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The Care Model

Prepared, You are
Proactive here
Practice Tea

Informed,
Empowered
Patient

Improved Outcomes



If a productive patient-clinician
Interaction Is at the heart of good
visit, then information
IS the life blood flowing throughout
that interaction



Currently: Information Available
During the Interaction Tends to Be:

 focused on the paper record

e OR, aconfusing mix of paper and
electronic sources of information

e disorganized

e responsive to the past clinical
Interactions versus looking forward



What would be more helpful for
the care of our patients with
chronic disease?



Clinical Information System

Features of afunctional registry

Summarizes relevant clinical information for
an individual patient needed at the point of care
and for shared team care

prompts for needed services based on Clinical
Guidelines imbedded in patient summary

can Identify patient populations, subpopulations

can stratify patients by complexity, disease
severity for case management services

reports performance at provider and clinic level




Clinical Information System
Features of an easy to use Registry

guick to implement, data entry simple, efficient

organized by patient; but responsive to disease
populations

contains only data relevant to clinical practice
easy to update from automated data sources

assists internal and external performance
reporting
guides clinical care first, measurement second!



Basic Functions of a Disease Registry

from Using Computerized Registries Chronic Disease Care, First Consulting, CHCF, 2004




Individual Patient Care
Planning



Elements of Individual Care Planning

 Having the right information available at the
point of care (Individual or group visit, phone
encounter, etc.) —the patient summary

* Planning ahead to ensure that all routine careis
delivered at the appropriate time to each patient

e Using the patient summary from registry to
facilitate the planned visit or pre-visit huddle

 Providing summary of care to the patient



The Patient Visit
Summary is used at
the point of care
(during the patient
visit) to provide a
disease specific
summary of care for
the individual
patient.

The needed
interventions are
highlighted.

The reminder
function is based
on embedded
clinical guidelines.



Patient Visit Note



Patient Visit Note with Graphs



Typical Workflow for Use of a Disease Registry
at the Point-of-Care

from Using Computerized Reqistries Chronic Disease Care, First Consulting, CHCF, 2004




Reminders and Prompts



Reminders and Prompts to deliver

evidence-based care.

Timely reminders and prompts can be delivered to
patients and to provider teams:

e at patient encounter (overdue items flagged)

e Through exception reports (“searches’ In
registries) to find subpopulations due or
overdue for an intervention

 Through standardized outreach tools of the
registry (programmed mailings)
e through population reports



Proactive Care of Populations
and sub-populations



Population-Based Care

Goal: Maximize health outcomes of a defined
population (all patients for one clinic, a
orovider panel, patients at risk)

Use stratification of population to find
patients at high risk, or overdue for a specific
Intervention

Design outreach strategies to all relevant
members of a population

After outreach intervention completed, use
population reports to assess effectiveness of

strategy




Use of Exception Reports
Focus on subgroups. EXAMPLES:

Run a search for “Patients not seen in > 6 months’:
Sort into categories. example:

“not followed at this clinic any longer - delete PCP
designation ”, or

“needs reminder letter”.
Send standardized outreach reminder |etter.

Patients with HJA1C of > 9.0 and not seen >6 months:
DM Team does focused diabetes case conference
Goal: make individual care plansfor highest risk pts
Plan may involve broader multidisciplinary team



Examples of Exception Reports —

Diabetic Patients

Reports that can be used to improve care:

Patients wit
Patients wit
Patl ents wit
Patlents wit
Patients wit

Patients wit

N no HA1C within 6 months
N HA1C over 8, over 9

N no LDL within 12 months
N LDL over 130

N LDL over 100 and no statin

nout documented Pneumovax



Team Process for Use of Exception Reports

 Decide which reports to run, and how often
e |dentify ateam member (and backup)
responsible for monitoring exception reports

* Decide how team acts on exception reports
(phone outreach or mailings? Dedicated lab app’ts, or

planned visits with care coordinator ?)
 Create process for handling response to

outreach
(1.e. patient call-backs from reminder mailings may
overwhelm front desk)



Typical Workflow for Use of a Disease Registry
to Identify Patient Outreach

from Using Computerized Reqistries Chronic Disease Care, First Consulting, CHCF, 2004




CDEMS Summary Report — Population Report



12iITracks Summary Report — Population Report



Share information
to coordinate care



Use Registry to improve
communication

Ensure understanding of the care
processes across all parties

Reduce duplication of effort by care team

Eliminate frustration - ?2uncertainty of
who is delivering what care when??!

If possible, involve specialists in use of
registry



Monitoring performance

Of the provider and system



Use the Registry to:
Track process and clinical measures for your
patients over time
Assess effectiveness of improvement effort

Facilitate external reporting requirements

(HRSA, internal in organization, etc.)

Create dashboard reports of the practice asa
whole on multiple measures

Compare your results with local, national
benchmarks




Example of Trending Report used to follow
results of Improvement changes
( % of patients with documented Self
Management Goal setting)
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Typical Workflow for Use of Population
Reporting from a Disease Registry

from Using Computerized Reqistries Chronic Disease Care, First Consulting, CHCF, 2004




Setting up a Registry that
worksin Clinical Practice



Reqgistry Application

Assess avallable software for appropriate
functionality - make this decision with your IT
department

Work with available I T resourcesto install the
software

|dentify training resources for staff

Highlight registry importance to team
members, clinic staff from the beginning



Baseline Datain a New Registry

Use billing data, followed by provider review
to identify and verify Population of Focus
For baseline data: Import electronically when

possible (demographics, lab, IMZ)
If need Chart Review for data abstraction:

* Choose the approach: 10 charts/day vs. Work Party
e Use standardized abstraction tool and method

« Acknowledge and try to minimize disruption - Quick
turnaround of charts from Med Records

* Display initial baseline data and follow up trending
reportsto all staff



The Chronic IlIness Data Manager

|dentify best team member to manage the
disease management information

Choose person with computer skills and
Interest

Define roles and responsibilities for manager
— Important team task at start up

Provide protected time and place for the task
Arrange training as needed and always train
a back-up person




Keys to Success — shared experience

All staff understands clinical utility and supports time
required for registry upkeep - “thisis patient care!” .

Reqgistry is actively used by care team to support
disease management — value become clear

Dedicated time each week for team to use data

Dataforms are clear, roles are assigned
Data used for patient care first, measurement second.

Data shared with patient to improve understanding of
treatment plan.



Why do we have to have aregistry?

Planned popul ation-based care depends on knowing the
patient population and its key clinical data

Primary care teams that use registries are more likely to
Improve processes of care for all chronic conditions

Surveys show that providers consistently under-estimate
the numbers of patients with chronic disease in their
practice

Surveys show that providers consistently over-estimate
their performance on process measures and clinical
outcomes for chronically ill patients.

The two are interdependent - knowing your population
of patients will help rectify this disparity.



For More Information:

Please visit Improving Chronic lliness Care’s
WWW.Improvingchroniccare.org
California HealthCare Foundation
www.chcf.org




