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Today’s Agenda:

11:00 7 11:45 am
Evidence Based Care

11:45am z 12:00pm

Facilitated Discussion
¢ Best Practices, Challenges and Novel Ideas
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Introduction to the webinar

Chat box during the presentation: 2= ® E
v Participants o3

U Send to the Host R
A BEST PRACTICES

A CHALLENGES

A NOVEL IDEAS
A QUESTIONS |
Participants @ Recorder Notes
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Quick Review: PCMH 2017 Terminology

TodayAs Concept s:

KM : Knowing and Managing Your Patients

CC: Care Coordination and Care Transitions
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Evidence-Based Care

KM11 (core): Identifies and addresses population -level needs based on the
diversity of the practice and the community. Demonstrate at least 2:

A. Target population health management on disparities in care
B. Address health literacy of the practice
C. Educate practice staff in cultural competence

KM12 (core): Proactively and routinely identifies populations of patients
and reminds them, or their families/caregivers, about needed services
(practice must report at least 3 categories)

Preventative care services
Immunizations

Chronic or acute care services

Patients not recently seen by the practice
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Evidence-Based Care

KM20 (core): Implements clinical decision support following evidence -
based guidelines of care of ( Practice must demonstrate at least 4 criteria):
Mental Health condition

Substance use disorder

A chronic medical condition

An acute condition

A condition related to unhealthy behaviors

Well child or adult care

Overuse/appropriateness issues

GmMmoOOwW2>

CC3(2 credits): Uses clinical protocols to determine when imaging and lab
tests are necessary. www.choosingwisely.org

CC5(2 credits): Uses clinical protocols to determine when a referral to a
specialist is necessary.
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http://www.choosingwisely.org/

Train Staff on Population Management

A. Target Population Health Management (PHM)
on disparities in care

B. Educates practice staff on health literacy
C. Educates practice staff in cultural competence
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A. Target PMH on disparities in care

How Counties Rank for Health Outcomes

 Rank 1-24 | Rank 25-48 [l Rank 49-71 | Rank 72-95
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A. Target PMH on disparities in care cont.

Healthiest Least AI/AN Asian/F Black Hispan White
TN County Healthy TN I C
County

Premature Deathyears
lost/100,00Q

Poor or Fair Healtl{%)

Poor Physical Health
Days(avg)

Poor Mental Health
Days(avg)

Low Birthweight(%o)

L[

3,800 14,400 3,700 3,400 11,200 4,000 8,800

12% 23% 32% N/A 21% 18% 18%
3.5 5.4 N/A N/A 4.2 3.5 4.3
3.8 5.3 N/A N/A 47 3.8 4.3
6% 10% 8% 8% 14% 7% 8%
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A. Target PMH on disparities in care cont.

Children without health insurance

?ﬁgz 2009 2010 (2013 2014 2015 2016

Number 15,000 11,000 13,000 10,000 12,000 9,000
Memphis
Percent 8% 7% 8% 6% 8% 5%

Nashville Number 8,000 9,000 9,000 11,000 6,000 8,000

Davidson Percent 6% 7% 7% 8% 5% 6%
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A. Target PMH on disparities in care cont.
Addressing Social Determinants

Recommended Screening Tool A SOCIa‘_I Needs Screenlng
T ety e o Toolkit

Example Intreductary text: This farmi Is evalable In other languapges. If you do nat spaak English, cal
www.healthleadsusa.org

{BOD) SB5-68E8 [TTY: (B0C) 777-0828) 1o connact ba an Interpreter wha wil assistyau at no cost

Marmre: Phore number:

Preferred Langusgs: Best tire ta call:

In the last 12 monthe, dd you ever eat less than you felt you should because thera
wasnt enough marey for faod?

A PRAPARE
www.nhachc.org

Inthe Inst12 maonths, hes your utility comparry shut off yeur service for not
paying your bils?

Are you worried that in the net 2 monthes, you may not heve stable housing?

Do problema getting child care miske it diffioult for yeuto work or shady?
{imarve biank F you do met have chidren)

In the last 12 months, have you needed fo see a docdor, but could net because of cost?

In thee [ast 12 mionths, have you aver hsd to go without health cane beosuse you dide't have
& way to get there?

Do you ever need help reading hespital materiala?

Are you afraid yeu might be hurtin your spartment buiding or house?

Hyou checked YES 10 any bowes sbave, would yau like te receive sssistance with any
ofthesa needs?

Are any of your needs wrgent?
For ssample: | don't have food tonight, | don't have = place to sleep tonight

{ |G (b B |« P 0| o

FOR STAFF USE OMLY:
+ Flace a patient sticksr to the right
«  Give this foemita the patient with patient packet
L I l «  PRINT your name and rale below. Piace patient sricker herg

Staff Mame: 13
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http://www.healthleadsusa.org/
http://www.nachc.org/
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B. Educates practice staff on health Literacy

Health literacy is our problem, not the patients

Avoid Making Assumptions About Language Preferences or Literacy
Level

Plain, non-medical language: Use common words when speaking to
patients

Slow down: Speak clearly and at a moderate pace.

