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July 2010 - NCQA PC-MH Tier Three

July 2010 — Joslin Diabetes Center Affiliate

August 2010 - NCQA Diabetes Recognition Program
August 2010 - AAAHC Medical Home

August 2010 - AAAHC Ambulatory Care

March 2011 — Address staff of ONC of HIT, HHS

www.jameslhollymd.com



From 2000 to 2011

HgbA1C standard deviation improvement from
1.98 t0 1.33

HgbA1C mean (average) improvement from
7.48% t0o 6.65%

Elimination of Ethnic Disparities of Care in Diabetes



2000 - Design and Deployment of EHR-based
Diabetes Disease Management Tool
HgbA1C improvement 0.3%

2004 - Design and Deployment of American

Diabetes Association certified Diabetes Self

Management Education (DSME) Program
HgbA1C improvement 0.3%

2006 - Recruitment of Endocrinologist
HgbA1C improvement 0.25%



SETMA’s 2010 NCQA Diabetes Metrics

NCQA Diabetes Measures
Encounter Date(s): January 1, 2010 to December 31, 2010

Provider | Encounters | Alc >9.0 | Alc < 8.0 | Alc<7.0 BP > BP < Eye Exam | Smoking | LDL>= | LDL < 100 | Nephropathy | Foot Exam Total
«=15% | =>=60% | >=40% 140/90 130/80 >=60% | Cessation | 130 <= | >=36% = B0% == 80% Points
<=35% | »=25% -80% | 37%
SETMA1 Az 953 122%  8L0%  6L5% = 302%  43.5% 0% Sl 110%  675%
Duncan 669 88%  813%  63.1% | 115% | 72.0% 145% | 67.9%
Henderson = 747 11.2%  782%  58.9%  9.6% 68.1% = 604%  868% @ 17.1%  653%
Murphy 1,408 7.2% 832%  63.6% @ 202%  55.8% 102% @ 71.8% 75
Sims 421 11.6%  79.1%  59.1% @ 228% @ 513% RCH 522% @ 178% = 60.6% 80
Thomas 607 11.8% = 70.6%  49.6% 14.8% 59.1% 66.6% 14.3% 57.7% 80
SETMA2  Ahmed 3,452 63.1% 9.1% 62.5% = 66.7% 109%  67.5% |
Anthony 995 12.1%  78.1% = 59.9% @ 136% | 70.3% | 62.9% 14.0% @ 64.9% 89.1% 97.0% 90
Anwar 1,488 71%  815% @ S57.7%  5.9% 778% | 71.8% 122%  637% 85.8% 88.1% 90
Cricchio 838 105% = 79.2% @ 62.8% | 8.5% 724% | 66.0% 147% | 638% 85.3% 81.4% 90
Holly 459 105% = 800%  63.2% = 6.3% 743% | 78.0% 100%  65.1% 92.8% 86.7% 90
Leifeste 960 87%  790%  63.5% @ 134% = 63.6% @ 72.4% 907% | 660%  86.0%  B1.7% 90
Wheeler 623 9.0% 819%  59.2% @ 175% | 56.0% 164%  59.6% 75
SETMA cuny 477 11.7%  709%  50.5% = 151% @ 612% = 61.2% 105% = 64.2% 85
West ' peiparine | sa7 82%  643%  47.7% @ 182% @ 57.9% X 573% 9.3% 52.4% 85
Habet = 1218 = 103% = 759% @ 58.0% | 268% | 48.9% 145% | 58.6%

Horn 857 6.7% 790% = 61.3% 4.2% 71.9% A 12.7% 56.5%

Satterwhite 426 11.3% 70.0% 30.0% 28.9% 47.2% 66.4% 82.7% 15.3% 51.6%
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COGNOS Diabetes Audit — Ethnicity

O

Ethnicity
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African | Ethnicity
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Controlled 35, 3% 0,3% 29, 6% 3.2% 1.6%
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In the midst of health-information-technology
innovation, we must never forget that the
foundations of healthcare change are
“trust” and “hope.”

Without these, science is helpless!



The Substance

Evidenced-based medicine and comprehensive
health promotion

The Method

Electronic Patient Management
The Organization

Patient-centered Medical Home
The Funding

Capitation with payment for quality



REDESIGNING CONTINUING EDUCATION
HEALTH PROFESSIONS

Institute of Medicine of National Academies (I0OM)
December 2009

“Knowing is not enough; we must apply.

Willing is not enough; we must do.”
- Goethe



“On average, it now takes 14-17 years for new evidence
to be broadly implemented (Balas and Boren,
2000). Shortening this period is key to advancing the
provision of evidence-based care, and will require
the existence of a well-trained health professional
workforce that continually updates its knowledge.”

(p. 16)



“In recent years, a broader concept, called
continuing professional development (CPD),
has been emerging that 1ncorporates CE as one

modality while adding othe

r important features. CPD

is learner-driven, allowing learning to be tailored

to individual needs. CPD u

learning methods and build
theories than CE. CPD met!

ses a broader variety of
s on a broader set of
hods include self-directed

learning and organizationa

| and systems factors; and

it focuses on both clinical content and other practice-
related content, such as communications and

business.” ¢..)



“...an effective CPD system should ensure that health
professionals are prepared to:

“Provide patient-centered care.
Work in inter-professional teams.
Employ evidence-based practice.
Apply quality improvement.

Use health informatics.” .00



A Permanent Endowment...will promote

a model of patient-centered primary care and
interdepartmental and interdisciplinary education.

“...a distinguished professorship to promote patient-centered medical
homes, the future of healthcare and the vision we share for the care of
which your School of Medicine will be known....your vision...will create
the first-in-the-country academic endowment focused on the patient
centered medical home model, a notable milestone in the history of the
Health Science Centered.”

William L. Henrich, MD, M.A.C.P,
President, University of Texas Health Science Center, San Antonio



The “missing link” in CME is the incorporation of the
new information into a clinician’s active and
intentional workflow.

