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The Burden of Cardiovascular Disease

0 Each year, nearly 800,000 people in the United States die from
cardiovascular disease (CVD)*
= That’s 1in every 3 deaths

0 About 1 in every 6 healthcare dollars is spent on CVD?
= Total costs each year—5312.6 billion3

= $192.1 billion in direct medical expenses
= $120.5 billion in lost productivity costs

1Kochanek KD, Xu JQ, Murphy SL, Minifio AM, Kung HC. Deaths: final data for 2009. Natl Vital Stat Rep. 2011;60(3).

2Heidenriech PA, Trogdon JG, Khavjou OA, Butler J, Dracup K, Ezekowitz MD, et al. Forecasting the future of cardiovascular disease in the
United States: a policy statement from the American Heart Association. Circulation. 2011;123(8):933-44.

3Go AS, Mozaffarian D, Roger VL, Benjamin EJ, Berry JD, Borden WB, et al. Heart disease and stroke statistics—2013 update: a report from
the American Heart Association. Circulation. 2012:e2-241.
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The Burden of Cardiovascular Disease
Each year, nearly 800,000 people in the United States die from cardiovascular disease (CVD)1
That’s 1 in every 3 deaths 

About 1 in every 6 healthcare dollars is spent on CVD2
Total costs each year—$312.6 billion3
$192.1 billion in direct medical expenses
$120.5 billion in lost productivity costs

1 Kochanek KD, Xu JQ, Murphy SL, Miniño AM, Kung HC. Deaths: final data for 2009. Natl Vital Stat Rep. 2011;60(3).
2 Heidenriech PA, Trogdon JG, Khavjou OA, Butler J, Dracup K, Ezekowitz MD, et al. Forecasting the future of cardiovascular disease in the United States: a policy statement from the American Heart Association. Circulation. 2011;123(8):933–44.
3 Go AS, Mozaffarian D, Roger VL, Benjamin EJ, Berry JD, Borden WB, et al. Heart disease and stroke statistics—2013 update: a report from the American Heart Association. Circulation. 2012:e2–241.

Total CVD
Nearly 800,000 people die in the United States each year from cardiovascular diseases—that’s 1 in every 3 deaths. About 150,000 Americans who died from CVD in 2009 were younger than age 65.  
About 1 in every 6 health care dollars is spent on CVD (about 15%). 
Total annual CVD costs (direct and indirect) to the nation are more than $312.6 billion (MEPS 2009). 
CVD costs the nation $192.1 billion annually in direct medical expenses.
Lost productivity costs (from premature mortality) due to CVD are over $120.5 billion each year.


Overview of Vital Signs

Preventable Deaths from
Heart Disease & Stroke

Improving ¢

200,000

At least 200,000 deaths from
heart disease and stroke each
year are preventable.*

6in10 #péf

More than half of preventable
heart disease and stroke
deaths happen to people
under age 65.

],2x

Blacks are nearly twice
as likely as whites to die
from preventable heart
disease and stroke.

Centers for Disease Control and Prevention

Morbidity and M

Vital Signs: Avoidable Deaths from Heart Disease, Stroke, and
Hypertensive Disease — United States, 2001-2010

0 What are preventable deaths?
0 What factors affect one’s risk?

O What can be done?
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What Are Preventable
Heart Disease and Stroke Deaths?

0 Deaths attributed to lack of preventive health care or timely

and effective medical care

O Definition

= Under 75 years

= Underlying cause
* |schemic heart disease
* Cerebrovascular disease
* Hypertensive disease
e Chronic rheumatic heart disease

At least 200,000 deaths
from heart disease and

stroke are preventable
each year.

coc

i www.cdc.gov/vitalsigns


Presenter
Presentation Notes
What are Preventable Heart Disease and Stroke Deaths?
Deaths attributed to lack of preventive health care or timely and effective medical care
Definition
Under 75 years
Underlying cause
Ischemic heart disease 
Cerebrovascular disease
Hypertensive disease
Chronic rheumatic heart disease



Factors Affecting Risk of Preventable Death

0 Total preventable deaths in 2010 = 200,070

Q Factors
= Age
= Race/Ethnicity
= Gender
= Where you live

Your chances of dying early from
heart disease & stroke
depend on many factors.

