7 NORTHWEST
An EvidenceNOW Project

Building Quality Improvement Capacity using EHR’s
Tara Kline, CPHQ, SSBB, CPHIT, CHP

Qualis Health
December 11, 2018

EvidenceNQW

I /\n AHRQ Initiative

The cantents

the US.Deportment of Healthand Human Servces

ORPRN

§ KAISER PERMANENTE. \((/ o i 8 Qwﬁ%}ﬁ ITHS

Research Network vt

Goals for this session

Deeper Dive into Clinical
Quality Measure (CQM)

How to Help Practices
with Data Validation

Coaching a Practice in
Data Driven Ql
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Healthy Hearts Northwest (H2N)
was a study about improving cardiovascular
risk factors by expanding the quality
improvement (QI) capacity within small-

and medium-sized practices in Washington,
Oregon, and Idaho. Practices worked directly
with an H2N coach for 21 months to identify
potential improvements and make progress

toward their goals. Thank you for being part H

his important effort to im) fents’ 209 small primary care practices representing 1,100
E'a;rtsheal hi L EFTOrt o mprove patents! dlinicians using 36 different electronic health records

participated in H2N.

Participating
ices

209

Cardiovascular risk factors at participating practices are improving!

' Appropriate Use of Aspirin has Control of High Blood Pressure has
[/ improved from 60.4% to 62.5%

7 increased from 67.1% to 70.2%

WA statin Therapy for Cholesterol : Screening and Smoking Cessation
Wl improved from 65.7% to 66.3%  : ) Intervention improved from
: 70.3% to 76.7%

*Data current as of September 2017
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7 Regional Cooperatives

Healthy Hearts in the Heartland

(Midwest Cooperative)

HealthyHearts NYC
(New York City Cooperative)

Heart Health Now! . z Lf
(North Carolina Cooperative) '

Healthy Hearts Northwest )
(Northwest Cooperative) _'-

Healthy Hearts for Oklahoma
(Oklahoma Cooperative)

Evidence Now Southwest
(Southwest Cooperative)

Heart of Virginia Healthcare
(virginia Cooperative)
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Data Driven Improvement
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The ABCS Clinical Quality Measures (CQMs)

eMeasure Title INQF Number _CMSID_____|

NQF0068 CMS164v4
Ischemic Vascular Disease (IVD):
Use of Aspirin or Another
Antithrombotic
_ NQF0018 e
Controlling High Blood Pressure

Pending CMS347v0
Statin Therapy for the Prevention
and Treatment of Cardiovascular
Disease

NQF0028 CMS138v4

Preventive Care and Screening:

Tobacco Use: Screening and
Cessation Intervention

HEALTHY HEARTS
NORTHWEST
An EvidenceNOW Profect

Many Clinics did not Know
If Their EHR Could Pull
ABCS

How Does the PF Guide?

[ —
CQMs Part of HiTech Act

+ Certification of EHR'’s

+ EHR’s required min 9 Certified CQM’s

» Designed for Quality Payment Programs
» Standardized Specifications

» Updated Annually

+ QPP, MU, PQRS, HEDIS, ACO etc....

» Evidence Based




Quality Payment
PROGRAM

What IS a CQM?

Controlling High Blood Pressure

High Prierty Messure: Intermediate Outcome.

Porcentage of patiens 18-85 years of age who had  diagnosis of hypertension
nd whose bood pressure was adequataly contraled (<140/90mimHg) during # ASp¥oEy
the messurement period

S iomission Methods

Documentation

- Clsims S Soxctiaion (001 st
- M Wob Itorfaco CMS Wet Intertace Specifications (D7) 7 el
- enr Electroni Health Record. &

Soscifcations o
 Regitry DEIGE Bonchmarking [C5Y)

Registry. Spocficatons

o dotals

Measure Numbers. Nas Domain Speciaity Measure Set

CMS GCOM ID:CHST65v6  Lffectve Ciical Gare Garciology

NOF oCOM ID: None Obstetcs/Gynecology

NaF:0078 Vaseuar Surgery.