SETMA had one provider who routinely completed
500 hours of CME a year. He knew more than
almost anybody but his outcomes never changed. He
never incorporated what he knew into his workflow.



Annually, the American Diabetes Association (ADA)
publishes a 100-page update on the standards of care
in diabetes.

Reading it is good, but incorporating it into patient
care is the goal.

New information or new standards of care built into

clinical decision support, provides the missing
link between CME and performance.

Annually, SETMA’s Diabetes Disease Management
Tool is updated with the ADA Standards.



HIV Screening Initiative

Dioes the patient have an elevated (=100 mg/fdLy LDLY
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Texas Department of State Health Services
HIV/ASTD Prevention and Care Branch
Promoting Annual HIV
Screening for ages 13-64

SETMA has agreed to participate. But how do you get
this done with five clinics and busy providers who
already have a great deal to do?



Place HIV testing with the discriminators into
Preventive Health & Screening protocol.

If the HIV test is black it applies to the patient and
has been done

If the HIV test is grey, it does not apply t the patient
If the HIV is red, it applies and has note been done

If the button is red, click it!



When the button is clicked, the following happens:

Test is ordered
Sends order to the chart, billing and lab

Determines whether the patient's insurance will
pay for test, or if bill goes to state grant

Automatically populates release form giving with
patient information

Prints the consent form for the patient to sign



Before starting the program audit all charts to see
what percentage of patients had an HIV test in the
past year. That number will be very low.

Quarterly, audit patients seen as to what percentage
had an HIV test done and what percent refused.

Post notices requesting that patients allow testing.
Send letters encouraging patients to be tested.
Do a survey among those who refuse and to why.



Acquiring and applying medicine’s complex
knowledge base effectively will require a
fundamental shift in physician approach to
information.

Electronic medical records provides the means for
that shift but does not dictate that such a shift will
take place.



“Learning has come to be synonymous with
‘taking in information’...(which) is only distantly
related to real learning.” Today healthcare can:

Create more information than anyone can absorb

Foster greater interdependency than anyone can
manage

Accelerate change faster than anyone’s ability to
keep pace.”



Confid

ence 1s undermined when the vastness of

available, valuable and applicable information is

such tl

nat it appears futile to the individual to try and

“keep up.”

Without confidence, responsibility is surrendered as

health

care providers tacitly ignore best practices,

substituting experience as a decision-making guide.



“How Much Effort is needed to keep up with the
literature relevant to primary care?”

341 journals relevant to primary care
7,287 articles published monthly

627.5 hours per month to read and evaluate these
articles.



Without medical knowledge, quality-of-care
initiatives will falter, but the volume of medical
knowledge is so vast that it can overwhelm
healthcare providers.

The good news: the state of our current knowledge is
excellent. The bad news: the form in which that
knowledge is stored.



Patient change will be achieved by enhancing the
capability of a provider to create discomfort in the
patient in order To effect change which will benefit
the patient in the long run.

Creation of discomfort in the provider via self-
auditing at the point of care allowing the provider to
measure his/her performance against an accepted
standard and then public reporting by provider name.



Framingham Heart Study Risk Calculators
Last pdsted/Reviewed

Relative Heart Age

General Cardiovascular Disease, 10-Year Risk Tatal Pairts Tatal Risk S YEarE
Real Heart Age YERrS
WHAT IF?
&l Elemerts To Goal | 3 53 55
Crverall 20% Improvement | 9 83 55
Blood Pressure To Goal | 11 73 64
Lipids To Goal 23 45
Smoking Cessation (if applicable) i, M2,
Global Cardiovascular Risk Score Total Points | 3.4 A score above 4 indicates increazed risk of & cardiovascular evernt.

WHAT IF?

Al Elemerts To Goal | 0.5

Overall 20% Improvemert | 0.5

Blood Pressure To Goal [ 3.0

Lipics To Goal | 14

Hogbadc To Gaoal | 00

Smoking Cessation (if applicaklz) [ 0.0




Most healthcare analysis focuses upon multiple
variables and a plethora of data. This is “detail
complexity.”

The greatest opportunity for effecting change in an
organization or an organism is in what Senge calls
“dynamic complexity.”



Dynamic complexity occurs when “cause and effect
are subtle, and where the effects over time of
interventions are not obvious.”

Data display can obscure effective management if it
simply presents more detail while ignoring, or
further obscuring, the dynamic interaction of one
part of a biological system with another.



“Reality is made up of circles, but we see straight
lines ...Western languages...are Biased toward a
linear view. If we want to see system-wide
interrelationships, we need a language of
interrelationships, a language of circles.”

(The Fifth Disciple)



Healthcare is improved when the organization of
information creates a dynamic interaction between
the provider, the patient, the consultant and all other
members of the healthcare team, as well as creating
the simultaneous integration of that data across
disease processes and across provider perspectives,
1.e., specialties.



Healthcare delivery is not necessarily improved
when an algorithm for every disease process is
produced and made available on a handheld
pocket computer device but it is improved when
the data and decision-making tools are structured
and displayed in a fashion which dynamically
changes as the patient’s situation and need change.



Healthcare delivery also improves when data and
information processed in one clinical setting are
simultaneously available in all settings.

This improvement does not only result from
efficiency but from the impact the elements
contained in that data set exert upon multiple
aspects of a patient’s health.



Healthcare is improved when evaluation of the
quality of care as measured by evidenced-based
criteria is automatically determined at the point of.
Healthcare is improved when the data display
makes it simple for the provider to comply with the
standards of care, if the evaluation demonstrates a
failure to do so.



Healthcare is also im 1proved when data can be
displayed longitudinally, demonstrating to the
patient over time how their efforts have affected their

global well-being.

This is circular rather than linear thinking:

A person begins at health.
Aging and habits result in the relative lack of health.
Preventive care and positive steps preserve, or restore health.



Healthcare improvement via systems will require
dynamic auditing tools giving providers and patients
immediate feedback on the effectiveness of their
healthcare delivery.



