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This document has not been updated since originally published. The principles remain valid, but some
important changes are:

1)

3)

4)

AMA Accelerating Change Transformation Team (ACTT) has replaced Toward Optimized Practice
(TOP) and the website is: https://actt.albertadoctors.org/ . The Patient’s Medical Home (PMH)
web page is: https://actt.albertadoctors.org/PMH and information on the PMH and Health
Neighbourhood change packages is found at: https://actt.albertadoctors.org/pmh/capacity-for-
improvement/change-packages-for-primary-care-clinics/

The PMH Practice Assessments are located here: https://actt.albertadoctors.org/PMH/capacity-
for-improvement/PMH-Assessments/Pages/default.aspx

Panel identification and panel maintenance processes are key for participating in both screening
(ASaP) and the Central Patient Attachment Registry (CPAR). These are key documents:
e Panel Process Change Package: https://actt.albertadoctors.org/file/panel-process-
change-package.pdf
e STEP Checklist: https://actt.albertadoctors.org/file/step-checklist.pdf
e CPAR Panel Readiness Checklist: https://actt.albertadoctors.org/file/ClI-
CPAR Panel Readiness Checklist.pdf

The Alberta Screening and Prevention (ASaP) maneuvers, intervals and ages are updated when
the evidence changes. Please refer to the latest documentation for the most recent update for
the maneuver, interval and age population before developing or editing a preventive screening
EMR search/notification/alert at: https://actt.albertadoctors.org/PMH/organized-evidence-
based-care/asap, NOT the intervals and ages in the following document.

The EMR Supports page at ACTT is: https://actt.albertadoctors.org/EMR/Pages/default.aspx

Updated March 2023


https://actt.albertadoctors.org/
https://actt.albertadoctors.org/PMH
https://actt.albertadoctors.org/pmh/capacity-for-improvement/change-packages-for-primary-care-clinics/
https://actt.albertadoctors.org/pmh/capacity-for-improvement/change-packages-for-primary-care-clinics/
https://actt.albertadoctors.org/PMH/capacity-for-improvement/PMH-Assessments/Pages/default.aspx
https://actt.albertadoctors.org/PMH/capacity-for-improvement/PMH-Assessments/Pages/default.aspx
https://actt.albertadoctors.org/CII-CPAR/Pages/default.aspx
https://actt.albertadoctors.org/file/panel-process-change-package.pdf
https://actt.albertadoctors.org/file/panel-process-change-package.pdf
https://actt.albertadoctors.org/file/step-checklist.pdf
https://actt.albertadoctors.org/file/CII-CPAR_Panel_Readiness_Checklist.pdf
https://actt.albertadoctors.org/file/CII-CPAR_Panel_Readiness_Checklist.pdf
https://actt.albertadoctors.org/PMH/organized-evidence-based-care/asap
https://actt.albertadoctors.org/PMH/organized-evidence-based-care/asap
https://actt.albertadoctors.org/EMR/Pages/default.aspx

Microquest Healthquest EMR Guide for
Patient’s Medical Home

Contents
Ta e geTe [V AT ] o HUUT O PP USTOPPTOTO TP 4
Patient’s MediCal HOME ... ..ottt sttt sttt esbeesaeesane e 4
Foundation for Success - Commitment to Standardization in the EMR .........cccceiveiiininninnieeneenecnee 5
[ =1 T N o 1= PR 6
PIMIH RESOUICES ...eeiiiiiiiiiitt ettt ettt e e s s e bt e e e e s s s b e et e e e e s s s snaraeeeee s 6
TOP Healthquest EMR VIGEOS........ciiiiiiiiiiciiie ettt ee s stee s estte e s st e e s s svee e s s sabae e s s snbeeesesabaaesesaneeesenarenas 6
PaNel IA@NTIfICATION ..ttt st st et b e b s bt saee et e e b et e sbeesare e 7
Patient Panel Definition .......coouii ottt sttt e be e s s 7
Panel VS. CaS@I0AM....ccuiiiiiiieitie ettt et sttt et e bt e s be e s bt e e s b e e sbeesreeesbeeeans 7
PANE] RESOUICES ...ttt ettt ettt ettt ettt ettt e sab e sttt e st e s bte e sabeesabeeesabeesbbeeaabeesabeeesabeesabteenbeesabaeesabeenn 7
(DT a oY =d =T o] o1 1ot SRR 8
Basic Demographic INfOrMation ........ccocuiiii it e e e e e e et e e e e nbe e e e enree e e eenneeas 8
CONTIFMALION L.ttt st ettt e bt e s bt e s ae e s ate st e e bt et e e beesbeesbeeeneeeneean 8
Patient attachment and Confirmation/Verification..........coveeviiicuieieeieeeee e 9
Default PRAC = Blank or “CliniC NAME” ......coii ittt s s 10
ENd Dating ClENT Cards.....ccoccuiiiieeiiie ettt ettt e e ettt e e e et ee e e e et e e e e ebae e e eeabeeaeeenbeeaeeanbaeeeeaaseseeennsenas 11
(O 17T =T e Y=Y U]« TSRt 13
Central Patient Attachment RegiStry (CPAR) ....cuvii ettt tee et eetre e sare e ebae e 14
(@o Ty 7= (U T o =] =1 (U U PPUPRRN 14
STAtUS/ENT DAt REASON ..eeeviiiiiitiee ettt ettt ettt e ettt e ettt e s s eabt e e s ssabaeeesasbaseesassaseessssaseessraseesssssaeesas 14
Producing @ Provider’'s PAn@l LiSt........cueeiiciiiiiieciiee ettt e ettt e et e e e e tte e e e ette e e e e bteeeeeabseeesenreneesanes 15
INItIal PANEI ClEAN-UP....eiiiiicieee ettt e et e e et e e e e e ba e e e et e e e e eeabeeeeeeabaeeeesaseeeeenasenas 22
BUIK/BaAtCR ACTIONS ..veiiieeiiie ettt ettt ettt ettt ettt e e ettt e e s sttt e e s etbeeessbaeesssabaeesssbaeessssbaeesssrseesssnraeas 24
PaNEl IMAINTENANCE ...ttt ettt st sttt e s b e s st st e et e b e e s b e e saeesanesaneeneens 25
D LTo N <To I e LA 1T o RSP ROTSTPRO 26
o T T WY = T P =T 4 T=T o SRR 27
Approaches to Panel ManagemeNt ........cccuuiiiiiiei ittt re e e etre e e et re e e e eabae e s enbaee e enaraeas 27
O P POTEUNISTIC ceeeeeeeeeeeeeeeee e e e e e e e s e s e s e s e s e e e e e e e e e s e s eseaeaesesasssasssssssssssassssnssssssasssssssssenennenes 27
(010 (T ol RO PR PR PR PPPRRPPPOUO 27
Panel Management: HOW 10 Get STarted........ccuuiiiiiii ittt e e e e e e e nnnees 29

Version March
2018



Preventive SCrEENING Care . ... e e aaaa e e e aaasararaansasarnsasnsnsnsnsnsnnnnnnnnnnnnnnnnnnnn 29

DiSEASE MANAGEIMENT .ttt ettt e e e e e ettt e e e e s e s babeeeee e e e s s aabtbeeeeeeesesansrnaaeeesssanns 30
Management of Patients with Complex Health Needs.........ccceeeeiiiiiiciie e, 30
ToOIS fOr Panel ManagemMENT........uoiiiiiiiiee ettt et e et e e e ette e e e ette e e e ebteeesebteeesesteeeesnsraeeesanraeaesnes 30
Charting for Team-Based Patient-Centered Care ........uuvveeiieieee e eeieee et e e e e sveee e 30
SCANNEA DOCUMENTS ..eeiniiieetieeiiee ettt ettt et e st e st ee e st e sttt e sabeesbeeesubeesabaesseeesabeeesaseesaseesneeesareesnns 31
Manual ENtry of Lab Data ...c.veiii ettt ettt e e e rtae e e e eatae e e e eate e e e eenbaee e e e baeeeenareeas 34
Searches/Queries — GettiNg STArtEA .......cccviiiiiie ittt et e et e e stre e e te e eeabeesbeeesteeesabeeenns 35
FOUOW-UP WIth WOTKISES ...ceeeiieecieee ettt e e e etae e e et r e e e et ae e e e s abeeeeeeareeas 42
Clinical Decision Support: Population-wide point-of-care reminders .......cccccoceeivciiieiicieeicciieeeens 42
Individual Patient Alerts: EXpanded NOLES .......ccocciiiiiiiiie ittt rire e e e s e vee e e 50
Panel ManagemeENnt PrOCESSES ......uueeiicuieeeieitieeeeeitieeeeeitteeeeeitteeeeetteeeeasbaseesaassseesaassseaeaasteseesassssessassenessnnes 53
V=T o LAY LYol €=T=T o 1o = Nt 53
CV RISK CalCUIAtION ...eieiiiiiteeeee ettt et sab e st e s be e e sabe e sabeeenteesabaeennees 59
Lifestyle/Modifiable Risk FACLOrs (ASAP+)....c.cciiiiieiieiie e ereesteesreesieesreereesteesteesteesaaeeabeebeebeesaenens 62
ASAP Program PartiCiPation .........uuuuueieiiiiiiiiiiiiiiiiieieteieieeeiereierereraaererererer.—————————————————————————————————————————. 67
ASaP EMR Extraction Methodology for Schedule B...........cccuvieeiiiiiee it 67
EXCIUSIONS/EXEMIPLIONS .eeviiiiieeciee ettt eetee ettt ettt e et e eetteeeeteeeetaeeeebeeesabeeebeeeesseesbeseesseesnsaeensseesnseeenses 68
SEArches fOr ASAP IMANEUVETS ....ccouiiiiieeeiee ettt ettt e st e ettt e sibeesbeeesabeesbaeenteesabeeesabeesaseesbeeesbeesnns 68
EXamMPples Of ASAP QUEIIES .....uviiiiiiiiie ittt ettt ettt e e e ette e e e etee e e s sba e e e s sabeee e ssabeaesesnbaeeeesabeeeeenasenas 69
DT =E T Y = T o F= == o 01T o L Nt 78
Beneficial Searches for Disease ManagemMeNt...........coccuviieeiciieeeeeiiiee et e e e e eetae e e e aee e e e eareeas 78
Chronic DisSease Man@BEMENT ....ccccuiiiiiiciiieeiccteee ettt e e sttt e e e ebee e e e s baeeessebeeeeesbteeesebtaeessseeeesssseneessnes 78
=Y <1 T TSP P PP OTRUPPPPTN 80
PrOBIEM LISTS . .eetieiieiieeteee ettt st sttt s e et et h e s e san e s en e et reenes 80
Care of Patient with Complex Health NEEAS ........cccuuiii i e 83
Patients Collaborating with Teams (PaCT).......cciiiiiiii ittt e e e e e e ae e e e 83
PaCT RESOUICES ....vuviiiiiiiiiii ittt b e s a e e s s abs e e s sabae s 83
PaCT PrOCESSES. .. iiiiiiiiiiiiiiiricc e ara s 83
PACT Pre-WOIK. . .eieiieeetiee ettt ettt et s et e e e e s bt e e s ab e e sabe e e nee e sareeesmeeesareesaneeesareeennnes 84

Lo =] 0] AN AV o 1 = Y TSP URR 85
T o Tl o o T 1Y ISP 91

e Tl o o - 1 TP P PP PRSP 92

Y YTl o o T 1Y PP 93
VT U =T 0 0 =T o ST OTOPP PP 94



CONFIrMatioN/Validation RAE.......eeeeiiiieeeee ettt ettt e e e e e e e ettt eeee e e e e e s ateeeesesesassseateeeesssesansresareeesssanan 94

Screening Rate Based on COMPIEtEd SCrEENS .....ccccviiiiiiiiieeeiite ettt e e s sbee e s s bee e s e sareeas 95
Calculating a Screening Rate Based on Offers of Screening Care.......cccocveeeeeciveeeecieee e ecieee e 95
Disease ManagemeENTt RAte .....uiiiiiiiiiiiiiiiiiieieieieee et e e e e e e ee e e e e e e e e e et e e e e e e e e eeeeeeeeeeeeeaeeeseeeeeaeeenees 96
(0TI 1o T T o V- PSPPI 97
Appendix A: Care Planning Template (With Prompts) ....c.eeecceeiciiecie e 98
Appendix B: Sample Common Problem Lists/ Diagnostic Codes Lists for Primary Care for standardized
Y Lo = o= o1 {0 o USRS 102
Appendix C: Lists of scanned document index Words/KeYyWords ...........cccccueeecreeeieeeecreeecreeccieeeeieeeeeree s 104
Appendix D: Calculating Panel and Clinic Confirmation Rates Worksheet..........cccceeieiiiiiinieiiiecnieennne 106
Appendix E: High Value EffiCieNCY TIPS .iviiiriiiiiiiiiieeiiiee e esiite et estee s e sree e s e e s s abee e s s abae e e snreaessnraeas 107
)Y 0L o LR L =T 0 @ ] o] OSSPt 107
2) Lab RESUILS HISTOIY .. .uuiiiiiiiiiieceieee ettt ettt e ettt e et e e e et e e e et e e e e e abe e e s nabeaaeenntasesennseeeeenntaeasenrenns 108
3) Panel ManagemeENt REPOIT.....ccccuiiee ettt eeee e e et e e e e ete e e e e aba e e e eenbaee e eentaeeeesnseeeeennrenas 109
I o] o 1= 4 I = Aot 2= o T o S 110
5) DiagNnosis SUMMAIY REPOIT....ccccuiiiiiieiiiieeciiieeteeeteeestte e st eestaeestteesetaeesaseeesbaeeseeesnsesensseessseesnsesesasenan 111
6) Service Code SUMMAY REPOIT .....uiiiiiiiiiecciiee e eceee et ee e e e etee e e e et e e e et e e e eeabee e e enteeeeeensaeeeeenneeas 112
7) Problem List Auto-Populate from Chart NOTES........coccuiiiiieiiie e e e 113



Infroduction
Patient’'s Medical Home
IMPLEMENTATION

3 ELEMENTS for
‘s\vg,\é“ D the PATIENT'S

o

& 73 MEDICAL HOME
=) 4, actical, evidence based approach for dini tea
®% // A practical, evidence based approach for dinic teams
7
(,\\\30 07}'
T 1
REDUCING BARRIERS CARE
TO CHANGE
== iF
Z >
R I
porr—ry—- PATIENT CENTRED INTERACTIONS ‘éz/
TR ORGANIZED EVIDENCE BASED CARE
PTTT— TEAM BASED CARE /
Lo g PANEL & CONTINUITY i
z
e CAPACITY FORIMPROVEMENT &
FOUNDATION £m
3 ENGAGED LEADERSHIP 2=

PCN SUPPORTS
+ Clinical Services (e. g. COM programs, referral coordination)

(CLICTORAIZEN £
pporty

Planning

« Quality Services (e.g. access to improvement facilitators, AT e ethods, tooks and
SYSTEM LEVEL SUPPORTS
« Integrated infc Systerms. « Provingal Support Progr Aduaptied from Safeety Net
« Supportive Payment Structures « Workforce Development Medical Home Iniative (2013

When an EMR is used in a meaningful way within the Patient’s Medical Home (PHM) model it supports
effective patient panel identification, panel maintenance, panel management and will enable proactive
panel-based care for patients in a practice.

Meaningful use of the EMR for ‘Panel & Continuity’ involves knowing which patients are actively attached
to each provider and using this information for scheduling purposes and to monitor supply, demand and
continuity with the provider. This work is foundational for success, and must be discussed with the entire
practice, arriving at agreed upon policies and procedures on what, why and how data is to be captured
and maintained with the EMR.

‘Organized Evidence Based Care’ for preventive screening is a logical place to start to learn how to use the
EMR for panel management, or in other words, proactive panel-based care. Once EMR processes have
been successfully implemented for preventive screening, they can be adapted for disease management
and care of patients with complex health needs. Finally, ‘Care Coordination” processes will leverage those
developed for panel, continuity and organized evidence based care.



Foundation for Success - Commitment to
Standardization in the EMR

Successful standardization of data entry for improvement or change, apart from leveraging the inherent
functionality of the EMR, relies heavily on three “people and process” principles in conjunction with the
use EMR functionality.

These are:
1. Team

e Includes having ‘engaged leadership’ and inclusive team representation within each clinic or
organization; a clinic champion for EMR standardization can be named

e EMR improvements or changes do not happen in isolation, and require commitment of time and
resources for improvement to happen

e Combining EMR improvement with enhanced use of team, process improvement with a clinical
goal in mind and practice facilitation is the ideal strategy in working toward adoption of the PMH

e leverage PCN supports where they exist (i.e. Improvement Facilitators, Panel
Managers/Coordinators, etc.)

e Team sets aside time to meet to agree on processes that enable proactive panel-based care and
documents them to keep everyone on the same page (e.g., job aid and/or standard operating
procedure manual)

2. Data Quality
e Data Standardization — for the main areas of data input, the entire clinic team should discuss and
agree upon:

o use of fields in a standardized way, create structured exam forms or templates for the
consistent capture of patient information; if the team wants to find it later or be able to
search a population for the information, it helps to know where it was entered and if the
EMR search/query tool can search it

o utilizing standardized text or macros (common repeated text) whenever possible instead
of free text

o verification processes to ensure over time that data recording is reliable (e.g., BP is
always in the BP field and not in a text box)

o job aids for staff to assist with consistent patient data chart entry (e.g., scanning and
attaching documents to patient charts)

o processes to record patient problems with the appropriate ICD9 identifier (highly
recommended) See Sample Problem List

e Roles and responsibilities for charting (e.g., does the person who rooms the patient always chart
BP, height and weight). When making changes to information outside of chart notes (e.g.to
patient demographics or when making bulk /batch changes) it is recommended that the
individual making the change enter their initials in an appropriate area.”

e |tis advised that one person or a small group provide direction for patient data entry to ensure
high quality in the clinic and minimize data inconsistency. Creating ‘Good in, Good out’ processes
at the practice

e Documentation of Standard Operating Procedures (Policies, Procedures and Processes) assists a
clinic team in having a common understanding of workflow; these should be reviewed
periodically




e Communicate with the practice team the linkage between data entry and the ability for a point-
of-care reminder (e.g. Notifications, Rules, Alerts, etc.) to function and inform reporting

3. Incremental Change

e A key recommendation is to take baby steps in EMR changes, especially when it concerns
practice-wide point-of-care reminders. These can be managed to make the changes small and
sustainable for the practice team

e Use the simple but effective ‘Model for Improvement’ method including applying plan-do-study-
act (PDSA) cycles to identify and test small incremental changes toward the desired and clearly
identified improvement goal

e When a new point-of-care reminder is put in place an associated, documented ‘people process’
needs to be developed and implemented; thus, making the change effective and sustainable, by
embedding it into the work process and clinic culture

Help Files

Along with this EMR Guide and Videos made available on the TOP website, the embedded EMR Help Files
from the vendor can be a great untapped resource with detailed instructions on how to optimize EMR
functionality.

Additional opportunities exist with many EMRs through the vendor external (community) portals or
websites to get technical support or provide ideas to promote future functionality.

