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A non-profit, full service HIT provider for CHCs
1 centrally managed Epic EHR

Assist with reporting, some decision support (mostly member
driven); new services include practice coaching, workflow design

PBRN-led research using OCHIN data since 2007
= >90 peer-reviewed pubs
= >20 completed studies
= >25 active federally-funded studies
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= We asked: Can KP’s ‘ALL Initiative’ be adapted for
implementation in CHCs, which are very different from KP?

= Adapted ALL for CHCs in a year-long stakeholder
engagement process (Gold et al, J Health Care Poor
Underserved, 2012)

= 11 CHCs randomized to ‘early’ or ‘late’ (one year later)

implementation of ALL
Center for
W
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- Best practice alerts, order sets, data rosters

- Staff trainings

- Practice facilitators

© 2016 Epic
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'¥ This patient has diabetes, and is indicated but does not have an active prescription for: ACEVARB, Statin. The pnﬁent-'

may also be indicated for aspirin or another anticoagulant. These medications can significantly reduce the risk of
MIs and stroke. Please consider discussing contraceptive options when prescribing to childbearing age women.

To override or postpone this alert, please select from the buttons below. You can explain why using the comment
box.

To easily prescribe the medications, or order related procedures, you can access a SmartSet (below), or as per
usual. Relevant AVS text is available: ALLFAQ, ALLMEDS, .ALLSTATIN, ALLACE, ALLASPIRIN.

LastLDL: Not on file

LastDLDL: Mot on file

Last LDLCALC: Mot on file

Acknowledge Reason; |£| D
Not Now [next visif| 6Month Overide| Permanent Overide|
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Gol et al, Mayo Clinic Proceedings, 2016.

Orient staff to evidence
Ongoing implementation
support led by ...

Performance tracking

Support

Temporality

At KP

Champions present at department meetings

Regional clinician champions responsible for
multiple QI initiatives, including ALL.

Monthly performance reports posted publicly,
tied to incentives.

Top-down practice change : this is our new
standard of care.

Staff performance incentives.

Clinician champions get protected time.

1-time rollout; ongoing monitoring /
incentivizing.

As adapted for study CHCs

Practice facilitators / clinician champions present at clinic /
team meetings

ALL practice facilitators (clinic employees), clinician
champions, research staff.

Monthly reports provided; variable distribution by
organization.

Intensive support: on-site facilitation, training, oversight,
TA, patient lists / performance reports.

Intensive engagement: Sought feedback on intervention

tools, workflows; monthly meetings of study team and
clinic staff.

3-4 years post-implementation facilitation, support.



Pre-post implementation clinic-level rates
of ‘early’ (intervention) vs. ‘late’ (control)
clinics

= Top: Monthly statin and ACE
prescription rates among patients
indicated for both.

= Bottom: Monthly statin prescription
rates among patients indicated for
statins.

= Trend lines fitted on predicted values
from segmented regression analysis.

Gold et al, Implementation Science, 2015
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= Qualitative data showed: ALL implementation was feasible because of
the intensive support provided by trained staff hired from the sites.

“It's a good thing you are the one doing this ALL study, because we love
you. Anyone else, | would have to hate them.”

= We asked: Can ALL be implemented using less
Intensive / other implementation support strategies?

‘ Center for
OCHI N Research
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Protocol paper: Gold et al, Implementation Science, 2015

= ALL components folded into a ‘CVD Risk Management Bundle’

= We compared the effectiveness of 3 strategies for supporting
Implementation of this ‘CVD Bundle’

= 30 CHCs randomized to 1 of 3 implementation support

strategies:

= Arm 1 - Low support (toolkit)
= Arm 2 - Medium  (toolkit, staff training, adaptive webinars)

= Arm 3 - High (toolkit, training, adaptive webinars, on-site

practice coaching)
‘ Center for
OCHI N Research
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Cardiovascular

= The CVD Bundle is: Disease and
= BPAs that fire ... Risk
= To suggest adding certain documentation Management
= When a patient is clinically indicated for Workflows and toole 1o

cardioprotective medication(s) support Cardiovascular
= HMASs that indicate patient is due for ... Management in Patiens
= HbA1c testing, lipid screening, foot / eye exams Hypertension and Clinical