How can electronic patient records and/or
electronic patient management help solve these
problems and make it possible for healthcare
providers to remain current and fulfill their
responsibility of caring for patients with the best
treatments available?



Circular Causality
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Data Flow

O

» To and from the patient’s core information, and to and
from interactive disease management capabilities:
Acute condition data
Longitudinal data
Standards of care which reflect a positive state of health

Automatically-populated-treatment reflecting best practices
based on random controlled trials

Auditing tools which reflect provider excellence
Automatically-populated-patient follow-up instructions

Automatically-created-patient education




Pursue Electronic Patient Management rather than
Electronic Patient Records

Bring to bear upon every patient encounter what is known
rather than what a particular provider knows.

Make it easier to do it right than not to do it at all.

Continually challenge providers to improve their
performance.

Infuse new knowledge and decision-making tools
throughout an organization instantly.



Establish and promote continuity of care with patient
education, information and plans of care.

Enlist patients as partners in their health improvement.
Evaluate the care of patients longitudinally.

Audit provider performance based on the Consortium for
Physician Performance Improvement Data Sets.

Create multiple disease-management tools which are
integrated in an intuitive and interchangeable fashion
giving patients the benefit of expert knowledge about
specific conditions while they get the benefit of a global
approach to their total health.



These principles define the nature of EHR tools which
are designed as electronic-patient-management tools
and they define nature of effective clinical-decision-

support tools.



SETMA believes that fulfilling a single or a few quality
metrics does not change outcomes, but fulfilling

“clusters” and “galaxies” of metrics at the point-of-care
will change outcomes.

A “cluster” is seven or more quality metrics for a
single condition (i.e. diabetes, hypertension, etc.)

A “galaxy” is multiple clusters for the same patient
(i.e. diabetes, hypertension, lipids, CHF, etc.)



A Cluster

O

A single patient, at
a single visit, for a
single condition,
will have eight or
more quality
metrics fulfilled,
which WILL change
the outcome of a
patient’s treatment.

A “Cluster” -- Multiple Metrics on a Single

Condition



A Galaxy

A single patient, at
a single visit, can
have multiple
clusters of quality
metrics and may
have as many as
60 or more quality
metrics fulfilled in
his/her care which
WILL change the
outcomes.

O

A "Galaxy" -- Multiple "Clusters” Tracked on a
Single Patient at a Single Visit




The SETMA Model of Care




SETMA’s model of care is based on the concepts of
“clusters” and “galaxies” of quality metrics and on
these principles of healthcare transformation:

Evidence based medicine/health and wellness
Electronic patient management

Patient-Centered Medical Home

Medicare Advantage Payment Method (capitation)



The tracking on each patient by each provider of their
performance on preventive and screening care and
quality standards for acute and chronic care. Tracking
occurs simultaneously with the performing of these
services by the entire healthcare team, including the
personal provider, nurse, clerk, management, etc.



The PCPI is an organization created by the AMA,
CMS, IOM and others to develop measurement sets
for quality-care assessment. The intent is to allow
healthcare providers to evaluate their own
performance at the time they are seeing a patient.

SETMA tracks PCPI measurement sets for Chronic

Stable Angina, CHF, Diabetes, Hypertension, and
CRD Stages IV & V, ESRD, Adult Weight
Management, and Care Transitions.




SETMA also tracks measurement sets endorsed by
NQF. NCQA (HEDIS and Medical Home), PQRI,
AQA, and Bridges to Excellence. Also, SETMA
designed a Pre-visit quality measures screening and
preventive care tool.

This allows a SETMA provider and a patient to
quickly and easily assess whether or not the patient
has received all of the appropriate preventive health
care and the appropriate screening health care which
national standards establish as being needed by this
patient.



Pre-Visit Preventive/Screening tool

All measures in black apply to the current patient
and are fulfilled.

All measures in red apply to the current patient
and have not been fulfilled.

All measures in do not apply to the current
patient.

If a point of care is missing, it can be fulfilled with
the single click of a single button.



Pre-Visit/Preventive Screening

General Measures (Patients =18)
Hasz the patient had & tetanus vaccine within the last 10 years?

Diate of Last Q6022010

Has the patient had & flu vaccine within the last year?

Date of Last 03052010
Date of Last 01£26/2010

last | 148 || 120202010

Elderhy Patients (FPatients =65)

i

Hasz the patient had & fall risk azsessment completed within the last year?
0120/2011

Has the patient had & functional assessment within the last vear?
01520/2011

Has the patient had & pain screening within the last year?
01720/2011

Has the patient had a glaucoma screen (dilsted exam) within the last vear?
0232011

Does the patient have advanced directives on file or have they been
dizcuszed with the patient’?

Crder Tetanus
Order Flu Shot
Order Preumoyax

Order Lipid Praofile

Yes

i

Ho

i

4 |

HIA

HIA

H/A

HIA

HIA

N

Diabetic Patients

Hasz the patient had a Hghalc within the last year? Yes
Date of Last | 010772011 Ordoered Today Order HgbA1 o

Hasz the patient had a dilsted eve exam within the last yesr? Yes
Date of Last | 020352011 Add Referral Below

Hasz the patient had & 10-gram monofilament exam within the last yvear?
Date of Last | 03M0552010 Click to Complete

Hasz the patient had screening for nephropathy within the last year? Yes

Date of Last 05 822010 Order Micral Strip

Crder Urinalysis

Hasz the patiert had a wrinalysis within the last year?
Date of Last 042472007

Female Patients

I

I

[

Male Patients
Hasz the patient had a PSA within the last vear? (Age =400

Date of Last 0450202007 Creler PSA,

DH DDDL

03027 2003

Referrals (Double-Click To AddEdit)
|Sta1us

Referral Referring

c
5



There are similar
tracking tools for
all of the quality
metrics which
SETMA providers
track each day.
Such as this
example of NQF-
endorsed
measures.