Black men have the highest
risk of dying from preventable
heart disease & stroke.

Find out more.

Find out what they are.

www.cde.gov/vitalsigns
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Total preventable deaths in 2010 = 200,070
Factors
Age
Race/Ethnicity
Gender
Where you live



Age

0 Preventable death rates highest in those 65—-74

O Rates and numbers have declined less in those under 65

150,000

120,000

—e—under 65

--65-74

Number of Preventable

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
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Preventable death rates highest in those those 65–74
Rates and numbers have declined more in those under 65
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Race/Ethnicity and Gender

M Black mAI/AN ® White
160

M Hispanic

m Asian/Pacific Islander
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Race/Ethnicity and Gender


Hawaii

Where You Live

Notes: Preventable death rates by county, 2008-2010.

ICD-10 codes for preventable death from heart disease and stroke:
105-108, 110-115, 120-125, 160-169, among age O to 74, Rates are spatially
smoothed to enhace the stability of rates in counties with small
populations.

Data Source: Mational Vital Surveillance System and US Census
Bureau

Age Adjusted
Preventable Death Rates
per 100,000 population

_ 0-50
[ 51-61
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What Can Be Done?

O Communities and health

departments can help by

= Partnering with healthcare systems on

* |Improving adherence to quality
indicators

* Monitoring patients on the ABCs of
heart health

* Increasing awareness of community
needs

=  Promoting healthier living
through
e Tobacco-free areas
e Safe walking areas

e Access to healthy food options,
including those with lower sodium

Many deaths from heart disease
and stroke can be prevented

1N3

Your chances of dying from heart disease
and stroke are related to many things

T Race/ethnicity
2x: Blac

d

www.cdc.gov/vitalsigns

Improving health habits can
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Communities and health departments can help by
Partnering with healthcare systems on
Improving adherence to quality indicators
Monitoring patients on the ABCs of heart health
Increasing awareness of community needs
 Promoting healthier living
through
Tobacco-free areas
Safe walking areas 
Access to healthy food options, including those with lower sodium



O 0O 0O O O

Communication Activities

MMWR
Factsheet

Press Release

Podcast

Message from the
Director Video

Social Media

Twitter
Facebook
E-cards
Buttons/badges

Pinterest Infographic

Instagram

Do you know the ABCS

of heart health?

Aspirin when appropriate
Blood pressure control
Cholesterol management
Smoking cessation

Find out more.

reduce preven

National Center for Chronic Disease Prevention and Health Promotion
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MMWR
Factsheet
Press Release
Podcast
Message from the Director video
Social Media
Twitter
Facebook
E-cards
Buttons/badges
Pinterest Infographic
Instagram



Other Resources

Vital Signs Town Hall Teleconference:
http://www.cdc.gov/stltpublichealth/townhall/2013/09/vitalsigns.html

Vital Signs: www.cdc.gov/VitalSigns/HeartDisease-Stroke (English and
Spanish language materials)

Vital Signs Digital Press Kit: www.cdc.gov/media/dpk/2013/dpk-vs-
heart-disease.html#graphics (English and Spanish language materials)

Interactive Atlas of Heart Disease and Stroke:
http://nccd.cdc.gov/DHDSPAtlas/

Million Hearts: millionhearts.hhs.gov

CDC Heart Disease: www.cdc.gov/heartdisease

CDC Stroke: www.cdc.gov/stroke
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Vital Signs Town Hall Teleconference: http://www.cdc.gov/stltpublichealth/townhall/2013/09/vitalsigns.html 
Vital Signs: www.cdc.gov/VitalSigns/HeartDisease-Stroke (English and Spanish language materials)
Vital Signs Digital Press Kit:  www.cdc.gov/media/dpk/2013/dpk-vs-heart-disease.html#graphics (English and Spanish language materials)
Interactive Atlas of Heart Disease and Stroke: http://nccd.cdc.gov/DHDSPAtlas/
Million Hearts: millionhearts.hhs.gov	
CDC Heart Disease: www.cdc.gov/heartdisease
CDC Stroke: www.cdc.gov/stroke     


http://www.cdc.gov/stltpublichealth/townhall/2013/09/vitalsigns.html
http://www.cdc.gov/VitalSigns/HeartDisease-Stroke
http://www.cdc.gov/media/dpk/2013/dpk-vs-heart-disease.html
http://www.cdc.gov/media/dpk/2013/dpk-vs-heart-disease.html
http://nccd.cdc.gov/DHDSPAtlas/
http://www.cdc.gov/heartdisease
http://www.cdc.gov/stroke

Thank you!

