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Housekeeping
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» This session is being recorded.
» Slides and a recording will be available.

Toolbox
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Polls and questions via menti.com
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Through Health I'T"Optimization
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* Introduction

 Goal and Value Proposition
 Use of HIT

e Patient Engagement

o Getting Started!



Intro to HITEQ

The HITEQ Center is a HRSA-funded National Contact HITEQ for training or
Cooperative Agreement that collaborates with HRSA technical assistance
partners including Health Center Controlled Networks,

Primary Care Associations and other National

Cooperative Agreements to support health centers in full ~ HITEQ SERVICES SUPPORT:

optimization of their EHR/Health IT systems. = Health IT Enabled Quality
HITEQ identifies and disseminates resources for using '”"'F’rwemﬂ_ﬁt |
health information technology (IT) to improve quality * EHR Selection & Implementation
and health outcomes. HITEQ includes: " Health Information Exchange

» Health IT/Ql Workforce

« A searchable web-based health IT
Development

knowledgebase with resources, toolkits, training,

and a calendar of related events " Value-Based Payment

* Privacy & Security

« Workshops and webinars on health IT and QI + Electronic Patient Engagement

topics :
_ _ _ » Population Health Management
« Technical assistance and responsive teams of & Social Determinants of Health
experts to work with health centers on specific « Achieving Meaningful Use
challenges or needs » Telehealth & Telemedicine

email us at hiteginfo@jsi.com!



Goals and Value

Proposition
Why Focus on Undiagnosed
Hypertension?



Value Proposition



Value Proposition

Morbidity + mortality
Your care compared to expected prevalence rates
COVID + heart health

Impact of undiagnosed focus on hypertension
control rates
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Washington Data s ¢

Hypertension -> heart
attacks + strokes

11.5 unaware and
untreated for high blood
pressure




Washington Data

18 years - 2017 3

Model-bhased estimates for high blood pressure among adults aged >
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Estimating Prevalence

18-44 years 65-74 years /75-85vyears

[ Clear All
Number of
Age Group Comorbidities €
Details (years) Race-ethnicity per Patient Number of Patients
Men Women
v 18-44 Non-Hispanic white n/a
v 18-44 Non-Hispanic black n/a
v 18-44 Hispanic n/a
v 18-44 Other n/a
v 18-44 Missing n/a

™ Back Calculate Expected Prevalence »

https://nccd.cdc.gov/MillionHearts/Estimator/



https://nccd.cdc.gov/MillionHearts/Estimator/

COVID19

|mpact on COVID-

Level of Evidence

ngest and
Most Consistent

Evidence cardiomyopathies

Serious heart conditions, such as heart
failure, coronary artery disease, or

19 Severity Notes

Meta Analyses [3.
4]
Case Series [5]

Cohort Study [1, 21 On previous version of list as "Serious
Heart Conditions”

Chronir kidnev dissacs

Systematic Review MNew to updatedli

2]
Cohort Study [7, &]
Case Series [9]

CAace Saries M0

O nreving s varsinn of lict A< “Chronic

Mixed Evidence Asthma

Cerebrovascular disease

Cohort Study [14,
39, 40, 41]
Case Series [17]

On previous version of

Meta Analysis [42, New to updated list as of June 25, 202
43, 44, 45]
Synthesis of
Evidence [46]

Hypertension

Fa !

._t CLly LT, 2,
47, 48, 49]

Cohort Study [1. 2,  New to updated list as of June 25, 202(
49, 50, 51]

Systematic Review

[52]

Meta Analyses [3,

4,53



Undiagnosed Hypertension Longitudinal Study Group by Follow-Up Visit and Hypertension Diagnosis

100

e Parbents with Potentially Undlagnosed Hypertenslon
m Patients Who Had a Follow-Up Wisit and Mo Hypertension Diagnosis
s Pateents Who Recelved a Hypertension Diagnosls

Patiants Whao Receved a Hypertension Dragnosas of Those with a Follaw-Up Visit

0% 40%

lan-15

Source: Meador, M et al, Improving Identification and Diagnosis of Hypertensive Patients Hiding in Plair
Sight (HIPS) in Health Centers



Undiagnosed to

| am in control!