National Quality Forum (NQF)
National Voluntary Consensus Standards

Legend Meazures in red are measures wwhich apply ta this patient that are not in compliance.
Meazures in black are measures which apply to this patient that are in compliance.

General Health Measures
Wievy  Body Mazs Index Measurement
YWiewy  Smoking Cessation

Blood Pressure Measures

Yiewy  Blood Pressure Meazurement

Wiewd  Blood Pressure ClassficationiControl
Medication Measures

Wiewy  Current Medcistion List

Wiewy  Documentation of AllergiesReactions

Wieww  Therapeutic Monitoring of Long Term Medications

YWiewe  Appropriste Medications for Asthma

Yiewy  Inappropriste Antibictic Trestmernt for
Adutts with Acute Bronchitis

Wiewy  LDL Drug Therapy for Patients with CAD

Chronic Conditions Measures

Wiewy  Osteoarthritiz Care

Care for Older Adults

=
1]
=

Diabetes Measures
Siewy  Dilated Eve Exam
Wigse  Foaot Exam
iewy  Hemoglobin A1c Testing/Zontr ol
“iew  Blood Pressure
“iewy  Lrine Protein Screening
Wiewy  Lipid Screening

Female Specific Measures

Pediatric Measures



Step 1 —Tracking Quality Metrics

[ Ho |
[ Ho |
[ Ho |

-
]
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In order for the tracking of quality metrics to be
valuable to the patient, the patient must know what
is being tracked, what it means and what has or has
not been performed in their own care.



If responsibility for a patient’s healthcare is
symbolized by a baton, the healthcare provider
carries the baton for 0.68% of the time. The patient
carries the baton 99.22% of the time.

Coordination of care between healthcare providers is
important but the coordination of the patient’s
care between the healthcare provider and the
patient is imperative.



“Often, it is forgotten that the member of the
healthcare delivery team who carries the ‘baton’ for
the majority of the time is the patient and/or the
family member who is the principal caregiver. If the
‘baton’ is not effectively transferred to the patient or
caregiver, the patient’s care will suffer.”



L L&KL

FrECREEEereECERRLEAETERT XX

Firmly in the provider’s hand,
the baton - the care and treatment plan
must be confidently and securely grasped by the patient,
if change is to make a difference,
8,760 hours a year.




In all public areas and in every examination room,
SETMA’s “Baton” poster is displayed. It illustrates:

That the healthcare-team relationship, which exists
between patient and healthcare provider, is key to
the success of the outcome of quality healthcare.

That the plan of care and treatment plan, the
“baton,” is the engine through which the knowledge
and power of the healthcare team is transmitted and
sustained.



That the means of transfer of the “baton”, which has been
developed by the healthcare team .is a coordinated effort
between the provider and the patient.

That typically the healthcare provider knows and
understands the patient’s healthcare plan of care and the
treatment plan, but without its transfer to the patient,
the provider’s knowledge is useless to the patient.

That the imperative for the plan — the “baton” — is that it
be transferred from the provider to the patient, if change
in the life of the patient is going to make a difference in
the patient’s health.



That this transfer requires that the patient “grasps”
the “baton,” i.e., that the patient accepts, receives,
understands and comprehends the plan, and that the
patient is equipped and empowered to carry out the
plan successfully.

That the patient knows that of the 8,760 hours in the
year, he/she will be responsible for “carrying the
baton,” longer and better than any other member of
the healthcare team.



There are numerous points of “care transition” in
the patient's care. In the transition of care from the

hospital, there are potential eight different types of
care transition.

PCPI has published a “Transition of Care
Measurement Set,” which is illustrated here.



Care Transition Audit

Has the reazon for hospitalization been documented?
Have dizcharge diagnoses been entered?
Have the patient's medications been updateditreconciled?

Have the patient's allergies been updated?
Alzo document allergiesteactions to medications.

Has the patient's cognitive status been documented?
Have pending resultzs ar testz been documernted?
Have major pracedures been documented?

Haz a followy-up care plan been campleted?

Has the patient's progress to goalstreatment been
documerted?

Have advanced directives been completed and &
surrogate decision maker named ar a ressan given for
nat completing an advanced care plan’?

Has the reazon for discharge been documerted?
Has the patient's physical status been documented’?

Has the patient's psychosocial status been documernted?

Has a list of available community resources been
documerted?
—OR-—-

Has a list of coordinated referrals been documented?

Cancel |

Yes

Click to UpdateReview

EE

Click to UpdateReview

Click to UpdateRewvieswy

1]
]

Click to UpdateRewvieswy

Click to UpdateReview

1]
0

Click to UpdateReview

Click to UpdateReview

1]
0

Click to UpdateReview

Click to UpdateReview

1]
0

]

Click to UpdateReview

Click to Update/Review

Click to Update/Review

-

ES

Click to Update/Review

Ho

o) (o el e

Click to UpdateRewvieswy

Yes

Click to UpdsteReview




Has the currentreconciled medication list been
dizcussed with the patientfamily/caregiver?

Have the dizcharge orders been dizcussed with
the patientfamilyicarediver?

Have the followe-up instructions been dizcuzsed
with the patientfamilyicaregiver?

Have the dizcharge materialz been printed and
given to the patientfamilycaregiver?

{* Yeg

(s ‘ez

{* Yeg

{+ ez

(" Mo

(" Mo

(" Mo

Benn Sanford

Q3072011 | 242 Pm

Benn Sanford

Q3072011 | 242 PM

Benn Sanford

Q3072011 | 242 Pm

Benn Sanford

Q3072011 | 242 PM




Transition of Care Measurement

Care Transition Audit (Section A)

Discharge Date(s): 01/01/2010 through 12/31/2010

mﬁl.