For more information please contact Centers for Disease Control and Prevention

1600 Clifton Road NE, Atlanta, GA 30333
Telephone, 1-800-CDC-INFO (232-4636)/ TTY:1-888-232-6348
E-mail: cdcinfo@cdc.gov ~ Web:www.cdc.gov

The findings and conclusions in thisreport are those of the authors and do not necessarily represent the official
position of the Centersfor Disease Control and Prevention.

National Center for Chronic Disease Prevention and Health Promotion

Division for Heart Disease and Stroke Prevention
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Enhancing Community-Clinical Linkages through an Open-Source, Bi-Directional Electronic Referral System: Massachusetts e-Referral Project�
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http://www.usembassy.de/usa/stateimages/massachsuettsseal.jpg

Massachusetts e-Referral Project

EOHHS

Overview

e Centers for Medicare & Medicaid Services (CMS) State
Innovation Model (SIM) Award

e History of e-Referral Project
e e-Referral Project

e Prevention & Wellness Trust Fund

17
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Massachusetts e-Referral Project
Overview

Centers for Medicare & Medicaid Services (CMS) State Innovation Model Award

History of e-Referral Project

e-Referral Project

Prevention & Wellness Trust Fund



MA State Innovation Model Award

What is our goal? How do we do it?

Payment reform

The Triple Aim—
Better population
health, better
experience of
care, lower costs

Delivery system
transformation

Cost and quality
accountability

How does the State Innovation
Model (SIM) help us get there?

Medicaid’s Primary Care Payment Reform
Initiative

The Group Insurance Commission’s (GIC) value
based purchasing strategy

Provider portal on the All Player Claims
Database (APCD)

Adoption of the Health Information Exchange
Data infrastructure for Long Term Support
Services (LTSS) Providers

Electronic referrals to community resources
Access to pediatric behavioral health
consultation

Linkages between primary care and LTSS
Technical assistance to primary care providers
Health Information Exchange (HIE) functionality
for quality reporting

Statewide quality measurement and reporting
Payer and provider focused learning
collaboratives

Rigorous evaluation

18
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MA State Innovation Model Award

What is our goal?
The Triple Aim—Better population health, better experience of care, lower costs

How do we do it?
Payment reform
Delivery system transformation
Cost and quality accountability

How does the State Innovation Model (SIM) help us get there?
Medicaid’s Primary Care Payment Reform Initiative
The Group Insurance Commission’s value based purchasing strategy

Provider portal on the All Player Claims Database (APCD)
Adoption of the Health Information Exchange
Data infrastructure for Long Term Support Services (LTSS) Providers
Electronic referrals to community resources
Access to pediatric behavioral health consultation
Linkages between primary care and LTSS
Technical assistance to primary care providers
Health Information Exchange (HIE) functionality for quality reporting

Statewide quality measurement and reporting 
Payer and provider focused learning collaboratives
Rigorous evaluation



History of e-Referral Program

EOHHS

The concept of creating a bi-directional electronic referral is not new
with this grant:

e [n 2008, Frieden and Mostashari listed 12 key features that would be
necessary for a system of electronic health records to function as
effectively as possible.* Of the 12 features, only “Linking electronic
medical records (EMRs) to community resources” has had no forward
movement.

e [n 2010, the Massachusetts Department of Public Health and the
New Hampshire Department of Health sponsored a project to create
electronic referrals to the Tobacco Quitline using a proprietary
software: www.health-e-link.net

e For this project, the wide array of community resources underscores
the importance of a flexible translator model for communication.

