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1.Everyone is muted.
 Press *7 to unmute and *6 to mute
yourself.

2.Remember to chat in questions!

3.Webinar is being recorded and will be
posted and sent out via emaill
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Today’s Focus

Welcome and Overview (5 mins)

From Data to Action: Key Steps and Strategies for
Using Data to Improve Care

 Boris Kalikstein, Consultant
« Pivotal Moment Consulting

12:45- _ | |
1:00pm Questions, Next Steps & Closing (15 mins)



Voices on the Webinar
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Megan O’Brien,
Value-Based Care
Program Manager

mobrien@careinnovations.org

Boris Kalikstein

Consultant
Pivotal Moment Consulting
boris@pivotalmomentconsulting.com

Diana Nguyen,
Program Coordinator
diana@careinnovations.org
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Low-IntenS|ty Track: 4 Part Data for Pop. Health Series

Part 1: Buildinga || .
Data-Driven Culture July 19, 2017 @12-1pm

for Pop. Health  Faculty: SA Kushinka, CCI & Jerry
Management Lassa, Data Matt3rs

Part 2: Design
Thinking for Data

, Tor » Faculty: Andrew Frueh, Health
Visualization Catalyst

|+ July 27, 2017 @ 12-1pm

Action » Faculty: Dr. Jason Cunningham, West
County Health Centers

DATA

Part 4. From Data to | i
Action: Key Steps and August 17,2017 @ 12-1pm

Strategies for Using
Data to Improve Care

» Faculty: Boris Kalikstein, Pivotal
Moment Consulting

Part 3: Tableau in || AUGUST U0, 207 (@) 2-El2 J




FROM DATA TO ACTION

KEY STEPS AND STRATEGIES FOR USING DATA
10 IMPROVE CARE

Boris Kalikstein

Pivotal Moment Consulting




GOALS FOR IMPROVEMENT

v EMR
v Data

v Dashboard

SO WHAT?!




DATA TO ACTION

"The numbers have no way of speaking for themselves. We speak for them. We
imbue them with meaning." — Statistician Nate Silver

Data is bits of information
Processed =& Interpreted =& Organized == Structured == Presented

Information provides context for data




DATA RICH BUT INFORMATION POOR

= Having an EMR and collecting data does not translate into action

= EMRs
= Thousands of data points

= Visually aggregates the data points on EMR screens

= Providers and teams mentally evaluate the data to convert it into information that drives
patient care




THE GOAL OF A DATA DRIVEN CULTURE

THE SAME THING --- MAKE A DIFFERENCE IN PATIENT LIVES

So why do I need data?

Why do I need information?
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DATA DRIVEN QUTREACH
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Week H1 Prenatal Chi Drep
Chronic Pain| EBEHFP Dep
Fap hinzt Elue PR Dep
Chilo
Week H2 ADHD Chi Drep
Cowmadin BHF Lrep
Dabetes(half) (Green PR
Lrep
Week 15 Prenatal Chi Drep
HTH EHF Drep
hiissing Pap | Bed PR Trep
Week 44 Cownadin Chl Dep
Dabetes(halfy) EBHEP Dep
Oranze PR
Lrep




DATA DRIVEN QUTREACH

Week #1 Frenatal Chi Drep
Chyrottic Pain] BHF Dep
Fap bl Elue PR Dep

Week 42
BHF Lrep
sreenn PR
Week &3
Week 44

ALL RIGHTS RESERVED
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DATA DRIVEN REGISTRY

High Risk
[Last Name || FirstName || DOB ][ visit |][BP Sys|[BP Dias || Tobacco |[Eye Exam|[ SM Goal |[Foot Exam||LDL Date| | LDL |[A1c Date |[Value |

[Bonnie | i11952] [11713/2008] [ 122 |[__80 | [ Curent | P8701/2007 [ 11/13/08] [05/15/2008 | p4/032008][ 59 |
Group Visit No

177372008 [ 7.80 |
(0970472003 [ 8.00
[O777772008 [ 8.00
[Angelica | i1975][0326/2009] [ 115 |[ 69 ][ Never || | [ 12711708 ] [03r26/2009 | p2/15/2008][_90 ]
Group Visit Yes

032672003 [ 8.90
[[Z771720083 [9.50 |
(1070372008 [8.60 |

[Elva I[ I942||021'12f200‘9|| 130 || 64 || Never |ﬁ1f231’2003| 212009 | 121112008 | p2ri22009)l 65 |
Group Visit Yes

PZTZ72003 | 7.60
[[277172008 [ 8.80
177372008 (10.30 |
[Emilio ] 1937 [0379/2008] [ 124 [ 76 | [ Never | [l0710/2009 [ 212709 | [03/19/2009 ] p3/2072009][_a8 |
Group Visit Yes