Quaity 0: 236 Thoracic Surgery.
Rheumatology

Measure

Million Hearts Clinical Quality 2016

Measure

Number Measure Descript

Mpm" Ischemic Vascular Disease (IVD): Use of Aspirin or Another
NQF o068 | Antithrombotic
Ap P Petcanage o patets aged 18 ears and older Wi VD wih documented
" & use of aspirin or other antithrombotic (78-80% in
Blood Hypertension (HTN): Controlling High Blood Pressure
Percentage of patients aged 18 through 85 years who had a diagnosis of
z’es‘s”:'e NQF 0018 | 17 and whose blood pr
£l the. ear (64-71% in 2015)
Slllln Thaupy for Prevention and Treatment of Cardiovascular
Percemage of the following patients who were prescribed o were on statin
therapy during he measurerment period:
< kit et 2 years whowee reviolsl dagnosed witorcunent
(ASCVD). O
« Adults aged e Jears ith  fatingor drectlow-densty popratsn
cholesterol (LDL-C) level > 190 mg/dL_; O
« Adults aged 40-75 years with a dllgnosls of diabetes with a fasting or
direct LDL-C level of 70-189 mg/dL
Preventive Care and Screening: Tobacco Use
Smoking NQF 002 | Percentage of patients aged 18 years and older who were screened about
Cessation tobacco use one or more times within 24 months and who received cessation
ifidentified as a tobacco user (83-91%in 2015)

Practice/Fal

NOTE: All CQMs are included in Cardiology, Internal Medicine, and General

mily Medicine Specialty Measure Sets in the CMS Quality Payment Program

What we did

1/9/2019
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CHPL Website

Certified Health IT Product Li

SachCHRLQ O > CongarePudcts»

rowse all

Q
#Restore previous search

AP Info for 2015 Ed. Products SED Info for 2015 Ed. Products
Products: Corrective Action Decertified Products

Inactive Certificates Banned Developers

[ —
https://chpl.healthit.gov/#/search

Certified Health T Product list*

Shortuts

014 eClnicalWorks,  eClincalWoris vio Jul31,2014 CHP-023392 () #0tD
e

D14 eClnicalWorks,  eClincalWoris vio ul31,2014 CHP-023398 [ Heatid
e

411

214 eClnicalWorks,  eClincalWoris vio 31,2014 CHP-0233%4 o T
uc

214 eClnicalWorks,  eClincalWorks VI0SP2  May26,2007 14040428636CI10011170526 @ $etlD
uc

205 eClnicalWorks,  eClincalWorks Vit Dec26,2017 1504042863eCI101171228 @ #0stD
uc

fied Health IT Product [ist\

CUSID Crestory ~ Compare Products» ~ CHA

eClrnicaborks LLC

Version
Vit Qualty

Version Measure  170315(c(1) 170315(c2) 170315(c3) 170315 (c)4)
Certification Editon w o ® ® ® O
2015
Certification Status
Active by Primary

1/9/2019
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Template - M i ing period]

& Practce: [inser practie name] __State: WASHINGTON Cooperative: Healthy Hearts Northwest (HN)

» Vair - Notionsl | Milon arRQ

o copentioes| S s Eudenceniow
EvidenceNOW ABCS Measures Practices | CO0PETE! Average s | Glnia Targot
i

Practices’
Performance P performan

54% 70% 80%

ar of g who el  diagnosis o
Fyperterion and uhose oo precs s el control e
(€13030nre) dring e messusarrs pecio. (GRS TE/NCE
o

[Xx%] 64% 53% 70% 80%

‘CHOLESTERGL MANAGEMENT®
Percentage o sk asl patints aged.

e Data not
gy L x| o
Linoprotein Cholestersl {LDL-C] level 3= 130 mp/dL; OR patients sged available]
157 et i ahagrss a hacsia ain dret (LC
B

32% 70% 80%

Parcentage of patlnts agad 18 yars ardolder who werasereened for
tabiacea use e or more times withn 24 moiths AND who meaived [Xx%] 83% 22% 70% 80%
cossation caunsel g ieterversion f et e s 3 tobace e, (ZORS

