurement Steering Committee, June 2013)
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Extent of (awoidable) | Information sharing across | | Per capita health care cost Managemeant of chronic Preventive care for infanis Infection prevention and | Respect for patiants’ and Funds received by primary
amergency depariment, the continuum of care (primary care, specialist conditions including peopla and children ( nd control ) families’ valuas, culture, care praclices
walk-in clinic, urgant care including patients and family| | care, hospital care, with mental health and immunization) needs and goals 5 (by category) ©
canira usa caregivers Eﬂ diagnostics, pharmacauti- addictions and multiple o
“(Integraticn) &) - /| cals, long-term cara, chronic conditions E8) Medication managament, N
community care) £) N\ / Health and socio- including medication | Process to abtain Human resources
( Care eoordination with other damographic information reconciliation €5 patient/client and care- availability, composition
Access to a regular health and community care Advancead about the population giver input regarding (skills mix) and optimized
primary care provider E;ﬁ providers and sarvicas \. Support for family diseasal/palliative care baing served (including B health care services scope of practice &0
*(Efficiency and Patient- caregivers G0 eH health status) &3 Recognition and co L )
Cantredness) B3 managameant of adverse
4 AN / 4 ) events including medical Healthy work environmeant
| Access to an infer- . Unnecassary duplicaton of asympiom managameant Immunization through the arrors 35 I~ Respectiul and undar- and safaly Eﬂ
profassional primary care __('ﬁma to referred appaint- A diagnostic testsfimaging *(Patient-Centrednass) life span €5 standable communication
\IEE J mspeulam ﬂ;‘nﬁ'ﬁmﬁum' co €o - < — with patients €9 Funding and use of E|EIE.'|:I'I:H‘Ii-;
specializad sarvices 4 ™\ "\ [~ Screening and manage- i Injury preventon : !' ) systemns to link with other
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place of care @0 meaningful use of patients with chronic cardiovascular disease | Health) (|| within the primary care J
Elactronic Medical conditions and otherchronic @ @ @ === === === = = || setting G5
_ Hospital admissions and Records/Elactronic “(Patient-Centrednass) conditions. (e.q., obesity, \_ ) Praclice improvamant and
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—_— | subsltance abuse, soCio- suggestions/ complaints N~
€3 4 N e e e e e e e - — - _ | demographic characteris- (54P] Human resources training
\. Follow-up with regular - Salf managament support | Shared clinical i | stics, sexual and othar high and professional develop-
Access to non face-to-face primary care provider post and collaboration with | dedsion-making | risk bahaviours e ment, including patient- and
care (e.g., telephona, hospital discharge &0 patients and families | *{Patient-Centredness) ] (Effectveness) @@ = 0000000 | e mm e m - . family- centred care
amail, etc.) 5 ‘(Patient-Centrednessand | ~ - - - - - - - - - - ' Privacy and |
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— Waiting time for community Chronicdiseasescreening | @ =00z @ ==ccceccoccoo- ‘ e .
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Equity is a cross cutfing domaim and will be assessed in relalion o a vanely of economic and social vanables such as income, edgucabon, gendsr, urbandural localion, age, sexual onentabiondigenify, language, immigralion, ethno-cullural imentily and Abonginal sialus.
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