Undiagnosed to




Health Thntformation
Technology

Tools to Get From Unknown to
Diagnosed



CDS

Screening

Evidence based guidelines
Coding and Diagnhosing
Registries

Data driven QI



Focus: People, Process, and Health IT
INn That Order!

e EHR, PHR, HIE, Smart devices
» Registries, dashboards, data warehouse
e Collaboration tools

= Site selection

= Win-win-win/Incentives
- Stakeholder Engagement
e Improvement Culture

e Learning/Sharing

» Analyze workflow, improvement opportunities

= Consider best practices

» Design/implement key changes (PDSA cycles)

« Monitor progress toward goals 19
© 2016 TMIT Consulting, LLC » Continually improve clinical and QI work



Support Care Decisions/Actions

Clinical Decision Support (CDS)
Definition:

A process for enhancing health-related
decisions and actions with pertinent clinical
knowledge and patient information to improve

health and healthcare delivery. Improving outcomes with

CDS, 2nd Ed. HIMSS 2012

dVery broad: way beyond alerts, order sets;
INnvites more creative use of data/Health IT

4 Includes many things health centers are already
doing (though perhaps not optimally)

20
© 2016 TMIT Consulting, LLC



Use CDS 5 Rights Framework

To improve targeted care processes/outcomes, get:

*the right information

v evidence-based, actionable... [what]

*to the right people

v clinicians and patients... [who]

°In the right formats

v' Registry reports, documentation
tools, data display, care plans... [how]

through the right channels

v EHR, patient portal, smartphones,
home monitoring, HIE ... [where]

«at the right times

v key decision/action, prior to visits ... [when]

Recommended as a QI best practice by CMS: bit.ly/cmscdstips

© 2016 TMIT Consulting, LLC


http://bit.ly/cmscdstips

3 Key HIT/ZQI Questions

Regarding target-focused workflow/info
flow:

What should £ .\ What are we
we be doing . allelVadlesh currently

to produce doing? What
better are we trying to
processes and improve and
results? . what is the
Adoptlon baseline?

What changes might we make to
produce better processes and results?



Screening

- Screening and - Registry

diagnosis report for
policy Identification
- Workflow - Flags when BP
process map out of range
- BP
measurement

flow sheet



Screening & Diagnosis Policy

- How many readings?
- How to flag for next visit
- Stage 1 vs Stage 2

- In what time frame?
- Repeating measurement at the visit
- Follow up



Screening — Flowchart
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- How to flag for
next visit

- Stage 1 vs
Stage 2

In what time
frame?

Repeating
measurement at
the visit

Follow up




Screening — EHR Configurations
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Screening — EHR Configurations

Appendix Q: Blood Pressure Flow Sheet with Red Framed Alerts for Elevated Blood Pressure Readings — SuccessEHS, ARcare/KYcar
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Embed Evidence-Based Guidelines

InNto Workflows and Enhancements

Review guidelines and select the best one(s) for your clinical
setting. Make sure they are based on the best medical evidence.

— ldentify existing guidelines.

— Have providers review and discuss guidelines to develop consensus.

— Customize guidelines as needed, within the boundaries of the evidence.

— Review and update guidelines and agreed upon workflows for care regularly.
Consider conducting a baseline chart audit to benchmark your

current practice against agreed upon guidelines.

— Agree before the audit which patients to include. Do NOT omit charts because a
randomly selected chart is not that of a "typical" patient.

Use a standardized assessment to diagnose and determine
disease control and risk for complications to guide management
for all patients.

Use flowsheets, pathways, or checklists to embed
enhancements/ protocols into daily practice. Link guidelines to
the information system to provide prompts.

