=

Improving Diabetes Care
through Health IT

Thursday, June 17, 2021| 12 — 1 PM

ton Association for Community Health



WELCOME

Hannah Stanfield

Care Improvement &
Innovation Manager

© Washington Association for Community Health o



.IV\,.

Housekeeping
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or type into the Chat or Questions boxes.

This session is being recorded.
Slides and a recording will be available after the webinar.
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About The HITEQ Center

The HITEQ Center is a HRSA-funded National Training and HITEQ Topic Areas

Technical Assistance Partner (NTTAPs) that collaborates with

HRSA partners including Health Center Controlled Networks, Access to comprehensive care using health

. . . IT telehealth
Primary Care Associations and other NTTAPs to engage and telehea

health centers in the optimization of health IT to address key Privacy and security
health center needs through: Advancing interoperability

- A national website (www.hiteqcenter.org) with health Electronic patient engagement

center-focused resources, toolkits, training, and a .
Readiness for value based care

calendar of related events.
- Learning collaboratives, remote trainings, and on-
demand technical assistance on key topic areas.

Using health IT and telehealth to improve
Clinical quality and Health equity

Using health IT or telehealth to address
emerging issues: behavioral health, HIV

v/ Westat prevention, and emergency preparedness

Website: www.HITEQcenter.org | Twitter: @HITEQcenter | Email: hiteqinfo@jsi.com


http://www.hiteqcenter.org/

Agenda

Introduction

Use of PHM

Data and report confidence
Utilization of diabetes data
Getting Started!




Our Work Together
Today

Optimize your population health management system
Build on your current actionable data

Utilize your reports for multiple purposes

Amplify each other’s work!




Use of
Population
Health

Management




PHM Overview

- Changing face

- Human Centered Design
- CDS

- Pt/prov

- Org/pop level

- Comm level

Physical and Policy
Environment

Transportation , Treatment
costs, Medication costs

Community/
Organizational

Medication availability,
Healthcare service coordination

Interpersonal

Family support, Community support,
Healthcare provider communication

Intrapersonal

Self-motivation

Relief of symptoms
Diabetic diet

Source: Mentock et al, April 2017, Diabetes and Metabolic Syndrome Clinical
Research and Reviews



https://www.researchgate.net/journal/Diabetes-and-Metabolic-Syndrome-Clinical-Research-and-Reviews-1871-4021

Changing Face of
Diabetes




Human Centered
Design

International Organization of
Standards:

...an approach to interactive systems
development that aims to make
systems usable and useful by focusing
on the users, their needs and
requirements, and by

applying human factors/ergonomics,
usability knowledge, and techniques’

INSPIRATION

In this phase, you'll learn how to better
understand people. You'll observe their lives,
hear their hopes and desires, and get smart
on your challenge.

IDEATION

Here you'll make sense of everything that
you've heard, generate tons of ideas, identify
opportunities for design, and test and refine
your solutions.

IMPLEMENTATION

MNow is your chance to bring your solution to
life. You'll figure out how to get your idea to
market and how to maximize its impact in
the world.




ﬁ!;.'-. N U H Laboratory Medicine

Diabetes Dashboard - ID: 1 Patient

Birthdate: 23 May 1953 (623 Sex: Female Race: Matay Nationality: Singaporean d l
c D S m ‘ etal )

Glycemic Control Renal
N “UAL
Fasting "\ HbA1c* /' Creatinine
/  Glucose \ / Ratio \
' ! 9.3 « 1 )
. NA : : . NA )
\_ Notdone / 19 Apr:2015 \_ Notdone /

_ Summary
Dashboard

(5 COMPUTERISED PATIENT SUPPORT SYSTEM 2 - vL5.0 (r7464) - NUH (NAAE)

