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Ready, Set, Engage

Chat Box:

Al KFG | dzS$@d 3 BB pasichants cal
view and panelists can respond

A Panelists will respond to your questions

¢ I throughout the presentation
o I Live Polling:
g ive Polling:
A Watch for our interactive polls: Quick multiple
choice options with results in real time
A P
—N) Followup:
% o= A Following the presentation, participants will
T receive a followup email with the slide deck,
recording, and a link to access additional
resources
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https://nrhisan.healthdoers.org/home

Advancing Care Management
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Care Management Systems Improvement 12/13/17
Transforming health care, together
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Addresses Key Elements ®CPChange
Package

1.3 Population Management
1.3.4 Develop registries: Use data to identify patient
demographic and disease /condition characteristics
and develop registries based on population subsets.

1.5 Coordinated Care Delivery
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Presenter 1 Jeyn Monkman, MA, BSN, NE-BC

Project Manager/Health Care Consultant
Institute for Clinical Systems Improvement

Background:

She has expertise in quality improvement implementation
and measurement. She is currently working on the Minnesota
State Innovation Model (SIM) Practice Facilitation grant
project. Monkmanis also a motivational interviewing trainer
YR O21 OKX FyR tSIFRa L/ {LQa
worked on COMPASS, a collaborative care management
model for improving depression and diabetes and/or
cardiovascular disease treatment in primary care. Before
joining ICSMonkmanheld various leadership positions in
large integrated health systems and critical access hospitals.

azylYly K2ftRa | .l OKSt2NDRa R
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management from the College of SicholasticaDuluth, MN.

She is nationally certified as a nurse executive by the
American Nurses Credentialing Center.
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Presenter 1 Medley Shamp, RN

Care Coordinatetead
TriCounty Health Care

Background:

As the RN Care Coordinator Lead, her
expertise is in collaborating and
implementing system wide process
improvement and driving high quality
efficient patient centered care.

Medley has a special interest in bringing
guality improvement goals into real time
setting by educating and implementing
practical processes the health care team
can understand and accomplish.
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Objectives for Today

In this module you will learn:

A what a registry is and how it is used to support care
coordination to improve population health and care
management

A how registries have been used in the fielliscover how

registriesbringvalue to population health and care
management through caring for patients with complex
needs

A practical strategies for using a registry to improve complex
patient care while partnering with care managers and the
health care team in innovatiweays
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1CSI

Institute for Clinical
Systems Improvement

An independent, notprofit
healthcare improvement
organization focused on the
Triple Aim goals of better
care, smarter spending, and
healthier people. ICSI has
served the people of
Minnesota (and other
communities) for 21 years.
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Polling Question 1.:

With the practices | work with, registry or
patient-level data are available to access and
YFYyF3IS OFNBX FT2N LINI O
A only on anad hoc basis

A only for alimited number of diseases and risk states

A across a&omprehensive set of diseases and risk states

A Arenot availableto assess or manage care for practice
populations.
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Polling Questions 2 and 3.

Are all Registries the same?

A Yes
A No

Registries can be used for which of the

following?

A Planning

A Direct care delivery
A Quality improvement
A Reporting

A All the above
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High Value Care Management

Care Manager: Patient Partnership

PatientCentered Care Team

Shared Comprehensive Care Plan

System Support

Population Health Registry
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Population Health Registry

‘ More than a patient list

‘ Structural support for care managers

‘ Provides evidencbased tools
‘ Allows custom, redlime reports

‘ Tracking patient progress toward goals
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Powering up use of the Reqistry

2dzQ@S 32

5

wData entry for reports
wSeeing individual patient progress

M oroms

WOYyadzaNE AGQa TFdzZ t & Fdzy Ou A
wEducate staff so they can use it fully

wSee population trends and outcomes at a glance
wKeeps it in your face
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What is a Registry?

Used to
supportcaremanagement fo
groups of patients with one
or more chronic diseases,
such as diabetes, coronar
artery disease, or asthma.

Tool for tracking the
clinicalcareand outcomes of
a defined patient population
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Why use a Registry?

( )

4 ‘ N\
A O L .
Enhances care coordination electronically.
@ T

\ J

Alerts can be triggered so important disease markers,
such as hemoglobin A1C for diabetic patients, can be
routinely tested and monitored, even if the patient
has not been seen by their primary provider.

.

Registry data also can be used to demonstrate
provision of appropriate care to patients for quality
reporting purposes.

J
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Basic architecture of computerized
disease registries:

A database
(server,
database
management
system
software, and
management
tools) to store
patient
Information.

Software tools
that allow users
A data model to to sort,
organize and manipulate, and
Integrate create views
iInformation in and reports
the registry. from the
Information in
the registry.

California Healthcare Foundation 2004
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Use?

