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Chronic Disease Management
Quality Improvement Program

Continuous improvement of chronic disease
management in Saskatchewan

 CDM visit flow sheets standardized, evidence-based and
reflect best practice

— Phase 1: Diabetes and Coronary Artery Disease
— Phase 2: Heart Failure and COPD
— Phase 3: Two conditions to be decided

* Reports to support optimal care

* Track patients due for follow-up and tests

* CDM-QIP payments to participating physicians
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CDM-QIP implementation

* Clinician engagement — incentives, training,
support
* Managing the program
— requirements from CSEG
— vendor management
— testing
— delivery and change management
— communication and support
— enhancement according to new clinical guidelines
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SK CDM-QIP Diabetes Flow Sheet

Type of Diabetes: [] Type 1 ] Type 2 ] Other Pationt N )
Date Diagnosed / Duration DM: atient Name:
Co-morbidities: ] CAD ] Mental Health Condition Date of Birth:
[] Hypertension CJ PAD [] Other
(] Dyslipidemia
CWVA .
] CKD — stage ] HSN:
Date: Date: Date:
Nutrition/Diet review
%. Physical Activity
‘é (Aerobic 150 mins/week, Resistance 2-3x/week)
7‘5 Smoking Status [] Mon-smoker [] Ex-smoker | [] Non-smoker [_] Ex-smoker | [] Mon-smoker [_] Ex-smoker
(If Smoker, indicate actively quitting,; contemplating
quitting; no plan to qui; or relapse) El Smoker: D Smoker: I:l Smoker:
Smoking Cessation Advice (if required) | [] Yes ] No [ es O No [ ves O Ne
feef dale resull fesf date reswy feaf dafe rescl
A1C (target = 7% or )
. [] Diet alone L] diet alone L] diet alone
Glycemic Therapy [ Oral agents [ oral agents [ oral agents
= [ Insulin [ Other [ insulin [] other [ insulin [] other
|-
E | Diabetes medications
3 (Drug names/dosages)
2
E Therapy adherence/comments
o
E -
o BG record review
(do annual glucose meterdab comparison)
Hypoglycemic episodes
(consider frequency / pattern / effect on driving)
Weight (kg) / Height (cm)
B.P. (target <7130/80)
Patient at Increased risk Tor GVD? | [ Yes ONo [ OYes ONo  [Oves O No
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QP CDM Exporting
Do not include this patient in the CDM Export

DO S: | 0850152016 Select Recent Walues Showe Aldl -
Hext Due Current Value
)
=
E Subjective Note Add Comment
=
i
E‘ Date of Diagnosis - |||G| i
=
Driabet: T
E iabetes Type -
2 | Myocardial infarction =
=
£
a Un=stable angina -
5
E | chronic stable angina =
=
E PCl'stent -
=]
B | cabe -
=
=
S Ejection Fraction
Goal A1C - i ]
Hemoglobin A1C = ~ || @ v cDa ciinical Practice Guidelines - A1C Target
Glycemic Therapy Diet alone Oral anti-hyperghrcemics Insulin Other Comments
E Ingulin Prescription Tool ¥ In=zulin Pre=cription Tool
=
& | Ba=zal insulin
=
E‘ Prandial insulin
2 | Type 2 diabetes therapy 9@ CDA Clinical Practice Guidelines - Pharmacotherapy for Type 2 Diabetes
Blood glucose records reviewed - ﬂ
Hypoghrcemic episodes - | Mote
Ghycemic therapy comments/adherence Add Comment
Angina class (CCS) -
-
= Palpitations —_—
= | Add Comment |
= e —
B
= -
& | oyspnea ——————
= | Add Comment |
w L =
)
E =
Dizziness -
E | Add Comment |
=
= -
L R T




SK CDM Flow Sheet
'EE'ECDM Alerts

== No COM hill in the last 3 months.
Ak

Patient has:
- Diabetes Mellitus (E5B)

- Heart Failure (67B)

- COPD (65B)
'EE'R 9 *Approve COM-QIP indicators for extract? /725 ]

Diabetes History
(7] DM Date of Diagnosis 1388

Diabetes Type Type 2
HF History
Type of HF HF-REF
HF Date of Diagnosis 2010
Ejection Fraction 30 % 14-Nov-2013

COPD History

COPD Date of Diagnosis 2012
Spirometry confirmation of diagnosis Yes

Subjective Notes

Glycemic Control
= A1C up to date (less than 6 months old)

o
[ Goal AdcU=T% 7% - B.5% Other
(7] Hemoglobin Alc 6.6 % 19-Feb-2016
s Reference: CDA Clinical Practice Guidelines: Individualizing your Patients A1C Target
Glycemic therapy | Diet alone | | Oral anti-hyperglycemics || Insulin | | Other

