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Altarum Institute Overview
▲ A Michigan company since 1946
▲ Deep connections to the University of Michigan College of Engineering, Medical

School and School of Public Health
▲ Nonprofit, focused solely on health and healthcare, headquartered in A2
▲ Today, we balance “think-tank” work for the Federal government with direct

interventions to improve health and healthcare
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M-CEITA, Michigan’s Regional Extension Center
The Michigan Center for Effective Information Technology
Adoption (M-CEITA) was originally a $21M, 5 year, ONC investment
to accelerate the selection, adoption, and meaningful use of health
information technology to improve the quality and efficiency of care
delivered in our state.
▲ Helped over 5,700 healthcare providers across the state adopt and

use EHRs, impacting 1.6 million patients annually.
▲ 1/4 of all Michigan physicians paid for Meaningful Use were

M-CEITA clients.
▲ Recognized by The Department of Health and Human Services

(HHS) as the 5th best performing REC (out of 62) nationally.
▲ Now also funded by the State of Michigan - Medicaid
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M-CEITA Services
Services are highly subsidized for qualified providers.
Our Health IT services include:

Meaningful Use Support

Security Risk Assessment

Targeted Process Optimization (Lean)
Attestation/Audit Preparation
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Presentation Outline
▲ What are the Health Problems?
– Focus on: Hypertension and Diabetes

▲ Leveraging Health IT to Engage and Monitor:
– Engage

– Monitor

 Team-based care

 Clinical Quality Measures (CQMs)

 The Chronic Care Model

 Patient self-monitoring

 Patient Engagement

 Patient generated health data (PGHD)

 eHealth tools

 Electronic Diabetes Registries

 Patient Portal

 Clinical Decision Support (CDS)

 Patient Education
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What are the Health Problems?

DIABETES and
HYPERTENSION: Chronic
conditions with serious medical
and financial repercussions
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What are the Health Problems?
Heart Disease and Stroke
▲ Heart Disease and Stroke: 1st and 4th leading causes of death in the US.
▲ More than 2 million heart attacks and strokes each year.

Diabetes
▲ 29.1 million people or 9.3% of the population have diabetes.
▲ In 2011, an estimated 10% of Michigan adults (758,300 people) were

diagnosed with diabetes. An additional 250,200 are thought to have
undiagnosed diabetes.
Hypertension
▲ Approximately 70 million (1 out of 3) American adults have high blood

pressure.
▲ About 16% of Michigan’s adult population has uncontrolled hypertension.
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Health IT Patient Management Model
▲

▲

Leverage Health IT to:
–

Identify

–

Engage

–

Monitor

–

Analyze

–

Improve

A Plan-Do-Study-Act cycle to
improve the health of your patients
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Leveraging your Health IT to:

Engage
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Team-Based Care:
A Vital Component for Improved Outcomes
▲ The 15-minute provider visit is simply not enough!
– Forty-two percent of primary care physicians report not having
adequate time to spend with their patients1
– Fifty percent of patients leave the office visit without understanding
what advice their physician gave
– Physicians, according to one study, interrupted patients' initial
statement of their problem in an average of 23 seconds; in 25% of
visits the patient was unable to express his/her concerns at all
– It takes 7.4 hours per working day per patient to provide all
recommended preventive care to a panel of 2,500 patients, plus 10.6
hours to manage all chronic conditions adequately

▲ The Solution: Team Based Care

1Bodenheimer

T, Laing BY. The Teamlet Model of Primary Care. Ann Fam Med 2007;5:457-61.
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Team Engagement: The Chronic Care Model
▲ Six elements working together to create productive

interactions between an informed, activated patient and a
prepared, proactive, and engaged practice team:
– The community
– The health system
– Self-management support
– Delivery system design
– Decision support
– Clinical information systems
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Team-Based Care:
A Vital Component for Improved Outcomes
▲ Incorporate a multidisciplinary team that includes the patient
– Involves all the staff members in a practice (including non-clinical) who
work together to provide coordinated care
– Team members increase skill and expertise, maximizing their scope of
practice
– All team members are aware of what the patient needs
– Work together to ensure nothing falls through the cracks
– Frees up the provider to do what only s/he can do