Please refer to your Microquest resources: http://www.microquest.ca/training/help.aspx

PMH Resources

Patient’s Medical Home

http://www.topalbertadoctors.org/change-concepts/introduction/patientsmedicalhomeinalberta

Patient’s Medical Home Implementation Field Kit

http://www.topalbertadoctors.org/patients-medical-home-implementation-field-kit/

Patient’s Medical Home Assessments:
Readiness
http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--readiness.pdf

Phase 1

http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--phase-1.pdf

Phase 2

http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--phase-2.pdf

TOP Healthquest EMR Videos

http://www.topalbertadoctors.org/tools--resources/emrsupports/#2

Searchable Data:

https://www.youtube.com/watch?v=PAB3K8VAHyM&feature=youtu.be



http://www.microquest.ca/training/help.aspx
http://www.topalbertadoctors.org/change-concepts/introduction/patientsmedicalhomeinalberta
http://www.topalbertadoctors.org/patients-medical-home-implementation-field-kit/
http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--readiness.pdf
http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--phase-1.pdf
http://www.topalbertadoctors.org/file/pmh-assessment-for-practices--phase-2.pdf
http://www.topalbertadoctors.org/tools--resources/emrsupports/#2
https://www.youtube.com/watch?v=PAB3K8VAHyM&feature=youtu.be

Panel Identification
Patient Panel Definition

A patient panel is a set of patients that have established relationships with a primary provider. There is an
implicit agreement that the identified physician or nurse practitioner and team will provide
comprehensive, longitudinal primary care. Relational continuity, or an ongoing relationship between a
primary provider and a patient, is enabled by a patient identification process.

Panel vs. Caseload

A panel is the set of patients attached to a specific primary provider. A primary provider is a physician or
nurse practitioner mainly responsible for providing comprehensive primary health care longitudinally over
time to a panel of patients.

A case load is a group of patients under the care of a provider for a limited scope of care. A specialist will
have a case load as will some family physicians, general practitioners or nurse practitioners working in the
areas of maternity care, women’s health and other areas. For example, a PCN has a maternity clinic
where family doctors who specialize in obstetrics offer care to low-risk patients during their pregnancy. In
this case each family doctor will have a case load of patients not a panel of patients. In another example,
a pediatrician is a member of a PCN. The pediatrician may have a handful of patients for whom she
provides their comprehensive, primary care but for most of her patients she is a consultant and these
patients have a family doctor to provide primary care. In this case the pediatrician has a small panel and
a large case load of patients.

Panel Resources

Panel Guide
http://www.topalbertadoctors.org/file/guide-to-panel-identification.pdf

Supportive Tools for Every Panel (STEP) Documents

Developed and shared by the Calgary EQuIP (Elevating Quality Improvement in Practice) Team, these
documents outline the activities and outputs for panel identification and panel management screening
for use at both the practice and PCN levels.

STEP Checklist: a summary of the activities and outputs for panel identification and panel management
screening in a checklist format.

STEP Toolkit: the activities and outputs of panel identification and panel management screening with
suggested tools and related links

STEP Workbook: for use at the practice level to guide clinic teams through the activities and provide a
means to record outputs for future reference

STEP Reference Page on the TOP website contains webinars that support the documents.
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Demographics
Basic Demographic Information

In the demographic area of the patient chart the basic information that is needed for patient panel
identification is:

e Full Name
e Date of Birth
e Gender
e Complete address
e Phone number(s)
e Primary provider (Default PRAC)
e Patient status (Active or Inactive)
o Status Date
e Confirmation® date (Verified date)
e Alberta Patient Healthcare Number (PHN)

Other demographic/attachment fields exist by individual EMR. These other fields may also support
patient panel identification and maintenance processes.

TOP welbsite video:

Basic Patient Demographics
https://www.youtube.com/watch?v=1gWN4aUwdZ8&list=PLf486cdx9WglLSabUEly3HQGOINd3xGFMZ&in
dex=2

Confirmation

Most EMRs have a designated field for patient demographic data confirmation (also commonly called
verification or validation). Marking this field/box indicates that the primary provider attachment, address,
phone, and patient status are confirmed directly with a patient and up to date. The field also applies a
date stamp so that all team members know when it was last done.

Confirmation is a crucial process for patient care. When a critical result arrives at a clinic, it is essential
that the patient’s contact information is up-to-date so that they may be contacted in a timely way.

Calculating the confirmation rate which may also commonly be called verification rate is an important
process check that indicates how often patient data and attachment is verified by the team. The
confirmation rate calculated over a longer period of time, such as year, should be higher for clinics with
established processes than a confirmation rate calculated over a shorter period of time such as three
months. A team may choose to calculate a confirmation rate over an appropriate timeframe that will give
them feedback on their process improvements. See Confirmation/Validation Rate

1 Team members mark a field in the EMR to indicate the basic demographic information and attachment
to a primary provider is correct. The name of this field varies by EMR.
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Patient attachment and Confirmation/Verification

Marking the Verified box indicates that the address, phone, Type, End Date Reason (status) and Default
PRAC (attachment) are up to date. The field applies a date stamp so that all team members know when it
was last done. This field can be a query parameter when conducting searches and will appear in the
Default Doc report.

Client Entry / Editing

W Dixon, Monigue — New Save Undo Search Close
=*| Chart No.: 1017 -

Labs | Worklists

Billing | Notes .Z.Relations Forms
Mame: Dixon First: Monique Middle: [Elia Title: Maiden
[ Alias
Address: 15919 - 153 Street Phone: ((780)411-5469 Chart Mo: 1017
Address: Bus Phone: (780)442-2199 PHM: 715799860
Address: Other Phone: { ) - Reco;;i;yv: Alberta ~
City: Edmonton Gender. Female i RegMo.:
Prov: Alberta ~ | Date of Birth: 1942-12.01 | Age: 73 Referred By: Copy Address From...
Country: Canada ~ | PC.T6T1D9 Type: | Valid Alberta Patient ~ Print Chart
E-Mail: Online Booking [] scanned Book
FirstAct Date: 2002-12-08 Married: ~ i 1
Last Act Date: 2016-06-09 End Date: 0000-00-00 Default PRAC: BONNER Verified:] [2016-06-22
End Date Reason: ~ i e 14Tl 314
Acct Summary Scans AHC History Statement Letters Appointments = Labels | Clipboard @ History

If the Verified field does not appear on the client card at the practice a clinic EMR administrator can add it
in Setup > Program Setup > Client Card. In the screen below ensure that the PDI Program is checked off
and choose Apply. Note: When adding the verified field to the client card the “Hospital Admin Date” field
will be viewed on the billing tab.
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Wiab-Links

>
Lagin

=t

Exit HG!

User settings are in regular text
Workstation settings are in italicized text 0K Cancel Apply
Database settings are in bold text*

*can only be modified by admins

Default PRAC - Blank or “Clinic name”

If a patient is not attached to a provider as an active patient, some clinics leave the Default PRAC field
blank. Alternatively, other practices have created a PRAC with the clinic name, e.g., “Family Medical
Clinic” or “Walk-in”, and attach patients that are NOT part of any provider’s paneled patients to this
Default PRAC field. Clinics that have this protocol often do not end-date records of patients that have
lapsed (have not been in for 3 years or more) but are sure to change their Default PRAC field to blank or
the clinic name.

Client Entry / Editing
I Patient Lapsed = New Save Undo Search Close
*|Chart No.: 1287 L =
Labs | Worklists
[EJMame/Addr  [i3Eiling .| Notes .2Relations SiE
Name: Patient First Lapsed Middle: Title Maiden
I Alias
Address: 125 Main Street Phone: (780)555-6321 Chart No: 1287 T|P ClInIC prOtOCOl in US|ng the
Address: Bus Phone: (780) - PHMN
e Recorery Default PRAC, end date and
ress Other Phone: { } - Proy |Alberta ~ HeVeritied field k
City: Edmonton Gender: | Male ~| RegNo: T the Verified fields are ey to
Prov: Alberta ~| Date of Birth: 19750001 | Age:| 41 ReferredBy  Copy Address From.. effective patient panel
Country: C. d w | PC.T5T3X4 T Valid Alberta Patient ~ = H = H H
ountry: Canada UOE 2t ARieria Patien Print Chart identification and maintenance
E-Mail [ Online Booking [ scanned Book processes
FirstAct Date: 2016-08-11 Married: ~ i -
LastAct Date: 0000-00-00 End Date: 0000-00-00 Default PRAC: FAMILY }/eriﬂed: 2016-08-11
End Date Reason: - lﬁ
Acct Summary Scans AHC History Statement Letters Appoii Labels | Clipboard | History
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End Dating Client Cards

End-dating a client card signifies that the patient is no longer active at the practice. The client record is
maintained in Healthquest but “goes behind a veil” so that the chart doesn’t sit with the active records.
The client card is NOT deleted.

To end-date a client card:
1. Right click the End Date field in the client card. The calendar will appear.
2. Click the Today button (or appropriate date)

3. Enter the End Date Reason by selecting from the list in the drop-down box (Deceased, Moved,
Fired, Duplicate, etc.).

4. |If Deceased is selected the age of the client will be calculated appropriately.
5. Click on Save
6. Thereis a prompt to delete future appointments if applicable.

If a patient leaves the practice and then returns, the Client Card can be re-activated by simply removing
the end date (changing back to 00/00/0000) on the client card.

When a patient’s Client Card is end dated, you will no longer be able to quickly pull up the patient in the
Lookup window but can pull them up in the Search window (Client Lookup). If the clinic has never end-
dated records before, front office staff needs to be shown how to find end-dated patient records.

Example: Patient “Damion Anderson” was made inactive by end-dating his record. In the Lookup window,
his name does not appear.

Healthquest TableTop - User: DEMO

Biling Client Appts Admin Reports Browse Setup Windows Help

o |

Mew Chim ! Client Entry / Editing

#ppointz | Lookup: |a New
Wx Acevedo, Lucile Candy 2741141996 955920950
ol [ZINamBls dams, Luella R (Dr.) 08/0471915 123613408
B Admin, Tasks 00/00/0000
£ Chin Aguilar, Christian J (Dr 06/02/2003 339043168 Use the Search
Allison, Nathan Marcus 16/03{1940 868542870 . .
Edit Rec. window to find
3
o end-dated
= .
— patients
= Copy Address From...
RZ“
Browsze AH
@
Online Help
@
Web-Links
P
tesn |l [Acct Summary||  Scans || AHCHistory || st J[ Letters || Appoi || Labels || clipboard |[ History |
&l
Exit HG
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But by searching in the Search/Client Lookup window, using his last name:

Client Lookup

Criteria [ Ok ] [ Cancel ]
Last Name ] a | ~
| 1l B
| Il |
=
Chart # Marme Address End Date  City Fostal Home 'uf
1008 Acevedo, Lucile 13818 - 176 Street No Edmonton T6TAD7 (780)426-7199 (780)4
1124 Adams, Luella 5201 - 174 Ave. Mo Edmonton TeW1BG (FB0M12-3879( ) -
Critical Notes:
1256 Admin, Tasks Mo Edmonton (780} - {780)
Critical Notes:
1103 Aquilar, Christian 13433 - 93 Ave. Mo Edmonton T6W2B1 (780)458-5946( ) -
1037 Allison, Nathan 18837 - 42 Street Mo Edmonton T6TODZ  (780p83-1561 (780}
“-1 193 Anderson, Damion 2197 - 137 Street  Yes | Edmonton T5P2L1 (780)484-5923 (780)4
TGl Notes,
1190 Barber, Phillip G894 - 137 Street  No Edmonton TS5PIL3  (780)486-9335 (780)4:
1091 Barker, Geraldine 1142 - 52 Ave. Mo Edmonton T5S4R3  (780)419-6529 (780)4h
1049 Barlow, Shelby G327 - 162 Street No Edmonton T6TGDS  (780)464-8956 (780)4
1075 Bartlett, Sadie 6612 - 132 Ave. No Edmonton T5S5R5  (780)419-5463 (780)4
CHtical Notes:
1086 Bass, Ken 14451 - 195 Street No Edmonton T6T8DE  (780)445-6761 (780)4.
Critical Notes: M
£ | *>

This screen will appear, and you can see his name, and his record and end-date. This will be the way to
lookup end-dated patients. This process is also useful to look up deceased patients to add scans to the
record.

NOTE: Because referring doctors have client cards in Healthquest, the inactive referring doctors may also
appear in your lists. One criterion that may help identify a doctor client card is that there may not be date
of birth associated with the record.

To produce a list of all patients that have had their client card end dated, go to Reports > Client Lists > End
Date List. The report lists the client cards and the date the card was end dated.

12



Reports  Browse Setup Windows  Help

Report Central
Outstanding &H Claims
Claim Summary (Daily)
Claims by Entry Date
Un-Submitted Claims

Client Lists ¥ By Type

Re-Print Sub/Rec Reports Active [ Inactive
Menthly Reports ¥ Inactive Since Date
Client &/R End Date List
Statistics L Chart # List
Inventons ¥ MNotes Incomnlete

Client Card Set-up

Other configuration settings in the client card may support effective panel identification purposes. Setting
the Default Practitioner for New Patients is also at Setup > Program Setup > Client Card Options > Default
Values.

Consider your options:

e The clinic may un-click “Auto-Populate Default Practitioner for New Patients so that front staff
will need to actively choose a primary care provider

e The clinic may have Default Doctor to be set to a specific practitioner, leave blank or by adding a
place holder for unattached patients called “Walk-in” or the name of the clinic

& Program Setup = = (=]
Category: Client Card Options
- System General Default Values Miscellaneous
s Window'Toolbar g
Printing Default Gender
Worklists (@) Male ) Female ) Unknown
i Self Check-In
G- Billing Default City: |Edmomon
- Appointment
- Charting Default AHC Coverage: 250
= Client Card
i Care Plans Default Area Code: 7ao
- Letters/Envelope [JAuto-Populate Default Practitioner for New Patients
- Scans
Admin

User settings are in regular text
Workstation settings are in italicized text OK Cancel Apply
Database settings are in bold text *

*can only be modified by admins

TIP: Labels - Some practices have the clinic labels auto-fill from the
Default Prac field instead of the provider from appointments. All labels
should be configured to auto-fill from the appointment scheduler (of the
provider seeing the patient that day). Call Microquest for assistance if this
is the case.
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Central Patient Attachment Registry (CPAR)

CPAR is a centralized database that captures the attachment of Primary Care Physician or Nurse
Practitioner and their patients. CPAR is a joint project between The Alberta Medical Association, Alberta
Health (AH), and Alberta Health Services (AHS). The registry will enable improved relational and
informational continuity in primary care across Alberta. Participating providers will have their panel lists
submitted through a secure electronic portal to the registry that will look to see if other primary providers
are paneling the same patients. Participating providers will receive ‘conflict reports’ listing names of their
patients who also appear on the confirmed panel lists of other providers. Another report will identify
when a patient on a provider’s confirmed panel has information that does not match the patient client
registry, including if the patient is deceased.

Teams will confirm at the practice that a patient is attached to a provider and record this in the EMR.
What CPAR can do is verify that patients are not attached to other providers. When a patient appears on
a provider’s conflict report, it signifies that the patient has been attached to another provider’s panel
outside the practice and it will need to be addressed with the patient to confirm which provider (of those
they are paneled to) they wish to consider their primary provider.

Five Key Changes in Behaviors at the Practice

1. Atevery interaction ask who the patient identifies as their primary provider
Record it in the EMR & Date Stamp It

Maintain & Review the panel List

Utilize the panel list to plan care delivery

Submit the Panel List to CPAR

vk wN

TOP Website CPAR Link;

http://www.topalbertadoctors.org/CPAR/

Configuring Status

Many EMRs have the ability for a system administrator or user to customize patient statuses for the
practice in addition to what is available in the EMR at ‘Go Live’. This will allow the practice to specify
various types of active and inactive patients in patient lists, reports or for setting up population-wide
point-of care reminders.

Status/End Date Reason

The End Date Reason, because it can be applied without an end date, may be useful to practices using
this field to distinguish types of patients that may present in the clinic, like a status field.

In Healthquest use the End Date Reason field for patients that are NOT attached to a primary provider.
For the CPAR data uploads from Healthquest clinics, any patient with an End Date Reason with not be
uploaded as part of the panel to the provincial registry.

TIP: Do NOT use an End Date Reason for patients that are active and
attached to a primary provider as part of their panel.
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Client Entry / Editing

Dixon, Monique = New Save Undo Search || Close
1A Chart No.: 1017 - -
Labs | Worklists
[ZBilling | Notes .ZRelations Forms
Name: Dixon First Monigque Middle: [Elia Title: Maiden
[ Alias
Address: 15919 - 153 Street Phone: (780)411-5469 Chart No: 1017
Address: Bus Phone: (780)442-2199 PHM: 715799860
. . Recovery
Address: Other Phone: | } - o Alberta ~
City: Edmonton Gender. |Female ~| RegNo:
Prov: |Alberta ~ | Date of Birth: 1942-12-01 | Age:| 73 Referred By: Copy Address From...
Country:|Canada ~ | PRC.T6T1DY Type: | Valid Alberta Patient ~ Print Chart
E-Mail: Online Booking [] Scanned Book
FirstAct Date:[2002-12-08 Married: w~ Diag Code 1:
LastAct Date: 2016-06-09 End Date: 0000-00-00 Default PRAC; BONNER Verified:] [2016-06-22
End Date Reason: w Referral Doc: |, | Doc Test
Acct Summary Scans AHC History Statement Letters Appointments | Labels Clipboard @ History

Please consider the following uses from options in the End Date Reason field for patient panel
maintenance:

Options for use of the End Date Reason

Status Status Name Additional Information
Active [field Is blank] Active office patient attached to a provider in the practice
Specialty Service This patient may be active in the practice but only for a given service (e.g.,

vasectomy, aesthetic, maternity care, aviation medical, circumcision, IUD).
Some clinics give a status to each type of specialty service.

Temporary Applied to a patient seeking walk-in care. These patients are not
considered part of the provider’s panel.

Hospital Mainly in rural centres, where a patient record exists for a visit that
occurred in ER of a non-clinic patient.

Long term care For a group of patients seen in a long-term care site but not the practice.

Other Some clinics need a unique field to suit the needs of their practice.

Inactive Inactive Includes formerly active patients with no clinic visits in a period of time

defined by the practice, (e.g.,3 years.)

Deceased Patient is deceased.

Duplicate When a patient has accidentally been registered more than once and the

EMR does not have the ability to merge duplicate records the archived
record has this unique status.

Fired Patient no longer at the practice

Moved Patient no longer at the practice and informed clinic that they moved.

Producing a Provider’s Panel List

During the panel identification process the first step is to produce a list of all active patients attached to a
provider using the report/search functionality of the clinic EMR. It is useful if the panel list includes the
following columns of information:

e Name (first, last)
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e Gender

e Date of birth (or age)

e last visit date

e last verification date (last date the primary provider and attachment were confirmed)
e PHN or ULI (this will be useful for CPAR? purposes)

Sorting by the column headers in the panel list in the EMR or a spreadsheet is a quick way to get an
impression of:

e Older patients that may be deceased

e Patients with no visits to the clinic within the last 3 to 5 years

e Patients that have never had their attachment or primary provider confirmed
e UlLls that indicate out of province patient

Last Visit Date may assist to identify active patients:
o Patients with a visit in clinic during an agreed-upon, predetermined period (e.g., last 3

years)
These lists usually create awareness for initial panel clean up. Confirmation of the data produced on the
lists with the primary provider and team will help to determine validity of the information. Further panel
clean-up is assisted by additional searches in the EMR.

TIP: Many EMRs will produce the list with the EMR report/search functionality but also offer
exporting the list for further sorting and analysis in Microsoft Excel or Open Office Calc.
Basic spreadsheet training is recommended.

Healthquest has a number of ways to approach producing a list of patients by provider, the Default Doc
report, using queries in Client List Manager or a query in CDS Notifications.

1) Default Doc Report

The Default Doc report, which lists ALL patients attached to a Default PRAC, is available from Reports >
Client Lists > By Default Doc. Select the Practitioner, click the box “PDI Program Report” and click
Retrieve.