VETHIDS oRX WORKLIST SIGN RESULTS GMRS  ORDERS WORKLIST  MEDICAL REPORT TO-DO-LIST  TOOLS  REFERENCES

PAT HDL-C / Triglycerides \
2 o 0.81 [ NA |
No cimical aferts No krown dug aliergies | Daabetes Therapy mmolL \ /
Not \ Notdone /
DIABETIC 113 ENDOCRINE  DOCTOR X CLASS SUBSIDISED | done \
OBS DATE: 14 Jul 2014 L52m, 59.1kg, BMI 25.6, BSA 158 COM Reminders (4) C Doc S~
MULTI-VIEW  CLINICAL NOTES ~ P, LR ORDERS ~ REPORTS ~ OF ~ DISCHARGE SUMMARY MC EXTERNALAPPS ~ CPRS NEMR  NEHR PMIL TR, . Faconmwrad Jost
RESULTS LAST 6 MONTHS ¥ C From 09 MAR2014 10 09.SEP-2014 Last Usdated 03 5652074 10,08 54 B8 Azvances Search| () ratircal Aesat Lab Test Recommendation 1
REFORT AL~ S 2CRIMCAL £ 35 ASNORMAL ¥ 13 NORNAL TOTAL: 63 HbAtc 4.1 months since last test
n | SELECT ALL UNSIGNED. | SELECT ALL Y| Triglycerides No provious record of fest. L Al erts
SPECMEN DATET TEST 1 ane M -1 HOL-C No previous record of test
wuma0ewts o =~ - L | DATETIE S 24.00K-2014 1015 L ACCESSION %0 LDL-C 20.3 months since tast test.
ettt - > . PROCEOURE RESULTS unrt RLr INTERVAL -
[ i Lyt Hosnre ] . LOCATION : Madicine Clinkc ORDERED BY : Date HbAfc Fasting  Total HDL-C  LDLC  Triglycerides TGILDL eGFR UAIb/Creatinine
1 Frolectn £ HoAlc FwY (%)  Glucose  Cholesterol (mmoliL) (mmoliL) (mmolL) Ratio  (mUmin/1.73m?) Ratio (mg/g)
q 26.0M Vs © r B HbATC 102 % (mmoliL)  (mmoliL)
" 4 loeal
l 1 HRATE } — Optimnal 2013 |64 53 499 142 296 175
2am201e 1102 5] Ghicoss, BOCT F pSadantracig $a11
22-APR-2014 0820 i1 Glcose, POCT ¥ v . NGSPOCCT MBA1G W) R gE 1;17 6.1 57 493 125 314 119
22-APR.2014 0600 o APTT ' 1 0. 47 \Ges! =
Tl 29.4PR2014205¢ 5§ STAEAPTT c O f::?,":,'... E:;J 62 S7 447 wm 261 165
1 AFTT Mbeq Sy c *04 Unacoeptatine L Ta bl e
et FTC HaATG frmelime! 2014. | 60 52 457 CE XY 204
21.4PR.2014205¢ 5 Potanssam 4 09-01
Caden '
1 s 2014 | 87 49 a4 123 289 138
21 APR-2014 2054 i Liver Panel F 11-24
29-APR2014 1709 1 Glucose. POCT L - \, 2015- 62 54 4.56 1.08 261 191
20-APRI014 13 14 1 VRE Screen ¥ z : - 03-23
SR : : 1. Static numerical result display
29.APR2014 1342 i WRSA Sereening r | S SR 2015- 6.0 52 40 0.96 216 193
2amamuns 0] B eooegwnEcs. may easily evade physician 06:24 J
Adat) :
= 2 " HbA1c Fasting Glucose
HAMMUIS 6  reseod Comt ; attention | w1 9
p : : . 00000 %,0
“ ¢ ‘ .
e g L R 4 2. Results that are relevant to ; ,
Ldar , .
o N | diabetes care are scattered all over T TaTEn PR TR PR oIS TR
21-APR-2014 0954 7 Ghcosa. FOX £ 8 _— »
Imm 1 5] semgore e ¢ different parts of patient’ s result HDL-C - LbL-C
DOAPR.2014 054 i Renal Panel 2 ]—.—— . )
el Calcum, Corected ¥ page 7 ' W L I nte ra Chve
i A f O—Q’/M
= C-Reactive Proten ¥ b G ' gra phS
i von Pases ' - [ § -7{} O VIA Ny it St Nt JariS VIS Wy 1S W Ve A St Meth JoyiS WS Wy S NARE My 34 AT Septd Mevd TS 1S Wiy 19
4 1ol » #l gVew Select AY Coarar Dhornt « 2 Trend v [ SSgn PretPreview  (UPre  LoSouRret  sgUnsy 4 Teg i § TG/LDL Ratio eGFR U.Alb/Creatinine Ratio
L 2 07 w0
o} w
4 Septd Navid JantS Nart Biey 35 ' e oy 4 A4 Taptd Noutd Jants MartS Viay 15




Preparing for the
Visit

Time

1045 AM White (uds)

B | Reason: History (12 Mo.):: No Show Outstanding Referrals: 0

Last Colon Cancer Screening: 811
Last3IBP: 12376 (11112/115), 134/81 (22815 11773 (8120M14) Last2LDL: 109 (7N

Due: Education: Diabetes (121), Education: Diet (12t), Ecucation Exercise (121)
21), Procedure / Referral: Ophthalmology Visit (121)

(i21), Procedure / Referral Depression Screening (121), Procedure / Refesral Foot Screening (121

BIEEIE | Reason: History (12 Mo.): No Shows: [l Canceled 5 Visits: 13 ER. 0 Admits: 0 Last Visit DR: (

Last BMI:—\'Je»nghange(GMo.): 221bs LastBP: 138777 (11123

Immunation: Flu (121). immunization Pneumaovax (12)). Procedure [ Referral Dental Vis)

Last Colon Cancer Screening: Smoker: No Framingham Risk factor: $80% Last I AIc: 7(112315), 77 (82115), 644

Fagt R AD 13IRITT 1113 19%) 1201 A1 5 12ARNIARTIHERY Ipgt9t i




Self-Management

- How are you tracking your self-
management and patient engagement?