Teach-back: Confirm patients understand what they need to know and
do by

asking them to teach back directions.
Improve written communication
Improve self-management and empowerment

Improve supportive systems

I 14
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B. Educates practice staff on health Literacy
What, Why, and How? (cont.)

What is Health Literacy?

A Health literacy is defined as the degree to which individuals have the
capacity to obtain, process and understand basic health information
and services needed to make appropriate health  decisions

A Why must we assess?

A And how do you assess Health Literacy?

1. Institute of Medicine: Ten Attributes of Health Literate Health Care
Organizations

2. Agency for Healthcare Research & Quality: Health Literacy Universal
Precautions Toolkit

3. Alliance for Health Reform Toolkit

TN
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Health Literacy Skills

A patient with health literacy skills will be able to:

1.

TN

Communicate health problems to their providers and understand
health information

Read prescription bottles and understand treatment regimens

Read and understand warning labels to recognize potentially life -
threatening complications from medications

Implement self -care strategies and manage their health at home

Read and understand health insurance forms, informed consent, and
public assistance applications
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Improved Communication

Teach -back

1. Ensuring agreement and understanding about the
care plan is essential to achieving adherence

2.3 We donAt always do a great
care plan. Can you tell me in your words how you
understand the plan?j

3. Some evidence that use of teach -back is associated
with better diabetes control

TN
18
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Teach-Back

Population Needs - Health Literacy

KM 11:B Example

Example of assessing health literacy at the patient level using a
standardized assessment embedded in the EHR.

Health Lteracy Score = 1: Patent never needs help readng mstructions from doctor or pharmacist

Teach-back:

A Health Literacy Tool to
Ensure Patient Understanding

Educational Module for Clinicians
fom the

lowa Heaith System Heaith Leeracy Colaborative

Example of training materials used to educate staff on topics
related to health literacy.

Teach-back is...

« Asking patients to repeat in their own
words what they need to know or do,
in a non-shaming way.

» Not a test of the patient, but of how
well you explained a concept.

+ A chance to check for understanding

and, if necessary, re-teach the
information.

‘NCOA
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Teach-Back

Here is an example of what we have
seen some practices add to the bottom
of their goal setting sheet.

. — - ,

How often do you have difficulty understanding information your provider gives you?
Flease circle a number.

Very often
8 g

Mot often Somewhat often

1 2 3 4 5 6 10

20
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Teach-Back

Doetors
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Cultural Competence

A Cultural competence is the ability to understand, communicate
with and effectively interact with people across  cultures

A Cultural competence encompasses:
Being aware of one's own world view
Developing positive attitudes toward cultural differences

gaining knowledge of different cultural practices and world views
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Resources for Cultural Competency

IHI, AAP, AAFP, AHRQ
MCQOs
Other health care training schools, resources, etc.

The library is a great resource to learn about your particular
community and the various cultures that abide

To Io o Ix
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Provide Evidence-Based Care

A. Preventative Care Services

W

Immunizations

C. Chronic or acute care services (Report/List and Outreach
materials or *KM 13)

D. Patients not recently seen by the practice

A *KM 13: Elective criteria - Using evidence -based care guidelines, the
practice demonstrates excellence in benchmarked/performance -
based recognition program (This is the NCQA HSRP or DRP
recognition program)

| 24




Example of Registry

FIGURE 2. Snapshots of patients with out of range results in a sample POC registry

Weicome Marpiowt Bashet Srom AMA Cemo 9%0: 02 ivtistve [Users | [Loas | [Fies | [w] [tos 0

] ——

| 'HO:BP “J roruration

Home | [ Pasients | [ Patient Search | [[Poputations | [Metrics ] [easures ] [Panets | [Grouss ] [Data]

Patients in List = 159

Panel > (W Boatiz %) > All = Active + Dropped

Population > (Fpeiesn %)

Measure Set > (iH0: 67 intasve :) Measure > (Eicod Pressuro Convol (<60 Yoars) B

Metric > (Eosaoe_3)

Fittered By > Py Y " A Biood Pressuro Control (<80 Years), Category - Pationts with BP groater than or equal 10 14090

Alexakl Lecia 157773 20130510 26 F Medicaid Ethnicity: Mispanic or Latino
Allg Hubea 1565638 20131226 24 " Maicaia ity Noeh ‘o Lating
Amond  Amonla 1067921 20160207 %0 ¥ Other iy Mo Thapanis o Laing "Tove
Alert Jana BB4T28  2013-10-28 0 F Mec<aid m Not of Latino
Angon Jutian 1280614 20140109 “ " Uninsored  Eohlcany: Not 1 o Lating
| e
Arsibee Fion 1247215 201308-20 F Unreported  Ethnicity: Not or Latino
Baldwin Jerry ATT864 20130603 @0 '] Private Exhnicity: Hispanic or o
Bansag Preston 197911 20130005 w ~ Unreporned Exhnicity: Not °o'f
Race: Aslan