A

=) Consider metformin therapy. Patient has Type 2 DM,

Reference: CDA Insulin Prescription Tool

Reference: CDA Clinical Practice Guidelines: Pharmacotherapy for Type 2 Diabetes

LR

Blood glucose records reviewed /=5 Ma Fatient doss not check BG



CDM-QIP Dashboard

= - " e = ~ ; =
v4.5 System Template Beta Site  MD: Gayle Grout For: Rubo Francisco v ) g\ oy 5} ‘”’j |
"‘ii B v pha g [ Kegh ] 4] 12 D B % v
Logout Profile Daysheet Goyle Multi View My Dashboard | +ODR - 36 mos. | Sesrch My Tasls My Bills My Appts Import Reports Msg
1. Patient Identification =3 = = J¢| [5b. Allergies and Intolerances Coded 1 = T ¥| (10b. P di Coded T a TR
=B = = Current: 31% Target Met =
Target: 0%
Ml *ODR M1 : Patient Identification [l Rest of *ODR V1: Active in 36 months @ “ODR M5b: Allergies and Intolerances Coded [l Rest of *ODR V1: Active in 36 months @ “ODR M10b- Procedures Coded [l Rest of *ODR V1: Active in 36 months
1 »
2. Patient Contact Information =1 = . 0i| [6- Smoking Status =] » = M| [11. Vaccinations/Immunizations a2 R
=5 g = Current: 383 ¢ Met =
@ “ODR M2: Patient Contact Information [l Rest of *ODR V1 Active in 36 months Ml *ODR M6a: Smoking Status [l Rest of *ODR V4: Active in 36 months > 13 yrs M *ODR M11a: Vaccinations /Immunizations [l Rest of *ODR V1: Active in 36 manths
»
. Patient Status =1 = © )| [7- Blood Pressure =1« = M| [12. Recall Remind LT R
(8 “ODR M3- Paient Status B Rest of “ODR V7- All Active Patients B “ODR M7: Blood Pressure [l Rest of *ODR V3: Active in 36 months > 21 yrs B "ODR M12: Recall Reminders [l Rest of *ODR V1: Active in 36 months
4 »
@a, Problem List / Health C = = 1| 8- Height/Weight (BMT) =1 @ o | [13. Referrals “MuIT R
urrent: 46% Targer Met — Cu = C 5 =
Target: 403
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CDM-QIP Metrics 2016-17

e PHYSICIAN UPTAKE: 765 GPs and NPs
enrolled in CDM-QIP with 2 or more visits
submitted to the CDM repository.

* PATIENT UPTAKE: 70,000 unique patients
living with a chronic condition with flow sheet
data in the CDM repository.
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PLT April 2016 Wall Walk Update

By 2017, people living with chronic conditions will experience better health as indicated by a 30% decrease in hospital utilization
[Diabetes, CAD, COPD, Heart Failure, Depression, and Asthma).

related to & common chronic conditicons

By March 31, 2020, 80% of patients with 6 comman chronic conditions (DM, CAD, COPD, HF, Depression and Asthma) are receiving best practice care as evidenced by the
completion of provincial templates available through approved electronic medical records (EMR) and eHR Viewer.

CDM-QIP Enrolled Providers

1000
2015 - 2016 Fiscal
aod -
By March 31, 2016: There will be 550 GPs and NPs
anrolled in COM-OIP that have Do O more visits
BOO - submitted and sawed in the CDM repository.
FLL
- 644 658
600 - s61 581
506 =13
500 -
400
300
200 -
100
84 85 87 88
ﬂ 1 1 1 1 1 1 1 1 1 1 1
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Dct-15 Mowv-15 Dec-15 lan-16 Feb-16 Mar-16
Date Prepared: 04/01/2016 B FPhysicians Nurse Practitioners Bl Total Enrolled Providers

Report Contact: Megan Tompkins, eHS

Source: eHR Viewer Data Extract Report *Mﬂnthhf Goal
Refresh Cycle: Monthly

Operational Definition: Number of unigue providers {physicians and nurse practitioners) that have submitted at least two visits to COM-QIP
repository {either through eHR Viewer or via EMR export]. The goal is to have 65340 providers enrolled by the end of Manch 2016.

wFiccal Goal
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PLT May 2016 Wall Walk Update

By 2017, people living with chronic conditions will experience better health as indicated by a 30% decrease in hospital utilization related to 6 common chronic conditions
(Diabetes, CAD, COPD, Heart Failure, Depression, and Asthma).
By March 31, 2020, 80% of patients with 6 common chronic conditions (DM, CAD, COPD, HF, Depression and Asthma) are receiving best practice care as evidenced by the
completion of provincial templates available through approved electronic medical records (EMR) and eHR Viewer.

CDM-QIP Enrolled Providers
2016 - 20 17 Fiscal By March 31, 2017: There will be 765 GPs and NPs

enrolled in CDM-QIP that have two or more visits
submitted and saved in the CDM repository.

93

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Date Prepared: 05/04/2016 L. . .
Report Contact: Megan Tompkins, eHS B Physicians Nurse Practitioners —eo—Monthly Goal —Fiscal Goal
Source: eHR Viewer Data Extract Report.