*Cite: Frieden TR and Mostashari F. Health Care as If Health Mattered. JAMA, February 27, 2008, Vol 299, No. 8, 950-952.
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History of e-Referral Program
The concept of creating a bi-directional electronic referral is not new with this grant

In 2008, Frieden and Mostashari listed 12  key features that would be necessary for a system of electronic health records to function as effectively as possible.*  Of the 12 features, only “Linking electronic medical records (EMRs) to community resources” has had no forward movement.

In 2010, the Massachusetts Department of Public Health and the New Hampshire Department of Health sponsored a project to create electronic referrals to the Tobacco Quitline using a proprietary software, www.health-e-link.net.

For this project, the wide array of community resources underscores the importance of a flexible translator model for communication

*Cite: Frieden TR and Mostashari F. Health Care as if Health Mattered. JAMA, February 27, 2008, Vol 299, No. 8, 950-952. 



Promoting Community-Clinical Linkages

EOHHS

Create
e e-Referral requires a bi-directional electronic as well as organizational
conversation to initiate community-clinical linkages

Evaluate
e e-Referral system can provide baseline reports on the number of referrals,
number of services received, and number of pounds lost

e When integrated with the electronic health record (EHR), health systems can
evaluate the impact of these community programs on population health

Sustain
e Onceinstalled, the e-Referral system can be modified to add additional
types of community resources

e Using the e-Referral software and EHRs, community-based organizations can
make the case for clinically meaningful and cost-effective programming
20
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Promoting Community-Clinical Linkages
Create
e-Referral requires a bi-directional electronic as well as organizational conversation to initiate community-clinical linkages

Evaluate
e-Referral system can provide baseline reports on the number of referrals, number of services received, and number of pounds lost

When integrated with the electronic health record (EHR), health systems can evaluate the impact of these community programs on population health

Sustain
Once installed, the e-Referral system can be modified to add additional types of community resources

Using the e-Referral software and EHRs, community-based organizations can make the case for clinically meaningful and cost-effective programming



MA SIM e-Referral Program

In early 2013, Massachusetts was awarded the SIM Testing Award. Part of
this award was to create an open-source, bi-directional referral system to
formalize community-clinical linkages.

e 53.8 million over the course of 4 years
e A minimum of referrals to 4 community-based organizations

e The Massachusetts League of Community Health Centers (CHCs) are our primary clinical
partners

e Their Community Health Information Association Data Reporting and Visualization
System (CHIA DRVS) data system will allow us to evaluate the impact of the e-
Referral program both on referrals to community resources as well as health
outcomes

e Qur initial pilot sites would be 3 CHCs affiliated with the Mass League who are on CHIA
DRVS and four community resources: Tobacco Quitline, Councils on Aging, Visiting
Nursing Associations, YMCAs

e Part of grant includes a roll-out plan to make software available state-wide, as well as
technical instructions on how other states or organizations can adopt this tool

21
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MA SIM e-Referral Program
In early 2013, Massachusetts was awarded the SIM Testing Award. Part of this award was to create an open-source, bi-directional referral system to formalize community-clinical linkages.
$3.8 million over the course of 4 years
A minimum of referrals to 4 community-based organizations 
The Massachusetts League of Community Health Centers (CHCs) are our primary clinical partners
Their Community Health Information Association Data Reporting and Visualization System (CHIA DRVS) data system will allow us to evaluate the impact of the e-Referral program both on referrals to community resources as well as health outcomes
Our initial pilot sites would be 3 CHCs affiliated with the Mass League who are on CHIA DRVS and four community resources: Tobacco Quitline, Councils on Aging, Visiting Nursing Associations, YMCAs
Part of grant includes a roll-out plan to make software available state-wide, as well as technical instructions on how other states or organizations can adopt this tool



Example of Bi-directional Referral

Clinical Setting

4 CHC )

Healthcare provider
diagnoses Jane Smith with
diabetes. Jane gives consent
for referral to tobacco quitline

Outbound Transaction
Transmission from EHR

-

and local CDSMP program.

