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" Clinical Information Systems

 Provide a comprehensive and accurate
picture of the patient’s health status

e Summarize the latest evidence-based
guidelines

Generate a list of patients in need of care

Generate summary statistics of individual
patients and subgroups of patients

Generate summary statistics to assess health
disparities among subpopulations according
to age, sex, race/ethnicity, insurance
coverage and other variables
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" Clinical Information Systems

 |dentify patients with a chronic condition
 Build visit planning

« Build active outreach systems

Target patients without particular services
ldentify lab values out of a specified range
Target patients for intervention

|ldentify noncompliant patients

Print exception reports to identify patients
with data out of range




COMMUNITY CLINICS

'''''''''''''''''' What's In Place Today?

 Paper Medical Charts
e EHR
Disease Registry
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EEEEEEEEEEEEEEEE What Is a Reqistry?

« A database of the entire population with
a chronic condition used by the care
team to guide the course of treatment,
anticipate problems and track progress

Tool used to collect and access

Information about a specific group of
patients

Mechanism for easily accessing all
pertinent information about a specific
group of patients
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“““““““““““““““““ What Does a Registry Do?

Supports Chronic Care Model by:
— Ensuring regular follow-up by the care team

— Embedding evidence-based guidelines into daily
clinical practice

— Integrating specialist expertise and primary care

— Providing timely reminders for providers and
patients

— ldentifying relevant subpopulations for care
— Facilitating individual patient care planning

— Sharing information with patients and providers to
coordinate care

— Monitoring performance of practice team and care
system




What Does a Registrx Do?

« Captures and track relevant data for individual patient
care

* Displays data graphically for individual patient care

e Screens patient population for individuals who would
benefit from intervention

« With enough data, provides information on population
case management

« Evaluate patient adherence to regimen
« Track and report quality measures

« Generate reports at several levels — patient,
population, compliance, etc., without manual chart
review



What Does a Registrx Do?

 Ensures that data is complete, easily
accessible and formatted for care teams to
deliver appropriate care and follow-up with
patients

* Provides multiple views of information at
point of care, between visits and periodically

e Supports patient and provider interaction

« Facilitates information entry, retrieval and
review




Multigle Views of Data

e Before, during and after visit

e Patient level data at point of care to provide
patient specific information and recommended
guidelines to support decision making

e Patient lists, exception reports or outreach
reports between visits to identify patients with
gaps in care

o Status reports or population reports with
aggregated data to monitor progress, provide
feedback to physicians and continually
Improve care delivery



th Use a Registrx?

e Studies have shown that reqgistries, combined
with reminders, planned visits and self-
management training, improve clinical
outcomes in diabetes

* Registries with reminders also improve
outcomes in diabetes and hypertension

* Feedback of clinical performance data to

ohysicians can improve practice but the effect
IS small

 Reminders are most helpful when combined
with delivery system redesign, with a non-
physician member of the clinical team
responsible for acting on reminder prompts




Registrx Components

* Encounter note and other patient
documents help providers offer better
care for individual patients before,
during and after the visit

* Reports and reminders work to identify
and flag sub-populations in need of
targeted intervention



Encounter Note

Demographics

Vital signs

Conditions and diagnhoses
Medications

Lab results

Other diagnostic tests
Vaccinations and immunizations
Risk factors and behaviors
Other measures

Consults and education
Other notes



Reporting Options

e Printed patient reports

* Registry-generated exception reports
* Progress reports with trends
 Stratified population reports

e Registry summary report which includes
aggregate data for demographic information,
visit information and test results

e Spreadsheet report presents a subset of
patients displayed with a subset of variables,
based on selected criteria




ltems to Consider in Registry Use

Registries can be difficult to populate and
maintain

Registries require staff time for data entry if not
electronically populated

Registry may not be able to integrate or match
data from disparate electronic sources

Registry may only focus on one disease

Registry may only represent a subset of
Information

Registry may not be integrated into the daily
operations of health care delivery system



Effective Registrx Use

« Electronically populated with lab, pharmacy
and encounter data

* |Integrated into organization-wide or
community-wide clinical information system
rather than installed on a individual provider’s
computer

e Clinical processes redesigned to ensure that
technology faclilitates and not hinders work of
providers



Making Clinical Information Work

Define roles and responsibilities

Develop process for regular population
updates

Decide as a team what information will
be populated and how

Ensure timely, accurate data
population



Select Population
Of Focus

Visit Flow Example

Identify Patients

Medical Records Flagged
Any patients due for appointments?

Appointment

Note: Assign roles for each step Scheduled Notify Patient
Use the Registry reports for list of To make apt
patients not seen for the last six v
months Pre Visit

Reminder Call
To patient

Pre visit Medical
Record Review

All reports needed for the visit in chart?
Any screening diagnostics needed?

Establish method for getting

Patient Visit Laboratory | Laboratory results to data entry
Results *On Line Connect to lab?

*Medical Assistant Role?

Draw due laboratory
Next Visit Scheduled
Verify Contact Information

Visit Documented Establish the flow to data entry

In Registry

Updated Patient Visit Note filed in
The Medical Record

Print Updated
Encounter Form




Kexs to Success

o (Get Leadership Support
e Reinforce use and value of registry with team
e Support the time needed to keep registry updated

« Dedicate time for primary team to review and use
data

« Make reqgistry visible to the organization by
establishing REGULAR reporting intervals

« Use Summary Reports to improve care through
Quality Improvement teams (PDSA interventions)



Patient Visit Note



Patient Visit Note with Graphs



Summary Report



CDEMS Summary Report
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