The engaged PATIENT
is a vital part of the team!
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Why Does Patient Engagement Matter?
▲ Research shows that patients engaged in their health and

health decisions are more likely to:
‒ Proactively engage

in preventative and
healthier behaviors
‒ More effectively self-

manage their health
conditions
‒ Experience improved

health outcomes

Hibbard, J., & Greene, J. (2013). What the evidence shows about patient activation: Better health outcomes and care experiences; fewer
data on costs. Health Affairs, 32(2), 207−214.
Ricciardi, L., Mostashari, F., Murphy, J., et al. (2013). A national action plan to support consumer engagement via E-health. Health Affairs,
32(2), 376−384.
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EHRs and Patient Engagement
▲ Health IT and EHR, when implemented effectively, are

capable of producing significant improvements for
patients and providers:
– Fosters collaboration and communication between patients and
providers1
– Electronic management of appointment schedules
– Quick and easy communication between patients and providers
– Convenient outreach to patients following office visits, hospital stays or
appointment reminders2
– Patient access to full and accurate information about their care2
– Promotes chronic conditions self-management3

Hibbard JH, Cunningham PJ. (2008). “How Engaged Are Consumers in Their Health and Health Care, and Why Does It Matter?” Center for
Studying Health System Change.
2 HealthIT.gov “Patient Participation” http://www.healthit.gov/providers-professionals/patient-participation
3 Fluckinger D. (2012). “OpenNotes pilot suggests greater patient engagement is on the horizon.” SearchHealthIT.
1
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Benefits of e-Health Tools
▲ e-Health Tools are valuable for patients and caregivers alike
– Can be integrated with EHR and portal, or be stand-alone suites of tools
– Your EHR may have e-Health tools built-in. If not, your EHR vendor can be
pushed to develop them, or a third-party vendor may have desired tools
available (e.g. a centrally managed platform of hosted tools)

Patient portals are a type of
e-Health tool that can
facilitate access to other
e-Health tools
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Patient Engagement Solutions: Patient Portal
▲ Patient Portal
– Secure online website with 24 hour access to personal health information

▲ Patients can:
– Email / correspond with providers
through use of secure messaging
– Request medication refills
– Submit logs and journals

▲ Providers can:
– Push out relevant info to patients

 Patient education on health info
and resources
– Connect patients to home
monitoring / journaling
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Patient Engagement Solutions: Patient Portal
▲ Actions to Engage Patients
– Learn the benefits for patients
and providers
– Implement proactive,
participatory features
– Implement the portal with a
systematic process
– Actively promote and facilitate
portal use
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Patient Engagement Solutions: Patient Portal
▲ Benefits of Patient Portals
– Improved patient activation
– More efficient and effective communication
– Better and more timely self-care among patients
– Ability to focus better on high-priority patients
– Improved patient satisfaction
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Patient Engagement Solutions: Patient Portal
▲ Implement Your Portal Systematically
– Take into account practice resources, culture, and priorities
– Try to minimize disruption in the practice
– Key Questions during planning:
 What are the goals of the portal
 Which features should be offered?

 Should they be all offered at once or phased in?
 Who will be selected to participate in the portal?
 How will you handle marketing, enrollment, training, and support?
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Patient Engagement Solutions: Patient Portal
▲ Supporting Engagement
– Do not include only administrative functions
– Problem-solving orientation
– Interactive decision tools
– Personalized messages and tools
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Patient Engagement Solutions: Patient Portal
▲ Promote the portal with a multifaceted strategy
▲ Display signs and posters
▲ Distribute informational brochures
▲ Adjust workflows in order to maximize patient engagement
– Research shows that a team-based approach can improve patient
utilization of EHR portals by about 25%1

▲ Build patient interest in your portal during routine steps of

the visit and include your entire staff in the process
– Example (with activities integrated into patient’s normal visit):
 front desk staff explain portal and attach information to patient registration sheets
 nurses discuss onboarding process and discuss the portal
 clinicians reinforce the portal’s value
1

Krist, A. et al. (2014). “Engaging Primary Care Patients to Use a Patient-Centered Personal Health Record.” Ann Fam Med.
September/October vol. 12 no. 5 418-426
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Patient Engagement Solutions: Patient Education
▲ Databases of patient education resources can be directly

available through the EHR (i.e. portal) or linked through
third-party vendors

▲ Example resources
– Decision aids
– Self-management tools
– Mobile device applications
– Internet-based resources
– Community resources
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Benefits of Electronic Patient Education
▲ Patients are using the internet to get informed about their

health
▲ Using the EHR and portal to facilitate patient education

enables provision of health information that is
– Based on good data and evidence-based best practices
– Convenient for patients to access
– Tailored to patient conditions and diagnoses
– Consistent with messaging from the provider