& )

Clinical Setting
CHC

4 N

Automatic updates of smoking and
exercise program added to EHR.
At next appointment, healthcare
provider is able to see the update
of Jane’s progress in Jane’s own

-

k electronic health record. /

e-Referrals from Provider to

(1) Quitline & (2) Council on Aging -
Jane is contacted by Quitline and starts

Contact Information: Address, Phone
Other Health Data: Current smoker and

Type 2 diabetes

Inbound Transaction

Transmission to EHR

Progress report from community
resources to provider
(Standardized HL7
Formatted Transaction)

Jane Smith
Smoking status at 6 months
post referral, CDSMP sessions
attended, and improvement

in FV intake and exercise V

-

Community Resource

-

N

Tobacco Quitline &
Local Council on Aging

counseling program to quit smoking.
Jane is also contacted by Senior Center

Qnd begins 6 class COSMP programj

Community Resource

~

Tobacco Quitline &
Local Council on Aging

-

Quitline calls back 6-months post
referral for update. Senior Center
prepares final CDSMP report on

Jane’s progress. Updates transmitted
to provider as requested.
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Example of Bi-directional Referral
Flowchart
(Outbound Transaction)
Step 1
Clinical Setting
CHC—Healthcare provider diagnosis Jane Smith with diabetes. Janes gives consent for referral to tobacco quitline and local Chronic Disease Self-Management Education (CDSMP) program.
Step 2
Transmission from EHR
E-Referrals from Provider to 1. Quitline and 2. Council on Aging
Contact information: Address, Phone
Other Health Data: Current smoker and Type 2 diabetes
Step 3
Community Resource
Tobacco Quitline & Local Council on Aging
Jane is contacted by Quitline and starts counseling program to quit smoking. Jane is also contacted by Senior Center and begins 6 class CDSMP program.
Step 4
(Inbound Transaction)
Community Resource
Tobacco Quitling and Local Council on Aging
Quitline calls back 6-months post referral for update. Senior Center prepares first CDSMP report on Jane’s progress. Updates transmitted to provider as requested.
Step 5
Transmission to EHR
Progress report from community resource to provider (Standardized Health Level 7, HL7, Formatted Transaction)
Jane Smith
Smoking status at 6 months post referral, CDSMP sessions attended, and improvement in FV intake and exercise
Step 6
Clinical Setting
CHC
Automatic updates of smoking and exercise program added to EHR. At next appointment, healthcare provider is able to see the update of Jane’s progress in Jane’s own electronic health record.


A Model for Bi-directional e-Referrals

EPIC

eClinical Works

AllScripts

NextGen

GE Centricity

Other EMRs

Referral
Data
Items

ﬁ
—

Feedback
Data

Information Exchange

Network

Universal Translator
-Secure transmission
-HIPAA compliant
-Vendor Agnostic

Referral
Data
Items

ﬁ
—

Feedback
Data

Resource #1
(Tobacco Quitline)

Resource #2
(YMCA)

Resource #3
(Councils on Aging)

Resource #3
(local VNA)

Resource #5
(walking groups)

Etc.
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EOHHS

e-Referral Pilot Referral Types

Smokers Quitline

e Tobacco cessation

YMCA

e Y Diabetes Prevention Program

e Fitness programs for childhood
obesity

e General fitness, nutrition

Visiting Nurses Association

e Transitions of Care services

e Diabetes Self-Management
Education

Council on Aging

e Chronic Disease Self-
Management Education (CDSME)
programs

e Falls prevention

24
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e-Referral Pilot Referral Types
Smokers Quitline
Tobacco cessation
YMCA
Y Diabetes Prevention Program
Fitness programs for childhood obesity
General fitness, nutrition
Council on Aging
Chronic Disease Self-Management Education (CDSME) programs
Falls prevention
Visiting Nurses Association
Transitions of Care services
Diabetes Self-Management Education



e-Referral—Referral Information

EOHHS

Four ‘buckets’ of information that need to be transmitted with each
referral

Patient Information
e Patient Name, Telephone, Email, Address, Preferred Language,
Transportation, Unique ID

e Referring Provider Information
e Provider Name, Provider Organization, Provider Address, Phone, Unique
Provider ID, Unigue Organization ID

e Referred to Provider Information
e Community-based Organization, Address, Phone Number, Referral
Manager, Unique Community-based Organization (CBO) ID

e Referral-Specific Information
e Type of Referral, Weight, Height, Special Needs, Parent/Guardian (if
applicable), Special Instructions

25
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e-Referral—Referral Information
Four ‘buckets’ of information that need to be transmitted with each referral