L Reasonfor | Discharge -: |mr { | Documentation | Cognitive Pending Major Follow-Up Goals
Hospitalization | Diagnoses Red of Allergies Status Test Results | Procedures Care Plan | Response to
i Treatment

ahmed 100.0% 100.0% 100.0% 100.0% £00.0% 100.0% 100.0% 100.0% 100.0%
Anwar 95,0% 100.0% 82.4% BE.9% 93.5% 92.9% 20.7% 53.7% 95.0%
Az 98.4% 100.0% 95,29 94,7% 96.7% 98.2% 95.6% 97.2% 95.6%
Colbert 100.0% won [ EETEECEE - 100.0% 56.7% 100.0% 100.0%
Cricchio 91.7% 94.4% 94.4% 91.7% 94.4% 91.7% 88.9% 88.9% 91.7%
Curry 99,1% 100.0% 97.2% 95,3% 96.2% 100.0% 95,3% 58.1% 58.1%
Deiparine 97.7% 100.0% 90.0% 95.8% 97.2% 96.3% 95,6% 96.3% 97.4%
Groff 100.0% 100.0% 100.0% 100.0% £00.0% 100.0% 100.0% 100.0% 100.0%
Gulfeoast 100.0% 100.0% 100.0% 100.0% £00.0% 100.0% 100.0% 100.0% 100.0%
Halbert 98.2% 99,5% 94,1% 95.0% 95.9% 98.2% 54,1% 95.4% 96.3%
Hendrson B4.0% 100.0% 64.0% 96.0% 96.0% 936.0% B8.0% 52.0% 92.0%
Hally 94,29 99,7% 87.3% 94,0% 96.8% 91.8% 91.2% 91.3% 93.9%
Leffests 97.6% 100.0% 88.0% 95,3% 98.6% 95.5% 95,9% 96.6% 96.4%
Murghy 98.7% 99.6% 95,7% 94,53 95.3% 98.7% 95,3% 97.9% 54,59
Qureshi 90.4% 100.0% B4.6% 96.2% 98.1% 90.4% 92,3% 54,29 BB.5%
Satterwhite 98.3% 100.0% 90.4% 90.4% 94.8% 99,1% 93,9% 93.0% 58,3%
Spial 100.0% 100.0% 100.0% 100.0% £00.0% 100.0% 100.0% 100.0% 100.0%
Thomas 97.3% 99,7% 87.2% 92.9% 96.5% 95.5% 97.1% 95,2% 97.1%
Vardiman 96.9% 100.0% 89.8% 01.8% 96.9% 98.0% 93,9% 98.0% 95,9%
Young B6.8% 100.0% 73.6% BE.7% 86.8% 86.8% B6.8% B3.0% B6.8%

SETMA

Totals : 596.4% 99.8% 89.1% 93.8% 96.4% 95.1% 93.7% 54.6% 95.4%
_&~




Transition of Care Measurement

Care Transition Audit (Section B)

Discharge Date(s): 01/01/2010 through 12/31/2010

Provider Advam:'.ed RI?aEDﬂ for Physical Psychosocial (I:t‘::i:nt:::: Illedif:iﬂinn Discharge Fullm\r?Up Dischi_rge
Directives Discharge Status Status Coordinated List Orders Instructions Materials
Referrals
Ahmed 100.0% 100.0% 100.0% 100.0% 0.0° 100.0% 100.0% 100.0% 100.0%
Anwar 76.1% 95.2% 94.5% 86.7% sa 5% 77.6% 78.3% 78.3% 78.1%
Adiz 88.5% 97.9% 97.2% 53.9% 83.7% 83.7% 83.5% 83.2%
Cor o e mmmmm
Cricchio BEE - 57.2% se.1% T s 86.1% 86.1% 86.1%
Curry 88.7% 100.0% 96.2% 9.2% 85.8% 85.8% 85.8% 85.8%
Deigarine 85.6% 97.4% 97.2% 53.7% 77.3% 84.7% 84.7% B4.7% 84.5%
Groff 66.7% 100.0% 100.0% 66.7% 66.7% 100.0% 100.0% 100.0% 100.0%
Gulfcoast 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Halbert 88.6% 98.2% 95.9% 33.6% 81.3% 81.7% 81.7% 81.7%
Hendeson [T  920% 96.0% 52.0% 56.0% 56.0% 56.0% 56.0%
Hally 81.6% 93.2% 97.3% 31.8% 76.9% 80.7% 80.6% 50.7% 80.6%
Lefeste 85.2% 96.4% 98.6% 53.1% §3.4% 84.4% 84.4% B4.4% 83.8%
Murphy 88.5% 97.9% 96.6% 35.7% 53.2% §7.2% §7.2% 87.2% §7.2%
Qureshi B4.6% 30.4% 38.1% 96.2% 76.9% 82.7% B2.7% B2.7% 82.7%
Satterwhite £9.6% 98.3% 95.7% 50.4% £9.6% 69.6% £9.6% £8.7%
Spiel 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Thomas 84.6% 96.0% 97.1% 53.4% 73.4% §3.2% 83.5% 83.5% 83.2%
Vardiman 74.5% 98.0% 96.9% 31.8% 62.2% 79.6% 78.6% 78.6% 78.6%
Young 67.9% 83.0% 86.8% 9% [IEEEEE £9.8% £9.8% £9.8%
bl 95.8% 96.8% 52.5% 63.2% 81.8% 81.5% 51.9% 81.7%

Totals :




The second, third and fourth of the transition s of
care involve “follow-up call” scheduling:

The day following discharge from the hospital — this
goes to follow-up call nursing staff in our Care
Coordination Department. These calls differ from
the “administrative calls’ initiated by the hospital
which may last for 30 seconds are less. These calls
last from 12-30 minutes and involved detailed
discussions of patient’s needs and conditions.



Humber to Call [ Home Phone

Adimit Date I
Dizcharge Date i

Sefting f* ER | 03042011

(" In Patient

Hospice Angel Home Health

Home Healtth| Hospice of Texas

Discharge Diagnosses

Hospital Discharge Follow-Up Call

(409)533-9797
(4091533-9797

[v Day Phone

Return

Send Delayed-Delivery Email to Follow-Up Hurse

[ Cther R

Questions to Ask

Patient Responses

General
[v Hoewe are you feeling?
¥ &re you having new symptoms since hospital stay?
[v Hawve you obtained all DME that you were prescribed?
Eljther
Medications
v ere yvou able to get all of yvour medications filled?
v Are youtaking all of your prescribed medicatons?
[¥ itre you having any problemsszide effects from your medications

Appointments
Have you kept ar are you aware of your appointmert(s) with..¢
an I
an I
an i

Hovww does the patient feel?
Iz the patient having new symptoms?