2 Central Patient Attachment Registry (CPAR) is a centralized provincial database, going live in 2018,
which captures the attachment of Primary Care Physician or Nurse Practitioner and their paneled
patients.
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& Healthquest TableTop - User: DEMO
Billing Client Appts Admin  Reports Browse Setup  Windows Help

? Report Central
B Qutstanding AH Claims
Claim Summary (Daily)
Appaintz Claims by Entry Date
= Un-Submitted Claims
[ Gentiss TS ey Type
) Re-Print 5ub/Rec Reports Active / Inactive
Edit Chaim
Menthly Reports > Inactive Since Date
Edit Flec Client 4/R End Date List
Statistics > Chart # List
fentz Inventery » Motes Incomplete
Charting Daily Summary WorkList Complete
E Weekly Summary Worklist Report
Reparts Doc Billing Summary Worklist Deleted
: Letters
Brawse AH AHC Write-Offs : ;
@ Non-AHC Billing Summary e gy s
Online Help Payment Summary By Postal Code
WCE Clairn List By Age
Appointments Bocked Before
o Chart Pulling List e s
=1 Mirart Rillina Shimmans A/R Notes List

This report includes all patients and needs to be sorted to be useful.

Practitioner: BONNER ~| Retrieve | Export | PrintCenter | Print || sort | Fiter | close |
ram Report [~
Client list for Dr. Clark Bonner Page 1 0f1
Name PHN DOB  Gender Doc Name Verified Last Visit Home Waork End Date
Allison, Mathan 868542870 1940-03-16 M Bonner, Clark [ 2016-01-19 (780)483-1561 (7801462-5354 2016-05-13 INAC
Anderson, Damion BBTTT1650 1943-08-16 M Bonner, Clark [ 2016-01-19  2003-11-05  (780)484-5923 (780)487-1285
Barber, Phillip 173226330 1918-01-07 M Bonner, Clark [ 2016-08-03 (780)486-9335 (780)456-9273
Barker, Geraldine 414855090 1968-11-30 F Bonner, Clark [ 2016-08-03 (780)419-6529 (780)469-6848

To sort the list in Healthquest, use the Sort button. It is useful to sort by:

e Lastvisit date
e Client dob (date of birth)
e Last Act Date

| Specify Sort Columns x

1) Drag and Drop items, E
2) Double-click column to edit expression.

B Source Data Columns Ascending
g |t_dient_last_act_date w last_visit ¥ m
J|t_dient_res_phone

t_dient_bus_phane
t_client_end_date

g |tlient_end_date_reas
||dient_no
last_visit
1 |compute_3
compute_4

ol

o
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Click on any name in the list and the client card will appear for that record.

Export to Excel

For further analysis, exporting this file to a spreadsheet can be useful for counting and analysis based on
visit date, verification date, last visit date. Basic spreadsheet experience is required.

2) Queries in Client List Manager

Custom queries can be created in the Client List Manager. This is accessed from Reports > Statistics >
Client List Manager.

Reports Browse Setup Windows Help
Report Central
Qutstanding AH Claims
Claim Summary (Daily)
Claims by Entry Date
Un-Submitted Claims
Client Lists >
Re-Print Sub/Rec Reports
Maonthly Reports >
Client A/R

Inventory > Goods & Services

In the Client Lists Manager window, click on Queries.

Existing Client Lists: | saveList || Deletelist || Close |
Title
Dr. Bonner Panel
Test List 1 (Union)
Temporary List: | Queries | [Combine| Add To List ||Remove From List||Create New List |
Chart# PHMN Name Gender Dob Age Home Work FirstAct. LastAct.

e Select New Query

Queries can be an excellent tool for creating lists of patients that meet selected criteria. Each Tab in the
query builder allows the user to select criteria for a search.

[ElClient || appointments  [2Claims [ Invoices '] ChartMotes ® Medications []Forms (5/Labs &F’rohm

—_— — T —l — T — T —1 T —1

e  Give your query a name in the Query Description. E.g., “Dr. Bonner Panel 2016”

e Select your data to query: Default Doctor, Age from 0 to 110, Client Type “Valid Alberta Patient”
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Generate Cueries

Select a query to load settings: Undo Close
Diabetics 260 Query Description:
Dr. Bonner Panel Dr. Bonner Panel 2016

New Query Save Query Delete Query

Run Query Cancel Use Query for a List

[E5Client || Appointments  fZjClaims [l invoices [/5/ChartMotes ® Wedications [-]Forms /§lLabs /A Probll "

[ Birthdates From:‘ 2016-08-11 |2 To:|2|}16-08-11 +| or [ Age From: | o =] To: | 10 [
CGender (O Male (O Female [C]Referral Doc:
Ocity: | ‘ [ Bill Type: v
] Province: I:l
PDI Program
[] Postal Code: I:l [ Verified
[7] Default Doctor: |BONNER v (] startDate  From:2016.08-11 |2 To:‘ 2016-08-11 |2

Client Type: |\I'hlid Alberta Patient - |

A checkmark in a checkbox will include that restriction en the client list.
A solid box in a checkbox will include the opposite of that restriction on the client list.

Click Run Query and the number of patients found is counted (in this case 18 Clients).

Run Query Cancel Use Query for a List
Done - 18 Clients Found

To see the list, click Use Query for a List and a Temporary List Appears.

? Client Lists Manager
Existing Client Lists: Save List Delete List

Title
Dr. Bonner Panel
Test List 1 (Union)

Temporary List: Queries | Combine | Add To List |Remove From List| Create New List
~
Chart# PHM Mame Gender Dob Age Home Waork FirstAct. LastAct.
1193 587771650 Anderson, Damion M 1943-08-16 72 (780)484-5923 (780)487-1285 2003-05-26 2003-05-4
1075 474926000 Bartlett, Sadie F 1940-03-28 76 (780)419-5463 (780)417-3988 2002-07-08 2016-01-(
Page #1 of 9 18 Patients Listed 081116 v
< >

Click Create New List and the list moves to Current List:



& Client Lists Manager
Existing Client Lists: Save List Delete List Close

Title itle: |

[ Popup Mote on Client Lookup
Popup note:

Dr. Bonner Panel
Test List 1 (Union)

Created: DEMO 2016-08-11 1311019
Updated: DEMO 2016-08-11 13:10:19

Temporary List: Queries | Combine Add To List | Remove From List| Create New List
Chart # PHM Name Gender Dob Age Home Waork FirstAct. LastAct.
FPage #1 of 1 0 Patients Listed 081116
< >
Current List: Add Client Remove Client({s) Export Selected Send Email Create Task(s) PrintCenter | Print Filter
Chart# PHM Mame Gender Dob Age Home Work FirstAct. LastAct.
1183 587771650 Anderson, Damion M 1843-08-16 72 (780)484-5923 (780)487-1285 2003-05-26 2003-05-26
1075 474926000 Bartlett, Sadie F 1940-03-28 76 (780)419-5463 (780)417-3988 2002-07-08 2016-01-05
1086 136064640 Bass, Ken M 1945-11-14 70 (780) 445-6761 (780)426-2344 2002-11-11 2016-06-28
1223 397261340 Battle, Rosalind F 1991-08-23 24 (780)477-5857 (780)487-9186 2002-08-18 2002-08-18
1209 609127380 Bauer, Callie F 1994-08-04 22 (780)488-2113 (780)449-3216 2002-10-02 2002-10-02
1249 155922670 Burnett, Darwin M 1958-01-19 58 (780)451-3916 (780)442-8139 2003-03-03 2003-03-03
1239 437447200 Carroll, Vincent M 1858-08-16 57 (780)446-9551 (780)481-7965 2002-07-30 2003-09-10
1085 250829410 Casey, Becky F 1955-12-10 60 (780)491-9895 (780)454-8391 2002-08-31 2002-08-31
1017 715799860 Dixon, Monique F 19842-12-01 73 (780)411-5460 (780)442-2199 2002-12-08 2016-06-09
1061 129922290 Donaldson, Randy M 1850-03-17 66 (780)481-9499 (780)418-7622 2002-08-29 2016-04-18
1066 207644590 Fischer, Sean M 19862-08-13 53 (780)435-7T676 (780)444-83932 2002-07-05 2003-09-09
1245 419671380 Fitzgerald, Rose F  1980-06-25 36 (780)451-7662 (780)429-5515 2002-08-13 2002-08-13
1240 412854300 Gordon, Fay F 1898-10-19 17 (780)486-1435 (780)477-5892 2003-05-11 2016-01-19
1064 342571400 Hampton, Matilda F  1979-06-21 37 (780)463-6882 (780)412-5989 2003-01-13 2003-01-13
1023 309688410 Spence, Eric M 1988-11-28 27 (780)453-1698 (780)467-1878 2002-10-03 2016-08-11
1262 Test, Smith M 18965-04-04 51 (780)555-1234 (780) - 2009-03-26 2016-01-18

In this window the list can be reviewed, clients can be removed, the list can be Saved, printed and it can
be exported to Excel. Teams can use it for have a count of a provider’s panel. Other features that are
useful in this area for panel management later include Creating Tasks. Click on any patient name in the list

to go to that patient’s record.

3) Clinical Decision Support Queries

The Clinical Decision Support Queries/Notification tool can also be used as a search tool in Healthquest. It
offers more search logic than the query tool in Client List Manager and can be used to build more
complex searches that can be used for notifications or simply for searching. See the section CDS Query

Setup.

Queries — General Tips to Getting Started

When learning to create queries the following tips will assist in obtaining accurate data:

e Beinformed on how data is recorded at the clinic; this will provide direction on which fields to

search
e Build the search one parameter at a time

e Validate as each line of the search is created that the results are correct before adding another

parameter to the search (this can be done by viewing 3 — 5 patient records)
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e Search for the positive first then search for the negative
o E.g., if you are searching for female patients 50 — 74 y that have not had a mammogram
in the past 2 years first identify all patients that have HAD a mammogram in the past 2
years. Once you have validated that your search criteria are correct it is easy to search for
patients that have NOT had a mammogram.
e Verify that your results are correct before taking action

Query Tips in Healthquest:

e Take some time to learn how to build queries as they inform panel identification, assist in panel
maintenance and are crucial for panel management.

e Start with a new query each time to ensure the fields are blank to begin with (with experience,
working from and editing saved queries will make things more efficient)

e For panel identification and maintenance use the Client and Appointment Tabs

e Criteria on each tab “builds” and adds to the search parameters

e Acheckmarkin a checkbox will include that restriction (criteria) on the client list

e A solid box in a checkbox will include the opposite of the restriction on the client list

e Data in queries in Healthquest is “inclusive” meaning that if the search is from age 50 — 74 years
of age it “includes” people age 50 (it doesn’t start at 51) through to and including 74 years of age

Example: To create a query to identify patients of all ages attached to Dr. Bonner with an appointment in
the last 3 years (list of Active patients):

On the Client Tab select Age, Default Doctor, and Client Type.

| Appointments 2] Claims [ Invoices

IChart Motes  ® Medications - |Forms /5iLabs /& Probt Lt

[1Birthdates Ff0m1|2016-08-11 =

[Gender () Male ()Female
Ccity: ‘ ‘

[1Province: |:|
[]Postal Code: |:|

To:‘zms.ua.n 2 or|[AageFrom: | 0 [2] Tor| 10 [2
[JReferral Doc: | w |
[]Bill Type: “
PDI Program
[ Verified

Default Doctor: |BONNER w

[ Client Type: |‘L|'alid Alberta Patient

~ |

[ startDate ~ From:(2016-08-11 | =

To:‘2016-08-11 .

A checkmark in a checkbox will include that restriction on the client list.
A solid box in a checkbox will include the opposite of that restriction on the client list.

On the Appointments Tab select and Appointment Date that is 3 years back from the current date.
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*

[E5Claims [ Invoices S/ ChartMotes ® Medications []Forms (&/Labs /A Prop .t

[==|client | [:Z] Appointment

[~] Appointment Date From:|2013-08-11 =

To:|2[]15-08-11 .

[ Doctor: |
[] Appointment Type: | w ‘
[] Appointment State: ~
[] Appointment Notes:
Mone of these selections[]
A checkmark in a checkbox will include that restriction on the client list. é/_ Important'
A solid box in a checkbox wil include the opposite of that restriction on the client list. ’

Note: do not select “Doctor” on this tab as only pts with an apt with Dr. Bonner in the last 3 years will
appear. If a clinic patient attached to Dr. Bonner only had one apt in the past 3 years and saw another
provider in the practice, that patient would be excluded from the results.

Click Run Query and Use Query for a List to see the results.
Appointment Date may assist with determination of which patients are active:

o Patients with a visit in clinic during an agreed-upon, predetermined period (e.g., last 3
years)

These lists usually create awareness for initial panel clean up. Verification of the data produced on the
lists with the primary provider and team will help to determine validity of the information. Further panel
clean up is assisted by additional queries in the EMR.

TIP: Healthquest will produce the list with the EMR query
functionality but also offer exporting the list for further
sorting and analysis in Microsoft Excel or Open Office Calc.
Basic spreadsheet training is recommended.

TOP welbsite videos

Active Patient Panel
https://www.youtube.com/watch?v=tHIAVsa8oso&feature=youtu.be

Active Patient Panel in Last 3 Years
https://www.youtube.com/watch?v=09ihoPkbXfE&feature=youtu.be

Patient Panel Not in the clinic for Last 3 Years
https://www.youtube.com/watch?v=iasDjLkkuEw&feature=youtu.be

Initial Panel Clean-Up

Searches/reports that assist initial panel clean up include producing a list of active patients attached to a
provider, with the additional search parameters of:
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Last visit date (and no future appointments)

Age: Sorting the list of active patients by age is valuable. In viewing the list of active patients over
the age of 90 years, a provider is usually able to indicate if there are patients on the list who
should be marked as deceased

No visits to the practice (and no future appointments) — producing a list of patients that are
attached to a provider will identify patients that registered but may have never shown up to the
practice. This search may also identify registrations of patients where lab results were received to
the practice but the patients were never seen at this practice

This search criteria below identifies patients with No appointments in the last 3 years (the client
tab would identify the Default Doc and the Client Type):

i

[E5cClient || Appointments  [E3)Claims [ Invoices IChart Motes  ® Medications [-]Forms /&/Labs /& Problllt

[®] Appointment Date From: 20130811 =
[Jpector

[] Appointment Type: | ~ |

T01201s-03-11 =

[] Appointment State: ~

[] Appointment Notes: | |

Mone ofthese selections []

A checkmark in a checkbox will include that restriction on the client list. \
Important!

A solid box in a checkbox will include the opposite of that restriction on the client list.

Note: The solid box next to Appointment Date indicates NO appointments in the dates indicated.

Appointment Type/Reason — If the practice uses the appointment type or reason when scheduling
visits, searching by this information my produce lists of patients that are not family practice panel
patients such as ‘aviation medical’ or ‘Botox injection’

Billing code (Claims) - If the clinic offers specialty services to patients that are not members of the
physician’s family practice, they may be identifiable by billing code from the Schedule of Medical
Benefits

o Ask the providers if there are any billing codes that they routinely use for patients that
are not members of their family practice panel

Procedure codes —

= E.g., searching by procedures offered at the practice, but all the patients may not
belong to the practice, such as vasectomy (75.64)

= Longterm care patients are billed with an 03.03E billing code

Address or postal code

o Sorting of active patients by the address or postal code searches can be valuable in
identifying groups that may not be part of the family practice panel due to their place of
residence; temporary workers to an area may be identified this way

Last Name is Test — each clinic has test patients that were created for training or practice
purposes, for reporting and analysis they should not be included in the family practice panels.

IMPORTANT: The primary provider and/or the practice team need
to review the data from reports to ensure that the correct 23
information is being pulled into them. Due to unique protocol at a
practice, fields may be used in a specific way and this may impact
the accuracy of reports.




These need to be managed individually.

TOP welbsite videos

Panel identification and clean-up
https://www.youtube.com/watch?v=FmEq0OjN5aSQ&feature=youtu.be

Bulk/Batch Actions

Once a list is produced and sorted, applying a bulk change to the entire list or a group within the list is
helpful. Making bulk changes makes the process of initial clean up and ongoing panel maintenance faster
and easier. To make a bulk change in Healthquest create the desired list in the Client List Manager and call

Healthquest support to make the bulk change.

TIP: Carefully verify data with the primary provider and/or care team before making a bulk change.
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Panel Maintenance

Once an initial clean-up is complete there are several processes that support maintaining a clean
confirmed patient panel list for each primary provider. Those processes include:

1. Ongoing phone/address data, physician attachment and status verification at patient check in.
Developing and monitoring a process for all staff that works the front desk with expectations for
data verification is required.

e This process can be checked using the EMR reporting. Run a search to produce a list of patients with
visits in a given period of time and determine what percentage of patients was verified during that
time frame.

e Standard operating procedures should be in place for front desk staff for:

o Patients no longer part of the clinic

o Patients not seen in the clinic (e.g., records created for patients where lab work was
received or seen at another facility like the local ER)

o Patients seen at your clinic but not your family practice patients (e.g., walk-in or
temporary patients)

o Patients scheduled for a “meet and greet” appointment

2. Conducting queries at regular intervals and applying bulk actions to patients that are no longer
active at the practice. The regularity of the intervals varies by practice. It may be monthly for the
first year and then every six months thereafter. Reports that assist identifying these patients
include searches by:

e Last visit date (and no future appointments)

e Age

e No visits to the practice (and no future appointments)

e Appointment Type/Reason

e Billing code

e Address or postal code

e Last Name is Test (first be sure there are no actual practice patients with the surname Test)

3. Patient outreach. Some practices identify patients with no visits in the past 3 years (and no future
appointments), prioritizing those overdue for preventive screening care, then reaching out
proactively to determine if they are still paneled to a provider at the practice. The outcomes of
the outreach involve updating the patient demographics, physician attachment and offers of
preventive screening care.

TOP welbsite videos

Healthquest Search Using Billing Code
https://www.youtube.com/watch?v=KsEMeeaVuqO&feature=youtu.be

Panel ID and maintenance creating Dr as holding space in Healthquest

https://www.youtube.com/watch?v=X8eLhMcYhmU&index=28&list=PLf486cdx9WgLSa6UEly3HQGO9Nd

3xGFMZ
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Deceased Patients

When a patient is deceased a number of steps need to be taken.

1) The Type on the Client Card needs to be changed to “Deceased”

Client Entry / Editing

0 Test Smith === New Save Undo Search Close
~* |Chart No.; 1262 == .
Labs | Worklists
[FIName/Addr [5Biling | Notes .3 Relations Forms
Mame: Test First \Smith Middile: Title: Maiden
[ Alias
Address: 101 Jamaica Ave. Phone: [780)555-1234 Chart Mo: 1262
Address: Bus Phone: (780) - PHM:
Address: Other Phone: [ ) - Reco;ergtv Alberta ~
City: Edmonton Gender: | Male w Reg Mo
Prov: |Alberta + | Date of Birth: [1965-04-04 | Age: 51 Referred By: Copy Address From...
Country: Canada ~| FC: Type: |Valid Alberta Patient ~ Print Chart
E-Mail: Referral Doctor *10 scanned Book
FirstAct Date: 2009-03-26 Married: WCB Patient
Third Party Patient )
LastAct Date: 2016-01-18 End Date: 0000-00-0 R Verified:~] 2016-01-19

MNon-Insured Patient
End Date Reason:

Deceased

Acct Summary Scans AHC History ppointments | Labels @ Clipboard | History

2) The card needs to be End Dated. Double click in the End Date field and select the date the patient
was deceased.

3) The End Date Reason needs to be changed to Deceased. See Page 11 on how to look up end-
dated records.

Client Entry / Editing

m Test, Smith || Hew Save Undo Search Close
~*|Chart No.: 1262 == =
Labs || Worklists
[E-NamelAddr [ Biling . |MNotes . Relations LIS
Mame: Test First: Smith Middle: Title: Maiden
[ Alias
Address: 101 Jamaica Ave. Phone: (F80)555-1234 Chart MNo: 1262
Address: Bus Phone: (780) - PHM:
Address: Other Phone: [} - Reco::_g:r Alberta ~
City: Edmonton Gender: | Male v Reg MNo.:
Prov: Alberta ~ | Date of Birth: 1965-04-04 | Age: 51 Referred By: Copy Address From...
Country: Canada v | PG Type: Deceased w Print Chart
E-Mail: Online Booking [] scanned Book
First Act Date: 2009-03-26 Married: ~ Diag Code 1:
LastAct Date: 2016-04-18 End Date: 2016-08-01 Default PRAC: BONNER Verified:i] 2016-01-19
End Date Reason: Deceased Referral Doc:

Acct Summary Sgans Letters Appointments | Labels | Clipboard | History
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Panel Management

Panel management, also known as population management is a proactive approach to health care.
Population means the panel of patients associated with a provider or care team. Population-based care
(or panel-based care) means that the practice team is concerned with the health of the entire active
population of attached patients at the practice, not just those who come in for visits.’