APlanning
ADirect care delivery P
AQuality improvement
AReporting |
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Computerized disease registries can:
A Create patient reports to be used at the poiitcare.

A Generate exception reports to identify patients who are
not meeting management goals.

A Develop progress reports to examine provider and staff
performance in delivering recommended care.

A Produce population reports to monitor and stratify
patients.
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Do we use our registries to the fullest capability?
What capabilities do our registries have?

What do we need to care for a complex patient population?
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Use the tools available

DIABETES REGISTRY

Report Range: 11012016 to 1073172017

Age: 13t 75

LDL Goal: 100

\Use Statin in Optimal Care:

A1Cin Last N Months: 12

Shiow Patient Mame: True

Exclude Unatiributed Patients:

Sennce Areas)c 204

Cepatment(s): 202000, 203000, 204000, 205000, 208000, 207000, 203000

Provider # Diabetes Maost Recent BP Non-Tobacco ASA HbAlc <8 AlcinLast12 mos Statin User Optimal D3 Optimal 8 Orptimal D3
Patients = 14090 Percent Court  Percent  Count  Percent Count  Percent Courtt Percant Count  Percent Count  Percant Count Pemrent Count Percent

SCHMIDT, SHANEEN D a2z &3 TAE% 85 TAIN g2 100.0% 5 6T TE 88N 71 BESE% M ITE% L 31 47 5N
Tobacco ASA | Conira HbAlC HCH  Co-morbidity & OC LA Foot & Eye Type DSMI  Statin  Statin

Excpt  D3D5D8
MRN Patlent Mame Ape Next Appt & Date  value Date  Status pats valus Tler Depr CAD OC Date  Value FoolDt  EysDi
L ] 3T F 51517 120080  S1S17 TooFree WA WA 3TAT 64 USHSR0T 18 Y T4Ls
T ] 89 1110017 M 10TA7 11063 1217 TooFree  Yes  Yes  10M1247 80 ey 2207 65 0562016 01212015 2 Li ¥ 345
] £ M &197 1e3/87 4317 CwToblUssr M NA BHAT 62 - 02102017 9725 Q202017 2 || 124
[ ] 5% M 103047 423773 I0G0AT TooFree WA WA 2P0M7 85 02P0RHT 6757  OHZWRHT z ¥ Z46
] 53 M 32417 130080 2 X3UNT Tob Free WA WA 324HT 58 1iHiR06 22 0623206 02212008 2 ¥ 245
[ ] 75 F 102717 1p0ses 07T Tob Free Yes Yes 10/27THT 532 v OTESRT 72 OWETENT 01H0ENT 2 L Y I AT
[ ] 42 1M017 Exa F  IN9AT 131/86  1027THT Too Free WA WA BM4MT 92 4 o D3ER0AT 1975 OB2320M7 10802017 2 ¥ ¥ R
[ F 73T D463  THANT CuwrToblUssr MIA  NA 47 63 v 03092017 64 030207 01092017 2 L I AT
] ] F 9817 117473 W57 Tow Free MANA ST 85 0652017 140 06062017 02232017 2 ¥ ¥ a7
] &3 F 7HOAT q2es70  THOMT TobFree  MA WA 7HOAT &5 oy 1002016 102201 2 L T a4
L ] 57 22T F 1M817 114s77  WIBAT CurToblUser WA WA 227 67 DOAZEE 032TENS 2 ¥ 3144
1] 75 M ImEAT 122775 IDENT  Tob Free WA WA 106AT7 B0 0320017 4517 03202017 0x1i201s 2 L 246
[ RS F 03047 126081 I0G0NT CurTobUser WA NWA SHAT 107 v I ki ¥ 333
] 62 1211817 F 9717 151/88 77  TobFree  MA MIA G217 E5 - U626R017 26  OGRG62017 07232014 2 ¥ 246
[ ] TS 12T F 91317 12s/az 10T TooFree  MA WA 81847 B3 DSHTROIT TE  OSAS2HT 1DA220E 2 ¥ 246
L ] 55 M AGAT 450473 10T TobFree  Yes Mo 33T 65 ey 02OS2MT 734 OMNOWI0NT 0608201 2 L 246

ellow MRNs are patients which have norbesn sesn more than once In the past 24 months. v Depressed  «" CAD " Opliimal Care

Il Biue Patent Mames are patients who Nave a Team Care Manager.

