PPC 8: PERFORMANCE REPORTING AND IMPROVEMENT
Element D: Setting Goals and Taking Action

Item 1: Set goals based on measurement results in Elements A and B

CHC-A'’s strategic plan set goals several key areas across the organization.
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For diabetes, we have set goals based on the Health Disparities Network and NCQA measures.

Diabetes Registry

Average Alc < 8%

90% of patients

have two Alcs in

40% of patients
with last BP <
130/80

<12% of patients
are current

90% of patients
have an annual
foot exam

70% of patients
have an annual

Measures/Goals: 90% of patients self-management
40% of patients the last 12 months 70% of patients smokers have an annual goal documented
have Alcs < 7% with last LDL < 100 eye exam
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National Committee on Quality Assurance: HbA1C < 7 40% or better, HbA1C > 9 less than or equal to 15%
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Our value added time measure is set at 60%, which is based on a time study performed by XXXXX Foundation for Medical Care for
Medicare’s DOQ-IT program.

7/2009 8/2009 9/2009 10/2009 11/2009 12/2009
Date

Goal =60%

Time to third goal is to have same day access.

Time To Third Average

Overall

10

AN

pays | 7 \\/\\ //\\_/'

0
11/2008 12/2008 1/2009 2/2009 3/2009 4/2009 5/2009 6/2009 7/2009 8/2009 9/2009 10/2009 11/2009
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Item 2: Take action where identified to improve performance

For our diabetes population, we worked with Providers at the Pod level using the PDSA model to improve outcomes. Provider received
their data on a monthly basis. We created Provider champions on each Pod who would then help the other Providers on their team with their
diabetes outcomes. All our PDSAs are stored in a PDSA database for institutional memory and spread. Below is a screen shot of the PDSA
with our diabetes population, outcome measures and a screen shot of our diabetes flowsheet in the EMR.

S
.3

PDSA: Cycle for Learning and Improvement id E
Date Created  7/1/2008 Is the PDSA completed? ~ Date Completed: 61,2008 [ Should PDSA be
disseminated?
Title Planned Care Huddle O On holdiended?
BN ¢
|category  Advanced Access | First Name ; Last Name F
Behavioral Haalth
Billing Job Title  billing staff ~| Site  Admin -
Business Intelligence call center manag: Al clinics :I Back to start-up page

Call Center call center staff

Clinical

clinic director

Dental clinic medical dire Open report to print
Finance Clinical Renort Ane= hd|

?rr;i?g:]-j creening Supervisor First s Last N

Groun Yisits Ll

Delete PDSA
Plan: Describe the issue PLAN Q

1. Lack of action and engagement in DM planned care
2. Innefiicient use of huddle time to address DM registry issues.
3. Lack of staff confidence in acting on DM registry.

Plan: List vour guestions?
1.0l practice huddles guided by CMD improve action on DM registries?
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Plan for change:
who: Lesd ifull time) physicians on the Pods, NTW, case
manager, hA

what: Huddle using , MA DM termplate training tool, DM
outcarmes repart, DM registry management guide, And
O registry. CWD to assistin helping team

when: 1stweek of july then maonthy

where: O the Pods

change or test

benefit analysis Huddle June-08

analysis

-Summarize what
was learned

CHC-A
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Do
- Carry out the Huddles completed with each Podf Physician team.

Plan for data collection:

who:  CWD-me
and admin assistant

what: Benchmark outcomes fo rthe pod and individual
providers involved

when: Benchmark data collected June 20th.

where: Pecos

_ Collect data/ See Benchmark report: PACommitteesia R D CWPDSAPDSA support documents\PDSA #63 Planned Care

STUDY

-Complete data All results areas on DM imporve over the ¥ month study period
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Average HbA1C

Jan-09 Feb-09 Mar-09 Apr-09 May-09 Jun-09 Jul-09 Aug-09 Sep-09 Oct-09 Nov-09 Dec-09
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Our EMR has a flowsheet and decision support built in for our planned care conditions.

CHC-A

Diabetes Flwsheet IPN

Diabetes Mellitus Diagnosis| Disbetes melitus | 250

wital Signs

Height I I cm ™ measured this encourter

Last Measured 7 carried forward from last encourter

Weight b I ke

BMI
7 BP GoalforDM | 130 gyst | 80 piast
BP Sitting Syst Digst Excluded
Pulse Upload Yital Signs

| 114162007  Order * Completed{” Excluded

LABORATORY (Crick on the impost button to get the Iatest lab resuits)