- Patient engagement
— Mobile Phone Diabetes Program

— Connecting to Community Resources

— Blood Glucose Devices

— Online Health Coaching

— Mayo’s Diabetes Medication Choice Decision g
Aid



http://content.healthaffairs.org/content/33/2/265.full
https://sirenetwork.ucsf.edu/tools-resources/resources/clinic-based-pilot-intervention-enhance-diabetes-management-elderly
https://mhealthintelligence.com/news/new-study-questions-accuracy-of-mhealth-devices-for-diabetes
http://www.careinnovations.org/innovation-spotlight/in-the-incubator-omada-health
https://diabetesdecisionaid.mayoclinic.org/index.php/site/compare?PHPSESSID=rje0j9re2jv1o331uu7bimu0t0

Population Level

q HEDIS Comprehensive Diabetes Care
Recall -  What are the difference in your
Reports it practice?
1515 — Site
— Care team

— Other (e.g., dedicated resources)
How well are your recalls working?

Are care gaps met consistently?
Engage Care . Are outcomes improving?

patients ‘ Gaps




Data and
Report
Confidence




Diabetes Reports:
UDS

UDS SUPPORT CENTER, 866-UDS-HELP, UDSHELP330{@BPHCDATA NET

Section C: Diabetes: Hemoglobin Ale Poor Control

. Total Matients 18 through 74 Years of Number Charts Sampled or Matients with IThAlc =9.0%
Line

Race and Ethnicity Age with Diabetes EHR Total or No Test During Year
(3a {3b) | 3f)

Hispanic or Latino/a
la Asian
bl Mative Hawaiian
Ib2 | Other Pacific Islander
Ic Black/African American
1d American Indian/Alaska MNative
le White
If More than One Race
g Unreported/Refused to Report Race
Subtotal Hispanic or Latino/a
Non-Hispanic or Latino/a
2a Asian
2bl Mative Hawaiian
2b2 | Other Pacific Islander
2c Black/African American
2d American Indian/Alaska MNative
2e White
2f More than One Race
2g Unreported/Refused to Report Race
Subrotal Non-Hispanic or Latino/a
Unreported’Refused to Report Race
and Ethmnicity
h Unreported/Refused to Report Race and
Ethnicity
i Total




Diabetes Reports

- UDS

— Control by race over time

— Control by ethnicity over time
— Disparities in control

— Disparities in prevalence

- HEDIS Comprehensive Diabetes Care
— Al1C
— Foot exam
— Eye Exam
— Nephropathy
— Blood pressure




Report Stratification

- Race/ethnicity/language
- Insurance status
- Income/poverty

- Transportation (access to care
and healthy behaviors)

« Social Support
- Ability to afford Rx

. Zip code (what resources
available? Safety?)
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SDH Data

countyhealthrankings.org/app/washington/2021/measure/factors/24/map

I nfD rmatlon Map | Data | Description | Data Source | Strategies
Top LS. 10% (10th
Performers: percentile) Yakima (YA)
Rangein Percentage of people under age 18 in poverty: 25%
Washington 8-27%
(Min-Max):
Overallin
Washington: 12%
Years of Data Used: Vi
T -Spukane
2019 i -

BEST N VW/ORST  MISSING




Trust in Data

Measure: Report Period:

Total Cohort
# Charts Reviewed
# in Compliance 0

o

# Patient ID or MEN |Compliant/Non-Compliant Issue Form Obs Term Solution Assigned To R

Tobacco use =  |Add value options for smoking
Example 12345 |Not Compliant (service complete) |No tobacco cessation completed [Tobacco screening form | Yes cessation counseling Data Analyst
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UDS Flags

Note: Table 7 Cross-Table Considerations:
# Patients with medical visits on Table 5 are generally eligible for inclusion in eCQMs reported on Table 7.

#  The relationship between the denominators on Table 7 should be verified as reasonable when compared to the total number of patients by age on Table
JA, patients by race and ethnicity on Table 3B, and the proportion of medical patients on Table 5.

#*  The count of patients by diagnosis reported on Table 6A will not be the same counts as on Table 7. due to differences in criteria that must be met for
inclusion on Table 7.