The Patient’s Medical Home implementation element of ‘Organized Evidence Based Care’ involves
embedding evidence-based guidelines into daily clinical practice where each encounter is designed to
meet the patient’s preventive and chronic illness needs. Setting up population-wide point-of-care
reminders supports these planned interactions and EMR functionality supports appropriate follow-up
care.

Approaches to Panel Management
Opportunistic

When approaching panel management opportunistically, it means catching a patient while they are in the
practice or calling on the phone with a team member, to offer care.

For example, a 52-year-old female is in the practice for an appointment to inquire about the
vaccine for shingles. While in the office her blood pressure is taken and she is offered requisitions
for a FIT test, plasma lipid profile, fasting glucose and mammogram because they are all overdue.

Methods to identify patients that are overdue for clinical services may involve:
e Setting up population wide point-of care reminders that alert a team member that a patient is
due for a clinical service
e Setting follow-up or another type of alert at the individual patient chart to proactively set up for
the next intervention
e Ateam member that combs through the charts of patients meeting certain criteria, who have an
appointment, to identify clinical services that are due and marking the chart to indicate this

Outreach

An outreach method to panel management involves identifying active and confirmed paneled patients
overdue for clinical services that do not have appointments and ‘reaching out’ to offer care. This process
involves using the search/reporting tool in the EMR to produce lists of patients.

For example, a 58-year-old male was last in the clinic 2.5 years ago for a knee injury. The panel
care coordinator (PCC) at the practice has run a report that shows this patient is overdue for a
plasma lipid profile, a FIT test and a fasting glucose. The PCC phones the patient and confirms
that he is still a patient of the practice attached to his paneled physician. * As per clinic protocol,

* Module 20. Facilitating Panel Management. May 2013. Agency for Healthcare Research and Quality, Rockville, MD.
http://www.ahrg.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/mod20.html
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the PCC makes an offer that the patient can come by the clinic and just pick up the lab requisition
to get the overdue screening done and the clinic will follow-up as necessary. The patient agrees.

*Note: such protocols vary from practice to practice. It is an important process that must have provider
agreement before implementation.

TIP: It is recommended that a practice initiating outreach complete panel
identification and maintenance processes first then begin with patients that
have been confirmed as attached, active patients. This will prevent the
experience of contacting patients that are deceased or no longer active at the
practice.

Prioritizing Patients for Outreach

For practices that are beginning outreach for the first time, identifying where to start can be a challenge.
Consider using searchable criteria in your EMR that can guide you to reaching out to patients that may
have the most to gain by offers of care. Consider the following criteria:

Last visit date close to 3 (or more) years ago

Age (older patients are at higher health risk than younger patients)

Number of screening maneuvers due, e.g., consider starting with patients over 60 years of age
with no colorectal cancer, diabetes or lipid panel screening complete

Patients with chronic conditions
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Panel Management. How to Get Started

Once patient panel identification and maintenance processes are in place, it is recommended to begin
proactive panel-based care with the following approach:

Panel Identification & Maintenance

Panel Lists
Patient Confirmation

Preventive Screening Care

5 ; Disease Management
Foundational Learning

mmmﬂ'l—\

Simple to Complex Disease Registries Complex Health
Point-of-Care
Reminders Proactive Panel-based

Automated processes
. Care
Reporting to support uncommon
More Complex Point- | care requirements

of-Care Reminders | \yith 1cD-9 codes in

place identify complex
patients for systematic
care

Preventive Screening Care

Preventive screening care involves a small number of data elements compared to disease
management
There is a benefit to starting with some clean sources of data like electronic lab feeds compared
to information that maybe inconsistently charted in the clinic
Clinic team will learn:
o theimportance of and begin standardization of naming protocols for scanned documents
(e.g., mammograms and colonoscopy reports)
o from this experience about patterns in their data entry and can make correction for
future meaningful use of EMR
o practice standard operating procedures that enable proactive panel-based care
The searches and population-wide point of care reminders should start simple and can build to
the more complex
Practices can build on:
o the number of screening maneuvers they are addressing and/or
o the population of patients at the practice that point-of-care reminders are set for (e.g.,
gender and age)
Provides a foundational experience for process improvement
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Disease Management

e Clinic team take lessons learned from less complex preventive screening care processes that can
then be applied to disease management

e Involves more complex searches with more data elements than screening

e A dependency exists on reliable registries of patients with a given disease

o Providers will learn the importance of consistent coding in the Problem List of the EMR

e (Clinic team will build on the benefits of standardized data entry

e Building of more complex point-of-care reminders with increased reliability of planned, prioritized
care

Management of Patients with Complex Health Needs

With a solid foundation in preventive screening care and disease management, patients with complexities
and multiple co-existing conditions will have visits that address many predictable health issues by using
available EMR resources to more efficiently and reliably meet patient’s important needs

TOP welbsite videos

Complex Health Needs in Healthquest
https://www.youtube.com/watch?v=jWvZSfpR-
5E&index=20&list=PLf486cdx9WgLSabUEly3HQGOINd3xGFMZ

Tools for Panel Management

For the following areas it is recommended that when a team agrees on the processes that they are
documented as standard operating procedures so that when a staff member leaves and a new staff
member starts there is documentation.

Charting for Team-Based Patient-Centered Care

For a team to provide care that is patient-centric and takes care of the whole patient, a single provider in
the practice can no longer document in an ad hoc manner. The team needs to know where to find
pertinent information and know that the information can inform proactive, panel-based processes (such
as searches or reminders) that can act as a safety-net around the individual patient care.

EMR users need to be aware of the search capabilities of their EMR. Where information is entered
matters! In general, fields that can inform a search or report include:
e Drop down lists

e Radio buttons
e Boxes only designed to record specific information like blood pressure or weight
e Templated fields in an exam template

Even in an area where free text can be entered, if certain information is entered with a consistent term, it
may be searched. Where common repeated text (macros or auto-replace) is used, it may be uniquely
searched.

The tabs in the Client List Manager queries provides an indication of what is searchable:
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[Z5|Client [ Appointments [2)Claims [l Invoices ['<|ChartNotes ® Medications []Forms (§l/Labs /A Prob.t.|2

Notable areas of the chart that are searchable in Healthquest include:
e C(Client card fields (for panel ID and maintenance)
e Appointment types and Appointment Notes
e (Claims by Diagnostic Code (informs registries)
e Chart notes, chart fields
e Medications
e Forms
e labs: Types, Value and Description
e Problems: Types, diagnostic code, status (active, etc.) and Doctor
e Scan Type and Notes (Description)

Chart in a way that the team can help care for the patient:
e Care team members know where to find information
e The patient’s data may be included in CDS Queries population-wide reminders that helps to
prevent patients “falling through the cracks”
e Monitoring and management can be done systematically

Scanned Documents

Every clinic receives electronic faxed documents which get linked to individual patient records. The
naming or indexing of these documents as they are attached must enable two processes:
1) When a provider is viewing the patient chart they should easily identify the information and be
able to find it quickly. Healthquest can search for a document name at the individual patient
level, the type, and the description.

|.£|.JI|"|.J\ZI'|.J|l u DAL TS Fuwel sullde Jpreselil [v
Scanned and Linked Documents: Search

Date Type # Description Le
2016-11-22 Cross Cancer Noteg®| 1 Breast Cancer Transfer of|
2016-08-30 CAT scan ¥ 1 No Desc 2(
2016-06-28 Diagnostic Imaging 1 Mammogram Breast Ultr3| o
2016-06-28 Colonoscopy Result 1 Completed by Dr. Bala N 2
B e 2 I E: d T & 4 Ml Moo ﬁ:r i e i T 9
2009-09-16 Surgical Report &1 Total Hysterectomy ;E

2) Inthe EMR search /query tool it is possible to produce a list of patients that have a type of linked
document within a period of time. These same document names can be used to create a
population-wide point-of-care reminder (i.e. CDS Notification). See example below where it is
searching for female patients (50-74y) that have not had a diagnostic imaging document with the
notes “mammo” in the last 2 y.
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Mammogram Due

& CDS Query Setup [E=N EEREX5

Scans

[/ Scanned  [ypger v| 2 BEE v|ago

[l Scan Type: | Diagnostic Imaging w

[ Notes contain: |mammo |

Key principles for linking scanned documents

Save Undo Close
Female Patients over 50 under 74 Patient of BONNER ® AND Oor NOT
not Type:Deceased not End Date Reason:Deceased Description: NOT 5 Notes:
AND NOT Scan Notes: mammo [t can Hotes: mammo
Level: 1
Data Desc:
New Line Copy Line Save Line Delete

list.

e C(Create a list of acceptable document words that can be used at the practice that is agreed upon by
the clinic team (clinicians and team members). See Appendix C for examples
e Use the drop-down list for indexing. Put some thought into the index word
This word is selected from a drop-down
& Client Images
L] 1 |2kon. Moniaue = - Blood Tests @Type ObDate Close
- ; . +- Colonoscopy Result [ ]Show Deleted T
Type: Diagnostic Imaging (- Diagnostic Imaging S—
Date: 20090916 | Page! 1| Indexed by: [QCG =- Import — RS
Pending Bonner, Clark DEMO Save
Mammogram Beleibaor Print
k Delete Image e
Import Image =
i T Confidential

Rne.

Team members need training on practice protocol for typing free text in the description box.
This text appears in the Description field in the patients chart and should be meaningful to the
provider. The text is also searchable in Queries and CDS Queries (by word or phrase) so team

members need to type it as per practice protocol and not write a description ad hoc.

Scanning protocol is assisted with physician sponsorship to explain the value toward proactive panel-

based care

Certain clinical reports need to be distinguished to enable panel management
o Distinguish mammogram results from all diagnostic imaging
o Some consult reports need consistent naming:
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= Colonoscopy reports
=  Flex sigmoidoscopy report
=  Colposcopy report
=  Provide training to staff and place a printed list of acceptable scan words with indexing tips at every
workstation where documents get linked to patient charts
= Name based on type of consultation rather than the name of the consultant
o E.g, Ifareferralis for gastroenterologist consult, name the letter “Gastroenterology consult”
not “Dr. Black consult”
=  Only central clinic EMR administrator(s) should be allowed to add, delete or modify the main list
= Scanning protocol is assisted with physician sponsorship to explain the value toward proactive panel-
based care
= Discuss as a team the scans that must be named the same way every time. E.g., Mammogram,
Prenatal US, Colposcopy Report, Colonoscopy Report, Pap
= Only central clinic EMR administrator(s) should be allowed to add, delete or modify the main list.
= Each phrase in the description field is searchable

Managing Scanned Image Types

In Setup > Scans > Scan Types an EMR administrator can End Date index words that should be no longer
available for attaching to scans. When an index word is end dated it will remain attached to the records in
the past but no longer be available to attach to future scans.

Example: This clinic has the words “ECG” and “ECG Interpretation” as two possible index words. This
duplication of words makes it possible to have two
words that mean the same thing.

Scanned Image Types
Print Save Undo Close

TypeNo:| 1005 EndDate: 2016-06-09 The word “ECG” is end dated to remove it from the
Description: ECG drop-down list for staff indexing scans to patient charts.
NN ST Save changes before closing.
Blood Tests ”
CAT scan Scanned Image Types may be deleted if no patient
Chest x-ray

records have a scan with that attached to their chart.

Colonoscopy Result
Py Otherwise the word must be end dated.

Consultation Letter

Diagnostic Imaging

ECG

ECG Interpretation

Gl Consult

Import

infirmation o

TOP website Video
Scan Types in Healthquest

https://www.youtube.com/watch?v=-AjkynC6WgM&feature=youtu.be

Indexing Scans in Healthquest

https://www.youtube.com/watch?v=hxT2F6JcRnw
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Manual Entry of Lab Data

In Healthquest, you can manually enter lab data that may be received by fax or completed within the
clinic. Data may be received this way due to the lab originating from a source outside the lab region. If
this lab data is entered as a “Manual Result” rather than a scanned document it can usually be trended
and searched. Manual labs completed in clinic such as a random glucose test should be entered in manual
labs. Some clinics use Manual Labs to enter singular results that were ordered from a provider outside
the clinic from Alberta Netcare that the provider wants to see in the lab results sections and so that the
results can be graphed with other investigations received electronically.

Example 1:

A provider is opening a new practice. After the first appointment and the patient is accepted into the
practice, on the visit for the first comprehensive medical, the provider wants the last three pap results
entered in the patient’s chart. A team member looks up the results and dates from Netcare in the chart
with the manual labs feature careful to note the dates, results and that the source is Alberta Netcare.

Example 2:

A patient with diabetes is also under the care of an internal medicine specialist at a diabetes clinic outside
of the area where the primary care practice is. The clinic gets copied on the patient’s lab results ordered
by the other clinic and they are received as a fax. So that the lab values can be trended with the lab
results ordered at the primary care office, the faxed results are entered as manual lab results and appear
in the patient’s lab investigation section of the EMR not just as a document stored in their chart.

Useful Applications of Manual Lab Entry

The manual lab result feature of EMRs offers a clinic flexibility to store results or information in a way that
they can be trended and searched. Some ways in which clinics are using this feature:

e Preventive screening care offers are all documented as manual lab results — they are searchable and
assist the clinic team in monitoring offers and measuring screening care. This requires some set-up
and is very effective where it is the team that does preventive screening care work

e Pain Disability Index is a score that is tabulated at the clinic that documents the level of pain a patient
has. For practices that have a chronic pain clinic, manual lab entry allows them to record the score
and trend against medications over time. It can also assist in quality improvement measurement.

e A clinic is tabulating frailty scores of their older patients. Recoding the scores in manual labs allows
them to trend these scores over time, determine which patients in the practice have or have not had
a frailty assessment and allows population based measures.

IMPORTANT:

Use of manual entry of lab data needs to be planned and consistent with the format that the labs are
received from e-delivery the format entered by the first person who enters a value will remain in the
drop down menu moving forward. Do this carefully and ideally get one person to set it up. If manual
labs is used for non-lab data, be consistent with a standard format when entering data; always pick
from the drop-down after the first entry.
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To manually enter lab data, while in Charting, click on the Lab/Report tab, and choose New

& Charting
|, |Dixen. Monique ;;5 DHELLIETLEE ViewClient | Print | Undo || Close
=2 |Chart No_: 1017

2 Notifications Pending + Labels | Worklists Letters

[*=|overview LJjBrowse [-|ChartNotes #Meds /. Problems []Forms 5/ Lab/Report {25)

Lab Report | Newl Print| Search | Summary
Date Description Order Site Reviewed Date 63
'hl Mar 25, 2009 MANUAL:
Feb 13, 2007 URINE METANEPHRINES, 24 HOUR Reviewed
w | == Prev Page | NextPage >>
Send To: Name: Dixon, Monigue Elia
Patient ID:

PHN: 715733860

In the Manual Lab Entry Window, complete the various field including the Procedure name. Under
description for each lab in the procedure a new row is added. Complete the values. The lab description
must match EXACTLY the description received on electronic reports.

& Manual Lab Entry
Save Delete Close

Client: 1017 Dixon, Monique Elia
PHN: 715799860 DOB: 1942-12-01 Genderr (O Male (@ Female
Doctor: |0 w (] mark lab for review

Procedure:  Lipid Profile

Observation Date: | 2016-08-12 14:45:40 Specimen Received: 2016-08-12 14:45:40

[] Confidential Result Status: [Final ~ Add Row
Deacription Values Abnormal Reference Tnita
HDL CHOLESTERCOL 2. 0| X

TOP website videos
Manual Lab Entry in Healthquest:

https://www.youtube.com/watch?v=MMq59endSS4&index=7&list=PLf486cdx9WgLSa6UEly3HQGO9INd3x
GFMZ

Searches/Queries — Getting Started

When learning to create searches the following tips will assist in obtaining accurate data:
e Beinformed on how data is recorded at the clinic; this will provide direction on which fields to search
e Build the search one parameter at a time

35


https://www.youtube.com/watch?v=MMq59endSS4&index=7&list=PLf486cdx9WgLSa6UEly3HQG09Nd3xGFMZ
https://www.youtube.com/watch?v=MMq59endSS4&index=7&list=PLf486cdx9WgLSa6UEly3HQG09Nd3xGFMZ

e Validate, as each line of the search is created, that the results are correct before adding another
parameter to the search
e Search for the positive first then search for the negative
o E.g., if you are searching for female patients 50 — 74 y that have not had a mammogram in

the past 2 years first identify all patients that have HAD a mammogram in the past 2 years.
Once you have validated that your search criteria are correct it is easy to search for patients
that have NOT had a mammogram.

e Verify that your results are correct

Getting Started:

= Use the Clinical Decision Support Manual (available through Healthquest Help files) as a reference.

= Asyou are new to using CDS Queries, build them line-by-line and validate that the logic is
building correctly as you create it.

= Use the title “TEST” in your query description until you have validated the reliability of your query
and then remove it to finalize the query. E.g., “TEST Due for Framingham CV Risk, Male”. Inform
the clinic team you are making test queries.

= Do NOT click “Notify on Chart” and “Notify on Appointments”, until the query is verified as pulling
the correct information.

Desc:
Priority: | Normal « | Defer by: days Confidential: |(none) w
] Motify on Chart ] Motify on Appointments Doctor: "

CDS Query Setup & examples

Example 1: we will look for Dr. Bonner’s male patients age 40-74 that has not had a lipid profile
completed in the last three years.

1. Go to Setup > Charting Setup > CDS Query Setup
2. Select New
3. Inthe Desc box write the title of the query: “Dr. B Due for Lipid Screening Males”
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Clinical Decision Support Queries

New Delete Copy Query Save Undo

Close

BM Female due for Mammogram

BM Males Due for Lipids

Diabetes, No HbAlc in last 3 months
I Dr B due for Lipid Screening Males
Due for Complex Care Flan

Female Mammogram Due

Form query

Hypertension

Mammeo screen denominator
Mammo screen numerator
Mammogram Due

Mammogram Due BM

MNo LDL in past 3 years patient over 40 Y

Desc: Dr B due for Lipid Screening Males

Priority:  Mormal w Confidential: (none)

[ notify on Chart

Defer by: days

| MNotify on Appointments Doctor:

| -F_di't Query

~ JRun Report

4. Ensure that “Notify on Chart” or “Notify on Appointments” do not have a check mark; if this is a

desired it will be done at the end.

Click Save

Select Edit Query
The CDS Query Window appears

L 0 N oo U

Select a Table to Query &I

Appontrments
Chart Notes

£

Forms

Intake Forms
Invoices

Lab Resuts
Medcations
Problems
Scans

L ok

) [ _cancel ]

Click “Dr. B due for Lipid Screening Males” in the list of queries

Select New Line. The window appears to Select a Table to Query

10. Select “Clients” and OK. In the window below add the criteria for the first line of the query. Age,

Default Doctor and client type.
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11.
12.
13.
14.

& CDS Query Setup = e ==

Dr B due for Lipid Screening Males

Male Patients over 40 under 74 Patient of BONNER
Type:Valid Alberta Patient

Save Undo Close

Description: i i vali
AND Lab Result Under 3 Years ago Low density escription: Male Patleqts over 40 under 74 Patient of BONNER Type:Valid
) ] Alberta Patient
lipoprotein
Level: 1
Data Desc:
HNew Line Copy Line Save Line Delete
Client

Age Over: Age Under:
[“1Gender @ Male (O Female [ ]Referral Doc: | .
e — — :
[]Province: I:I
PDI Program
oo |
[ verified

Default Doctor: Clpate | . | T » " »
[ Client Type: |Va|id Alberta Patient v|
[JEnd Date Reason: | v| [] Show Data: | -

Stop. At this point it is advised to validate. Did you find the 40-74 y males of
the physician? To do this Save the query, close, and click “Run Report” on the
main page. If the list contains only the 40-74 y males of that physician, close
the report and move on. Click Edit Query.