_Bassolino.___Wiima 1257973 2013060428 E Medicald  Exhaicit: Hisosnic o¢ Latino

Patients with BP greater than or equal 1o 16050

Patients with BP greater than or equal 1o 14090

Patients with BP greater than of equal 1o 15050

Patients with BP greater than or equal 1o 18050

Pationts with BP groater than of equal 1o 16090

Patients with BP greater than or equal 1o 18050

Patients with BP greater than or equal to 16050

Patients with BP groater than o equal to 16090

with BP creater than or eoual 10 14050

Copyright Forward Health Group 2016. Patent Pending. All Rights Reserved.
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Patient Outreach

Knowing and Managing Your Patients
KM 12: Example

MRN/Pat Name Pat Acctho | Pat Type Hospital Senvice Patient Avea Code | Patieat 2015 2 2016 2014 Cases,

0 IC ADULT HEALTH CENTER
0 IC ADULT HEALTH CENTER
0 IC ADULT HEALTH CENTER

Dear Patient

Our records indicate you have not been to the office recently.

D e R R S S
O oo 00 o0 o o of

Please phone the office at (973) 5555555 to schedule your appointment with AEC Health
Center.

For the visit to be as beneficial as possible, we will need your help in preparing for it.

Your participation is vital for good health. Thanks for taking care of yourself and helping
to prepare for your visit.

Please bring your current medications list to your checkup. And be prepared to discuss your
healthcare goals.

Sincerely,
ABC Health Center

97 éNCOA
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Adult Annual Registry Schedule

Who

Women age 40-69 who have not had a mammogram in 2years

Patients who have not a flu vaccine during flu season
Patients age 65+ who have not had a pneumania vaccine
Patients 50-75 who have not had colorectal cancer screening

Patients with Diabetes who have not been seen in the past 6 months

Patients with Diabetes who have not had a foot exam in the past year
Patients with Diabetes who have not had an eye exam in the past year
Patients with Diabetes who have not had nephropathy screening in the past year

Patients with Major Depressive Disorder who have not had a PHO-9 in the

past 3 months
Patients who have not had a well care visit in the past 2 years

Patients who have not had an office visit in the last 3 years

] 27



Pediatric Annual Registry Schedule

ADHD patents wovist n last 6 manths

15moald w/o Anemiascreening
Patients under 2yo with UTI, no LS
Persistent asthmatics no contraller, seen in[ast 6 months

Persstent asthmatics not seen in past manths

Asthmatics w/o fluvacdine

Asthmatics notclassifed in the past year, but seen in the past 2 years
t-yowfoNcy

| 5youfowce

1H2yow/oTdap

| Infants /o metatiolicstreen (weekly)

| Infants ] heaing sregn [weekly|

| Radiology regesries xray, us, mr, ) (weskly)

] 28



Clinical Decision Support

(Practice must demonstrate at least 4 criteria)
A. Mental Health

B. Substance Use Disorder

C. A Chronic Medical Condition

D. An Acute Condition

E. A condition related to unhealthy behaviors
F. Well Child or Adult Care

G. Overuse/appropriateness issues

29
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What is Clinical Decision Support?

A Clinical decision support
(CDS):
Technologies that assist
physicians at the point of
care using evidence -based
guidelines in making timely
and informed decisions in
providing care, such as

computerized alerts,
condition -specific order ao
sets, documentation

templates, and diagnostic
support.

L[
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Casel - Jimmy S.

A 2 years ago 6 year old Jimmy was diagnosed with asthma. He is now 8
and arrived for his routine well child visit.

A ' The nurse arrives, gathers informati

A Provider arrives and is presented with a template of tasks to be
completed during a 8 -year well child exam.

A Computer notifies the provider that the discharge summary from a
recent ER visit is available for review.

A Mom reports that a recent health insurance change with an increased
copay i s making it hard for them to

A Between visits, the EHR sends a remi.
mom to schedule him for a flu shot.

— 31



Clinical Decision Support cont.

American Society for Clinical Pathology Example:
- Testing Adult patients w/Diabetes and/or hypertension for CKD

A D o nrAquest just a serum creatinine to test adult patients with diabetes
and/or hypertension for Chronic Kidney Disease (CKD); use the Kidney
Profile (serum Creatinine with eGFRand urinary aloumin -creatinine
ratio.)

A Use the National Kidney Foundation (NKF) updated evidence -based
Kidney Profile test to evaluate patients for CKD with the following
common tests to more effectively assess kidney function.

A BSpotj ur i ne-creatinine ratio PAGR)towletect albuminuria

A Serum creatinine to estimate glomerular filtration rate (GFR) using the
CKD EPlequation

— 32
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Clinical Decision Support (cont.)
Choose Wisely
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