= Reporting Workbench Reports including: Cartiessoniar Dissase

(ASCVD) in the Medical
Home

= Roster reports for DM panel management
= Upcoming appointment report for chart scrubbing
= Metric reports for tracking progress

= Materials with information about all of these

v.2015-04-27

‘ Center for
OCHI N Research
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i patienthas A1C57to6.4

The patient had previous A1C of 5.7-6.4 but has no PREDIABETE S or IABETE S diagnosis in the problem list. Consider adding this in the problem
list if appropriate. (ID:521)
Last HGBA1C=6.1 % on 3/25/2015

Acknowledge reason: D

| Mot Appropriate at This Time |

7 Statin Recommended

The patient has DM and is currently NOT on a statin; moderate to high intensity statin depending on 10-year ASCVD risk is recommended based on AHAIACC guidelines. Use with caution in advanced CKD. (ID:402)
LastLDL=124 ma/dL on 3/13/2013
LastALT=11 IU/L on 311312013
Last EGFR=106 mL/min/1.73 on 3/13/2013

Acknowledge reason: D
| Will address next visit | 6 Month Postpone | 1year Posipone | Medical Contraindication |
% Orders
% Medications
R Ellergies
% Statin Workflow Diagram

+ Increase in Statin Intensity Recommended
The patient is currently on a statin that may not be intensive enough;high intensity statin is recommended (atorvastatin 40-80mg/d or rosuvastatin 20-40mag/d) based on AHA/ACC guidelines. Statins are contraindicated in pregnancy;
use with caution in childbearing-age women. This BPA may trigger incorrectly if statin was ordered as free-text sig (not discrete sig). Use with caution in advanced CKD. {ID:406)
Last Statin Order: 07/01/2014, PRAVASTATIN 40 MG TABLET, Take 0.5 Tabs by mouth once daily.

Last LDL=215 mg/dL on 2/13/2013
Last ALT: Mot on file
Last EGFR: Mot on file

Acknowledge reason: D
| Will address nextvisit | 6 Month Postpone | 1 year Postpone | Medical Contraindication | Lower Intensity Appropriate |

% Order Entry

% Medications

% Allergies

% Statin Workflow Diagram
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= The SPREAD-NET Toolkit Is: -
= |Information on how to use the CVD Bundle CVD RISK MANAGEMENT

. BUNDLE IMPLEMENTATION

= Resources to help implement the CVD Bundle TOOLKIT
= Staff orientation slides

= Patient education handouts OCHIN | soreahet | M u s

= Workflow ideas

= Summary of scientific evidence and national
clinical guidelines

= Change management strategies

© 2016, KAISER PERMANENTE CENTER FOR HEALTH RESEARCH
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CVD RISK MANAGEMENT BUNDLE IMPLEMENTATION TOOLKIT

3c. BEST PRACTICE ALERTS (BPAS)

User guide: The CVD Risk Management Bundle
includes two types of best prodice alerts (BPAs).

* BPAs that suggest adding certain
documentation.

* BPAs that fire when o patient is clinically
indicated for a cardioprotective medication or
medications.

BPAs can be accessed in the visit navigator by

clicking on the BEST PRACTICE button.

The BPA window allows the user to do any of the

following, as appropriate:

* Order Entry

* Medications

* Allergies

* Jump to the Health Maintenance Screen

* Jump to problem

* Open a Smartset

* Jump to the Immunization/Injection window

* Link fo relevant information (e.g. workflow
diograms) about the BRA

Q: How will you know if a BPA fires?

A: The BPA novigator tab DT
turns yellow. For wide
screen views, see vials

Chief Complaint &

1

Appendix 8. Guick@uections &
&

-

Wed. Diociment

Mursing Motes

When Toolkit Was Initially Released (July 2015):

When a user BPA with an

reason, it would only be suppressed for that user and that
encounter type. If the same user opened a different encounter
type for e same patient, fen the BPA suppressed previously
would tigger again,

Updated (as of May 2016):

The BPA is now suppressed for all encounter types for the user
who suppressed it. The BPA will be visible for ofher users,
jpresenving e ability for ofver clinicians or staff i make their
own decisions.

spreadihet

Q: What do you do when it fires? How do you
respond?