Remove barriers identified with any previous guidelines or
workflows. From IHI



http://www.ihi.org/resources/Pages/Changes/EmbedEvidence-BasedGuidelinesintoDailyClinicalPractice.aspx

Coding and Diagnosinc

3 Elevated BP Reading h Siotiai
L (office, home or pharmacy) ) .
1. If ADBP is used, use the mean calculated and
+ displayed by the device, If non-AQBP (see note 2)
7 Dedicated Office Visit' 3 is used, take at least three readings, disrar.d the
Mean Office BP = 180/110 — YE5 ——, first and calculate themean of the remaining
L S measurements. A history and physical exam
| | should be performed and diagnastic tests
NO NO ordered.
+ + 2. ADBP = Automated Office BP. This is performed
i MNo Diabetes N6 Diabetes"‘\ with the patient unattended in a private area.
1. AOBP? =135/85 ADBP or Y Non-ADBP = Non-automated measurement
f No By (preferred) non-AOBP - performed using an electronic upper arm device
L Hypertension" J+ NO — OR 2130/80 > HYPE”EHSIDH with the provider in the room.
2. h_-'lon-P-DBP: :-*14.1{3.*"9'0 & 3. Diagnostic thresholds for ADBP, ABPM, and
(FACBP unavallableb . v, home BP in patients with diabetes have yet
| 1o be established (and may be lower than
YES 130/80 mmHg).
- + ~ 4, Serial office measurements over 3-5 visits can
Out-of-office Measurement* be used if ABPM or home measurement not
1. ABPM (preferred) available.
Daytime mean =135/85 d . )
24-hour mean =130/80 — YES —v' 5. Home BP Series: Two readings taken each
OR marning and evening for 7 days (28 total).
2. Home BP Series® Discard first day readings and average the
Mean =135/85 last 6 days.
. vy
I 6. Annual BP measurement is recommended to
"f detect progression to hypertension.
( White Coat H?FEI"tEI"ISiGI"IE' j ABPM: Ambulatory Blood Pressure Measurement
AODBP: Automated Office Blood Pressure

Nerenberg, Kara A. et al. Hypertension Canada’s 2018 Guidelines for Diagnosis, Risk Assessment, Prevention, and Treatment of
Hvpertension in Adults and Children. Can J Cardiol.


http://www.onlinecjc.ca/article/S0828-282X(18)30183-1/fulltext

Registries

N Jilogahy Lilarr Pl |

Milion Hesrts

e | ¥ ey

1 kpmapial Bl ey e Sppe-irann fegpeeed ©ievly iieallla e omd

(5 S IR L ] hl"l_' - e Lol B g R s R Pl ) .
- = z _i — Fo— =
I - - 5 ! - —ll |== ]
| | :
3= |
I A |IlI-I.J-.|r' L o LR i 1
: 5 e | |
e - EI :
. A |
| |
L N w| !
st e dieiry = EI .
- !! |
k
1}
I_ '] -
==




Registries - Recalling Patients

Grace Community Health Care
Recall Process

Hypertension Patients Hiding In Plain Sight (HIPS)

e S t
Run “potential missed opportunity” registry reports monthly C rl p I n g

1. Provider given information about patients identified during chart review as “potentially a Missed

oot oestor st oot e sty o sl e Method of contact

2. Murse will call patient and inform them that & char review revealed that tf

ot e e e ma s et cmenoranenst e @ NUIMDer of attempts

should coincide with Provider schedule)

» Document call, including refusal to come in, in telephone template I ff- t I h Ith
* Two (2) attempts at phone calls then if unsuccessful ° n O ICe Or e e ea

« Send the patient a card/letter if not able to reach by phone

3. Blood Pressure taken at Nurse Visit
- deally, patient has rested guietly before you abtain BP
& Ensure Proper Culf size

- Ensurg I-'I'-I'!-l,H‘-r I"l.’]'-;..Tll'l-I"lll]ﬂ

4. Nurse Visit: If initial BP Check is

*  <140/90: Discuss BP results with patient and educate as appropriate

* Stage 1 or Stage 2: Take 2™ confirmatory BP in 5 minutes. If the second BP is < 140/90 inform
patient that their BP is elevated and send a task to inform the provider. If second BP is >
160,100 find prowider for direction

u

Prowider will determine next steps; consider diagnosis (HTN or Elevated BP)



Data Driven QI - Monitoring

 Monitoring data allows you to identify
Issues as they arise, and act quickly
to implement quality improvement

activities.