Refresh Cycle: Monthly

Operational Definition: Number of unique providers (physicians and nurse practitioners) that have submitted at least two visits to CDM-QIP ) . . .
repository (either through eHR Viewer or via EMR export). The goal is to have 765 providers enrolled by the end of March 2017. ez Ze;/' ﬁ\ Putting Patients First

Transforming Health Care through Lean




CDM-QIP Metrics 2016-17

e PHYSICIAN UPTAKE: 765 GPs and NPs
enrolled in CDM-QIP with 2 or more visits
submitted to the CDM repository.

* PATIENT UPTAKE: 70,000 unique patients
living with a chronic condition with flow sheet
data in the CDM repository.
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PLT April 2016 Wall Walk Update

By 2017, people living with chronic conditions will experience better health as indicated by a 30% decraase in hospital utilization related to 6 common chronic conditions [Diabetes, CAD, COPD,
Depression, Congastive Heart Failure and Asthma).
By March 31, 2020, 80% of patients with & commaon chronic conditions (DM, CAD, COPD, CHF, Deprassion and Asthma) are receiving best practice care as evidenced by the complation of provincial
templates available through approved electronic medical records [EMR) and eHR Viewer.

CDM-QIP Data by Chronic Condition
2015 - 2016 Fiscal

By March 31, 2016: There will be 40,000 unigue
patients Eving with a chronic condition with COM-0JP

flow sheet data in the CDM repository.

40000 -

Patient Count

3605, et DS "
35000 s, e 2 S
30361 31307
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26346

25000

20000

15000

10000

5000

352 L17
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15  Jan-16 Feb-16 Mar-16

Date Prepared: 04,/01,/2016

Report Cantact: Megan Tomakinz s I Multiple HEECAD BWDM 2 EEHF COPD =#=Monthly Goal e===Fiscal Goal

Source: eHR Viewer Data Extract Report.
Refresh Cycle: Manthly

Operationzl Definition: Number of unigue patients that have had CDM observations recorded and submitted to COM-CQIP repository (either through eHR N . )
Viewer or viz EMB export]. Data sub-diided by chronic condition. Gosl of 40,000 tots] patients receiving care through the program by March 2016. E’I Eef" FPutting Patients First
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PLT May 2016 Wall Walk Update

By 2017, people living with chronic conditions will experience better health as indicated by a 30% decrease in hospital utilization related to 6 common chronic conditions (Diabetes, CAD, COPD,
Depression, Congestive Heart Failure and Asthma).
By March 31, 2020, 80% of patients with 6 common chronic conditions (DM, CAD, COPD, CHF, Depression and Asthma) are receiving best practice care as evidenced by the completion of
provincial templates available through approved electronic medical records (EMR) and eHR Viewer.

CDM-QIP Data by Chronic Condition
2016 - 17 FiSC8| By March 31, 2017: There will be 70,000 unique

patients living with a chronic condition with CDM-QIP

flow sheet data in the CDM repositary.
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Patient Count
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0 - . . . . . . . . . .

Apr-16 May-16  Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Date Prepared: 05/03/2016

Report Contact: Megan Tompkins etS g Multiple COPD mmHF mwDM mmCAD -+-Monthly Goal —Fiscal Goal
Source: eHR Viewer Data Extract Report.

Refresh Cycle: Monthly

Operational Definition: Number of unique patients that have had CDM observations recorded and submitted to COM-QIP repository (either through eHR . . X
Viewer or via EMR export). Data sub-divided by chronic condition. Goal of 70,000 total patients receiving care through the program by March 2017. Beﬁer (” P””'ng Pd“e”ts First
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CDM-QIP Adoption Goals 2016-2017

Printed Materials

Workshops
Patients Town Halls
Travel

il Coaching/Mentoring

B Adoption L 34%
B Effort I

Configure

Make Accessible I I

Define community best practices l_’)

Share Successes / N

Word of mouth I g l_1>

2.5% [ [
Innovators Early |
Adopters Early Majority Late Ma]ority Laggards
13.5% 3a% I 16%

69%
http://greg2dot0.com/tag/adoption/ o
g T ~
(4

58% Providers




CDM-QIP Metrics 2016-17

CONTINUITY OF CARE: Percentage of CDM-QIP patients seen by
more than one GP/NP at more than one clinic is £1.5%. 0.08%

DATA QUALITY: Percentage of CDM-QIP visits that reach CDM
repository successfully without data quality issues 295%. 97.4%

QUALITY OF CARE: 75% of unique patients with data in the CDM
repository will have had all their best practice indicators met

within a twelve month period. 12.2%
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CDM-QIP

2015-2016 CDM-QIP Payments

$180,000
$170,000

$160,000 * \ /
$150,000 \ /
$140,000 \\//

$130,000

$120,000

Q1 Q2 Q3 Q4
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'CDM-QIP
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65 yr old male with type 2 diabetes — Alc values since 2012. Blood sugar control worsening in 2014 - 2015 as indicated by increasing Alc
values. Able to show patient this by graphing lab values, and he agreed to start on insulin therapy in Nov 2015. Since then addition of insulin

plus improved lifestyle self-management has resulted in a significant improvement in Alc — which can be shown to patient by graphing lab
results.
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Thank you
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