A: There are five options:
* Chart as suggested

Certain BPAs fire to indicate that additional
charting is advised. These BPAs can be safisfied

pleting the chart documentation as
advised in the BPA. The BPA will then disappear.
An example is adding a diagnosis to the
problem list.

* Provide the recommended care

Certain BPAs fire if a recommended medication
has not been prescribed. Once prescribed, the
BPA will disappear.

* Postpone the BPA

The BPA is postponed for 6 months or 1 year, per
the user’s choice.

« Override/Medical € P

This option allows you to note that this patient is
contraindicated for the medication. The BPA is
postponed for 1 year.

* Or just ignore it!

Please note: If you override or postpone the BPA,

the only way to ‘undo” that is to ask your site
specialist.

Q: What is the logic underlying the BPAs2

Az It is often shown in the BPA text itself. The details
are given in the CVD Risk Management Bundle,
and below. Within the BPA, you can find a link
that provides the logic.

Q: How do | use information on the BPA logic to
help encourage providers to pay attention fo
the BPAs?

A: The BPA lagic can help you show providers why
fhe BPA is firing; knowing why and how this works
might make them more likely to pay attention to
the BPAs.

|8
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CVD RISK MANAGEMENT BUNDLE IMPLEMENTATION TOOLKIT

3e. REPORTING WORKBENCH-DIABETES ROSTER REPORTS

Reporting Warkbench (RW) is a real-time reporting tool that can be used to track patients for clinical,
financial, or odministrative purposes. RW is accessible fo users based on security settings and certain reports
(elinical, financial efc.) are limited to cerfain users. RW can be easily accessed through EPIC Hyperspace and
offers some customization functionality
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The figure above shows the defoult Dicbetes Roster
report (not all columng show at once—you can see
more of them by scrolling right in Epic). Highlighted
baxes indicate that an aspect of dicbetes core is due.
Itis not currently possible to highlight patients who
are indicated for but not on a given medication, or
patients whose statin intensity should be highet

Please see below for information on other pre-
defined reports that allow you to view different sub-
sets of pafients and columns from this roster. Don't
be overwhelmed by the number of columns in each
report template—these con always be removed by
the service area or end-user by creating o new report
from the templates and saving it with a new name.



CVD RISK MANAGEMENT BUNDLE IMPLEMENTATION TOOLKIT

5. IMPLEMENTATION TIPS FROM OTHER CHCS

Congratulations—your clinic is going to implement the CVD Risk Management Bundle. Its tools are
based on scientific evidence on reducing risk of cordiovasculor disease events.

These implementation ‘tips” were developed by community health centers that successfully
implemented the aspects of this Toolkit related to medication.

When introducing the Toolkit to your clinic

1. When you discuss the Toolkit with your steff,
explicitly acknowledge that:

a. The provider/patient relationship is para-
maunt; the tools are designed to help with,

but not direct, providers” decisions. Clinicians

should hear “these tools will help you deliver

great patient care,” instead of “these tools will

make you do what we want.”

. Discuss how the Toolkit fits into other
angoing initiatives.

o

2. Consider integrating the Toolkit guidelines into
your clinic’s standard of care. At the very least,
ensure that there are no inherent contradictions.

3. Organizofional changes that eccur over fime may

impact how the Toolkit works in your dinic. Be
prepared to be flexible.

4. Consider a flexible approoch that accounts for
your clinic’s unigque characteristics. For example,
if it is challenging for your patients to get to the

clinic, it could influence whether they are asked to

make a separate intervention visit.

5. Consider how o negotiate a balance between
seftfing clear guidelines and expectations while
allowing/encouraging flexibility and innovation.