 Patient Information
Patient Name, Telephone, Email, Address, Preferred Language, Transportation, Unique ID

 Referring Provider Information
Provider Name, Provider Organization, Provider Address, Phone, Unique Provider ID, Unique Organization ID

 Referred to Provider Information
Community-based Organization, Address, Phone Number, Referral Manager, Unique Community-based Organization (CBO) ID

Referral-Specific Information
Type of Referral, Weight, Height, Special Needs, Parent/Guardian (if applicable), Special Instructions



Yearl

e-Referral Project Timeline Implementation &

Grant Starts eRG Prototype User Testing
April 2013 September 2013

Agreement on
technical specifications
December 2013

Use-Case Development
June- August 2013 September 2013

CHCs apply for e-Referral

Evaluate initial
e-Referral launch
September 2014

Initial 3 CHCs and

Resources begin work

April 2014

IT PMO team formed Proof-of-Concept Testing
May 2013 September-December 2013

IT PMO Initiation
& Elaboration Complete
September 2013

Coding of
Open-source system
January-June 2014

e-Referrals go live
in initial CHCs
June 2014

26
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e-Referral Project Timeline Implementation & Year1
April 2013—Grant Starts
May 2013—IT Project Management Office (IT PMO) team formed
June-August 2013—Use-Case Development
September 2013—IT PMO initiation & Elaboration Complete
September 2013—eReferral Gateway (eRG) Prototype User Testing 
September 2013—CHC’s apply for e-Referral
September-December 2013—Proof-of-Concept Testing 
December 2013—Agreement on technical specifications
January-June 2014—Coding of Open-source system
April 2014—Initial 3 CHCs and Resources begin work
June 2014—e-Refferals go live in initial CHCs
September 2014—Evaluate initial e-Refferal launch


EOHHS

Supporting Clinical Community Linkages

Prevention & Wellness Trust Fund

S57 million over the next 3 years to lead to better health
outcomes and a decrease in healthcare cost in Massachusetts

Formalizing a community-clinical linkage for each priority
condition is required

The e-Referral system will be available to grantees to test novel
referrals

27
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Supporting Clinical Community Linkages
Prevention & Wellness Trust Fund
$57 million over the next 3 years to lead to better health outcomes and a decrease in healthcare cost in Massachusetts

Formalizing a community-clinical linkage for each priority condition is required

The e-Referral system will be available to grantees to test novel referrals

Promoting prevention and wellness
Prevention and Wellness Trust Fund: $60 million over 4 years to promote evidence-based community prevention efforts; activities must support the goal of decreasing healthcare cost growth
Wellness tax credits
Model wellness guide

Massachusetts Partnership for Health Promotion and Chronic Disease Prevention

Statewide coordinated public health approach to reducing chronic diseases in the Commonwealth



 Reduce rates of common preventable health conditions
Increase healthy habits
Increase adoption of effective health management and workplace wellness programs
Address health disparities
Build evidence of effective prevention programming




Thank you!

Laura Nasuti
Contact:
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Laura Nasuti 
Contact: Laura.Nasuti@state.ma.us


mailto:Laura.Nasuti@state.ma.us
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Deputy Director
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Our Mission: To protect and improve the health and environment of all Kansans.
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Brandon Skidmore
Deputy Director
Bureau of Health Promotion
Kansas Department of Health and Enviornment

Our Mission: To protect and improve the health and environment of all Kansans.

www.kdheks.gov



Kansas Quality of Care
Background

2004—Program launched by Kansas Department of Health and
Environment’s (KDHE) Diabetes Prevention and Control Program
(DPCP)

Patient Data
Entered in
CDEMS

2007—DPCP collaborated with Heart Disease and Stroke
Prevention Program (HDSP)

Our Mission: To protect and improve the health and environment of all Kansans.

www.kdheks.gov
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Kansas Quality of Care Background
2004—Program launched by Kansas Department of Health and Environment’s (KDHE) Diabetes Prevention and Control Program (DPCP)
2007—DPCP collaborated with Heart Disease and Stroke Prevention Program (HDSP)



Implementing the PDSA cycles

e The KQOC project provides tools for improving
e chronic illness care by providing training and
guidance to participants on Quality Improvement

efforts through the Plan-Do-Study-Act (PDSA)
Arrhirahe) ol cycle

that a ch

improvemeant?