Glucose | completed |

Hemoglohin A1c due " Order " Completed?" Excluded

Lipid Panel | due
Fasting ¢ wes { Mo
Tatal Cholesterol
HOL-C
LOL-C
Triglycerides

| 1#6z007 ¢ order  Completed? Excluded

Type I pipe

= currert € Mever % Former
Coves T Cona

Smoking Smokes?
Counseling

Renal Function

Microalb (quarrt]l due |

" order Completed(” Excluded

Pharmacologic ¢ Yes Mo [l T Serum Cr I due I  order{ Completed{" Excluded
Monofilament Foot Exam due & Perform{” Completed {” Excluded
Foot Examination Risk " Low (no loss of sensation) High (loz= of sensation) DRUG THERAPY = I WTETEE
Depression PHQ Score[ | 2 AspirinUse | due
" Active O Preseribe ' Excluded
IMMUNIZATIONS [ Aspirin 81 mg PO one daily [ Azpitin 325 mg PO one daily
Pneumovax [due [ tiAsmoor | € Order  Completed  Excluded
Influenza | " Order I Completed ' Excluded Lipid Lowering | due
REFERRALS " Active  Prescribe O Excluded
Dilated Eye Exam | excluded " Order I Completed ™ Excluded
Dental Exam due " Order ' completed ¢ Excluded ACE/ARE [ due
FunduscopicPhoto | " order ' Completed ¢ Excluded ¢ Active O Prescribe O Excluded
DM Educator/CDE " Order " Completed " Excluded
Behavioral Health | " Order {~ Completed {~ Excluded
Comments

 order  Completed ' Excluded
" grder  Completed { Excluded

Endocrinologist

Podiatrist

Patient referral
Framingham 10- year CHD event risk IW

—
—
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e =
Name: | Dm Test | Initial Visit [1116/2007 Date of Birth: Gender: E Age: —| |
Diahetes Diagnosis: | Diabetes mellitus | 250 |
CC /Reason for visit | __List of HPI templates
r ¥ Group Visit
r
r
r
r
r
Flowsheet PHQ_CAGE Self Management Home Glucose readings  Hemoglobin A1C graph
Encournter Date: Time 070252009 12:42 P |EIS.|‘2I3.|‘2IZIEIEI 1:02 P | 0572652009 1:00 PR | 04725/2009 1:17 Ph | 0402272009 11:54 &
Height (In) |
Veight (L)
Bl
BP Syst
BP Dizzt
Monofilament Foot Exam due due due due due
Diate i i i i i
Smoking Status current smoker former smoker former smoker farmer smoker former smoker
Lab Tests
Glucose Status completed completed completed completed completed
Date 111652007 1101 652007 111 652007 11 652007 111 62007
Glucoze Result
Hemoglohin A1¢ Status due due due due due
Lipid Panel Status due due due due due
Date 111652007 111652007 111652007 111 652007 11162007
HOL
LDL
Trig
Microalb (guant) Status due due due due due
Serun Creatinine Status due due due due due
Rafarrales -
kI _>I_I
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We are also working with the University of Xxxx School of Pharmacy on a Service for Anticoagulation Management Safety Project. Our
Aim is to improve the care provided to patients taking Warfarin for anticoagulation therapy. We want to increase the number of patients
seen at appropriate intervals; increase the number of patients who’s last INR was in range and prevent complications from under or over

anticoagulation. We also want to increase our patient’s activation in managing their disease and medication.
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Active Medictions

B ActiveOto 3 Active 4to 10 I More Than 10 Active

™

%
calBELEERANER

Month

Participation in the National Safety Collaboration requires a spread strategy. Our plan is to extend pharmacy services for medication therapy
management from the existing population of focus to the 41 to the 142 patients on Warfarin in our organization during the two year
collaborative ending September 2011.

Il et Safety Pharmacy Collaborative Spread Strategies  11-09

40,707 Active Patients at -

5,950 At-Fisk Chronic Diseaze Patients

142 Patients on
Anticoagulation Registry

41 Anticoagulation
Patwenis inh

Clinic POF
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Our EMR has a flowsheet and decision support built in for our planned care conditions.

CHC-A
PCMH Recognition Application

-

ANTI-COAGULATION THERAPY ]

Referring Phy=sician Full Mame Date of Birth: Home Phone: Alternate Pho
[ | [om Test | [osnensr2] [ ¢ - | [ -
Indications For Therapy Therapy started: | I stopped: | 1
' Expected durstion of therapy: |
» [ High Risk Alerts:
~
~
Week One (7)  Change dose
Target Range: [ 00 tof 00 TabletSizes: C [ 3mg | ¢ ' Clear
Lah Date MR Protime Sun Maon Tus  Wed Thu Fri Sat Wieekly Dosage 7 g
| i | |3mg ISmg |3mg |3mg |3mg |3mg ISmg 15.00 1.50mg Su,TuW Thi
[os T+ Jos Jos Jos [+ Tn 3.00mg MF Sa

‘Adcitional Dasage | | [ | | | |

CEES " Totals [150 [ 300 [ 150 [ 150 [ 160 [ 300 [ 300
Week Two@ " Change dose
Target Range: I .00 [ol .00 Tablet Sizes: I (‘I £ Clear
Lak Date MR Protime Sun Mon Tus  WWed  Thu Fri Sat Wiekly Dozage
I 1 T T 1 T 1 00
. 11 1 1 1 1
Adcitional Dosage | | | | | | |
. 11 1 1 1 1
. Totels [00 Joo [oo Joo Joo oo Joo
Page Dot
Page U
RS, ——— — e
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