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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

▲ How can providers leverage their Health IT to:
– Identify diagnosed/undiagnosed patients who need help?
– Engage patients to maintain health awareness?
– Monitor patient symptoms and leading indicators?

– Analyze improvements to patient and population health?
– Improve the health of their patients?

▲ Questions & Answers
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What are the Health Problems?

DIABETES and
HYPERTENSION: Chronic
conditions with serious medical
and financial repercussions
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Heart Disease and Stroke:
Leading Killers in the United States
▲ 1st and 4th leading causes of death in the US.1
▲ More than 2 million heart attacks and strokes each year2
– 800,000 deaths
– Leading cause of preventable death in people <65
– Treatment costs are ~$1 for every $6 spent on health care

▲ Greatest contributor to racial disparities

in life expectancy3

1. IOM (Institute of Medicine). 2010. A Population-Based Policy and Systems Change Approach
to Prevent and Control Hypertension. Washington, DC: The National Academies Press.
2. Roger VL, et al. Circulation. 2012; 125:e2-e220.
3. Heidenriech PA, et al. Circulation. 2011; 123:933-4.
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Awareness, Treatment, and Control of
Hypertension
▲ ~82% of hypertensive adults are

aware of their condition
▲ 75% are using antihypertensive

medication
▲ 53% have their condition controlled to

target levels
▲ 8.9% meet criteria for resistant

hypertension (BP >140/90 and using
3+ drugs, or using 4+ drugs
regardless of BP level)

About 16% of Michigan’s
adult population has
uncontrolled hypertension

1. NHBLI tabulation using NHANES 2007-2010; Go AS, et al.,. Heart Disease and Stroke Statistics—2014 Update. Circ. 2014;129:e28-e292.
2. Go AS, et al.,. Heart Disease and Stroke Statistics—2014 Update. Circ. 2014;129:e28-e292.
3. Unpublished AHA computation cited in Go AS, et al.,. Heart Disease and Stroke Statistics—2014 Update. Circ. 2014;129:e28-e292
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Diabetes:
More than Hyperglycemia
▲ 29.1 million people or 9.3% of the population have diabetes1
▲ Compared with non-diabetics, adults with diabetes:

– Had a cardiovascular disease death rates about 1.7x higher
– Hospitalization rates for stroke were 1.5x higher
– Rates of death from all causes were about 1.5x higher
▲ Diabetes was the seventh leading cause of death in the United States in

2010
▲ Diabetes was listed as the primary cause of kidney failure in 44% of all

new cases in 2011
▲ In 2011, an estimated 10% of Michigan Adults (758,300 people) were

diagnosed with diabetes. An additional 250,200 are thought to have
diabetes but are undiagnosed.2
1

Center for Disease Control and Prevention. 2014 National Diabetes Statistics Report http://www.cdc.gov/diabetes/pubs/statsreport14/national-diabetes-reportweb.pdf (Accessed on March 9, 2015)
2
MDCH Diabetes in Michigan Update 2013. http://www.michigan.gov/documents/mdch/Diabetes_in_Michigan_Update_2013_416620_7.pdf (Accessed on March
9
17, 2015)

What’s being done?
National standards bring consistency to treatment
▲ JNC
– 2014 Evidence-Based Guideline for the Management of High Blood
Pressure in Adults. Report from the Panel Members Appointed to the Eight
Joint National Committee (JNC 8). JAMA. 2014;311(5):507-520.

▲ AACE
– American Association of Clinical Endocrinologists’ Comprehensive
Diabetes Management Algorithm 2013: Endocrine Practice. 2013; 19
(Supplement 1): 1-48.

▲ ADA
– American Diabetes Association: Standards of Medical Care in Diabetes;
January 2015; 38 (Supplement 1).
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What’s being done?

Initiatives such as Million Hearts® encourage
collaboration
Goal: Prevent 1 million heart attacks
and strokes by 2017
▲ National initiative co-led by CDC and CMS
▲ Partners across federal and state agencies as well as

private organizations
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What’s being done?
Paradigm shift to the Chronic Care Model
▲ Chronic Care Model (CCM) identifies essential elements of a

health care system that encourage high-quality chronic
disease care:
– the community
– the health system
– self-management support
– delivery system design
– decision support
– clinical information systems

(Improving Chronic Illness Care, 2011)
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Team-Based Care:
A Vital Component to Optimize Results
▲ Clinical settings have many moving parts
▲ It can be a real challenge to work in concert
▲ Key areas of focus are:
– Effective communication and coordination
– Use of evidence-based guidelines
– Structured follow-up and monitoring
– Engaging patients and team members in an interpersonal continuum of
care