0 i 180 180

" gﬂ_ =] || = ]g "

% o e || ] A ||
sttt ] 1 +r——rrrrrr— I +—rrrrrrrrr—m 0 +—rrrrrrrrrr
T W 138 T' 3913 1 X5 7811 1 367 %113 1367835113
z ; | 13 Pariods Submitied 13 Parigds Submitied 13 Paricds Submitiad | 13 Pariods Submitied
arth

R ——— Available here on HITEQCenter.org



http://hiteqcenter.org/Resources/HITEQResources/tabid/122/ArticleID/307/TitleLink/Prioritization-Matrix/ArtMID/718/Default.aspx
http://hiteqcenter.org/

Collecting Related Data

Data Collection Plan

Issue (Exploin for what speiic ssue vow ore collecting dobm.)

Quiestions fwhot are pou hoping to laam from this dato?)

1}
£
El]
Sample sire How/'Where By when How often
Definition Measure type Baseline [n=F} Whao (MsthodSowce) [5peafic dendline) (Frequency of coffection) Reporting Method
{Characteristic, (Process, outoomme, patient [Cument or histaroal [Respansibie team fAparmach bo
numenatorydenominmior) Experience) lepals) members! mnmw.nfmh‘n!,'&.hnr.inn.l_
1}
2)
3)

Review Date; (Date resulis ore discussed with feam)

What does the data tell us? Did our guestions get answered 2 What information do we still need?

What worked well?

What could be improved?




Creating the Plan

e Using a QI methodology such as PDSA cycles,
engage frontline staff and all key stakeholders In
care processes and results to design, implement
and evaluate the selected enhancements.

Be sure to do this work with all the

stakeholders and not to them (i.e., 2 Ny
seek and act on team member
and patient input and feedback

throughout the process). v
\_/



http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

Data Driven QI

Missed opportunities

Change in number of Dx
Prevalence of hypertension
Stratify by race, insurance, etc.



Patient Engagement



SMBP

SMBP is a tool that can be used to confirm diagnosis
— Recent elevated BP in office
— High BP measure out of office



SMBP — VValidated Devices

US BLOOD PRESSURE

VALIDATED

DEVICE LISTING

Blood pressure measurement devices that have been validated for

clinical accuracy as determined through an independent review process.

Seemore ®




- O

40% more likely 10% less likely 3 times as likely

to have high biood pressure to have their blood pressure to die from heart disease
under control caused by high blood pressure
as Caucasians

Statistics from BlackDoctor.org

- Black (42.4%) and Native American(27.2%) populations
- Prevalence compared to county/state prevalence?
- Elevated w/o Dx compared to universal patient population
- Routine vs urgent care visits



Measuring Discrimination

1. Frequently treated with less courtesy than others
2. Frequently treated with less respect than others
3. Frequently received poorer service than others

4. Frequently people think you're not smart

5. Frequently people are afraid of you

6. Frequently people act like you are dishonest

7. Frequently people act better than you

8. Frequently called names/insulted

9. Frequently threatened/harassed




Getting Started



VWhat are you commi

* Screen at every visit

e Data driven improvement

e Evidence based guidelines and protocols
* Registries

 Accurate BP Measurement

e |dentification of hypertension during visit
e Optimize hypertension diagnosis



Resources

e CDS/0OI Worksheet.

« NACHC HIPS Change Package
« Measuring Discrimination Resources

 Improving ldentification and Diagnosis of
Hypertensive Patients Hiding in Plain Sight
(HIPS) in Health Centers (article)

43


http://hiteqcenter.org/Portals/0/pdf/HITEQ%20HIT%20QI%20Guide%20CDS%20QI%20Worksheet_Essential.docx
http://mylearning.nachc.com/diweb/fs/file/id/229350
https://scholar.harvard.edu/files/davidrwilliams/files/measuring_discrimination_resource_june_2016.pdf
https://reader.elsevier.com/reader/sd/pii/S1553725017302039?token=A6A43DDFA3CDDF7953F5D863C58C2E35412896D292D4934D1E1F32538BF8E3A0D2B6FCA864DAEFAB4E01915AC4943372

Thank you!

Please complete our short evaluation.

Hannah Stanfield
hstanfield@wacommunityhealth.org

Washington
Association for

Community Health

Community Health Centers
Advancing Quality Care for All

www.wacommunityhealth.org
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