[03r1972003 [7.00 ]
[OZr272003 [ 7 70

(1277972008 [ 7 60 |
, CLINICA FAMILY HEALTH Frarnciin 1 TTarAIMTIoRoal T AT 75 1T himoar 1 ATVATTONTA [ irmma 1 Ennemnng | hemnmennall 72 1 @
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CLINICA FAMILY HEALTH

DATA DRIVEN REGISTRY

High Risk
| LastName || FirstName || DOB || Visit |[BP Sys||BP Dias || Tobacco ||[Eye Exam|| SM Goal || Foot Exam||LDL Date| | LDL ||A1c Date | [value]
[Bonnie | 111952][11/13/2008] [ 122 || 80 || Curent | P8/01/2007 | 11/13/08 ] |05/15/2008 | p4/03/2008]] 59 |
Group Visit No
1171372008 | 7.80
0970472008 | 8.00
0771772008 [ 8.00
[Angelica W1975]|03720/2009| | 115 || 69 || Never || |1 12111/08 ] |03/26/2009 | p2/15/2008]] 90 |
Group Visit Yes
D212 ﬁiiq 890
2] i-'éﬁﬁﬂ 9.50
LastMame | FirstName | DOB Visit BP Syst|| BP Dias | Tobacco | Eve Exam | SMGoal || Foot Exam | LDLDate | LDL [ A1c Date | Value
If more than (Ifabove [Ifabove  [fIfcurrent  ||IF notwithin (I not within |(If not within {17 not withiol|ifabove ||IF oot If shove
=ik manths,  ||130, a0, appt  [|smoker, ane year, |loneyear, |jone year, one year, ||130, within 3 3, appt
- make appt.  |appt Every Chi to putan list Sk to set  make appt  |make appt |appt manths,  [[EYery
Dlabetes Otherwise, |ewvery  [rmonth (review for [[for DM Eve [[goal with every  [[make appt [month.
see BF, LOL |month Tobacco Exam GV |patient manth. |6 maonths It 7.0-
Planned Cal'e & ATt rules Cessation If100- ||okay if last 9-”-5'”3?*
counseling 130, value less o o0
appt  [than 7.0y MO
R I 3 : If belomy
uier Every 7.0, appt
months every B
months
j T 1 imarAl MTUFRIAeEal 11 110 77 1T Raer | ATUITATA [ 7o 1 nnernng | i raneenoall. 72 |
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TRANSFORMING DATA INTO INFORMATION




WAREHOUSING

Data Cleanup

Manipulation

DATA » INFORMATION




START WITH THE BIG PICTURE

Asthma Goal: 91% [Green] Current 9124% Hypertension Goal: 75% [Green] Cumrent 76 .90%

ALL RIGHTS RESERVED

CLINICA FAMILY HEALTH
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CASCADE THE MESSAGE

Asthma Goal: 91% [Green] Current 92.19%

Immunization Goal: 89% [Yellow] Curent: 85.00%

Childhood Weight Mgmt Goal: 55% [Yellow] Cumrent 53 66%
LAk

Hypertension Goal: 75% [Green] Cument 77.71%




MAKE IT MANAGEABLE

100
80 Y L 5 AN |
- 5758 B “m
60
40
20 - 28 95
0 v ' . ! .
0 1 2 3 4 5 6 7 B 9 10 1" 12
== (Good Control Actual
UDS Diabetes Population for Site Provider M.::‘s:: a Populstion | Percent F;:“a::
Cick on the physiclan name %0 launch the outreach 100l
Blue Dryden, Kevin W0 43 0% 7
Freedman, ra 35 42 86% 0
Greer, Emly 81 68 74% 7
Smith, Jennifer 15 20 75% 2
EBlue Total 132 174 76% 15
Green Alper, Amy 6 : E7% 2
Ambrose, Christa Bxzabeth 35 45 78% 3
Barnak, Bmily 28 38 T4% 4
Fryer, Angela 7 3 3% 1
Hess, Rachel 37 51 73% 6
Green Total m 149 74% 15
Purple Brock, Corinne 33 41 80% 2
, CLINICA FAMILY HEALTH N Siue BN Green N Purple - . ‘
A Danlel, Mchael 16 18 34% 0

ALL RIGHTS RESERVED




MAKE IT ACTIONABLE

Patient Details Visits and Appointments Outreach Details Patient Care Alerts
Kewn
PCP: Dryden, Kevin Clinical Clinical
PDP: Mssing PDP Date Reviewed:12/17/2015 Past Due - Diabetes Eye Exam
DOB: Hygienist Comments: Lvm informing ptto RCTC and | Past Due - Diabetes Foot Exam
Age: 49 schedule apt for DM IH Past Due - High Blood Pressure > = 140/90
Preferred Contact Method: Last Visit: 11/18/2015 Dryden, K-DIA | Canl Attempt:2nd Call (Diabetes, )
Home Phone: Last WCC Call Status:Left message Past Due - Last Atc > 9 on 11/18/2015
Day Phone: Payer: Medicald FQHC Past Due - LDL (Cholesterol) Lab
Alternate Phone: Next appt: Dental Past Due - Tdap/TD Vaccine
Secondary Phone: Date Reviewed: ACO Care Team Score is 3
Email: Last Dental Visit: Comments:
Cell Phone: Next Dental Visit: Call Attempt: Dental
Language:English Call Status: T
ACO: N
Medicaid Nbr:
My CLINICA Connection Status:
Enrolled
0B Status:
Groups:

CLINICA FAMILY HEALTH

‘J COPYRIGHT 2017

ALL RIGHTS RESERVED




CLOSE THE LOOP

Person  Patent Hame PCPI Status Phiane Humber Agel DOB Gender  Last Visht ACD
L1
PCP: Diryden, Kawin 48 Yaar(s) M 11182015 Dryden, K x
Status: Actee Last WCC:
Payer: Medioaid FOHC CarePian Rvw:
Girouap Visits
My CLIMICA Connection
Status- Enrolied
Alerts Appts Acte Problem List
Past Dus - Disbatas Eye Exam 11182014 - Neohgl-induced chronie pancreants
Past Dua - Disbates Foot Exam 111182014 - Consnuous chronic alcoholism
Fast Due - LOL {Chalesterel) Lab 08172014 - Alcoholism - 301 80
Past Due - Last Ale > @ on 11122018 08/172014 - Iren defcsency anemia - 280 .8
Past Due - High Blood Pressure > = 140700 (Disbates. ) T s -3
Fast Due - immunizations | Fast Due - Tdap'TD Veacscine. ) d - ST ) R
ACD Care Team Scors is 3 DBA172012 - Diabetes ype 1, unconkolled - 250.02
Active Medications
Stan Date Stop Dwte  Prescribed Brand Mamé G#niric Hame Dase Instrutions
Blsewhete
12212013 122a2me SURE COMFORT PEN NEEDLE. DIABETIC D gavge X Inject 10 U ol Lévemir 3 HE
218
12212018 121208 TRUETRACK BLOOD BUGAR use 1 Sirip by In iro route 1 - 3 mes every day as needed 1o monitor
TEETETRIP DAGNOETIC blesd glucasa
122ama 12142008 THIN LANCETS  LANCETS Inj@et by Misc.(Mon-Drug. Combe Rouse) route 1- I smes avery day lor
testing blocd sugar
12/03/2018 os2a208 VWANVESENSE BLOOD-OLUCOSE METER take 1 by Injection route ] fimes every day for 385 days Check blosd
PRESTO sugar TID
11182018 1128 LEVEMR INSULIN DETEMIR 100 unigmlL (3  inject 10 Unit by § ubcuaneous miule avary moming
FLEXTOUCH mik)
11182014 11m12ame LISINOPRIL LISINCPRIL amg take 1 waiblet by aral route every day
11182018 11112018 NOVOLOG INEULIN ASPART 100 unitmlL inject by subcutanecus route per presoriber's instructions . Ina ulin
FLEXFEN dosing requires indmdualization.
08082018 LT TedeR ] TRUETRACK BLOOD-GLUCOSE METER uné 1 by Togueal route evary day lor glucass monianng
BLOOD
GLUCOSE
SYSTEM
[Mhabete s - Hagh Fisk
Systolic  Diastolic Eye Exam  FootExam  Alc [Last3)
140 80 1MME2015-11.5
23102015 - 148
oaMA2004 - 148
Group Visit Mo

CLINICA FAMILY HEALTH
J COPVRICT 2017 Open Referrals Future Labs Diagnostics.

ALL RIGHTS RESERVED




WHAT

DOES IT TAKE?

NOT A BETTER EMR!
NOT IT STAFF!
= SQL developers / Analysts = Prioritization of where to start
= Executive buy-in = Accountability

= Clinical leadership = Iteration




DISCUSSION

= What are your barriers / challenges?
= Engage leadership
= Frontline staff
= Current culture

= What would help you be successful?

= How will you make it actionable?
= Would someone know what do to by looking at it?




Boris Kalikstein | | 720.289.9542

Pivotal Moment Consulting
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Upcoming CCl Webinar & Workshop

Effective Communication
Strategies for Strengthening
Patient-Clinician Relationships

Webinar: August 29, 11:00 am —12:00 pm
Workshop: September 7, 9:30 am — 4:00 pm

Objective: Learn and apply techniques to discover and identify
patient vulnerabilities and resilience through eliciting patient
narratives and developing shared care plans

Limited 40 spots available
Regqister separately ASAP:

Open To: Clinicians and members of their care team.
Participants should plan to attend both the webinar and Webinar: Register here

workshop Workshop: Register here


https://cc.readytalk.com/r/a9cxnffwu2xx&eom
https://www.eventbrite.com/e/effective-communication-strategies-for-strengthening-patient-clinician-relationships-tickets-36519786665

CENTER FOR CARE
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CONTACT INFORMATION

« Tammy Fisher:
* Megan O’Brien:



mailto:tammy@careinnovations.org
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