Save Line
New Line

The Select a Table to Query window appears

Select Lab Results and add the criteria to the query. “Results Date Under 3 years” and “Result
Type Lipid Panel”. The words “Lipid Panel” must be customized to your region. It may also be

called a “Lipid Battery” or “Low Density Lipoprotein”
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& CDS Query Setup

Dr B due for Lipid Screening Males
Save Undo Close

Male Patients over 40 under 74 Patient of BONNER ® AND Cor O not

Type:Valid Alberta Patient —
Description: Lab Result Under 3 Years ago Lipid Panel

AND Lab Result Under 3 Years ago Lipid Panel

Level: 1

Data Desc:

New Line Copy Line Save Line Delete

Lab Results

ResuItDate|Under ul 3 3||‘r‘ears v|agu

Result Type: [[]Clients with Abnormal Results Only [ Last Result Only
[]Result Value Greater Than or Equal to: I:I
[]Result Value Less Than or Equal to: I:'

[[] Test Description: | | [] Show Data ~

Stop. At this point it is advised to validate. Did you find the 40-74 y males of
the physician with a Lipid Panel in their chart in the last 3 years? To do this
Save the query, close, and click “Run Report” on the main page. If the list
contains only the 40-74 y males of that physician with a lipid panel in the last
3 years, close the report and move on. Click Edit Query.

Save Line

Now that the query has found patients with a lipid panel, a “NOT” criteria will be added to find
the patient records WITHOUT a lipid panel in the past 3 years.

15. Click the NOT box as shown below, Save Line and Save. Close the query.



& CDS Query Setup
Dr B due for Lipid Screening Males

Undo Close
Male Patients over 40 under 74 Fatient of BONNER ® AND Oor
Type:valid Alberta Patient - Description: |Lab Result Under 3 Years ago Lipid Panel
AND Lab Result Under 3 Years ago Lipid Panel
Level: 1=
Data Desc:
Hew Line Copy Line Save Line Delete
Lab Results
[~] Result Date |Under vl 3 = ||Years v| ago
Result Type: ‘Lipid Panel ‘ [Iclients with Abnormal Results Only [] Last Result Only

[] Result Value Greater Than or Equal to: ‘

[] Result Value Less Than or Equal to: ‘

[ Doctor Name: ‘ ‘

[] Test Description: ‘

‘ [] Show Data

16. Back on the main page, Run report. Verify the data is correct. If the data is correct click “Notify on
Chart” and/or “Notify on Appointment” for a notification to appear in a patient’s chart.

17. Run Report and select a patient on the list. Open the patient’s chart. Does the notification

appear?
& Charting
H|[® Test Smith o View Client Print Undo Close

] .

Lozultns B — 2 Notifications Pending - Labels | Worklists = Letters

[T|Overview [\ Browse |//ChartNotes 7 Meds [ Diabetes, No HbALlc in last 3 t(0)
- maonths
Test, Smith Problem . ) losure Log Print Summary
3 Dr B due for Lipid Screenin =
101 Jamaica Ave. Edmonton AB Problem| - P g Date  Severity Status  ~
Male l:_JDB' 1965'04'_04 Age: 51 Other forms oromuome Tsoar 20 To-u =10 Active
PHM: Valid Alberta Patient ) . .
Pa e e oA Ohesitv and other hvneralime 2016-01-18 Artive
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Tips on Building CDS Queries:

e Use TEST at the beginning of your queries when you are building a new query and testing. When you
are certain that the query is verified and valid, edit the title to remove the TEST. Do not click “Notify
on Appointments” nor “Notify on Chart” until valid, tested and ready for use.

e Validate each line of the query as you build it (by saving and then run report) and click on a patient
record to see that it has the information you are seeking.

e Try the reverse of criteria — can you create a list of that have had a Framingham Risk Calculation? If
so, try the NOT button for the reverse.

e Clicking “Show Data” when building the report; if you do not want the data to show in the notification
remove “Show Data” for the line in the final version. Can only select “Show Data” on one line of the
report.

e Remember to save when editing each line and before closing

e To create “OR” between lines set the “Level” to 2. For example, to identify adult patient 40 to 79 due
for diabetes screening you are looking for patients that have not had a fasting glucose or a
hemoglobin Alc in the last 3 years.

Healthquest TableTop - User: DEMO

Biling Client Appts Admin Reports Browse Setup Windows Help
W & . CDS Query Setup
W Diabetes Screening Due - Age 40-79
= 2| g Save Undo Close
Sppoluta ‘ | | Patients aver 40 under 79
= il AND (Lab Result Over 3 Years ago glucose, Description: Patients over 40 under 79
Client Billing 1| fasting
) OR Lab Result hgbalc )
Edit Claim
= Level:| 1 3
Edit Rec. =
= Data Desc: |
Cliets
o
Charting
]=
Reports |
| Newline || copyLine |[ Saveline || Delete |
Browse aH |||} Client ‘
oot [MAgeover: | 40 2| []AgeUnder: | 79 |
-
abrlinks [lGender OMale (3 Female [IReferral Doc: ... |
5 ) ) o
e Ccity: | | [IBill Type: | v
=1 [“]Province: ’ ’
Exit H® —! B PDI Program
i \ []Postal Code: ‘ ’ [Verified
[IDefauit Doctor:  BONNER v [Ipate v 0o & v| 3
[Jclient Type: | Valid Alberta Patient v
: []Show Data: | v
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Beneficial Searches for Care Planning

When patients have been documented as having complex health needs (e.g., Problem List includes
“Complex Health” as an active problem, monitoring frequency of care planning as well as follow-up is key.
Useful searches are:

e Patients with complex health needs with no care plan in the last year

e Patients with complex health needs with a care plan but no specific appointment type
designating a care plan follow-up in the last 6 months

o This search depends on the practice having a unique appointment type designated as a
care plan follow-up.

o Alternatively, a panel manager could create a search that identifies the patients with a
care plan completed within a given time (e.g., 1 year) and then looks for specific types of
appointments since then to identify patients that may need follow-up

Follow-up with Worklists

EMRs have features for individual patient follow-up where a task is created to remind a team member to
follow-up with a patient at a specific time for a specific reason. In Healthquest this feature is Worklists
and it is indispensable for chronic disease management and care of patients with complex health needs.
Importantly, worklist tasks can be future dated so that the person who needs to action the follow-up
need only see it when it is timely. It is also important to document when a worklist task is closed. Worklist
tasks remain documented in a patient’s chart for record. In comparison, messaging is more immediate
and is usually acted on in a short time frame, often while the patient is in the clinic. Messaging is often
used for many non-patient purposes.

See the Healthquest help file on Worklists, the Worklist Windows including Tasks.

Clinical Decision Support: Population-wide point-of-
care reminders

Most EMRs have a tool that will search the database for specific criteria to identify patients due for
clinical service. Population-wide point-of-care reminders may be called ‘rules’, ‘triggers’, ‘alert’,
‘notification’ etc., and these are really just searches that run in the background of the EMR and provide
notifications when a patient meets the criteria. In Healthquest these are called Clinical Decision Support
(CDS) Notifications.

These can be created based on internal clinic information such as charting, scanned documents, billing or
external information such as incoming lab or imaging data. These point-of-care reminders will
automatically go away when the search criteria are met. CDS Notifications are key enablers of proactive
panel-based care. The higher the data quality in a practice, the more reminders a practice team are able
to create and use reliably.

Recognizing that individual patient care will be tailored and that there are exceptions to the rules, CDS

notifications generally have the ability to be individualized for patients and modes of documenting
exemptions may exist.
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Clinical Decision Support Queries can be created to both generate a notification on the chart and/or in
appointments that a patient is due for a clinical maneuver as well as to run a report of a list of patients for
panel management. Healthquest has several pre-built queries.

Getting Started:

=  Use the Clinical Decision Support Manual (available through Healthquest Help files) as a reference.

= Asyou are new to using CDS Queries, build them line-by-line and validate that the logic is
building correctly as you create it.

= Use the title “TEST” in your query description until you have validated the reliability of your query
and then remove it to finalize the query. E.g., “TEST Due for Framingham CV Risk, Male”. Inform
the clinic team you are making test queries.

= Do NOT click “Notify on Chart” and “Notify on Appointments”, until the query is verified as pulling

the correct information.

Desc:
Priority: |Normal « | Defer by: days Confidential: (none) e
L] Notify on Chart [ notify on Appointments Doctor: e

CDS Query Setup: Creating a Simple Notification

Goal: Create a notification to identify active adult male patients have not had a Framingham Risk
Assessment in the last 3 years.

In this example, we will look for Dr. Bonner’s male patients age 40-74 that has not had a lipid profile
completed in the last three years.

1. Go to Setup > Charting Setup > CDS Query Setup

2. Select New
3. Inthe Desc box write the title of the query: “Dr. B Due for Lipid Screening Males”
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Clinical Decision Support Queries

New Delete Copy Query Save Undo

Close

BM Female due for Mammogram
BM Males Due for Lipids
Diabetes, No HbAlc in last 3 months

I Dr B due for Lipid Screening Males

Due for Complex Care Flan

Female Mammogram Due

Form query

Hypertension

Mammeo screen denominator

Mammo screen numerator
Mammogram Due

Mammogram Due BM

MNo LDL in past 3 years patient over 40 Y

Desc: Dr B due for Lipid Screening Males

Priority: |Mormal ~
[ notify on Chart

Defer by:
| MNotify on Appointments

days Confidential: (none)

Doctor:

Edit Query

Run Report

4. Ensure that “Notify on Chart” or “Notify on Appointments” do not have a check mark; if this is a

desired it will be done at the end.

Click Save

Select Edit Query
The CDS Query Window appears

L 0 N o U

Select a Table to Query l}?l

Appontrments
Chart Notes

=

Intake Forms
Invoices

Lab Resuts
Medcations
Problems
Scars

"

) [ _cancal )

Click “Dr. B due for Lipid Screening Males” in the list of queries

Select New Line. The window appears to Select a Table to Query

10. Select “Clients” and OK. In the window below add the criteria for the first line of the query. Age,

Default Doctor and client type.

44



& CDS Query Setup
Dr B due for Lipid Screening Males

lo ] B )

Save Undo Close

Male Patients over 40 under 74 Patient of BONNER
Type:Valid Alberta Patient

AND Lab Result Under 3 Years ago Low density
lipoprotein

Description: Male Patients over 40 under 74 Patient of BONNER Type:Valid
Alberta Patient

Level:

1=

Data Desc:
HNew Line Copy Line Save Line Delete
Client

Age Over: Age Under:
[-]Gender ® Male () Female []Referral Doc:
Dews [ ] [l Type: 5
[]Province: I:I

PDI Program
Crocons ||

[ verified
% . [BONNER v -
[~ Default Doctor: Clpate | Vl - v" >
[ Client Type: |Va|id Alberta Patient - |
[JEnd Date Reason: | v| [[] Show Data: | o
11. Save Line

Stop. At this point it is advised to validate. Did you find the 40-74 y males of the
physician? To do this Save the query, close, and click “Run Report” on the main
page. If the list contains only the 40-74 y males of that physician, close the

report and move on. Click Edit Query.

12. New Line

13. The Select a Table to Query window appears

14. Select Lab Results and add the criteria to the query. “Results Date Under 3 years” and “Result
must be customized to your region. It may also be
called a “Lipid Battery” or “Low Density Lipoprotein”

Type Lipid Panel”. The words “Lipid Pane

|Il
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5'.' CDS Query Setup

Dr B due for Lipid Screening Males
Save Undo Close

Male Patients over 40 under 74 Patient of BONNER ® AND Cor O not

Type:Valid Alberta Patient —
Description: Lab Result Under 3 Years ago Lipid Panel

AND Lab Result Under 3 Years ago Lipid Panel

Level: 1

Data Desc:

New Line Copy Line Save Line Delete

Lab Results

ResuItDate|Under ul 3 3||‘r‘ears v|agu

Result Type: [[]Clients with Abnormal Results Only [ Last Result Only
[]Result Value Greater Than or Equal to: I:I
[]Result Value Less Than or Equal to: I:'

[[] Test Description: | | [] Show Data ~

Save Line

Stop. At this point it is advised to validate. Did you find the 40-74 y males of the
physician with a Lipid Panel in their chart in the last 3 years? To do this Save the
query, close, and click “Run Report” on the main page. If the list contains only
the 40-74 y males of that physician with a lipid panel in the last 3 years, close
the report and move on. Click Edit Query.

Now that the query has found patients with a lipid panel, a “NOT” criteria will be added to find
the patient records WITHOUT a lipid panel in the past 3 years.

15. Click the NOT box as shown below, Save Line and Save. Close the query.
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& CDS Query Setup
Dr B due for Lipid Screening Males

Undo Close
Male Patients over 40 under 74 Fatient of BONNER ® AND Oor
Type:valid Alberta Patient - Description: |Lab Result Under 3 Years ago Lipid Panel
AND Lab Result Under 3 Years ago Lipid Panel
Level: 1=
Data Desc:
Hew Line Copy Line Save Line Delete
Lab Results
[~] Result Date |Under vl 3 = ||Years v| ago
Result Type: ‘Lipid Panel ‘ [Iclients with Abnormal Results Only [] Last Result Only

[] Result Value Greater Than or Equal to: ‘

[] Result Value Less Than or Equal to: ‘

[ Doctor Name: ‘ ‘

[] Test Description: ‘

‘ [] Show Data

16. Back on the main page, Run report. Verify the data is correct. If the data is correct click
“Notify on Chart” and/or “Notify on Appointment” for a notification to appear in a patient’s

chart.

17. Run Report and select a patient on the list. Open the patient’s chart. Does the notification

appear?
& Charting
7H [ Test. Smith ;; View Client Print Undo Close
+ Chart No - 1262 2 Notifications Pending - Labels | Worklists | Letters
mewiew L.! Browse _—JChart Notes L? Meds 4 Diahe;es, Mo HbAlc in last 3 It (0}
months

Test, Smith Proble: - . lospre Log | Print Summary
101 Jamaica Ave. Edmonton AB Eroblel Eﬂ;ig“e LT ETERT Dale  Severity  Staus
Male l:_]DB' 1%5'04'_04 Age: 51 Other fprims orommomc TsTar Zu T U = TG Active

PHM: Valid Alberta Patient ) .

EETITE P A oY OhesitrAmrreEr e T T =T Artiva
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TOP welbsite videos

Introduction to CDS Notifications
https://www.youtube.com/watch?v=3DOmKRQNtPw&feature=youtu.be
Simple CDS Notification — Mammogram in Healthquest
https://www.youtube.com/watch?v=311J1MIdVIs&feature=youtu.be
Complex CDS Notification — Diabetes in Healthquest
https://www.youtube.com/watch?v=gm3LQgrk5ac&feature=youtu.be

Using CDS Notifications

Once notifications are created they will appear on a patient’s chart and/or in appointments (as the boxes
are checked when created). Click on the plus sign (+) to expand the notification.

& Charting

Dixon, Monique > OVERDUE TASKS rint Undo | Close
LN Chart No.: 1017 -

" 1 Notifications Pending - Labgls | Worklists = Letters
[Floverview [Browse |/ ChartNotes ?Meds| /i Diahﬁ:esf No HbAlc in last 3 1 (25)
months

Dixon, Monigue Problgm - losurg Log |_| Print Summary
;5915? -'555551;3325:12'";’;“?;‘ A$3 Problem Tvpe StatDate EndDate  Severity Status  ~
e 3 Soell R Diabetes Mellit 2016-06-09 Active
PHN:715799860 Valid Alberta Patient ahetes Hefius o

Double click on the notification to see aI.I nofiﬂcétions for this patient, including those NOT p-e"r.w-ding and
to manage the notification.
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https://www.youtube.com/watch?v=3D0mKRQNtPw&feature=youtu.be
https://www.youtube.com/watch?v=3l1J1MldVls&feature=youtu.be
https://www.youtube.com/watch?v=qm3LQgrk5ac&feature=youtu.be

5’ Charting
7| . |Dixen. Monique =I|:50VERDUETA5H5 View Client = Print | Unde  Close
Z T 1 Notifications Pending - Labels | Worklists || Letters

[E5|Overview () Browse /“Ichart Notes . Meds /i Diabetes, No HbAlc in last 3 rt(25)

i i months
Dixon, Monigue Problem - losure Log Print Summary

15919-1535"

— =
Female DO 5 CD5 Motifications — =

PHM: 71579
Work: (780) @ Save Undo Close

Home: (780) Result Chart Motify Appt Motify  Status
Referral Doc] =

Diabetes, No HbAlc in last 3 months Y Y
Mo LDL in past 3 years patient over 40 Y M N

Allergies: | |Pts with hypertension M M
Penicillin

Chart Notes:
Visit Date
2016-02-23
2016-01-19
2009-09-15
2004-07-07
2004-07-07
2004-07-07
2004-07-07
2004-06-25
2004-06-18
2004-06-18
2004-06-18
2004-02-25

Scanned andF
Date

Double click in the “Defer Until Date” field to defer the notification by entering a future date. Add
appropriate notes and click save. The Status will change to “Deferred”.

Result Text: Diabetes, No HbAlc in last 3 months

Motified Date: 2016-06-22 Defer Until Date: Status: Motified

Motes:

fo B B e T O e B OO e B B O e |

Worklist: | Mew Task

To defer a notification permanently, choose a defer date that matches the age group for the query. For
example, a 65-year old woman has a notification that she is due for a mammogram but last year she had
a complete bilateral mastectomy. To defer all future notifications, pick a “Defer until date” for 10 years in
the future (the notification is created to include women to the age 74) and it will not appear again but is
documented in her record. The year may be in in the drop-down menu but can be entered with the
keyboard.

Motified Date: 2016-06-22 Defer Until Date: [2027-08-16 Status: Deferred

Motes: Had a complete bilaterial mastecomy, mammogram not needed

This note becomes part of the patient’s chart and can be accessed at any time by clicking on the
“Notifications”.

Once a notification is deferred it appears in the chart as such:
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If a patient has a mix of pending and deferred notifications, it will appear like this when the plus sign is
clicked on.

& Charting
i[BY E::jnf??nsa ::: . . . View Client Print Unflo Close
- 1 Notifications Pending - Labels | Worklists @ Letters
[“|Overview [Browse  |ChartNotes 7 Meds /i Diabfgesr No HbAlcin last 3 t (0)
meonths
?::;II |fﬁ'}llslis StreetEdmonton AB F::::Jlﬁa“r:ﬂ Eq;ig%‘;g;ﬁgg S;ngeening ;;ire LoSgevTeri;rmt SHSTEIL‘:Y
Male DOB:1945-11-14 Age:70 asthma e Active |

Individual Patient Alerts: Expoanded Notes

At the individual patient level, EMRs have the ability to create a note or alert for an individual patient.
Individual patient alerts can vary from critical pop-ups to notes that appear in certain areas of the EMR
such as scheduling, appointments or in charting.

See Microquest Healthquest help file: Client Card Tabs

On the Notes tab of individual client cards, clinics are familiar with Critical Notes. Expanded Notes are a
relatively new feature that can support managing care for an individual patient. Before using Expanded
Notes as a clinic, think about how the practice may want to use them and colour classify these notes. One
colour of note may be used for preventive screening care or chronic disease management. If a clinic
chooses the Types to be “All”, there will be a limit of four colour types.