▲ The provision of education via the EHR creates another point

of contact for the patient and provider
▲ The referral module in your EHR can be tailored to promote

community resources, guiding patients to the best services
available to further increase their engagement
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Summary: Patient Engagement
▲ Patient engagement is most effective when the entire team is

involved
▲ Engaged patients experience better health outcomes
▲ EHR, Portals, e-Health Tools, and Education Resources can

improve patient engagement
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Leveraging your Health IT to:

Monitor
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Using Health IT to help you: Monitor
▲ Monitor: Observe and check the progress or quality of

(something) over a period of time; keep under systematic
review.
– An on-going process usually directed by leadership to ensure processes
are working as intended
– An effective detective control within a process
– Monitoring tools and processes are used to verify that controls are working
on a routine basis and that risks are being identified and addressed in a
timely manner

26

Using CQMs to help you: Monitor
▲ Clinical Quality Measures (CQMs)
– Tools that help measure and track the quality of health care services

– Use data associated with providers’ ability to deliver high-quality care or
relate to long term goals for quality healthcare. CQMs measure many
aspects of patient care including:
 health outcomes

 care coordination

 clinical processes

 patient engagements

 patient safety

 population and public health

 efficient use of health care resources

 adherence to clinical guidelines

– Measuring and reporting CQMs helps to ensure that our health care system
is delivering effective, safe, efficient, patient-centered, equitable, and timely
care
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Using CQMs to help you: Monitor
▲ Tracking/Trending Clinical Quality Measures (CQMs)
– Required in Meaningful Use, PQRS and ACOs

– Several CQMs related to Diabetes and Hypertension
 NQF 0018 – Controlling High Blood Pressure
– Measure Description: The percentage of patients 18 to 85 years of age who had
a diagnosis of hypertension (HTN) and whose blood pressure (BP) was
adequately controlled (<140/90) during the measurement year.
 NQF 0059 – Comprehensive Diabetes Care: Hemoglobin A1c (HbA1c) Poor
Control (>9.0%)
– Measure Description: The percentage of patients 18-75 years of age with
diabetes (type 1 and type 2) whose most recent HbA1c level during the
measurement year was greater than 9.0% (poor control) or was missing a result,
or if an HbA1c test was not done during the measurement year.
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Using SMBP to help you: Monitor
▲ Self-Monitoring of Blood Pressure (SMBP): The regular use of

a personal blood pressure measurement device that is used
by the patient outside a clinical setting
▲ Can be used to
– Diagnose and treat
– Identify “white coat” hypertension

▲ Strong evidence that SMBP plus

additional support is more effective
than usual care in lowering blood
pressure among patients with
hypertension.
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Implementing SMBP to help you: Monitor
▲ Designate a staff member for self-monitoring support,

education and reviewing of logs
– Validate/calibrate monitors for accuracy

▲ Educate patients on proper techniques of self-monitoring

using their own devices
– Maintain educational materials within EHR and Patient Portal

▲ Create office protocols to address SMBP
– Incorporate protocol as Clinical Decision Support (CDS)

▲ Offer support groups or peer-to-peer education
– Utilize EHR patient reports for outreach to patients
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Patient Engagement Solutions: Self-Monitoring
▲ Home monitors are becoming advanced and have an array of

features including:
– Smartphone compatibility
– Ability to share results via HIE, direct-to-physician or even social media
– Analysis/review of results via personal health tools
– Automated testing frequency and medication reminders

– Wireless internet connectivity and even phone service for patients in need
– 24/7 technology and nursing support
– Telehealth, readmission reduction, daily weights, cardiac monitoring

▲ Recommend fully-automated memory equipped electronic

devices to decrease inaccuracies
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Patient-Generated Health Data (PGHD)
▲ Large amounts of data from multiple sources
▲ Patients are interested in and willing to share data1
▲ Meaningful Use?
– Stage 3 may require practices with EHRs
to allow 10% of patients to report PGHD
electronically
– Recommended by the Health IT Policy
Committee

▲ ONC Challenge Grant2
1. http://www.businesswire.com/news/home/20140123005230/en/PatientsLikeMe-Survey-Shows-Vast-Majority-People-Health#.VXhUePlVhBd
2. See Parkview COPE Case Study available at https://www.nomoreclipboard.com/wiki/images/9/95/NMC_Case_Study_COPE.pdf
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Using a Diabetic Registry to help you: Monitor
▲ Electronic Diabetes Registries
– Currently underutilized in the US

– An initial step to controlling diabetes
– Basic requirement for structured, proactive care
– Improves the consistency, quality, and effectiveness of patient care at
point-of-care.