KANSAS QOC PROJECT - PDSA pot 1

. Pl A Worksh
Clinic Name: Date: October 2012-April 2013
Aim:
[Describe ﬁ:ur frst {or next) st of ch-a;'ge - | Person | Whento | Where to

{ | responsible  bedone | bedone
mperove the number of pasents with foct checks Lociors PN Ow i

Plan

List the tasks needed to set up this test of change | Person | Whento | Whereto
responsibie bedone | bedone
— e —— T

Our Mission: To protect and improve the health and environment of all Kansans.

www.kdheks.gov
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Implementing the PDSA cycles
The KQOC project provides tools for improving chronic illness care by providing training and guidance to participants on Quality Improvement efforts through the Plan-Do-Study-Act (PDSA) cycle



Collection of Patient and
Clinic Level Data

Quality of Care Data

Electronic Health Record (EHR)
 Patient health information collected at the clinic level
e Dual entry eliminated
» Quality improvement data readily available to clinic

Our Mission: To protect and improve the health and environment of all Kansans.
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Collection of Patient and Clinic Level Data
Quality of Care Data
Electronic Health Record (EHR)
 Patient health information collected at the clinic level
 Dual entry eliminated
 Quality improvement data readily available to clinic

Quality of Care Data
Chronic Disease Electronic Management System (CDEMS)
 Database to track patient care and outcomes
 Collected at clinic level 



Mapping to EHR’s

Links EHR systems from alll
KQOC patrticipating clinics

Guides QI team decision
making for quality of care C o T O ‘ YS T
Improvements

Supports robust evaluation
designs to assess impact both
narrowly and across domains

All iInformation accessible in a
single interface

Our Mission: To protect and improve the health and environment of all Kansans.

www.kdheks.gov
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Mapping to EHR’s
Links EHR systems from all KQOC participating clinics

Guides QI team decision making for quality of care improvements

Supports robust evaluation designs to assess impact both narrowly and across domains

All information accessible in a single interface



@QOC Dashboard
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Quality of Care Report (ABCs)

Quality of Care Summary

Apply Filters

FEEEEEEEEEEEEEEEEREREEEE

Medi

ACE

AGI

AldoANT
Alphaagonist

AlphaANT

ASA

Beta Blocker
BP Med
CCE
Diuretic
Fibrates
Glitazones
Glucophage
Insulin
Niacin
Omega 2
Other Chol Med
Resins
Statin

Vasodilator

Count

0

]
a
0
184
728
207
279

Percent

0%

0%

0%

0%
5.07%
20.08%

Jar
e

10.44%
1.29%
0.74%
0.22%
4.08%
23.3%
6.03%
011%
1.85%
0.03%

0%

Apply Filters
Blood Pressure
Mormal: SBP < 120 and DBP < 80
Pre-HTN: SBP 120-139 or DBP 80-89
HTN Stage 1: SBP 140-159 or DBP 90-99
HTM Stage 2: SBP »= 160 or DBP »= 100
Diabetes Treatrment Geal: SBP < 130 and DBP = 80
Missing SBP or DBP
Mot Missing SBP or DBP
Average Systolic: 132 Average Diastolic: 73

EEEEEREHE

From 5/1/2013 to 8/23
Total Patients: 3,6

2013

Apply Filters

Count | Percent
26 0.72%

a0 2.2%

EEE

44 1.21%
10 0.28%
64 1.76%

95,59%

EEE

441%

Our Mission: To protect and improve the health and environment of all Kansans.
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Lipid Profile

Patients With Cholesterol Test
Cholesteral Mumeric Results
Cholesterol == 200
Cholesteral Average: 170
Patients With Triglycerides Test
Triglycerides Mumeric Results
Triglycerides »= 200
Triglycerides Average: 165
Patients With HDL Test

HDL Mumeric Results

HDL = 35

HDL Average: 46

Patients With LDL Test

LDL Mumeric Results

LDL < 100

LDL100 -129

LOL ==130

LDL <130

LDL Average: 91

Count
58
58

Percent
1.6%
1.6%

2241%

174%
174%
30.16%

www.kdheks.gov

Apply Filters

i
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Health Profile
Cerebrovascular
CHQOC