6. Do your best to designate time and effort towards

soliciing buy-in from managers, providers and
staff on the value of this Toolkit and methods
necessary for implementation. This will likely
invalve presenting at meetings and talking to
team members. See suggested strotegies, below.

spreadiinet

a. Work on sustaining and improving buy-in
over time. The goal is fo reach a point where
clinicians ask for the tools rather than having
it forced on them.

b. Think about ways to engoge the patients’
interest in the medications, as a way of
encouraging their participation in preve ntative
care decisions.

For instance, you con use the dinic posters and
brachures to generate patient acceptance and
receplivity to the medications.

You could refer to the poster [on the exam mom

wall), as a starfing point for talking to the patient
about their cardiovascular health.

Another idea is fo distibute the brochures in your
clinic waiting room. In the ALL study, patients
asked about their current medications after
reading the brochure.

Strategies to increase leadership, provider,
and staff buy-in

Buy-in from all clinic staff will be crifical for
success. Strategies to build buy-in include:

1. Obtain support from clinic leadership.

a. Spend time discussing the Toolkit, including an
hanest assessment of clinic impad, with clinic
leadership. Do not implement until you have
leadership support.

b. Ask clinic leadership to emphasize to staff that
thay fully support the intervention because it is
in the patients’ best interest.

| 26
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Workflow

in the Toolkit are designed to enable clinical
decision support related to the prescription of
cardioprotedtive medications for patients with

diabetes for your providers, and to provide panel
management for your clinic’s scrub and outreach

processes.

. Think about which of the tools best fit your clinic’s
current practice, and the potential impact adding
the tools will have on current workflows and time

manageme nt.

. The electronic health record (EHR) tools included 3. Where ever possible, “prepare™ the provider to

consider the Toolkit medications before entering
the exam room, via notes, messaging, efc.

4. Keep in mind that sometimes the simplest solution
is best.

5. Below are twe workflow examples from the ALL
study pilot sites.

a. This is a Process Flow Diagram. It provides the
key steps and owners for each step.

PRIOR TO PATIENT VISIT

DAY OF PATIENT WiSIT
v i s w0 dsauss lahe, mvew
Paient chacksin for Patent noomed and any needad finger patfient
dishetes folow-up visit sk [as performed, foot check dons a8 » meds (checis i pafient b onAL L meds.
St Reepdon indested. Sttt Medical Assistant e mnmﬂm

Provvider

prescaibe medicaio ns as neaded, mvew care plan, el o
aupporing and andliery services: Muiriion, Baha voml
Health, RN Casa M Saaff: P

v

Refermals o BH, Nutiton, Oplomety,
D il R Came Man sgament
pocessed and followedup.
Siaff: Care To am Membars

spreadihet
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Day 1 — Hands-on practice with tools

1.

How to use data generated from rosters and dashboards
Practice using Reporting Workbench

Generate toolkit rosters and dashboards

Draft workflow examples

Implementing changes in your clinic

Day 2 - Panel Session & Change Management

1.

2
3.
4

Implementation tips from ALL study clinic staff (panel session)
Understand basic tools and methods of change management
Develop an implementation / change management plan

Prepare for training and building skills / teaching others at my clinic

© 2016, KAISER PERMANENTE CENTER FOR HEALTH RESEARCH
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= Annual Webinar (Arms 1-3)
= Kick-off: April 2015
= Toolkit updates: May 2016

= Additional Webinar (Arms 1-3)
= OCHIN'’s “Diabetes Improvement Guide:” August 2016

= Quarterly (Adaptive) Webinars (Arms 2-3 only)
= Troubleshooting with the CVD Risk Management Bundle: 9/2015
= Alerts, Tools, Reporting & Documentation Issues: 12/2015
= Summary of the clinical guidelines behind the CVD bundle: 3/2016
= How to create/run reports in Reporting Workbench; a real-time demonstration: 3/2016

‘ Center for
OCHI N Research
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= ‘Hands-on approach’ to implementation

= Build internal capacity to engage in improvement activities

= Includes:
= Up to five site visits with support as needed
= Coaching on tools (how to present to clinic staff, fit into workflows, etc.)
= Tallored problem-solving support to address identified barriers
= Willing to work on ANYTHING clinics want, ALL-focused or not