To create a new Expanded Note on the Notes tab of a patient’s client card, click on New Note. Complete
the fields. Most clinics reserve a pop up for something critical. A Start Date in the future means the note
will not appear until that date; it can be useful for informing about future services. Click Save.
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Client Entry / Editing

0 Test Smith I

Hew Save Undo Search Close

“* | Chart No.: 1282 = =
Labs | Worklists

[ENameraddr [F5Billing . MNotes .= Relations Forms

[ Critical Notes !

If Type “All “is selected, the note will appear in all areas but a

note may appear only in Appointments, Charting, Client Card,
Billing, Worklists.

QOther Motes:

-

>

Allergies:

Expanded Motes)] Type  Colour Start Date End Date Popup Note
Al [+ | IiSGeREl 2016-08-16 « |Next Pap Feb 2017 Mammo Dec 2017 | X
New Note
Acct Summary Scans AHC History Statement Letters Appointments = Labels | Clipboard History

Once a note is complete and saved, the note will appear at the top of the client card. If the cursor is
hovered over the color the note appears. If the note is clicked on it will appear in a box and can be edited.

0 Test, Smith ([

L Hew Save Undo Search Close
=2 | Chart No.: 128
ar e Ne;dF'ap Feb 2017 Mammao Dec Labs || Worklists
[ Name/Addr 2017 Forms
Name: Test [ OK |\ Cancel | Middle: Title: Valten
-5
N

Address: 101 Jamaica Ave. hone: (780)555-1234 Chart No: 1262
The note will also appear in charting

Text may be edited from this view. A preventive screening
) care note, once created could be managed from the note.
& Charting

L,_

=

Test. Smith
LN Chart No.: 1262

View Client Print Undo Close
2 Notifications Pending + Labels Worklists | Letters
[E5|Overview | Browse [=/ChartMotes ®Meds /. Problems [7|Forms
Test, Smith

*5 Lab/Report (0)
Problem History: Security/Disclosure Log Print Summary

Some ways that practices are using Expanded Notes:
e Preventive screening maneuvers due
e Chronic disease management actions due
e Date for next comprehensive care visit

e Patient-centric notes:
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o “Hard of hearing”
o “Needs assistance to walk to patient room”
o Bereavement (this has a start date and end date)

e Date for next complex care planning visit.

TOP website videos
Using Expanded Notes in Healthquest

https://www.youtube.com/watch?v=QyY1iBbitX4&index=9&ist=PLf486cdx9WglLSab6UEly3HQGO9Nd3xGF
MZ
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Panel Management Processes
Preventive Screening

As per the Alberta Screening and Prevention (ASaP) Program:

Revised Screening Maneuvers Menu for Adults 2017

Alberta Screening and Prevention Program (ASaP)

Maneuver Age (Years) Interval General Population
Blood Pressure 18+ Annual

Height 18+ At least once

Weight 18+ 3 years

Exercise Assessment 18+ Annual

Tobacco Use Assessment 18+ Annual

Influenza Vaccination 18+ Annual

Mammography 50-74 2 years

Colorectal Cancer Screen

One of:
= FIT 50-T4 2 years
* Flex Sigmoidoscopy > years
» Colonoscopy 10 years
Pap Test
Do Pap test 25-69 3 years
Optional Pap test 21-24
DO NOT DO Pap test <21
Plasma Lipid Profile 40-T4 5 years
Non-Fasting
Cardiovascular Risk 40-74 5 years
Calculation

Diabetes Screen
One of:
* Fasting Glucose 40+ 5 years
* HghAlc
» Diabetes Risk
Calculator

The age and interval of given information is suitable for the general population. The need of individual
patients will vary. For each maneuver, the physician/pravider should offer testing as appropriate. See
evidence-based practice points on reverse,
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Documenting for ASaP

It is important that all ASaP maneuvers are documented in a consistent manner, ideally in a searchable
field in the EMR.

BP, Height and Weight are recorded as vitals
Lifestyle/modifiable risk factors are often recorded in an exam template or designated area — see
more about this in the Lifestyle/Modifiable Risk Factors section
Influenza screening includes:

o Administering a vaccine

o Recording of vaccination administered elsewhere

o Record of offer to vaccinate or counsel
The following are documented as investigations/lab results:

o Mammography

o Colorectal cancer screening — FIT

o Paptest

o Plasma Lipid Profile

o Diabetes screening (HbAlc or fasting glucose)
Colonoscopy and sigmoidoscopy are usually documented as a report. When received it is
important that these are named/indexed appropriately and in a standardized way, (e.g.,
“Colonoscopy Report”)

ASaP Chart Note

In Healthquest, there is an ASaP Chart note that assists by keeping the screening information in one place.
If the practice does not have the ASaP Chart note installed, contact Microquest.
To use the ASaP chart note for the first time with a patient select it when selecting a New Template

Doubleclick to select a blank Chart Note

1 Ped 2wk-9Mths ~ Doctaor

2 Ped 12-24 Mths
3 Ped 3-4 Yrs

4 Ped 56 Yrs

A. Short notes

Asap |

Chest Pain

Diabetic Note

General Surgery

History Record (Grove Plaza)
Patient History

Physical Exam-Female

oo o o o o o o o o o

Physical Exam-Male O

Pre-op

Prenatal Record 1

Progress Note

Rourke Baby Record

Sore Back(Grove)

visit note

WCB Visit ]

Visit Dz
2016-08
2016-04
2016-02
2016-01
2009-09

WCB Rapid Report Ok Cance
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Note on settings in the ASaP Chart Note:
o The default settings for this chart note are:

o One per patient — this was requested by a clinic that wanted one per patient as a source
of truth for screening data. When this setting is created on the subsequent visit, the chart
note needs to be unlocked, a new visit date entered and the fields modified

o Appears as a History Template — this is for easier viewing on the overview and browse
tabs; this aligns with the one template being the last source of screening data for the
patient

e The default settings may be modified at the clinic level by users familiar with template
building/editing in Setup > Charting Setup

Using the ASaP Chart Note:
e Vitals are manually entered as text and BMI will calculate
e |[f Exercise, Tobacco and Influenza are screened click “yes” and enter data in the text boxes
e |ab values will pull in automatically into the chart as display only to inform the encounter. If they
are not working properly contact Healthquest and they will map them

e Enter information about the investigations in the note boxes and enter dates when investigations
were last done
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[=|Overview L.\ Browse [J/ChartHotes  #Meds /A Problems [“|Forms (5 LabReport(25)

o || | Created:Apr 12 2016 11:28 Lock Confidential Diagram | Bill New Changi
Doctor: 0 Visit Date: 2016-08-12 | Visit Time: 11:28 L] Notes Complete ~ |
Screening Maneuvers Menu for Adults
Alberta Screening & Prevention Initiative (ASaF)
General
Age Population .
(years) Interval  Maneuver The ASaP template assists
18+ Annual Blood Pressure by keeping all screening
18+ 3years  Weight - kg o area in one area of the
16+ Atleast  Height - cm chart. The second time it is
Once i
18+ Annual Exercise Assessment ® Yes (INo over 150 min week used the template will
18+  Annual Tobacco Use Assessment (lYes (® No non smoker need to be unlocked and a
Optional  Alcohol Use Assessment CYes (®No non drinker new visit date added. Add
18+ Annual Influenza Vaccination/ Screen OYes U No the dates the
25-69 3years  PapTest Normal [1 20160401 investigations were done.
Pap Smear: Use the mapped
50-74 5years Plasma Lipid Profile - Fasting Mormal investigation data to
#aL 2L L AT inform the encounter.
LDL: 418 Apr 09,2003
Triglyceride: 238 Apr 09,2003
Cholesterol: 52 Aug 12,2016
50-74 5years CV Risk Calculation 5% L1 2016-08-01
Diabetes Screen
One of:
40+ 5years Fasting Glucose Up to date
Fasting Glucose: 7% Jun 30,2016
40+ 5 years Hgb Alc
HBA1C:
40+ 5years Diabetes Risk Calculator [] 0000-00-00
Colorectal Cancer Screen
Nna nf A
Doctar: Visit Date: Notes: Add

ASaP Chart Note Chcmges: To change the ASaP template from one per patient to

multiple uses per patient:

Go to the main menu and go to Setup > Charting Setup > Template Design.

Healthquest TableTop - User: DEMO

Browse

Biling  Client admin  Reports

E3

Mew Claim

Ready

Appts

Windows  Help




The Design Charting Templates window appears.

Healthgquest TableTop - User: DEMO
Biling Client Appts Admin  Reports Browse Setup  Windows Help

Online Help

@

‘w'eb-Links
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Lagin

&

Exit HGY

=
=

(=] (7]

—
Mew Claim
Appaints Design Charting Temp ates
% Select Template Row Data || Design Printing || Defaults Edit
Clicnt Eilin
Bl 1 $J The Arrowy weill sllowy you to move and resize ohjects, Use Cirl to select multiple objects.
ke
Edit Chim —
)
Edit Ree. 2
L)
Clientz \
5 B
Charting ?
1]
[F=
Erowse AH

v [Blz]u] [E]Z]

| |°

-
v||N0ne Vl "||

(][]

Mandatory

&)

(103510,

(0} sueag Buipuag

'Ready

In the Design Charting Templates window, click on Select Template

The Template Wizard window appears.
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Template Wizard

(+) Edit an Existing Template

) Create a new Template by copying an Existing Template

) Create a new Template from scratch

= BHack Mext = ] ’ Cancel

Choose Edit an Existing Template and click Next.

Template Wizard

Select a template

Termplate Description History  Qne Per Patient Doctar End Date A
1 Ped 2wk-9Mths

2 Ped 12-24 Mths
JPed 3-4¥1s

4 Ped 5-6%Ts

A. Short notes

[Jasor |

Chest Pain

OO0O0O000dn

|
|
|
|
|
|
O

54

£ | ¥

’ = Back ] | MNext= | ’ Cancel

In this window ensure that there is no check in the column “One Per Patient” beside ASaP.

Double click the ASaP template this this window appears:

Template Wizand

1. Enter a Description
Description: )ASaP |
. 2. (Optional) Select a doctor and the
Doe Mo template is only available o that doctor,

00/00:0000 3. Use the End Date field to eliminate this template.
(any existing data will not he affected).
Histore Te 4. The History Templates are available for easier viewing on the
\D NoLB O Owverview and Browse tabs of the Charting window.

b FRotBrowse 5. Do Mot Browse will prevent this template being shown in the
I8 Browse all Chart Nates

6. One Per Patientwill restrict the ternplate so that only one
will be created for any given patient

End Date:

One Per Patient:

<pack | [ mrish | [ cancel




Make sure “One Per Patient” has no check box.

It is optional to have “History Template” checked and the template will be available for easier viewing on
the Overview and Browse tabs of the Charting window.

Click Finish.

Click Close on the Template on the Design Charting Template Window.

CDS Notifications and the ASaP Chart Note

When Microquest adds the chart note to a practice they will add CDS Notifications with the chart note.
Clinics need to learn to use these and should enable them incrementally. The CDS Notifications may be
edited by advanced users and the display may be turned off in Setup > Charting Setup > CDS Query Setup.
If you switch the settings of the chart note to multiples per patients, the CDS Notifications will need to be
edited. If CDS Notifications are being ignored, turn them off and re-enable when ready.

To turn the notifications OFF, click on the notification name and below the description, unclick Notify on
Chart, and Notify on Appointments. There is no need to Delete the Notification.

IFIQEITNI S 2 T acu

Mammogram Due

Mammogram Due BM
MNo LDL in past 3 years patient over 40 Y

W
Desc: Mammogram Due
Edit Query
Priority: Mormal « | Defer by: days Confidential: (none) w
Motify on Chart otify on Appointments Doctor: v Run Report
L

\ To turn OFF the notifications these boxes should be unchecked.

CV Risk Calculation

e This is a highly valuable tool to assess risk in patients with no previous cardiovascular disease
(e.g., NOT taking a ‘statin’ class of medication)

e Conduct on average risk patients age 40 — 74 every 5 years

e Requires other data held in the EMR: gender, tobacco use, BP, non-fasting lipid data and
diabetes diagnosis (for some CV Risk calculators)

e May use an internal EMR CV Risk Calculator or an external calculator such as:
http://chd.bestsciencemedicine.com/calc2html#basic

o Dependency on where the provider records the result or if it is auto created from the
internal calculator in the EMR

e The preventive care screening search is to identify patients 40 — 74 vy, not taking a ‘statin’, that

have not had a CV Risk calculation in the past 5 years
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o Patients already at risk, such as those taking a statin, do not need to be assessed
e |f a web-based or handheld CV risk calculator is used, the resulting score may be charted in the
ASaP chart note.

In Healthquest, there is form called Framingham Cardiovascular Risk Assessment. Since it is a form, a
team member or provider will need to add the values, and calculate the points. Once complete it may
be printed for the patient and the form remains part of the chart.

Since forms may be searched through queries, a search can be done to identify all eligible patients that
have not had the assessment done and are due

To access the form, in the patient’s chart go to the Forms Tab. Select New

Select Style

Doubleclick to select a blank Form LE] ..0r select a template of a form.
Framingham Cardiovascular Risk Assessn| Meadowlark MRI

mri - neck

Routine Requisition

Diabetes
Hypertension

Routine
If the Framingham Cardiovascular

Risk Assessment form has not been
set as a frequently used form, in
=1 B F D (G e e (T the Search field, write “Fram” and
click “Show All Forms”.

..0r select a Custom Form
Allergy Testing Form

< >

Search: |Fram |

[] Show All Forms @) Preview >>

[] Only Show Templates For: w“ Ok Cancel

The Framingham Cardiovascular Risk Assessment is completed like other forms with manual data entry.
The form may be printed to give a copy to the patient.
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Framingham Cardiovascular Risk Assessment
ASaP Checklist of Scre 2016-04-12 N Date 2016-08-12 | [] Response Req'd - by: 0000-00-00 New
BONMER Routine Reguisition  2004-02-25 M Response Received: N =0
. . Y| O confidential Doctor, I
Delete

Framingham Cardiovascular Risk Assessment
Patient Name: Dixon, Monique Elia Date: 12/Augf2016

Current Lipid Values:  LDL-C | | TC | | worc[ ] ApB [ ]

HDL-C Level (mmoll) [ ]
Total cholesteral level (mmal/L) I:I

Systolic blood pressure (mmHg) OUntreated O Treated I:I
Smoker ONo  Oves
Diabetes ONog  OYes

Total Points:

10-year CVD risk: %
Is there a positive family history of CVD in a first-degree relative before age 607
OYes 10-year CVD risk 9% X 2 %
ONo
» .
Risk Level:
2009 Canadian Dyslipidemia Guidelines
Risk Level Initiate . Primary treatment Alternate primary
treatment if: target: LDL-C target
HIGH CAD, PVD, Atherosclerosis®
. . . , o . ;
(10-year CVD risk = 20%) | Most patients with diabetes™ <20 mmolllor 50%: LDL-C apo B <0.80 glL
MODERATE LDL-C =3.5 mmol/L
TCHDLE > 5.0 <20 mmoll.
(10-year CVD risk 10-19%) Bl ) or apo B <0.80 g/l
or 50% « LDLC
hs CRP > 2 mg/L in men = 50 years
and women =60 years
LOwW ; .
(10-year CVD risk < 10%) LOL-C = 5.0 mmoliL 50% « LDL-C
Lipid targets LDL-C: or Apo B:

* evidence of artherosclerosis = vascular bruits, ABl < 0.9, documented CAD, CWA, (Tl& or evidence of carotid disease) or peripheral vazcular disease
** in men > 45 years, women > 50 years with diabetes, as wel as some younger people with diabetes who have additional risk as per CDA guidelines

Identification of the METABOLIC SYNDROME
[=—— -




Lifestyle/Modifiable Risk Factors (ASaP+)

Modifiable risk factors should be recorded in a consistent fashion to enable preventive screening care as
well as to monitor and manage patients who screen positive. All members of the clinic team should know
where modifiable risk factors are recorded in the EMR and who is responsible for entering them. It is
recommended to enter modifiable risk factors in an area of the EMR that is searchable and can enable a
population-wide reminder.

e Height and weight (to calculate BMI and weight changes)
e Physical Activity (Exercise Assessment)
e Tobacco Use Assessment
e Alcohol Use
Potential data capture methodology for above (4) Lifestyle/Modifiable Risk Factors
e Diet — Fruit and Vegetable Consumption

Clinic members can utilize problem list, for example, to record which patients screen positive for
modifiable risk factors such as tobacco use, alcohol use dependence or a diet low in fruit and vegetables.
You may create notifications that apply to all tobacco users and this is a useful way to ensure that future
ability. A clinic may also wish to produce a list of all patient that use tobacco. An alternative to recording
as a problem is as a Manual Result.

Recording as a Problem

To record tobacco use:

In charting, go to the Problems tab. Click New. In the Search window type “tobac” and hit enter. The code
of 305.1 for Tobacco Use appears. Click on the word Tobacco and it will appear in the problem list. Select
OK.

& Problem Lockup X

Pro blem:|T0bﬂ cco | Ok Cancel
Problem | Frequency

Diagnostic Codes:

305 MNondependent abuse of drugs

Patient's Diagnostic Codes Used:

Diabetes mellitus
386.1  Other and unspecified peripheral vertigo
465 Acute upper respiratory infections of multiple or unspecifie
4939  Asthma. unspecified
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To complete the problem entry add 305.1 in the Diag Code box. Severity can be added and notes may be

added such as “Chewing Tobacco 3 x per day”. Click Save when done.

If a patient stops using tobacco you can end date the problem.

New Save
Type: Tobacco ~
Sewverity: v Status: Active « | Important
Doctor: v lext Tasts Dye- 0000-00-00
Start Date: 2017-10-27 End Date: 0000-00-00 ] donfidential
Diag Code; 305.1 305
305.1
MNotes: Chewing tobacco 3 x per day
Delete

To add alcohol dependance:

For alcohol dependance, the ICD 9 code is 303 and can be searched using the term “alcoho

J— AP R

| & Problem Lookup x

—|  Search: |a|coho| |

0

| F'roblem:|AIcohoI dependence syndrome | ok Cancel
Problem | Frequency |

Diagnostic Codes:

291.8  Other specified alcoholic psychosis L]
294 Other arganic psychotic conditions (chronic)
2940  Korsakov's psychosis or syndrome (nonalcoholic)

Alcohol dependence syndrome
305 Mondependent abuse of drugs

Patient's Diagnostic Codes Used:

Diabetes mellitus

386.1  Other and unspecified peripheral vertigo
465 Acute upper respiratory infections of multiple or unspecifie
493.9  Asthma. unspecified

Click OK to add.

|II
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otes P Meds /.Problems [“|Forms 5 LablReport(25)

New Save
+  End Datej Type: |Alcohol dependence syndrome w
! Severity: w | Status: Active + | [ Important
9
3 Dactar: - Mext Tests Dua: 0000-00-00
7 Start Date: 2017-10-27 End Date: 0000-00-00 [J confidential
v Diag Code: |303| v
]
]

Motes: |12 servings of alcohol a week
3
9
0
>
Delete

Add 303 in the Diag Code box.
Diet Low in Fruit and Vegetables

For patients who screen positive for a diet low in fruit and vegetables, there is an ICD9 diagnostic code
called “Dietary surveillance and counseling”. The diagnostic code is V65.3.

This code can be searched with the term “V65.3” in the problem lookup window.

& Problem Lookup >

Problem:‘ | Ok Cancel
Problem | Freguengxl

Diagnostic Codes:

Poisoning by other and unspecified drugs and medicaments
977.0 Dietetics
V65 Other persons seeking consultation without complaint or sick
VB5.3  Dietary surveillance and counselling

Patient's Diagnostic Codes Used:

Diabetes mellitus

386.1  Other and unspecified peripheral vertigo
465 Acute upper respiratory infections of multiple or unspecifie
4939  Asthma. unspecified

The code V65.3 needs to added in the Diagnotic code window:



Type: Dietary surveillance and counselling

Severity: ~ Status: | Active ~ | important
Doctor: - Next Tests Due: 0000-00-00
tart Date: 2017-10-27 End Date: 0000-00-00 [] confidential
ag Code: V65.3 V65
V65.3

Motes: Only eat on average 1 servings of fruit a day. Very little
vegetables,

Delete

Alternative Recording Mode with Manual Results

An alternative to recording positive screens for lifestyle/modifiable risk factors is recording them as a
manual lab results. See Manual Lab Entry of Lab Data.

