Challenges and Strategies when
Implementing an Electronic Health Record
(EHR): a ground level perspective

Guillermo Diaz Jr, MD
Chief Medical Information Officer
QueensCare Family Clinics

Focus and They Will Adopt... &

from Crossing the Chasm, Geoffrey Moore



support
Note
The Technology Adoption Curve is used in industry to help manufacturers/marketers in technology think about how to implement new technologies which translates to increased sales of a product.  For our purposes this presentation, it emulates our clinician technology adoption curve.  Our job as CHC's is filling that chasm and I will present two key concepts to bridge that chasm, namely the ides of a Clinical Pull and the Clinical Champion.


The Clinical Pull Model: 8

- An approach towards managing a positive

change while retaining essential quality and productivity during
the implementation of an Electronic Health Record

Alternative Model:

- An approach towards managing
change while retaining essential productivity and quality during
the implementation of an Electronic Health Record

Approaches Compared:

Bird’'s Eye view Ground-Level Perspective
Administrative Lead Provider Lead
Expectations Goals
Productivity/Quality Quality/Productivity
Stick Carrot

= -
http://www.ngfl-cyru.o| ull/e troduction/pushing.gif



support
Note
An emphasis on improving Quality rather than improving Productivity speaks to providers at CHC's.

Also note one does not have to focus on the dissenters, one need only encourage the early adopters and massage the bulk of the undecided providers and the dissenters will adopt with time.


Warning nard work

7 clinical sites: ~ 215 FTE employees
~30,000 lives served/yr

~130,000 visits/yr =

33 FTE providers (MD/NP)

Services offered include:

Family Medicine Cardiology

Pediatrics Podiatry g

Optometry

Dental g



support
Note
Only 1 provider has left since implementing our EHR, and she claims her main reason was the EHR, although she had many other reasons/motivations to leave for her professional life. This was likely more a matter of timing.  However, 1 of 33 is not bad.

support
Note
Dental EMR

support
Note
Obstetricians not on EMR, all 4hours  per week, however 1 OB is on the fast track towards going paperless!
The rest are looking towards retirement.


QCFC’s Health Information Technology
History:
» Current Practice Management System
- 10 years =
» Dictation System for
- 2yIs —
* Manual Disease registry =
* 3 years — becoming out-dated
» Electronic Health Record (EHR)
- 2 years
- 1 year (Full implementation)

Vendor Selection:

PMS & EHRg
Investigated Others
Interface won out
No Silos!!!

.r ’!';4



support
Note
Has served us well despite being sold 4 times in the last 6years.

support
Note
Due to an administrative push. System was purchased and not really implemented with a clinical mindset to promote provider use.

support
Note
Disease registries(Chronic disease Management Systems) although great are limited.  They are however great as a stepping stone towards an EHR.  I would place the newer disease registries as an "EHR-Lite", however they are very effective for managing populations. Most EHR's lack this population functionality, however this is quickly changing.

support
Note
Literature back in 2006 noted that the biggest complaint and reason for failure of EMR implementation was the lack of communication between provider's Practice Management System and the Purchased EMR.


Implermentation Financing;

$2.7 millionito implement
ifornia Health Financing
t ~$471,000

Where’d it ($) all go?
Hard $ S S

 Hardware & Software Maintenance Fees

- Licensing Fiber Optic Monthly Fees

- Training Additional Scanning Staff

- Tablets Additional Management
- Computer Lab Productivity Loss
- Extra PCs

* Consultant Fees



support
Note
I can produce receipts for these items.

support
Note
All of these "soft dollars" add up and make compiling an ROI difficult, because there is no monetary value placed on the improved patient care and improved "quality of care."  The industry is struggling to define a new "ROI" as a sales point for EHR's, when in the end they all seem to have no better than a budget neutral effect for those investing in them.


http://melindawebster.com/pitchers/

Building Clinic Capacity for Quality:
A Readiness Assessment &

50 Community Health Center in So-Cal evaluated
57% were not ready
QCFC found to have:

Administrative & Financial Commitment
Strong Vision

Tenured staff

Well run clinic

QCFC found lacking in:

Tactical plan for implementation
Unclear management structure for implementation
Lack of emphasis on Quality



support
Note
EHR is worth it despite the cost. Really it is! Let's move on...

support
Note
Take stock and understand where your clinic truly is on the path towards EHR/HIT adoption.


Solutions:

Hired a consultant

Appointed a Physician PM

Organized EHR steering committee
Created a Business Requirements Analysis
Investigated and Mapped Workflows
Communication Campaign
Training/Quality Control

Timeline:

e Phase |
— Planning (8/2006 — 3/2007) =
e Phase Il
— Implementation (4/2007 — 11/2007)

* Phase Il
— Quality Control/Quality Improvement (12/2007 — Current)



support
Note
7 months but well worth the investment.


The Team . Project Sponsor
. CEO/Grants
Physician

Project Manager
. . ’ : Subject Matter
Clinic Managers CF;wrgr\rlwldiirn Stgerlng' C"mr_“'t?e.e' Experts: CMO;

P ’ . . Head of CM
—

Business Requirements Analysis Defined:

What do you want out of the system and what
does the system have?