Zsparocs)

I -co: vl s v, =7, i = it st g b ik et il et s st o
WS TRLCoN TR COOPERATIRS 161 h v a3 P e 2 eI A+ e o S 1o o 8 S i e L35, D,

Now we Have a Measure
Validate

“Make it Real”

[ —
A Canned Report in Athena

Satisfacti Not
jon satisfied |satisfied |Total
Provider |Percenta |Patients/ |Patients/ [Patients/
~|Name Tlge |~ |Episodi - |Episod: - epi - |pate Rur -
ntrol 140/90 (18-59 yrs) m 5% 31} 3 1[11/10/200
Cardiac Care Guidelines _|Blood Pressure Control in CAD (140/50) m 65%) 17] 4 20| 1[11/10/201
e Guidelines _[Blood Pressure Control in CHF (140/90) o 79% 15 4 19) o[11/10/201
Cardiac Care Guidelines _|Blood Pressure Control in IVD (140/30) A 58% 2| 1 33| 0[11/10/2017]
Cardiac Care Guidelines _[Blood AL 96% 25| 1 20| o[11/10/201
patients on statin therapy _|ALL a2 7| s 17 12[11/10/201
Cardiac Care Guidelines _|Lipid Control in CAD (Less than 100) A 15%) 4l 2| 2] 0[11/10/2017]
Cardiac Care Guidelines _|Lipid Process in CAD (1x year) A 3% 9 17] 26| o[11/10/201
Use of aspirin or another anti-atherosclerotic in
Cardiac Care Guidelines _|cAD A 96% 25| 9 2| 111/10/2017|
ntrol 150/90 (60+ yrs) A 795|155 a 156] o[11/10/201
Hypertension: Diabetes or chronic kidney disease
B control 140/90 law 1% 32| 31] &3] 0l11/10/2017|
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A Canned Report in NextGen

NEXTGEN

Summary Report

COl (EHR) ndvidual 2017,
nDate: 1282015

cusans m o om e 0w n am o =70
cusesis 2w w0 2w mm o =000
[Popatonpusic ot
cus s W w0 0 s ww o =52

Now that We know
Patient Care Gaps

QI Begins!

Quality Improvement- Make it “Theirs”

Aim Statement Measure: Controlling High Blood Pressure

percent of 18-85 years of age with controlled 8P (<140/90)
lcws 165 NaF 0018

hypertensive patients to 80% by 12/31/2017

—— % patns — GaalLine ST
ime period | tum | ven | exc | Rate | Goat: | goarr
—— sqaos | am| 37 10 o | eo% 5
) 10206 | 20 30| 10| eo% | s0% a
L Z 20206 | _29] a7 | oo | so% 47
2 30206 | ass| _aes| 1] 72% | so% 35
f aq06 | 2| e uil 7e% | so% 2
h 102017 | _283] _sm0 12| 7o% | so% 13|
5 202017 B[ as] o] asw% | so% 5
5| a® o o0 0t et g e ot et 302017 s o] 1] ao% | so% 2
7 42017 ss| 10| o 7% | so% 1]




All pts reminded to |- [A reviews charts of] [Team huddles to
! ™ huddies Front Desk checks
bring recent home Pts on schedule & | | finalize priorities kgl
BP readings if they [~ identifies those with [ | for each patient. [~ ':"e inpoiniehmismbis
have them Guideline failure MA makes a list

B @% R

Provider reviews
information gathered
by MA and prompts
from orders place in
Huddel; follows

MA uses list from
Huddle to address
ABCS gaps following ==
MaA protocols for each

MA reviews
I—»| changes made
using guideline

1/9/2019

measure
Provider protocol
I":’_';'"?""" Clinical Protocol:
riterion Condition What do | do?