Useful Queries for Lifestyle/Modifiable risk factors.

Queries to identify all tobacco users where a problem was documented as Tobacco:

Method 1: In the Client List Manager Query Window:

test Run Query Cancel Use Query for a List
test Done - 1 Clients Found

| Appointments [ Claims [ Invoices | 'S/ChartNotes . # Medications []Forms ilLabs /i Problems [mjetl!)

[ Diagnostic Code: l:l

[ Problem Status: ~

Didocor:

Naone of these selections[]

A checkmark in a checkbox will include that restriction on the client fist
Asolid box in a checkbox will nclude the opposite of that restriction on the client list

Or if the problem was coded with the problem code of 305.1:



LI DUNMEr Farigl visiLs i 1dst 2 yedrs
test Run Query Cancel Use Query for a List
test Done - 1 Clients Found

[ Appointments  ZClaims [ Invoices [/ ChartNotes ? Medications [Forms 5lLabs /i Problems

[] Problem Type: | |

Diagnostic Code:  |305.1

[ Problem Status:

[Joctor

Mone of these selections []

A checkmark in a checkbox will include that restriction on the client list.
A solid box in a checkbox will include the opposite of that restriction on the client list.
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Method 2: Using CDS Queries

To search using CDS Queries create a search to identify all patients with an active Problem “Tobacco” or
the diagnostic code “305.1”

& CDS Query Setup == ]

Tobacco User Search
Save Undo Close

Problem Tobacco O AnD ®0oR U not
OR Problem Diag Code: 305.1 Description: Problem Diag Code: 305.1

Level: 1=

= Data Desc:

_ New Line Copy Line Save Line Delete
Problems
[] Problem Type: l:l
Diagnostic Code:
Problem Status:  Active v
o
[] Show Data -

Similar searches could be created for Alcohol dependence or for dietary surveillance.
To see additional information on the problem list go to: problem list

ASaP+ - Videos demonstrating patient/provider engaged using
motivational interviewing:

https://www.youtube.com/watch?v=dm-rJJPCuTE
https://www.youtube.com/watch?v=bTRRNWrwRCo

ASaP Program Participation

Providers registered in the ASaP Program with TOP will use chart review methodology to look for results
of completed screens as well as offers, declines or exemptions. Consistency of recording assists in the
chart review.

ASaP EMR Extraction Methodology for Schedule B

Practices and PCNs measuring ASaP results for Schedule B purposes using EMR extraction methodology
need only focus on the record of results (have a screen completed) which, in general, is easier to search in
the EMRs than offers, declines and exemptions.
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Exclusions/Exemptions

Some patients are excluded from general adult preventive screening for clinical reasons. Developing
consistent processes to document the exclusions assists the team in collaborating on preventive
screening care.

Some exclusions/exemptions are:

e Females with a complete bilateral mastectomy are excluded from mammograms

e Females with a total hysterectomy (no longer have a cervix) are excluded from pap smears

e Patients with documented cardiovascular risk and treatment no longer are screened for CV risk
and may have different intervals for lipid profiles

e Patients diagnosed with diabetes are not screened for diabetes

e When diagnosed and undergoing interventions for colorectal, breast or cervical cancers, the
routine screening intervals no longer apply and patients will follow their recommended care

A team should consider how documentation of the exemption criteria impacts team-based screening
care.

Example:
A female patient is offered a pap but remarks that she has had a total hysterectomy 10 years ago and asks
if she needs one. The clinic team member indicates no. The team notes that the reason they didn’t know
was because the evidence of the hysterectomy was in a document called “surgical report”. The team
wants to ensure this doesn’t happen again and agrees that possible actions they can take are that:
1) Inthe document called Surgical Report that contains the hysterectomy they add the words “Total
Hysterectomy” in the Description field

ASaP Searches - Examples

There are 2 general approaches for completing the ASaP specific searches:

1. Searching for patients due for an ASaP maneuver. We use this approach to build lists for
opportunistic and outreach screening processes.

2. Searching for patients who have had the maneuver completed. We generally use this approach
for quality improvement purposes to track how we are doing.

Searches for ASaP Maneuvers

Age and/or Gender Criteria Maneuver/Timeframe

Patients in a specific age range and gender have not been screened (seen) in the appropriate
interval (e.g. 3 years)

Identify patients 18 + with no Height recorded on the chart

Weight recorded on the chart in the past 3 years
Blood Pressure recorded in the last year
Tobacco assessment in the last year

Exercise assessed in the last year

Influenza vaccination nor counsel in the last year
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Identify females 25-69

have not had a Pap test in the past 3 years

Identify females 50 — 74 y

have not had a mammogram in the past 2 years (a
mammogram may be a scanned document and/or an
electronic result depending on the region)

Identify patients 40 +

have not had a fasting glucose
OR a HbA1lc test in the last 5 years

Identify patients 40 — 74

have not had a plasma lipid profile test in the past 5 year

Identify patients 50 — 74

have not had a fecal immunochemical test in the past 2
years

OR a flex sigmoidoscopy in the past 5 years

OR a colonoscopy in the last 10 years (where a FIT test is
a lab result and a flex sig or colonoscopy can usually be
identified by a scanned report)

In this section we will show an approach for some of the ASaP screening maneuvers. There may be more
than one way to search and it will also depend on your clinic’s documentation. Other approaches will
work but we suggest you validate your search results, whatever approach you take.

Examples of ASaP Queries

Diabetes Screen

Adults 40+ attached to Dr. Bonner that have not had Diabetes Screening (a HbAlc OR fasting glucose) in

the past 5 years.

Line 1 identifies Dr. Bonner’s patients over 40 years old.

£ CDS Query Setup
Dr. B, Adults 40+ due for Diabetes Screening

Patients over 40 Patient of BONNER

Save Undo Close

Description: Patients over 40 Patient of BOMNER.

Level: 1/

Data Desc:

Hew Line Copy Line Save Line Delete

[]Gender () Male (@ Female
O
] Province: |:|

e
Default Doctor: |BONNER ~

Client

[] Referral Doc:

[ Bill Type: ~

PDI Program
[ verified
Ooae | |0 2] d| -

[l Client Type: |

> |

[ End Date Reason: |

[ Show Data: | =

> |

Line 2 identifies patients who have NOT had an HbAlc in the last 5 years
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& CDS Query Setup
Dr. B, Adults 40+ due for Diabetes Screening

ReslmDale|Under vl 5 :"Years

v|agn

Result Type: |HbA1C

[] Result Value Greater Than or Equal to:

[] Result Value Less Than or Equal to: I:l
Ooocorames |

[]Clients with Abnormal Results Only

L ]

[] Last Result Only

[] Test Description: |a1 c

| [1 Show Data

Line 3 identifies patients that have not had a fasting glucose in the last 5 years. The OR

Save Undo Close
Fatients over 40 Patient of BONMER ® AND T or NOT:
SR b s Uiy & Veles S WIS ) Description: |Lab Result Under 5 Years ago HbAlc
Level: 2[=
Data Desc:
Note:

HNew Line Copy Line Save Line Delete N OT b b
Lab Results - ox m USt e

checked
- Level is set to 2

- Check the naming

of lab results in your
region. The lab may
be searched by

) Result Type or Test
and the NOT box is checked. "
Description.
& CDS Query Setup
Dr. B, Adults 40+ due for Diabetes Screening
Save Undo Close
Patients over 40 Patient of BONNER Oanp ®or NOT
AND (NOT Lab Result Under 5 Years ago HbAlc Description: Lab Result Under 5 Years fasting glucose
OR Lab Result Under 5 Years fasting glucose )
Level: 2
Data Desc:
HNew Line Copy Line Save Line Delete
Lab Results Note:

[-] Result Date|Ur1der v| 5 %{|vears v|

[7] Result Type: [ Clients with Abnormal Results Only [ Last Result Only - NOT box must b%___

[] Result Value Greater Than or Equal to: I:l CheCkEd

[[]Result Value Less Than or Equal to: I:' - LEVEI iS set to 2

[] doctor Hame: | |

- Check the naming
[] Test Description: | | [] show Data ~

Lipids Screening

of lab results in your
region. The lab may
be searched by
Result Type or Test
Description.

Male adults 40-74 attached to Dr. Bonner that have not had a lipid profile in the past 5 years.

Line 1 identifies Dr. Bonner’s male patients 40 — 74. Client Type is Valid Alberta Patient
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& CDS Query Setup
Dr B due for Lipid Screening Males

Male Fatients over 40 under 74 Patient of BONNER
Type:Valid Alberta Patient

[=lle =]

Save Undo Close

AND NOT Lab Result Under 5 Years ago Lipid Fanel Description: mzl:n:agzgtesntover 40 under 74 Patient of BONNER Type:Valid
Level: 1=
Data Desc:
New Line Copy Line Save Line Delete
Client

e 46 5] ninier
Gender @ Male () Female [Referral Doc:
Qeme[ ] CIsiToe: .
[]Province: I:l

PDI Program
Cmosmcase [

[ Verified

[ :  |BONNER =
[] Defauit Doctor: v Ooate | o & < v]

Client Type: |Valid Alberta Patient ~|

L

Note:

- NOT box must be
checked

- Check the naming
of lab results in your
region. The lab may
be searched by
Result Type or Test
Descriotion.

Line 2 identifies those patients that have not had a result type called a “Lipid Panel” in the past 5 years.

& CDS Query Setup
Dr B due for Lipid Screening Males

Save Undo Close
Male Patients over 40 under 74 Patient of BONNER ® AND Oor M
Type:Valid Alberta Patient Description: NQT Lab Result Under 5 Y. Lipid Panel
AND NOT Lab Result Under 5 Years ago Lipid Panel prion: 20 Result Hnder 2 ears ago Hpid Fane \
Level: 1
Data Desc:
New Line Copy Line Save Line Delete
Lab Results

[-]Result Date |Under ~| 5 |2

Mammogram Screening

Females 50-74y who have not

had a mammogram in the past 3 years

Result Type: [[] Clients with Abnormal Results Only [ Last Result Only

[]Result Value Greater Than or Equal to: I:I

[JResult Value Less Than or Equal to: |:|

[[] Test Description: | | [ Show Data v

Line 1 of the query sets the demographic criteria. Females age 50-74 attached to Dr. Bonner. Optional:
Client Type: Valid Alberta Patient could also be selected.

71




& CDS Query Setup = =R 5

BM Female due for Mammogram

Female Patients over 50 under 74 Patient of BONNER

AND NOT Scan Under 3 Years ago Type: Diagnostic Description: Female Patients over 50 under 74 Patient of BONMER
Imaging

Save Undo Close

level:] 12 IMPORTANT:
Data Desc:
Complete the
validation steps
when building new

New Line Copy Line Save Line Delete

ueries.
Client q
[ Age Over: [ Age Under:
[AGender CiMale @ Female [JReferral Doc: |
Ooy: [ i Type: - This query needs to
lprovince: | | oorer be customized to
ogram
[1Postal Code: l:l . c.a g
[verifiea how a clinic indexes
et ocor o [ B[] ]

Oclent Type: | <] their received

[J€nd Date Reason: 0 show Data: mammogram

Line 2 of the query identifies patients that do NOT have a scanned image type “Diagnostic Imaging” with a
description containing “mammo” in the past 3 years.

& (DS Query Setup

BM Female due for Mammogram
Save Undo Close

Female Patients over 50 under 74 Patient of BONNER ® AND Oor NOT
AND NOT Scan Under 3 Years ago Type: Diagnostic Description: NOT Scan Under 3 Years ago Type: Diagnostic Imaging

Imaging

Level: 1=
Data Desc:
HNew Line Copy Line Save Line Delete
Scans
Scanned ‘Under vl 3 [ ”Years +|ago
Scan Type: | Diagnostic Imaging ~

HNotes contain: | mammo|

Pap Screening

Females 25-69y who have not had a pap smear done in the past 3 years
Line 1 of the query sets the demographic criteria. Females age 25-69 attached to Dr. Bonner. Optional:
Client Type: Valid Alberta Patient could also be selected.
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& CDS Query Setup [=[=]B]
pap screen e
Female Patients over 25 under 69 Patient of BONNER
Description: Female Patients over 25 under 69 Patient of BONMER IMPORTANT:
g0 Gynecologic Type:Valid Alberta Patient
cytology Complete the
AND Scan Under 3 Years ago Type: Import Notes: . .
pap Level:| 112 validation steps when
Data Desc: building new queries.
This query needs to be
adapted as to account
[ Newline |[ copyLine || saveline ||  Delete .

P for the different name
¥ Age Over: 4 Age Under: variations under which
lGender C)Male (® Female [ |Referrai Doc: [ the pap test results
O [ ] Clawte: [+ imported into the
[ Province: e o

e pD1 Program clinic EMR based on
Cpocons || . .
FE L= the region of the
v/ pefault Boctor Coate | v[ o 2] Y] v .
[¥Client Type: | Valid Alberta Pafient v province.
[lenavatereason: [ | "

Line 2 of the query identifies patients that do NOT have a lab result under “Gynecologic cytology” in the
past 3 years.

& €DS Query Setup ==l
FPEEEE [ save |[ undo |[ Ciose |
Female Patients over 25 under 69 Patient of BOMNER ® AND O oRr NOT

Type:Valid Alberta Patient

D iption:
AND NOT Lab Result Under 3 Years age Gynecologic escription: NOT Lab Result Under 3 Years ago Gynecologic cytology

cytology
AMD Scan Under 3 Years ago Type: Import Notes:
pap . =
Level: 11z
Data Desc:
[ New Line |[[ copyLine |[  saveline | Delet

Lab Results

[¥] Result Date |under vl 3 5 ”Years vlagn

Result Type: “[_| Clients with Abnormal Results Only
[ ] Result Value Greater Than or Equal to: I:l

[_]Result Value Less Than or Equal to: I:l

S —

[_] Test Description: | | [_] Show Data -

Line 3 of the query identifies patients that do NOT have scanned imports under the name “Pap” in the
past 3 years
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[ CDS Query Setup [=][=]B
Pap screen
Close

Female Patients over 25 under 69 Patient of BONNER O AND l ® R I [ noT
Type:Valid Alberta Patient

Description: : .
AND NOT Lab Result Under 3 Years ago Gynecologic escription: Scan Under 3 Years ago Type: Impart Notes: pap

olog
OR ( Scan Under 3 Years ago Type: Import Th|5 |ine of the
Notes: pap
query needs to be
Data Desc:
customized to how
a clinic indexes their
received pap
[ NewLine || cCopyLine || saveline || Delete |

Scans / results.
Scanned ‘Under vl 3 = ”YEBI’S v | ago /
[+] Scan Type: |Irr|port v|

Notes contain: |Dail |

Some clinics try to account for the scanned Paps (i.e. NetCare paps). This is especially useful for new
patients when you are building on your history for patients. If your clinic is doing this, build your query to
reflect how you are capturing this, and account for both the lab pap and scanned pap. It can make a
difference to your screening rates.

Colorectal Cancer Screening

Adults between 50-75y who are attached to Dr. Bonner that have not had FIT test in the last 2years OR
did not do colonoscopy in the last 10 years.

Line 1 identifies Dr. Bonner’s patients between 50-75 y years old.
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E=E

' CDS Query Setup
colersetalcancer sereening
Close
Patients over 50 under 74 Patient of BONNER
Type:Valid Alberta Patient R - - oan
AND NOT Lab Result Under 2 Years ago Fit test Description: ;a;;e;;spoa\i:niu under 74 Patient of BONMER Type:Valid
Fecal Immunochemical Test
OR NOT Scan Under 10 Years ago Type: Import
Notes: Colonoscopy L " e
OR Scan Under 5 Years Type: MNotes: evel: v
sigmoidoscopy Data Desc:
[ newlime |[ copyLine || saveline || Delete
Client
e e e
[IGender (' Male @ Female | Referral Doc: El
B e —
[ Province: l:l
PDI Program
S —
[] Verified
| Default Doctor: | BONNER v ~
aelhesten Ooae [ [0 & | ]
[V Client Type: |Valid Alberta Patient v]
[JEnaDateReason: | | el

Line 2 of the query identifies patients that do NOT have a lab result under “Fit test” with a description of
“fecal immunochemical test” in the past 2 years.

colorectal cancer screening

i CDS Query Setup

El=lE

Patients over 50 under 74 Patient of BONNER
Type:Valid Alberta Patient

AND NOT Lab Result Under 2 Years ago Fit test
Fecal Immunochemical Test

NOT

Description: NOT Lab Result Under 2 Years ago Fit test Fecal
Immunochemical Test

®ap  Oor

OR NOT Scan Under 10 Years ago Type: Import
Notes: Colonoscopy T =
OR Scan Under 5 Years Type: Motes: evel: ~
sigmoidoscopy Data Desc:
[ mNewLine |[ copyLine || saveLine || Delete
Lab Results

ResnItDate|Under vI 2 C”Years v|ag0

Result Type: |Fit test E [_] Clients with Abnormal Results Only Last Result Only
[_1Resuit Value Greater Than or Equal to: |:|
[[1Resuit Value Less Than or Equal to: I:l

Test Description: |Fera| Immunochemical Test

[] show Data v

IMPORTANT:
Complete the
validation steps when
building new queries.

This query needs to be
adapted as to account
for the different name
variations under which
the FIT test results
populated into the
clinic EMR.

Line 3 of the query identifies patients that do NOT have a scanned document under “colonoscopy” with

in the past 10 years.
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colorectal cancer screening

CDS Query Setup

BIE |

Patients over 50 under 74 Patient of BONNER

Type:Valid Alberta Patient

[AND MOT Lab Result Under 2 Years ago Fit test
Fecal Immunochemical Test

Oanp ®or NOT

Description: NOT Sean Under 10 Years ago Type: Import Notes:
Colonoscopy

OR NOT Sean Under 10 Years ago Type: Import
Notes: Colonoscopy

OR Scan Under 5 Years Type: Notes: lesae i
sigmoidoscopy

Data Desc:

This line of the
query needs to be
customized to how
a clinic indexes their
received

| mewime || copyLine |[ saverme || Delete I

Scans /
@ scmenfnior [0 [efoeors_Jow
3 scan e

Hotes contain: |C0|0"0500W |

colonoscopy result
letters.

Line 4 of the query identifies patients that do NOT have a scanned document under “sigmoidoscopy” in
the past 5 years.

CDS Query Setup

lorectal i
color cancer screening Close
Patients over 50 under 74 Patient of BONNER O AND ® oR [ noT
Type:Valid Alberta Patient . . o -
AND NOT Lab Result Under 2 Years ago Fit test Description: Scan Under 5 Years Type: Motes: sigmoidoscopy
Fecal Immunochemical Test
OR NOT Scan Under 10 Years ago Type: Import
Notes: Colonoscop 1 1
OR Scan Under 5 Years Type: Notes: leaie B Th IS Ilne Of the
sigmoidoscopy Data Desc:
query needs to be
customized to how
a clinic indexes their
| newiime || copyLime || saveLine || Delete I
Scans _‘________—---"' received
< Seamned sigmoidoscopy
Scan Type: |Import

result letters.