CAD

CKD

DM-1

DM-2

DQoc

Heart Disease/CAD
HQOC
Hypertension
Hzx-GDM
Hyperlipidemia
MNephropathy
Meurcpathy
Periph Vascular
Pre-Diabetes
Prior MI
Retinopathy
Self Manitors BG

Current Tobacco User

Count
19
0

Percent
052%
0%
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Contacts

Paula Clayton, MS, RD, LD

Director

Bureau of Health Promotion

Kansas Department of Health and Environment
pclayton@kdheks.gov

785-296-8916

Brandon Skidmore

Deputy Director

Bureau of Health Promotion

Kansas Department of Health and Enviornment
bskidmore @kdheks.gov

785-296-8916

Our Mission: To protect and improve the health and environment of all Kansans.

www.kdheks.gov

36


Presenter
Presentation Notes
Contacts

Paula Clayton, MS, RD, LD
Director
Bureau of Health Promotion
Kansas Department of Health and Environment
pclayton@kdheks.gov
785-296-8916

Brandon Skidmore
Deputy Director
Bureau of Health Promotion
Kansas Department of Health and Enviornment
bskidmore@kdheks.gov 
785-296-8916



CDC Vital Signs Electronic Media Resources

Become a fan on Facebook
www.facebook.com/cdc

Follow us on Twitter
twitter.com/CDCgov/

Syndicate Vital Signs on your website

http://tools.cdc.gov/syndication/search.aspx?searchURL
=www.cdc.gov%2fvitalsigns

Vital Signs interactive buttons and banners

www.cdc.gov/vitalsigns/SocialMedia.html
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CDC Vital Signs Electronic Media Resources

Become a fan on Facebook
www.facebook.com/cdc
Follow us on Twitter
twitter.com/CDCgov/
Syndicate Vital Signs on your website
http://tools.cdc.gov/syndication/search.aspx?searchURL=www.cdc.gov%2fvitalsigns
Vital Signs interactive buttons and banners
www.cdc.gov/vitalsigns/SocialMedia.html


http://www.facebook.com/cdc
http://twitter.com/cdcgov/
http://tools.cdc.gov/syndication/search.aspx?searchURL=www.cdc.gov/vitalsigns
http://tools.cdc.gov/syndication/search.aspx?searchURL=www.cdc.gov/vitalsigns
http://www.cdc.gov/vitalsigns/SocialMedia.html

Public Health Practice Stories from the Field

0 Stories about the T ——
implementation of Public )
Health Practice Stories
from the Field

www.cdc.gov/stltpublichealth/phpracticestories
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This series highlights how a broad range of public health practices are being implemented in the field. 

To see all of the current Public Health Practice Stories from the Field, visit the Vital Signs Town Hall Teleconference website, or you can visit www.cdc.gov/stltpublichealth/phpracticestories. 

http://www.cdc.gov/stltpublichealth/phpracticestories

Provide feedback on this teleconference:
OSTLTSFeedback@cdc.gov

Please mark your calendars for the next

Vital Signs Town Hall Teleconference
Learn about the latest October 8. 2013

public health data.

2:00-3:00 pm (EDT)

S e T S T T T
Read CDC Vital Signs™

For more information, please contact Centers for Disease Control and Prevention.

1600 Clifton Road NE, Atlanta, GA 30333
Telephone, 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348
Email: cdcinfo@cdc.gov Web: www.cdc.gov

The findings and conclusions in this presentation are those of the authors and do not necessarily represent the
official position of the Centers for Disease Control and Prevention.

- y’,m.%' w
\ § M Centers for Disease Control and Prevention
&, -
Mg 39
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Provide feedback on this teleconference: �OSTLTSFeedback@cdc.gov

Please mark your calendars for the next 
Vital Signs Town Hall Teleconference
October 8, 2013
2:00–3:00 pm (EDT)



http://www.cdc.gov/vitalsigns/?s_cid=vitalsigns_002
mailto:OSTLTSFeedback@cdc.gov
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