Has the patient obtained all prescribed DMWE?

Wz the patient ahle to fill all of their medications™?
Iz the patient taking all of their medications?
Iz the patient having any problemsszide effects?

Has the patient kept andior aware of all

scheduled appointments or referrals?
Additional Comments

Diet Regular

Click to Document Completion Follower-Up Call Complsted By

Click to Zend Response

At I

Spoke with the patiert? © Yes © Mo
If no, lizt person spoken with. |

Exercize

Actions Taken

[ Advized Patient To Come In - Made Same-Day Appointmert
[ Advized Patient To Call If Inprovement Discortinues

[ Advized Patient To Continue Medications

Cther |




The auditing of provider performance on the entire
practice, on each individual clinic, on each provider
on a population, or on each provider on a panel of
patients is critical for quality improvement. SETMA
believes that this is the piece missing from most
healthcare improvement programs.



The creating of quality measures is a complex
process. That Is why it is important for agencies
such as the AQA, NCQA, NQF, PQRI and PCPI,
among others, to identify, endorse and publish
quality metrics.

The provider’s ability to monitor their own
performance and the making of those monitoring
results available to the patient is important, but it
only allows the provider to know how they have
performed on one patient.



The aggregation of provider performance results
over’ his/her entire panel of patients carries the
process of designing the future of healthcare delivery
a further and a critical step.

Most auditing results, such as HEDIS, are presented
to the provider 12 to 18 months after the fact.
SETMA believes that “real time, auditing and giving
of the audit results to providers can change provider
behavior and can overcome “treatment inertia.”




Auditing of provider performance allows physicians
and nurse practitioners to know how they are doing
in the care of all of their patients.

It allows them to know how they are doing in
relationship to their colleagues in their clinic or
organization, and also how they are performing in
relationship to similar practices and providers
around the country.



SETMA designed auditing tools through IBM’s
Business intelligence software, COGNOS. (see
SETMA’s COGNOS Project at

under Your Life Your
Health and the iconCOGNOS.)

Through COGNOS, SETMA is able to display
outcomes trending which can show seasonal
patterns of care and trending comparing one
provider with another.


http://www.setma.com/

It is also possible to look at differences between the
care of patients who are treated to goal and those
who are not.

Patients can be compared as to socio-economic
characteristics, ethnicity, frequency of evaluation by
visits and by laboratory analysis, numbers of
medication, payer class, cultural, financial and other
barriers to care, gender and other differences. This
analysis can suggest ways in which to modify care in
order to get all patients to goal.



Using digital dashboard technology, SETMA analysis
provider and practice performance in order to find patterns
which can result in improved outcomes practice wide for an
entire population of patients. We analyze patient
populations by:

Provider Panel

Practice Panel

Financial Class — payer

Ethic Group

Socio-economic groups



Step 2 — Auditing Provider Performance

O

» We are able to analyze if there are patterns to explain why
one population or one patient is not to goal and others are.
WE can look at:

Frequency of visits
Frequency of testing
Number of medications
Change in treatment
Education or not

Many other metrics




Step 2 — Auditing Provider Performance

O

P
%‘Ei“!’g!i'!-.'i!ﬁ Chronic Hypertension - Measures Comparison (Most Recent 12 Months)
is'E'-'I'.'E‘SI!IIE’l'l'J'::':?
Controlled Group Time Basis: Prier 12 Months
Zontrolled Group Constrained to: All SETMA I confrolled Group
Fractice: SETMA 1, SETMA 2, SETMA West B select=d Group
Frovider. None
Average Blood Pressure
140 to
120
4.0
100 -
80 g 3.0
4
50 290
40 >
-0 1.0
o ) R 0.0
E‘yEIDIII: Diastolic Wisit Fraq Uency
Skandard Deviation Visit Frequency
Systolic | Diastalic Systolic | Diastolic
Cantralled 121.7 | 72.0 Controlled | 10.5 9.0 Controlled +3
Selected 1155 | &4.1 Selected 49,6 11.3 Selected 2.0




Step 2 — Auditing Provider Performance

2.0

Appts Made  Appts Not Kept

O

Appts Made Appts Mok Kept
Controlled 7.9 0.5
Selected 4,9 0.4

100%
B0%
60%
40%
20%
0%
-ﬁ-ﬂ@ ée"‘{g (P@ -@‘@ ff‘@ c}@{\"
& & P F g \@
¢ & & 9 $
.{‘L\
BF HPT HPT LOL Last | Treatment
Controlled | Improving | Degrading | Controlled | Contral | Changed
Conkrolled 100.0% 56.0% 38.4% 52.6% 0.0% 0.0%
Selected 0.0%% 32.8% 54.9% 38.2% 44,5% B0, 7%




Step 2 — Auditing Provider Performance

Systolic Trending

1320 — Twelve Month Controlled Group Aver...
— SETMAZ2

— N A
A

——_
\\

— Leifeste, Alan
Oct 2009 Nov2009 Dec2009 Jan 2010 Feb 2010 Mar2010 Apr2010 May 2010 Jun 2010 Jul 2010 Aug 2010

Average Value

Diastolic Trending

78.0 — Twelve Month Controlled Group Aver...
— SETMAZ

— Anwar, Syed

76.0 — Hally, James

— Leifeste, Alan

4.0

720

70.0

Average Value

68.0

66.0

Oct 2009  MNov 2009 Dec 2009 Jan 2010 Feb 2010 Mar 2010 Apr 2010 May 2010 Jun 2010 Jul 2010 Aug 2010