Il Patent shouid be on a Statin.
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Population Health Registri

Summary Level:  Service Area Service Area:

Preventive Care Quality Metrics TRI-COUNTY HOSPITAL SERVICE AREA
—®— Cervical Cancer Screening
—®— Colorectal Cancer Screening
—®— Tobacco Use Screening and Cessation Intervention
—®— Breast Cancer Screening
—®— Adult Pneumonia Vaccination Status
—8— Childhood Immunization Status
—&— Adolescent Immunization Status
—®— Screening for Clinical Depression and Follow-Up Plan
—e— Influenza Inmunization
—=&— BMI Screening and Follow-Up Plan
—®— statin Therapy for the Prevention and Treatment of Cardiovascular Disease
Depression Quality Metrics TRI-COUNTY HOSPITAL SERVICE AREA
—&— Depression Remission at Twelve Months
=0~ Depression Remission at Six Months
Asthma Quality Metrics TRI-COUNTY HOSPITAL SERVICE AREA
—&— Asthma Optimal Care
—0— Asthma Control Test
== Asthma Related Hospitalizations/ED Visits
—f— Asthma Action Plan

Hypertension - Dept Level TRI-COUNTY HOSFITAL SERVICE AREA

—&— Controlling High Blood Pressure

Qz2'17

82%

QL7 Q217 Q317

QL7 Q217 Q317 YTD

Diabetes Quality Metrics

QL7 Q217

—®— Dizbetes Optimal Care
—{— Hemoglobin Alc Control
== Blood Pressure Contral
—— Tobacco Use

—®— Statin Use

—®— Use of Aspirin or Antiplatelets
—®— Foot Exam

—®— Hemoglobin Alc Testing
== Lipid Profile

—&— DL Control

—&— Nephropathy Screening Test or Evidence of Nephropathy

—8— Diabetes: Eye Exam

IVD Quality Metrics TRI-COUNTY HOSPITAL SERVICE AREA

Q3T Y1D

—&— VD Optimal Care
=0~ Blood Pressure Control
—— Tobacco Use

=% Statin Use

—&— Use of Aspirin or Antiplatelets

Care Coordination / Patient Safety - Dept TRI-COUNTY HOSPITAL SERVICE AREA

QL7 Q' Q3w Y1D

—®— Screening for Future Fall Risk - - - 69%

—&— Medication Reconciliation Post-Discharge - Dept - - - 93%
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Diabetes Quality Metrics TRI-COUNTY HOSPITAL SERVICE AREA J =
QL17 Q217 Q317 YID

[l 36%

This metric calculates the percentage of patients 18 to 75 years or age with diabetes mellitus whose diabetes is optimally
cared for as determined by Minnesota Community Measures.
Optimal Care is measurad by Alc control, blo/\d pressure
To-date values were last processed on: 1
View Graph

View TRI-COUMTY HOSPITAL SERVICE

Diabetes: Patients Optimal Care

—®— Diabetes Cptimal Care

se, statin use, aspirin or antiplatelet use.

y - Cumulative Data for All Service Areas)
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Before customization

PCP Last A7 Last Afc Dt |DM Optimal Care|Is Pt on ACO Registry? |Pt. Portal Status | Next PCP Visit Next Enc in De| Last Diabetes Outreach Diabetes Outreach Type Next Diabetes Qutreach
Olson, Heidi G, MD 6.4 08/10/2017 5 Scroll to Selected Row Mot Specified
Pate, John S, MD 6.4 08/30/2017 § ? ) Yes Mot Used Mot Specified
Yelle, Matthew C, MD 6.4 06/27/2017 i ? No Mot Used Not Specified
Qlson, Heidi G, MD 6.4 08/04/2017 .;. Mo Activated Mot Specified
Olson, Heidi G, MD 6.4 11/20/2017 5 MNo Pt Declined Mot Specified
Walters, Kevin Lee, MD 6.4 11/09/2017 4 ? ) MNo Activated Mot Specified
Yelle, Matthew C., MD 6.4 081302016 MNo Mot Used Not Specified
Pate, John S, MD 6.4 09/27/2017 5 MNo Activated Mot Specified
Walters, Kevin Lee, MD 6.4 09/29/2017 4 ? MNo Mot Used 10/2/2017 Mot Specified
Davis, Stephen E, MD 6.4 11132017 .;. Mo Mot Used Not Specified
:IESS, Benjamin Andrew, 6.4 09/21/2015 MNo Activated Mot Specified
Adams, Bobbi D, MD 6.4 09/05/2017 5 MNo Activated Not Specified
Duchene, Laura Jean, MD 6.4 06/27/2017 T Yes Mot Used 1212017 Mot Specified
Adams, Bobbi D, MD 6.4 10/02/2017 ,;, MNo Activated Mot Specified
Duchene, Laura Jean, MD 6.4 09/26/2017 5 Yes Activated Not Specified
Pate, John S, MD 6.4 10/06/2017 ? Mo Mot Used 2/5/18 Mot Specified
Olson, Heidi G, MD 6.4 08/07/2017 ? Mo Activated 1/5/18 Mot Specified
Pate, John 5, MD 6.4 08/15/2017 ? Mo Activated Not Specified
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What data is nheeded?

What can be excluded?

How do you use the data

26
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