– Allows individual clinics and practices to perform quality measurements
and comparisons.
– Reveals opportunities for performance and clinical improvements.
– Identifies high-risk/high-cost patients and stratifies them by risk
– Profiles providers at the practice or clinic level
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Using a Diabetic Registry to help you: Monitor
▲ Diabetes Collaborative Registry
– https://www.ncdr.com/WebNCDR/Diabetes/publicpage

– Interdisciplinary effort led by the American College of Cardiology in
partnership with the American Diabetes Association, the American College of
Physicians, the American Association of Clinical Endocrinologists and the
Joslin Diabetes Center.
– Brings together real-world data from:
 Primary care physicians
 Endocrinologists
 Cardiologists

 Other diabetes care providers

– Provides a unique, longitudinal view of the presentation, progression,
management, and outcomes of patients with diabetes as they receive care
and treatment from multidisciplinary care teams.
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Using a Diabetic Registry to help you: Monitor
▲ Joslin Diabetes Center Online Diabetes Registry and Risk

Stratification System
– http://www.joslin.org/bp/diabetes_registry_tools.html
– Helps providers identify and intervene with patients who are most likely to
develop costly, debilitating, diabetes-related complications.
– A case study utilizing this registry/system realized:
 A 20% decrease in average per patient costs and overall costs that were 50% of
national average
 An average reduction of 1 point in mean A1C and blood pressure, which can
translate into a 30% reduction of a patient’s risk of developing complications
 An increase in patient quality of life, including reduction in stress and barriers to self
management
 Improvement in a variety of process measures, including foot exams, frequency of
A1C measurement, use of ACE inhibitors, and so on
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Using Health IT to help you: Monitor
▲ Clinical Decision Support (CDS)
– Used to aid providers and patients in the clinical workflow
– Provide key knowledge and patient-specific info
– Intelligently filtered and presented at appropriate times
– Countless CDS rules can be used to monitor HTN and DM patients
 Alerts and reminders
 Clinical guidelines
 Condition specific order sets and documentation templates
 Focused patient data reports and summaries
 Diagnostic support
 Contextually relevant reference information
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Using Health IT to help you: Monitor
▲ The Five “Rights” of Clinical Decision Support1
– the right information,
– to the right person,
– in the right intervention format,
– through the right channel,
– at the right time in workflow.

1. http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_050385.hcsp?dDocName=bok1_050385
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Using Health IT to help you: Monitor
▲ Types of Clinical Decision Support
– Immediate alerts: warnings and critiques
– Event-driven alerts and reminders
– Order sets, care plans and protocols
– Parameter guidance
– Smart documentation forms

– Relevant data summaries (single-patient)
– Multi-patient monitors and dashboards
– Predictive and retrospective analysis
– Filtered reference information and knowledge resources
– Expert workup advisors
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CDS: The Diabetes Return Visit
▲ Over 30 different key components1
– Vital Signs including blood pressure and weight/BMI
– Fundoscopic Exam (or date of last completion by ophthalmologist)
– Foot Exam, including diabetic monofilament testing
– Appropriate Labs/Orders
– Appropriate Medications (per AACE guide, including diabetic agents, lipid
therapy, antiplatelet agents
– Counselling re: risk factors (when appropriate) and DSME (diabetes selfmanagement education)

▲ CDS Development Toolkit is available at HealthIT.gov2

1. American Diabetes Association: Standards of Medical Care in Diabetes; January 2015; 38 (Supplement 1)
2. http://www.healthit.gov/sites/default/files/del-3-7-condition-example-diabetes_0.pdf

39

Making the Connection

BENEFITS:
Engage patients to take
an active role in their care
Improve quality and
convenience of patient
care
Improve accuracy of
diagnoses and health
outcomes
Improve care coordination
Maximize team
effectiveness
Increase practice
efficiencies and cost
savings
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Questions?

CONTACT INFO:
www.mceita.org
888-MICH-EHR
mceita@altarum.org
Andy Petrovich, MHSA, MPH

Additional webinars in the series
Managing Hypertension and
Diabetes by Mastering IT:

Identify HTN & DM
Analyze & Improve

734-302-4780

andy.petrovich@altarum.org
Bruce Maki, MA
734-302-4744
bruce.maki@altarum.org
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