33




Step 2 — Auditing Provider Performance

O

an +

%*;-‘Jg’!!;!-."!h Chronic Hyperlipidemia - Measures Comparison {Most Recent 12 Months)
¥ o
% gsan
Controlled Group Time Basis: Prier 12 Months
Controlled Group Constrained to: All SETMA I controlled Group
Fractice: SETMA 1, SETMA 2, SETMA West B select=d Group
Frovider. None
Age
Gender 9
50%
70%
0% 40%
500
30%
40%
30% 20%
20%
10%
10%
094 (W — i
Female Male = 18 18- 29 30-39 40 - 49 50 - 53 60 - 63 70-79 B0 -89
Female | - Male <18 [18-29 |30-39 |40-49 |S0-59 |60-69 | 70-79 |80- &89 | 90+
Controlled | 41.4% | 58.5% Cortrolled | 0.0% | 0.0% | 0.2% | 1.8% | 10.0% | 24.8% | 3¢.7% | 24.9% | 3.7%
Selected | 55.0% | 45.0%
Selecked | 0.2% | 1.4% | 5.5% | 14.5% | 24.7% | 23.4% | 19.5% | 9.3% [ 1.49%
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Step 2 — Auditing Provider Performance

ﬁﬁxﬂﬂr%
H b Chronic Diabetes - HghA1c Trending

Ass u:‘.\'ﬁg’-

— Twelve Month Controlled
— SETMAA

— SETMAZ

— SETMAWest

— Haolly, James

5.4
Apr 2010 May 2010 Jun 2010 Jul 2010 Aug 2010 Sep 2010 Oct 2010 Mow 2010 Dec 2010 Jan 2011 Feb 2011 Mar 2011




The statistical analyzing of the above audit
performance in order to measure improvement by
practice, by clinic or by provider. This includes
analysis for ethnic disparities, and other
discriminators such as age, gender, payer class,
soclo economic groupings, education, frequency of
visit, frequency of testing, etc.

This allows SETMA to look for leverage
points through which to improve care of all
patients.



Raw data can be misleading. It can cause you to
think you are doing a good job when in fact many of
your patients are not receiving optimal care. For
instance the tracking of your mean performance in
the treatment of diabetes may obscure the fact that a
large percentage of your patients are not at goal.



Each of the statistical measurements which SETMA
Tracks -- the mean, the median, the mode and the
standard deviation -- tells us something about our
performance, and helps us design quality
improvement initiatives for the future. Of
particular, and often, of little known importance is
the standard deviation.



From 2000 to 2010, SETMA has shown annual
improvement in the mean (the average) and the
median for the treatment of diabetes.

There has never been a year when we did not
improve. Yet, our standard deviations revealed
that there were still significant numbers of our
patients who are not being treated successfully.



From 2008 to 2009, SETMA experience a 9.3%
improvement in standard deviation. Some individual
SETMA providers had an improvement of over 16%
in their standard deviations.

SETMA’s HbA1C standard deviations from 2000 to
2011 have improved from 1.98 to 1.33.



When our standard deviations are below 1 and as
they approach 0.8, we can be increasingly confident
that all of our patients with diabetes are being
treated well.



The public reporting by provider of performance
on hundreds of quality measures places pressure
on all providers to improve, and it allows patients
to know what is expected of providers.



SETMA public reports quality metrics two ways:

In the patient’s plan of care and treatment plan
which is given to the patient at the point of care.
This reporting is specific to the individual
patient.

On SETMA’s website. Here the reporting is by
panels or populations of patients without patient
identification but with the provider name given.



One of the most insidious problems in healthcare
delivery is reported in the medical literature as
“treatment inertia.” This is caused by the natural
inclination of human beings to resist change.

Often, when care is not to goal, no change in
treatment is made. As a result, one of the auditing
elements in SETMA’s COGNOS Project is the
assessment of whether a treatment change was made
when a patient was not treated to goal.



Overcoming “treatment inertia” requires the creating
of an increased level of discomfort in the healthcare
provider and in the patient so that both are more
inclined to change their performance.

SETMA believes that one of the ways to do this is the
pubic reporting of provider performance. That is
why we are publishing provider performance by
provider name at under
Public Reporting.


http://www.setma.com/

Step 4 — Public Reporting of Performance

O

Once you “open your books on
performance” to public scrutiny,
the only safe place you have in
which to hide i1s excellence.