IVD is on Problem List AND Aspirin is

Inot on: - Place & pend
$ | wmedcationust 5“"’9':‘9 D's‘:ssl at order for Aspirin

lo Medication Allergy List Faile Huddle without dose

|+ Contraindication on Problem List
& | Pended order for Aspirin Patient should Discuss with
2 " o Ptand sign
H without dose be on Aspirin
S order
&

/ The Model for Improvement\
What are we trying to
Asimple, accomplish?
powerful tool for N
accelerating hHow “{“I we. know that 2 Measures
T eent a change is an improvemen ::

Whal change can we make lhal Change Ideas
will result in impi
The Improvement Gude: A racical Approach to mwn

Organizational Performance. G. Langley, K. Nolan, T. Nolan, C.
Norman, L. Provst




Example: Improving Controlling High Blood
Pressure Measure

1. Ran EHR Canned Report for Controlling
High Blood Pressure CMS 165

2. Validated Measure —Looked up 10 pts
3. Team set goals (AIM Statement)

4. PDSA Cycle Process determined

5. Tested small changes

6. Adopted Improvements

Standard Visit Flow

1/9/2019

Patient Reception Care Team Patient Provider
schedules staff prepares prepares t—p{checks in at o conducts
for visit for visit Front Desk " encounter
T patient
« Auto reminder call
s canmes s [pang ] | [ranaote] | [ind ot |
« Check insurance on-fine
L2l pto validoteins + Bring up Pts chart + Review last chart note | [ + Pt remains in rm
Azl iy « Verify Pt ID « Enter room + MA reviews plan
* Take Pt to Exam Rm et visit agenda « Pt education
« F/u appt priorvisit | [ * Set up translation + Address agenda « Handoff to BH
MA prep chart
Pt calls clinic Y m— « Ask chief complaint + Document HPI « Handoff to PCC
+ Outreach call Yoo e U  Vital Signs + Update Prob List « Ptsent to RC
+ Consulting nurse « BH review charts. * Med List/Allergies * Update Med List *Ptsent tolab
* Walkin + PCC review charts + BH screening questions || +Orders in CPOE +To FD for f/u appt
oA I + Assemble documents * Write MA instructions
+ No huddle  Pend overdue tests * Referrals on ref sheet
+ Order pre-visit tests « Print AVS in hallway
 Enter pre-visit test results
T + Alert BH to ssues
- . + Update consultant names
* Verify demographics -
* Set up room for visit
* Verify insurance
* Verify pharmacy
* Review income eligibility
+ Address co-pay

Example: Controlling BP

CMA
Reviews Med
&Allergy — TakesBP
Lists
PCP
D:f."m: | Repeats | | signchart
tent Elevated BP Visit
Problems
EHR 3
Update Med | | Enters BP into Update Records BP in p"’:‘;::"‘l';‘
Lie Vi i Chart N B
ist itals. Problem List art Note Med List
Proc: CPT

Measure Logic

Numerator (] Denominator . Exclusions
BP <140/<90 ’ Dx: Hypertension Dx: Pregnancy, ESRD




What are we trying to Improve?

Build QI Capacity

* IHI Model for

Improvement

Improve Heart Health
Indicators

* Aspirin

+ Blood Pressure

» Cholesterol

* Smoking

One of Highest Adopted Change: Process
for a 24 BP reading Entered in Vitals

Laminated hearts hung on exam room doors
to indicate initially elevated BP reading

Red Heart Routine Your Next Appointment:
Date: —_—

Time:.

Bafore coming in:

+ Do not exercise or eat a large meal two
hou easiuing,

+ Use the restroom. A full biadder can affect
the reading. 502 760 280

Why Practice Facilitation is Important

Help to providers, especially smaller clinics,
to:
#1 Be able to use EHRs to generate data
reports
#2 Look at the data and identify care gaps
#3 Develop processes for improving care and
outcomes
#4 Report data on a regular basis

Understand what is coming down the pike,
and the need to change in order to survive

1/9/2019
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Thank you!

Tara Kline, MS, CPHQ
Practice Facilitator/H2N Project Manager
tarak@qualishealth.org

Jeff Hummel, MD, MPH

Qaual EvidenceNQ@W

HEALTH. I /n AHRQ Initiative
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