‘ Center for
OCHI N Research
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= We anticipate little difference between the three study Arms
(data now pending)

= Amount of support provided may NOT make much difference
(though a toolkit alone is unlikely to make any difference)

= Clinic readiness, leadership, structure, resources are more
Important than kind / amount of implementation support

provided
‘ Center for
Research

© 2016, KAISER PERMANENTE CENTER FOR HEALTH RESEARCH
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= CAVEAT: Many of these lessons are PRELIMINARY.
The SPREAD-NET qualitative data have not yet

been formally evaluated.

‘ ﬁerﬂg for
OCHIN Rgsearch
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= Clinic-level barriers and implementation: CONSIDER ...

= Current processes / structure. CHCs not already scrubbing / team-based will not be
able to effectively use tools built for scrubbing / team-based care. MUST have such
components in place before they'll use tools designed for such components.

= Can adopting PHASE-ALL help CHCs implement such processes / apply broadly?
= How standardized are workflows across teams? How much autonomy?

= CHC culture / leadership in terms of change process (e.g., Can someone mandate
that MAs use BPAs?) and outcomes (Is guideline-based prescribing an expectation?

s there accountability?)
Center for
‘Research

© 2016, KAISER PERMANENTE CENTER FOR HEALTH RESEARCH
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= Clinic-level barriers and implementation: CONSIDER ...

= Maintaining focus on just one aspect of DM care; other priorities
compete / take precedence / are incentivized; lack bandwidth

= How long do they need to focus on this?
= Can you tie ALL to competing initiatives?

= Staff turnover — lots

= A priority for clinic leaders?
= Even if so, may not be well communicated to staff
= Were staff given time for it?

© 2016, KAISER PERMANENTE CENTER FOR HEALTH RESEARCH
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Lessons learned from these studies,
and implications for spread _
2 £7 § NN

Clinic-level barriers and implementation: CONSIDER ...

Cultural openness to population-based care / guidelines.

Size. In smaller clinics, easier for one person to take the work on /
make a difference, or to come to consensus on how to implement, than
in larger clinics.

Impact of formulary / insurance coverage, especially around statin
dosing. Providers unwilling to switch pts to a different, more expensive
statin will appear noncompliant.

I(Eleni:eﬁ for
. OCHIN Receatch




= Tool adoption barriers include:

= Don't fit existing workflows / team structures

= Adequate training re how to use the tools (toolkit covers this, but on
Its own Is not enough)

= History of inaccurate EHR tools = habit of ignoring them

= Intervention tools target just one aspect of DM care.
= Medication info must be part of a larger set of DM / CVD care
= However, this can mean that the meds are de-emphasized

= CHC's current level of EHR optimization. If already use HMAs, maybe
easier to add in BPAs; if already report using EHR, RWB an easier sell
Center for

Health
’3 OCHIN Research
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= Provider-level implementation barriers include:

= Desire for autonomy / discretion
= Difficult to change from focus on HbA1lc to CVD health:

= “We just autopilot to a more traditional diabetic stance, ignoring the CVD aspect.”

= Difficult to change from rx as treatment (based on lab values) to
rx preventively; discomfort with rx for patients with ‘normal’ or
borderline labs

= SDH factors may be a barrier
= May not trust alerts (fatigue) or feedback data

= Lack of clarity on statins; changing guidelines —>confusion
Center for

Health
” OCHIN Research
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= Toolkit alone will only work in clinics that are ABLE to implement, not
swamped with other Initiatives

= Practice coaching / formal facilitation can work, within context: may
end up focusing on the kind of DM support the CHC is ready to take
on

= Consider the clinic champion’s role, influence, engagement level
= Engage future users in intervention adaptation
= Training may not ‘stick’ — how much repetition needed? What kind?
= Inconsistent Webinar attendance
= Culture: Can the CHC set standards of care?
Center for

Health
- OCHIN Research
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= Questions?

| rachel.gold@kpchr.org
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