▲ Make it a priority to include members from all parts of the

team in the activities we discuss

Source: http://www.thecommunityguide.org/cvd/teambasedcare.html (Accessed on 3/26/15)
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What Makes a Good Team?
▲ Successful utilization of EHR to improve patient health is a

team effort
▲ Successful teams:
– Trust each other to fulfill their responsibilities
– Communicate effectively and critically
– Are committed to achieving the team’s goals
– Establish accountability to meet their goals
– Focus on results (quality health outcomes)

The Five Dysfunctions of a Team, Patrick Lencioni, 1998
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Introducing the
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:

Identify
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Using Health IT to help you: Identify
▲ Structured data fields are essential to identification
– Capturing risk factors and comorbidities
 Demographics (age, race, ethnicity)
 Smoking/Tobacco use
 Family history (using SNOMEDCT or the HL7 Pedigree standard)

– Keep/Update Problem List of current and active diagnoses
 Diagnosed
 Essential HTN – 401.x
 Diabetes Mellitus – 250.xx

 Capturing other causes that may be increasing the patient’s blood pressure
 Other diagnosis - i.e. sleep apnea, CKD, Cushing’s syndrome or steroid therapy
 Medications
 Social history (ETOH, Smoking/Tobacco, and Recreational Drug Use)
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Using Health IT to help you: Identify
▲ Take BP reading for every patient
– Ensure staff are properly trained

– Standardize measurement for patients

▲ Lab Results entered as structured data
– Lab interface is best but in its absence, key in values

▲ Data sharing with/from other providers
– Embedded Direct / P2P technology
– Heath Information Exchange (HIE)
– Medication reconciliation
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Using Health IT to help you: Identify
▲ Generate lists of at-risk patients
– Examples of lists to run that will help identify both identified and
unidentified patients

▲ Clinical Decision Support (CDS)
– Build rules to ensure proper screening tests for Hypertension and Diabetes have
been completed for targeted patient populations
– Build alerts & reminders to identify patients who require additional follow up
– Enable alerts for patients who are identified as at risk
– Ensure features are enabled to identify abnormal labs, assessment results and
vitals
– Create order sets to ensure complete workflow is followed every time
– Incorporate guidelines such as JNC 7 or 8 into EHR build
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Using Health IT to help you: Identify
▲ Use existing data to help you find undiagnosed or at-risk

patients
– Trending blood pressure readings
 Elevated BP(s) w/out dx

– Identify your at-risk population by additional risk factors on record
 Obesity, gestational diabetes, dyslipidemia, etc.

– Examining Diagnosis vs Medications vs Labs
 Identifying Pre-Diabetics (Impaired Fasting Glucose)
– Blood sugar level is higher than normal but not yet high enough to be
classified as type 2 diabetes

 Patients with 2 abnormal glucose results = Potentially undiagnosed diabetes
 Undiagnosed but HbA1C value of 6.5% or higher on record
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Using Health IT to help you: Identify

Source: http://www.ncbi.nlm.nih.gov/pubmed/25485250 (Accessed on March 26, 2015)
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Leveraging your Health IT to:

Monitor
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Using Health IT 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 Health IT to help you: Monitor
▲ Use Electronic Diabetes Registries
– An initial step to controlling diabetes

– An electronic code for diabetes automatically enters a patient into the registry
– Basic requirement for structured, proactive care

▲ Capturing various Quality-of-Care Indicators
– Record of BMI, HbA1C and BP
– Record of microalbuminuria
– Record of treatment with ACE inhibitor or angiotensin-receptor blocker

– Record of estimated glomerular filtration rate or serum creatinine test
– Record of last total cholesterol
– Diabetic foot and eye exams
– Others
24

Using Health IT to help you: Monitor
▲ Clinical Decision Support (CDS) Rules
– 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

▲ Adherence to lifestyle modifications
– Indicate within EHR if BP and CBG logs, dietary/activity journals were
completed
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Using Health IT to help you: Monitor
▲ Standardize and trend blood pressure readings
– Use graphs or grids within EHR to monitor trends
– Ensure Clinical staff record patient position
– Manual vs Automatic BP cuffs

▲ Lab results
– Trending to understand changes

▲ Tracking referral/consultation results in EHR
▲ Drug treatment
– Compliance
– Tolerance or Effectiveness
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Leveraging your Health IT to:

Engage
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Using Health IT to help you: Engage

▲ In team-based care, the patient is a vital team member
▲ Engaging the patient is key to compliance to care plan
▲ Productive interactions improve patient outcomes
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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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EHRs and Patient Engagement
▲ Individuals require access to health information
– To better understand their own current care and treatment
– To coordinate care among multiple health care providers
– To maintain an accurate and up-to-date personal health record

▲ Health information must be timely, accessible, accurate, and

understandable in order to be beneficial and useful to
patients.
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Patient Engagement
▲ How to engage the patient
– Team-based care - Create a culture of change
 Build trust
 Understand & Acknowledge concerns & barriers
 Provide referrals for resources to overcome roadblocks / barriers
 Create small measureable goals