Step 4 — Public Reporting of Performance

NQF - Diabetes Measures - Glyco and LDL

E & M Codes: Clinic Only
Encounter Date(s):  Jan 1, 2010 through Dec 31, 2010

HgbA1c LDL
Frequency HgbA1c Level Screening LDL Control

Lot Bk Within 12 =90 Between 6.5 - <bh Within 12 <130 =100

Months 9.0 Months

SETMA 1 Aziz 08.0% : 50.1% 28.3% 05.0% 25.0% 54.3%

Duncan 88.2% 54.7% 33.1% B7.6% 21.6% 65.3%

Groff 88.9% B 43.1% 38.9% B2.6% 77.8% 56.9%

Hendersan 04.5% B 58.3% 20.1% 01.4% 22.% 64.3%

Murphy 03.7% 45.0% 412% 01.1% 24.3% 62.7%

Sims 88.1% BT 47.1% 38.9% B5.0% T7.7% 58.5%

Thomas 88.0% B 50.5% 28.7% B3.9% 72.7% 53.8%

SETMA 1 Totals: 92.6% B 50.7% 35.2% £9.7% 81.3% 63.4%

SETMA 2 Ahmed 94.6% 56.3% 20.6% 81.5% 82.4% 65.8%

Anthony 07.4% m 53.4% 23.1% 04.1% 21.7% 62.0%

Anwar 08.3% 58.4% 30.8% 05.3% 23.5% 50.0%

Cricchio 04.2% BT 50.0% 24 5% 01.8% 20.1% 60.3%

Holly 08.1% e 50.9% 23.7% 04.0% 27.0% 62.8%

Leifestz 90.9% B 47.9% 38.9% 90.8% 23.7% 66.1%

Wheeler 08.3% 53.8% 35.0% 03.3% 20.6% 57 6%

SETMA 2 Totals: 94.9% B 54.4% 28.3% 52.5% 82.5% 63.3%

SETMA West Curry 83.8% m 47.3% 31.6% 82.4% 76.0% 60.4%

Deiparine 71.3% “ 43.2% 26.3% 68.2% 55.3% 51.2%

Halbart 81.7% [ Es ] 2455 35.9% 79.7% 71.6% 53.4%

Homn 88.8% 51.7% 24.0% B7.5% 77.8% 54.4%

Qureshi 78.3% _ 25.0% 23.3% 78.3% 75.0% 61.7%

Satterwhite 88.0% m 54.6% 26.0% 86.7% 74.2% 52.7%

Vardiman 81.3% By 44.7% 28.3% B1.3% 74.8% 52.0%

Young 84.1% 53.9% 232% T4.1% 8.4% 448%

SETMA West Totals: 82.5% B 47.7% 31.9% £0.1% 72.5% 53.4%

SETMA Totals: 91.3% 51.89% 3L.0% 28.8% 79.7% 60.9%




Step 4 — Public Reporting of Performance

Diabetes Consortium - Blood Pressure Management

E & M Codes: Clinic Only
Encounter Date(s):  Jan 1, 2010 through Dec 31, 2010

Report Critena: Patients 18 to 75 With a Chronic Diagnosis of Diabetes
Specialists Excluded (Dr. Ahmed Included)
Systolic Diastolic

Location | Provider | <120 |120-129 | 130139 | 140-149 | 150-159 | 160-169 | 170179 | >=180 | Mot =75 | 7579 | 2089 | 9099 |100-108 | >=110 | Mot
Present Present

SETMA | Aziz 247% | 214% 2% | 119%  00% @ 73%  23% B oo 454 154 mon 10e% 12% 0.0%
! Duncan .7% | 351 17e% | 7an o 12% os8% oon (EXOREEEEEN scoce | 10.0%  320% 37% 04% 0%
Groff 174% | 243%  215%  2e% 76w 07%  07% [[EECNEEEER o 7en | 4sen aem 07x oon

Henderson  37.1% | 200% 208% | 77w 2o 05w oon [JEEE oox  seen | tezn | zeen | 25n new [JEET oo
Murphy zos% | 260% 13w teen aew 34w 12n EENIEEEN < e aon wan 2ix [JEER
Sims 250% | 285% 6w | 1e1% s5n 47% 15% [EECIIEEENN sss 26 7w 120w 1ex 00w
Thomas 11.2% | 360% | 267% | 183%  41%  18%  06% 022 EREE R L AL T 0.4
SETMA1Totals: 274% 28e%  205%  13s%  4en 1% v [ITEIIEEEE +o  zan zon 7an o R

#

[=]

SETMA | Ahmed a2 24e% 23w sen e osn o EEEIREEERE oo e esn 17w oan JEEER

2 ; = - . - — S— -
Antony | 245%  3een 20%  es% | 33w 18% 07w [EECEIEEERN e =7 oame o [EEDS
Anwar 169% | 442% 2ea% | 65%  15%  08% 0% [EEDNNEEXEE o e sew e 00w oon
Cricchio 3% | 3w 210%  et% 22% 25% 03w [IETIIIEEDR cos  teen | een 33%m 0sw

Holly 221% | 421% | 283% | 25% | 18%  18%  00% | 0.0% T4T% | 172% | 63%  O07% @ 00% | 00%

Leifeste a23% | 2e8% 227w een  aen 17w 0w [EDIIIEEEN Gos 40w 2% 4sm oin o0n

Wheeler  254%  325%  221% 17w | 2em 25%  oow [EEDREEEEE oo 65w ason aem oen oon
SETMA2Totals: 200% 317%  288%  62%  23n  12% 02w [ECENEEEEE soe a7 een 2en o3 [JEREB
SETMA | Cumy aow | 2ee%  zesw 102% 33w 16w e EIIIEERY s 4ex 20 7a% osw oon
West Deparine  250% 26.0% 245% 125% 5e%  3s% 0o [EER oo s 7on ren wen 27n [JEETRR oo

31656316355 5

Halbert 260% | 2zen | zow | 137w | 5En 41n 17 EDEIEEEEN 4 tezn | zew | Ten | 1am
Hom 4% | a76%  273% | 36%  06%  04n  oow  oo% [JERERN seox  tean  2e0n 10w oix oo [JEEEN
Qureshi 40.0% | 217%  167% | 150% | 33%  17% 7% 00% | 00% | 450%  250%  217% | 67% | 00% 0.0%
Satterwhite  21.5% @ 253%  212% | 120%  60%  41%  05% ERE :72%. | 17.4%  304%  54% 0.8%
Vardiman | 163%  260% | 163%  203%  14%  57%  16% [JEEE oox  43en tesw | 2msn 73w oow 0.0%
¥oung 151% | 216% | aow | 151w een 17% 17n R oox | sa0n ieix | 2men | os% 0o% | oon | 0o%

SETMA West Totals:  26.2%  27.3% 2% ti2%  4on 28% 1% IREDRIIEEER <5+ 155w zman ere n JED




The Quality Assessment and Performance
Improvement (QAPI) Initiatives -- this year
SETMA’s initiatives involve the elimination of all
ethnic diversities of care in diabetes, hypertension
and dyslipidemia. Also, we have designed a
program for reducing preventable readmissions to
the hospital.



This logical and sequential process is possible and is
rewarding for provider and patient. This process has
set SETMA on a course for successful and excellent
healthcare delivery. Our tracking, auditing, analysis,
reporting and design will keep us on that course.



SETMA’s Model of Care has and is transforming our
delivery of healthcare, allowing us to provide cost
effective, excellent care with high patient
satisfaction. This Model is evolving and will certainly
change over the years as will the quality metrics which
are at its core.
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