- |Is your medical population primarily older or pediatric?

- Do you have a higher (or lower) prevalence of diabetes in your geographic area?
— Access to food
— Access to exercise
— Housing issues/Redlining

- Is access to care equitable in your area?




Disparity Reports

& # healthequitytracker.org/exploredata?mis=1.diabetes-3.538demo=race_and_ethnicity Q%

. Investigate rates of Diabetes~ in Washington ~ °

Sgurces: America's Health Rankings (updated 2019) American Communily Swrvey S-year eslimates [updated 2019)

Diabetes Cases By Race And Ethnicity In Washington ) N )
Diabetes Cases Per 100K People By Race And Ethnicity In Washington

) Diabetes Cases Per 100K Share Of Total Diabetes Cases . .
Race And Ethnicity - Population Share f
eope Al b

Amarican bdian and
Aluzka Hatw

4 9.400 100.0% 100.0% (MoA-Hisparnie)

A
Men-Hmpams)

15,200

. . z
American Indian and Alaska . B &
- o 15,200 1.7% 1.1% g el
Mative (Mon-Hispanic) .
L : a8 |Men-Hmasmiz) 13200
=
E Hizoanie o Lating Black or African Amarican (Mon-Hispanic). diababtes casas per 100K: 13_200
Asizn (Mon-Hispanic) 2,400 T.8% 2.5% H
P
Mon-Hmaanic) 12,200
Blzack or African American . Tilh O MO7R 3RS
. 13,200 5% IT% Hizpanit)
{Mon-Hizpanic) : (e Hizganiz)
Whie
. | | ) ) Mon-Hmpenic) 9,000
Hispanic or Lating 9,300 13.2% 12.7% T T T T T T d
3000 4000 E000  A000 T EOO0 Q000 10000 11000 42000 §R000 44000 1500008000
diabetes cases per 100K
Mative Hawsiian and Pacific .ﬂ. a 0.8
- Rk
Islander {Nan-Hispanic) Sources: America's Health Rankings fupdated 2013) American Community Swrvey S-year sslimales [updated 2019)
ff’""e ?f:‘Er race (Mon- 12,900 0.2% 0.2% Share Of Total Diabetes Cases vs. Population By Race And Ethnicity In Washington
ispanic)
[ ——
Two or mers races (Mon- - N @ % of populata
. ' 11,700 8.0% 4.2% & 5t
Hispanic)
Smarizan bedian and l
Alaaba Hatvs
White (Mon-Hispanic) 9.000 85 6% 65 5% [Pontaptn=d
T
[Mon-Hupani) 7.6% of cases
Rows perpage: 10 = 18 ofd
Elarti or Afroan
ATV
Epanke) i
Sources: America’s Health Rankings (updated 2018 American Comimunily Survey S-year estimates lupdated 2013) [Pon-Hizpanie) 5% of cagaa

Hmowric or Latine

13.2% of cases

& And EHwciny




Putting Disparity
Reports into Action

Programmatic data will # surveillance data

BUT

Dig into validation of data

Look for root causes (school, housing, justice policies)
Access to healthy behaviors

Opportunity for patient engagement




Use of
Diabetes
Data




Use of Data at
Individual Level

Physical and Policy
Environment

Transportation , Treatment
costs, Medication costs

Community/
Organizational

Medication availability,
Healthcare service coordination

Interpersonal

- Patient level
— Self management

Family support, Community support,
Healthcare provider communication

— Prediabetes

- Provider level
— Patient panel

Intrapersonal

Self-motivation
Relief of symptoms
Diabetic diet

— Therapeutic inertia
— Prediabetes




Organizational and
Community Data

Physical and Policy
° Org IEVEI Environment
Tra nsportaﬁqn . Treatment
—_ Stafﬂ ng costs, Medication costs
— Supportive services Community/
Organizational

— Resource Mapping
- Community level
— Advocacy

Medication availability,
Healthcare service coordination

Interpersonal

Family support, Community support,
Healthcare provider communication

— Resource allocation

— Improved surveillance
systems

Intrapersonal

Self-motivation
Relief of symptoms
Diabetic diet




Questions? Feedback?

Email: hiteginfo@)jsi.com
Phone: 1-844-305-7440

. (EQ

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health
and Human Services (HHS) as part of an award totaling $778,000 with O percentage financed with non-governmental
sources. The contents are those of the author(s) and do not necessarily represent the official views of, nor an
endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.
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THANK YOU

Collaborative Screening;:
Guidance for Person-Centered Inquiry
June 21, 23 & 25, 2021
gam-12pm PDT

Please complete our short evaluation.

Washington
Association for
Community Health
Community Health Centers
Advancing Quality Care for All

hstanfield @wacommunityhealth.org
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