– Patient Outreach
– Patient Portal
– Patient Education
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Patient Engagement Solutions: Team-Based Care
▲ Define roles and distribute tasks among team members
– Ensure each staff member is working at the top of their scope of
practice
– Cross train office staff members
– Utilize protocols & standing orders
– Engage patient in goal setting, self-monitoring and plan of care

– Provide summary of care document to each provider involved in the
patient’s care
– Utilize P2P (Provider-to-Provider) secure messaging to communicate
concerns and relevant information
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Patient Engagement: Understanding Barriers
▲ Patient compliance with treatment
– Competing priorities
– Lack of transportation

– Lack of knowledge of diagnoses, medication regimen and treatment plan
– Uninsured or Under-insured
– Finances
– Decreased patient engagement to lifestyle modifications
– Medication side effects
– Poor communication with patient care team
– Lack of available resources within the community
– Mixed messages from the media
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Patient Engagement: Understanding IT Barriers
▲ Information Technology Barriers may include:
– Lack of interoperability in Health Information Technology systems
– Complexity of continuity of care across all disciplines
– Double documentation required for compliance/incentive programs
– Lack of resources available to provide to patients
– Charting regarding patient’s concerns of treatment / care plan not
crossing over to another provider’s EHR record
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Patient Engagement Solutions: Outreach
▲ Optimize each contact with patient to engage them with their

own healthcare
– Utilize Health Maintenance/ Registry in module to identify gaps in care

▲ Collaborate in goal-setting and problem-solving that results in

a shared care plan
– Incorporate care plan within EMR

▲ Ensure regular follow-up with patient
– Schedule outreaches with the patient
– Generate patient lists from the EHR to target high risk patients

Patient
Outreach

 Examples: Reminder letters, post cards, patient portal
The Doctor
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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 Education
▲ Databases of patient education resources can be directly

available through the EHR (i.e. portal) or linked through thirdparty vendors
▲ Example resources
– Decision aids
– Self-management tools
– Mobile device applications

– Internet-based resources
– Community resources
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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, and Education Resources can improve patient

engagement
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Leveraging your Health IT to:

Analyze & Improve
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Analyzing Data – Data Management
▲ Effective data management is key to performance

improvement
– Data collection
 Standardize sources to ensure data integrity and accuracy
 Ensure documentation is completed within the EHR for a complete
patient record

– Data analysis
 taking raw data and converting into useful information for
decision making

– Improve based on the results
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Data Collection – Start with the Basics
▲ All data collection must start with a Plan
– Why are we collecting the data?

– Who will collect the data?
– What data will be collected?
– How will the data be collected?

41

Raw Data
▲ Raw Data Sources

▲ EHR extraction via Reports

– Patient and/or family members

– ICD 9/10

– Current EHR systems

– CPT

– Registries

– HCPCS

– Health Information Exchange

– SNOMED

▲ Manual Collection
– Clinical Summaries

– Labs/Procedures

– Medications

– Extra data beyond that
included in the EHR
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Analyzing Data
▲ “But what does it mean?”
– Data Analysis is taking raw data and converting it into useful information for
decision making.

▲ Examples:
– Trending blood pressure readings
– Identifying at-risk populations

– Examining Diagnoses vs. Medications vs. Labs

Identify Opportunities
for Improvement!
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Act on the Results…Improve!
▲ Model for improvement
– Forming the right team
– Setting Aims
– Establishing Measures
– Selecting Changes
– Testing Changes

– Implementing Changes
– Spreading Changes

Source: http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx (Accessed on 3/26/15)
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Act on the Results…Improve!
▲ Model for improvement
– Testing Changes

– PDSA Cycle

Act

Plan

Study

Do

 Plan
 Do
 Study
 Act
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How Healthcare IT can help…Analyze & Improve!
▲ Combining Healthcare IT and Process Improvement
– Creating and updating practice policies and protocols
– Creating and updating Order Sets
– Use of Algorithms for treatment
– Use of Clinical Pathways for patient care
– Use of EHR reports for monitoring progress
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Making the Connection

BENEFITS:
Improve the identification
of target populations
Improve quality and
convenience of patient
care
Increase patient
participation in their care
Improve accuracy of
diagnoses and health
outcomes
Improve care coordination
Increase practice
efficiencies and cost
savings
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Questions?

ADDITIONAL CONTACT INFO:
www.mceita.org
888-MICH-EHR
mceita@altarum.org

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

Victoria Gallaty, MSN, RN
734-302-4690

victoria.gallaty@altarum.org
1) Identify HTN & DM
2) Engage & Monitor Patients
3) Analyze & Improve Outcomes

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