— 109 requirements — 92% of criteria were met



support
Note
Lot's of moving parts and people to consider, however need someone on the ground level as well as in admin to bridge that "gap."  Whence the role of the CMIO/ Provider Leader/ Clinical Liaison/Clinical Informatics.


Creating a Business Requirements
Analysis: Points to Consider &

Requirements included: Functional Requirements:

e People e Health Information and Data

e Function Results Management

e Technology Order Entry Management
Disease Support
Electronic Communication and
Connectivity
Patient Support
Administrative Processes
Reporting and Population Health
Management
Performance Management

Creating Workflows

*Create the As-Is Workflows
dftow do you do what you do daily on paper?

*Create the To-Be Workflows
dftow will you do what you do on computer?

*Validate the To-be Workflows
Jfatablish _pBest gPractices



support
Note
This slide only emphasizes the idea that one needs to clearly define requirements to make the EHR vision/concept a reality and is by no means an exhaustive list/model.


Who to involve?

Imagine the chart/patient from A to Z
Front Office Staff
Back Office Staff
Providers QFC EHR Flow Index
Laboratory Staff ——
Dispensary Staff
Clinic Managers

Why bother with the Business
Requirements Analysis & Workflows?

Create Buy-in

Focus on improving processes
EHR is the Great Equalizer
Focus: Improve Quality of care
Identify Critical areas of Impact
Create Buy-in




Communicate!

Monthly Newsletters
Provider Meetings
Emails
Board updates
Advertising
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» Created - Support Desk
- User Groups
e Trained - Trainers
By Clinic
Work Type
In Groups
1:1 sessions
- Online p
» Training continues tod

Stage-Gate Implementation

 Rolled out portions of the system
- Labs/Images/Tasks/Vitals

Clinic by clinic rollout
Small incremental rise in required # of notes/day
Established Best Practices
Rolled out system one clinic at a time

- Closest to Farthest

- Slowest to Busiest



support
Note
Operation EHR launched for the providers using providers' natural competitive nature to learn basic computer skills in "EHR Boot Camp."


Phase I1l: Quality Control/Quality
Improvement

. Data reviewed &

» Continuous Capacity Assessment (CCA)
— Internal audit
— Verify process
— Living document

e Surveys - keep abreast of needs

Where are we now?

« Fully implemented — 1.5 years &

* Trending Data =

* Creating Clinic and Provider Quality Score Cards

* Migrating to in integrated solution

* Looking towards regional Health Information Exchange



support
Note
Self evaluation leads to measured improvements especially in a work flow which one cannot "see," electronically.  This also serves to prepare one's self for external audits.

support
Note
Note nationally approximately only 5% of CHC's have "fully" implemented an EHR. This means that these CHC's have implemented all the bells and whistle's of their system to improve quality care.  15% of CHC nationally however have purchased and have partially implemented their EHR's.

support
Note
We need to understand where we are to have an idea of where we want to go.  And as time goes forward we have more and more data at our fingertips.


Are providers satisfied? &

Provide Satisfaction w/ Electronic Charting

Very Satisfied
43%

Not Satisfied Somewhat
5% Satisfied
19%

Would providers go back to paper?

Would you revert to a paper system?



support
Note
This is a rough process but providers are satisfied overall with the product and feel they actually have a better chart to support their patient care. Not to say that we couldn't have done a better job at our implementation, and that there still aren't dissenters( aforementioned skeptics in the Technology Adoption Curve).


How’s the charting?

CCA # 3 July 2008 Provider Documentation Scores
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Improved Quality???

HgbA1C for New Diabetics with baseline HgbA1C >
@ 9.0/Fiscal Year

~ .

—e— 2006 (N=266)

—=— 2007(N=259)

Avg HgbAlC



support
Note
~266 "new diabetics." If the statistics are correct and the overall system saves $1000 per 1 point drop in Hemoglobin A1C then we've saved the tax payer ~$1,000,000 for these two groups of diabetics. Granted this is the Public ROI however it's difficult to sell to our own clinic board.


Will productivity ever be the same?

Visits Stats by Fiscal year
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Challenges & Lessons Learned

» Have a predefined selection process
Be Flexible &
- Hardware
- Data
Interfaces have inherent flaws
Scan Today’s Work Today
Patience is a virtue
Consider ROI (Return on Investment)
Be willing to self-evaluate/obtain outside evaluations

32



support
Note
June's appointment schedule was halved and slowly increased over time which resulted in an overall 3% loss in productivity for the year.  Note: with the growth of networks and improved software, CHC's joining are not only gaining purchasing power but are gaining implementation experience and guidance leading to decreased productivity loss.

support
Note
This is key.  Flexibility really is the key to making one's new program fit with one's clinic and vice versa.


S

s |
sFEGcUSion your target audience

» Acknowledge Challenges & Promoete Shared Selutions
 Focus on Improvingl Quality,

s Clinycalsleeadenshipawith Approprlate Authority

« Inclusion is KEY. E3

s Communicate

* Goal Setting/Celehration

s Review/ Reassess)/ Reieo)

o Vigitainiar Greund=level Perspective

That's right, Kenii. Bverviiining happens for a reasan,
bt o one has a clue vkt if 80"



support
Note
Workflows and Business requirements need all inclusive input, because an EHR truly alters how the clinic will function.