HNotes contain: |swgmoldosmw ‘

Weight Screening

Patients above 18y who have not had a weight measurement in the past 3 years

Line 1 of the query sets the demographic criteria. Adults above 18y attached to Dr. Bonner. Optional:
Client Type: Valid Alberta Patient could also be selected.
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weight screen

CDS Query Setup

E=E

[ save [[ undo |[ Close |

Patients over 18 Patient of BONMER Type:Valid
Gl o Description: [Patient 18 Patient of BONNER Type:Valid Alberta Patient
AND NOT Chart Note: SOAP Nate Under 3 Years ago prion: Patients aver 18 Fatlent o ype:valid Alberta Fatien
Weight: == 1
OR ( Chart Note: Physical Exam-Female Under
3Years WE>=1 Level: =
OR Chart Note: Physical Exam-Male Under 3 evel: >
Years Wt>=1 Data Desc:
OR Chart Note: ASaP Under 3 Years Weight
=1
Newline || copyLine || saveline || Delete
Client
[v] Age Over: [ Age Under:
[JGender Female [ Referral Doc: EI
Do | ] e ype:
[ Province: I:I
PDI Program
e ||
[] verified
BOMNMNER w ~
 DefaultDoctor: [BONNER | Coe [~ 0 B ¥ »
Client Type: | Valid Alberta Patient v
S — stow s | .

Line 2,3,4, and 5 of the query identify patients that do NOT have a measured weight in their either SOAP
notes, physical examination female template notes, physical examination male template notes or ASaP
template chart notes respectively in the past 3 years.

Line 2

Line 3

5 CDS Query Setup [=[=]5 CDS Query Setup BEES
weight screen [Sawe ] weight screen
Save [save |["undo |
Patients over 18 Patient of BONNER Type:Valid ® AND L OR NOT Patients over 18 Patient of BONNER Type:Valid O AND ® of [ noT

Alberta Patient
AND NOT Chart Note: SOAP Note Under 3 Years ago

Weight: >=1

Description: NOT Chart Note: SOAP Note Under 3 Years ago Weight: »= 1

Alberta Patient
AND NOT Chart Note: SOAP Note Under 3 Years ago
Weight: »= 1

Description: (Chart Note: Physical Exam-Female Under 3 Years Wt >= 1

Dsnwoan

OR ( Chart Note: Physical Exam-Female Under OR ( Chart Note: Physical Exam-Female Under
3Years Wt>=1 ol 1~ 3 Years Wt >=1
evel:
OR  Chart Note: Physical Exam-Male Under 3 v OR  Chart Note: Physical Exam-Male Under 3
Years Wt>=1 Data Desc: Years Wt>=1 Data Desc:
O Chart Note: ASaP Under 3 Years Weight O Chart Note: ASaP Under 3 Years Weight
- >=1
[ Newiine |[  copyline |[ Saveline |[  Delete | New Line Copy Line Save Line Delete
‘Chart Notes ‘Chart Notes
Select a Chart Type: [v] Visit Dates Last Note Only glecta.ChartTine, [ Visit Dates Last Note Only
Physical Exam-Female ] chartFiolds: IPhysical ExamFemale e
Physical Exam-Mal
sl Bamise Column Name Operator Value andior Physical Exam-Male Operator Velue andlor
R's'l:’ et Rocord sight: | [ Jend_x] Preop E [
aurke Baby Recor I I T x Rourke Baby Record .
X
AP Note E SOAP Note = I I
st note - visit note
[ Doctor: v [IDoctor: | v
[ other Date v \_'l“_cl v | loris Biank []Other Date V][ W o B ol v|CJoris Biank

B —
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5 CDS Query Setup [=]=]] CDS Query Setup IBEES
weight screen weight screen

!
Patients over 18 Patient of BONNER Type:Valid Oanp  ®oRr [ not Patients over 18 Fatient of BONNER Type:Valid Cap  ®or [ ot
Alberta Patient Description: Ch  Physical e Undh - Alberta Patient Description: Chart Note: ASaP Under 3 Years Weight >= 1
AND NOT Chart Note: SOAP Note Under 3 Years ago escription: [Chart Note: Physical Exam-Male Under 3 Years Wt >= 1 AND NOT Chart Note: SOAP Note Under 3 Years ago iption: : ight >=

Weight: >= 1
ical Exam-Female Under OR (Chart Note: Physical Exam-Female Under
3 Years Wt >=1
faal 2 OR Chart Note: Physical Exam-Male Under 3 feet
Data Desc: Years Wt>=1 Data Desc:
R e: A
[ Wewline |[ CopyLine |[ Saveline || Delete ] New Line Copy Line Save Line Delete
Chart Notes Chart Notes

Selecta Chart Type: visit Dates Last Hote Only Seert 8 Claltlipe: Vit Dates Last Note Only

Physical Exam-Female 7l Chart Fields: 2 |[VIChart Fields:

Physical Exam-Male Column Name Operator Valus andlor = |Column Name Operator Value andlor

oo e = Jand x| eight [ =- Jand |5/

o Dy Racrd \ I I — I I -]

SOAP Note =

hisit note = Diabetic Note =

[Iboctor: | V] []Doctor: v

[Jother Date | ][ Vo B | v|Cloris siank [Jotherbate v v o i v v|Joris Blank

RO — S,

TOP website videos
Height screening in Healthquest

https://www.youtube.com/watch?v=IML-
ATNKrWE&index=24&list=PLf486cdx9WgLSabUEly3HQGOINd3xGFMZ

Lipid Profile Screening Rate in Healthquest

https://www.youtube.com/watch?v=uMjb9XgAVa0&index=25&list=PLf486cdx9WglLSabUEly3HQGO9INd3x
GFMZ

Diabetes Screening in Healthquest

https://www.youtube.com/watch?v=7mO0OzgtEBI4

Disease Management

Beneficial Searches for Disease Management

e Patients with a given diagnosis with:

o No clinic visits in a period of time
o A monitoring test not completed in a period of time
o Monitoring tests that have values above a threshold

Query Diabetes Patients with No visits in the last 6 Months
https://www.youtube.com/watch?v=_ 8zwtG3gPKU&index=27&list=PLf486cdx9WgLSa6UEly3HQGO9Nd3x
GFMZ

Chronic Disease Management

Proactive panel-based care of a cohort of patients with a given condition (e.g., diabetes or hypertension)
is enabled by certain EMR features:
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=  Problem list — See Appendix B — Sample Lists

=  Flags, Tasks - Point-of-care reminders set for a population of patients

=  Pop-up notifications in various areas of the EMR

»  Tracking Follow-ups, worklists
While patients with chronic conditions are treated and managed as individuals, processes for proactive
panel-based care act as an extra “safety-net” to identify patients that may be due for care.

Example:

Peter is a chronic disease nurse that works for a PCN and with a clinic. Peter has collaborated with the
panel manager, who is very savvy at EMR searches, to build a number of saved searches that he runs
weekly that support his work for chronic disease management. Peter has access to the clinic EMR
remotely, so he can run these searches and contact patients on days when he is not embedded in the
clinic. The diabetes searches that the panel manager built for Peter are:

e List of patients with a diagnosis of diabetes and no clinic visit in the last 6 months and no future
visits booked in the next month

e List of patients with a diagnosis of diabetes that have not had an HbAlc result in the last 6
months

e List of patients with a diagnosis of diabetes, whose last HbAlc result was over 7.0

Peter reviews the lists as part of his regular work as a chronic disease management nurse and calls the
patients appropriately for follow-up or he may task another team member to call the patient to book an
appointment.

Example 1:

A panel manager at a clinic does a search that produces a list on a monthly basis for patients with
chronic conditions such as diabetes or chronic kidney disease that have had NO VISITS (and no
future visits booked) in a period of time (e.g., 6 months or a year, depending on the condition).
This allows the panel manager to reach out to these patients, confirm that they are still patients
of their primary provider at the clinic, and offer a management appointment.

Example 2:

A panel manager uses lab data to run a monthly search in the EMR to identify patients that have
lapsed in getting lab tests done that support management of their condition. For example, a
monthly search identifies any patient with a diagnosis of diabetes with no HbAlc result on file in
a period of time, such as 6 or 7 months. The clinic may set protocol for the panel manager to act
on this list or the list may be provided to the CDM nurse for action.

Example 3:

A panel manager has created a search in the EMR for the CDM nurse that produces a list of all
patients with a diagnosis of diabetes that displays the patient’s last lab values for HbAlc, fasting
glucose, blood pressure and last visit date. The CDM nurse runs the search on a weekly basis and
can sort columns in the report to identify patients that may need follow-up. By running the
search live in the EMR the CDM nurse can easily click on the patient’s name to be directed to
their chart to get more information for next steps.

These examples identify ways that clinics can set up processes that act as a “safety-net” and be proactive
in identifying patients early for interventions.
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Chronic Disease Management Searches — Examples
Query Diabetes Patients with No visits in the last 6 Months

TOP website videos

https://www.youtube.com/watch?v= 8zwtG3qPKU&index=27&Ilist=PLf486cdx9WgLSab6UEly3HQGO9Nd3x
GFMZ

Registries

A disease registry, identifying patients with a coded disease condition, is the first step in preparing for
panel management of patients of a given condition. The process of coding of patients with a condition to
produce a list is called a ‘patient registry’. Ideally, all patients with a condition will have the condition
noted in their ‘Problem List’ in a consistent way. For example, Diabetes is always called ‘Diabetes Mellitus’
and will likely have the ‘250" ICD-9 code attached to it. It is important that an entire practice agree on
terms for the conditions to create registries. In this example Diabetes is not named with other
inconsistent terms such as ‘Diabetes’, ‘DMII’, ‘DM?2’, ‘Diabet M’, etc.

TIP: Free typing in the problem list is NOT recommended. Physicians should
use the drop-down list when coding problems. In some cases, a “clean-up” of
the list may be needed to enable consistent coding moving forward.

While the Service Codes used in claims or billing is a very useful search to inform the practice when
forming registries, it is not in itself accurate enough to be used when creating point of care reminders. An
accurate problem list should be the trigger for the point of care reminders.

Problem Lists

EMRs have at least one designated area to enter confirmed diagnoses in the problem list. Agreeing as a
team to have consistent entry into one area in a consistent way is critical to enable team-based care of
patients with chronic conditions.

To enter a problem, go to the Problems tab and select New. The Problem Lookup window appears. Enter

the first few letters of the problem in the Search window. Select the problem with the highest frequency
that matches the problem you are seeking and click OK.
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lE Problem Lookup *
' Leromrem |l ok | | cancel |
Problem Frequen
hypertension
Obesity and other hyperalimentation 1
If you know the ICD-9 code
of the problem you are
seeking (e.g., 401 for
Diagnostic Codes: . .
017 Tuberculosis of other organs [ hyperten5|on), it may be
0171 Erythema nodosum with hypersensitivity reaction in tuberculo entered in the Search
2 Yaws . window and then click OK.
102.3  Hyperkeratosis
251 Other disorders of pancreatic internal secretion

Patient's Diagnostic Codes Used:

465 Acute upper respiratory infections of multiple or unspecifie
493.9  Asthma, unspecified
780 General symptoms

Disease Regqistry Queries

There are useful searches that will support creation of disease registries. By looking in other areas of the
EMR, patients without the problem in their ‘Problem List’ can be identified. See Appendix B —Sample Lists

Feature of EMR Example 1 Example 2
Data that would inform Diabetes Data that would inform Hypertension
Mellitus Registry registry

Billing Diagnostic code 250 Diagnostic code 401

Medications Currently taking metformin or Currently taking an antihypertensive
insulin

Lab HbAlc over 7 % BP > value specified by clinic MDs

The bulk action feature from reporting area of the EMR is a useful tool when producing a list of verified
patients with a given condition to add it to the patient problem list in bulk.

Example: to produce a list of patients taking an antihypertensive medication class called ACE inhibitors
containing the letters “april” as in Ramapril or Enalapril, but not have the Problem “hypertension” on

their problem list to tabs would need to be created in a query.

This criterion of the query identifies the patients with an active drug name that ends in “april”. This is the
class of medications known as ACE inhibitors
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Generate Queries

Select a query to load settings: Undo
Diabetics 250
Dr. Bonner Panel

Close

Query Description:

On Antihypertensive containing april| ‘

New Query Save Query Delete Query

Run Query Cancel Use Query for a List
Done - 0 Clients Found

Client | Appointments  [£5Claims Invoices IChart Notes  ” Medications [ "]Forms /§/Labs A Prob.*."
===} [AR)

[CIRx Date From:‘2016-08-16 .

To:‘2016-08-15 =

Drug Name: |apri| |

oocr

Active Rx Only

Mone ofthese selections [

A checkmark in a checkbox will include that restriction on the client list.
A solid box in a checkbox will include the opposite of that restriction on the client list.

A second criterion identifies patients without the active Problem Type “Hypertension” (the “without” is
signified by the solid box in “Problem Type”)

] Appointments  f5Claims [} Invoices  '5/Chart Notes  ® Medications [-]Forms /§lLabs /s FProblems [mell!

[®] Problem Type: ‘hypertension ‘

[] Diagnostic Code: |:|

Problem Status: | Active v

[ Doctor: | V|

MNone of these selections[]

A checkmark in a checkbox will include that restriction on the client list.

When this query is run and the list is produced it will contain all patients taking an antihypertensive but
do not have the Problem “Hypertension” identified on the chart. A practitioner at the clinic can review
the list and identify which need the problem “Hypertension” added to the chart. (A similar query could be
done for medications containing “sartan” — the class of ARBs)

With the assistance of a panel manager, queries can be run to help develop disease registries at a

practice. Once disease registries are well formed an accurate, CDS Notifications that apply only to
patients with a confirmed condition can be created.
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Care of Patient with Complex Health Needs
Patients Collaborating with Teams (PaCT)

PaCT is a next step in the Patients Medical Home journey. The next opportunity to positively impact care
for those with the most complex health needs, including those at risk for or having multiple chronic
diseases.

Care Planning

“The process by which healthcare professionals and patients discuss, agree upon, and review an
action plan to achieve the goals or behavior change of most relevance and concern to the

patient.”

Phase 1
Identify

Phase 2:
Prepare

Model Care
Planning Process

PaCT Care Planning Process

http://www.topalbertadoctors.org/pact/

PaCT Resources
Project and team resources can be found in the PaCT area of the TOP website:

http://www.topalbertadoctors.org/pact/

PaCT Processes

Clinics participating in PaCT will need to have well-established processes for panel identification and
maintenance to ensure that they are offering care planning to their confirmed patients. Once the Central
Patient Attachment Registry (CPAR) is available, it is recommended that clinics participate to ensure that
they are offering care planning to their CPAR verified patients.
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This section of the EMR guide focusing on PaCT is intended to be used by teams alongside the PaCT How-
To Guide. The sections below follow the “Potentially Better Practices” as they relate to the “Optimize
EMR” focus of each phase.

PaCT Prework

e Uploading the Care Planning Template into your EMR
See Appendix A- Care Planning Template
e Discuss and agree upon standard charting procedures for team-based care
PaCT Ildentify Phase:

e |dentifying patients with complex health needs
e Marking the patient’s chart with “Complex Health”
See Problem Lists
PaCT Prepare Phase:

e Appending relevant patient assessment information to the record.
e Pre-populating the care planning template
e (Generating requisitions

PaCT Plan Phase:

e (Care Planning Template Use:
o Standardizing documentation to enhance pre-population
o Optimizing documentation during the appointment
e Creating reminders for follow up appointments
PaCT Manage Phase:

e Maintaining the care planning document over time
e Creating reminders for planned care interventions
e Standardizing processes for referral tracking

PaCT Pre-work
Uploading the Care Planning Template into your EMR

A new care planning template has been created for the PaCT initiative that is patient-centered and relies
on evidence-based care planning principles. For processes on how to make the template available in your
clinic EMR, use the template at the care planning visit, save and use for follow-up visits, see your EMR
specific tip sheet.

Discuss and agree upon standard charting procedures for
team based care

Care planning is a team activity. For this to occur there should be general protocol on where information
is stored in the chart so that all team members can both contribute to the chart, find information in the
chart and contribute to the care plan appropriately. This would impact team members of diverse roles
across the practice: scanners, medical office assistants, nurses, pharmacists, physicians, etc. In summary,
chart in a way that team members can help care for the patient. Some benefits include:
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e (Care team members know where to find the information.
e The patient’s data can inform population-wide reminders to alert when care services are due
e Monitoring and management can be done systematically

Important Note: It cannot be overstated how important this people process step is to the
successful adoption of any information collection and capture in the clinic’s EMR.
Changes in workflow or process need to be discussed as a group.

ldentify Phase
ldentify patients with Complex Health Needs

The first step in the care planning process is to identify patients for care planning. Your PaCT team will
have reviewed the suggested menu for selecting a patient population (see menu below). In the EMR-
specific Guides you will see suggested approaches to searching each of the menu items.

Part of the improvement process for you team may be improving how your selected population is
identified by your EMR. For instance, if you select ‘frail patient’s’ as your focus, you may have to work on
how frailty is documented to make it reliably searchable.

Menu

Clinical Criteria Risk Factors Utilization Parameters
O People with advanced illness O Age (e.g, > 85, or > | O Many visits (e.g., > 10) in the last year
O Complex Conditions: (Multiple 75) O Hospitalizations (2 or more within the

Sclerosis, Parkinson’s Disease or | OO Frailty past year)

L

upus) O LifeStyle/Modifiable O ERvisits (3 or more) in the past year
O D i isk f

ementia risk factors O Had a care plan in the past but not in

O Multiple Chronic Conditions (e.g., | O Social risk factors the last year

3 or more) ) . . - )

O High risk (using | O Receiving home health services

O Patient eligible for a Complex Care predictive risk O No visits to the clinic in the last year

Plan assessment tool)

(with risk factors or a chronic condition)
O Multiple medications

O

Functional impairment

O Adults under 65 with disabilities

*Note — these are some main considerations — not an exhaustive list

Other patient data will be used to inform a team if a patient is appropriate for or due for care planning.
Data that a team may use for this purpose includes:
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e \isijts:

o Date since last visit. Searching for patients with chronic conditions or risk factors that
have had a lapse since their last visit (e.g., one year) may represent patients due for care

planning

o Number of patient visits to the clinic. This is searched from the number of appointments
or visits. Some patients with many visits to the clinic (e.g., > 10/year) may assist the clinic

in identifying patients with complex health needs

e Hospitalization and/or ER reports. These are external documents received at the clinic, usually as
a fax/e-fax. In this case how these are indexed/named and attached to the chart matters. With
consistent naming protocol, the number of hospital and/or ER reports can be found for a patient

e Scanned documents:

o Past care plans. If care plans are consistently named and linked in the patient’s chart,

past care plans can be found and as the date they are indexed can be determined, these

can inform follow-up visits or follow-up care plans. The billing of the care plan can also be

used to inform follow-up
o Reports and referrals,

e Home health services. Documenting in a consistent way which patients receive home health
services would assist in identifying all these patients; some of which will represent patients with

complex health needs.

Patients Eligible for Complex Care Plan

Given the complexity of the Complex Care Plan eligibility it will require building and thoroughly testing all
gueries to capture all patients that are eligible. The rules for claiming the 03.04]) are the patient must

have two or more qualifying conditions, one from Group A and one from Group B, or two from Group A.

Group A

Group B

e Hypertensive Disease (401)

e Diabetes Mellitus (250)

e Chronic Obstructive Pulmonary
Disease (496)

e Asthma (493)

e Heart Failure (428)

e Ischemic Heart Disease (413 or 414)

e Chronic Renal Failure (585)

e Mental Health Issues (290
thru 319)

e Obesity (278)

Adult = BMI 40 or greater

Child = 97 percentile

e Addictions (303-304)

e Tobacco (305.1)
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Searches for CCP eligible patients

To produce a list for patient who are eligible for CCP, go to reports----client lists---complex care plans
eligible patients

Biling Client Appts Adminfl Reports | Browse Setup Windows Help
V= Report Central
o i Outstanding AH Claims
= Claim Summary (Daily)
Appoints Claim Entry Report
Claims by Entry Date
R Un-Submitted Claims
i Chin Client Lists » By Type
Re-Print Sub/Rec Reports Active / Inactive
Menthly Reports G Inactive Since Date
Client A/R End Date List
e Statistics v Chart # List
- Inventory » Notes Incomplete
ety S Worklist Complete
Weekly Summary Workdist Report
. Doc Billing Summary Worklist Deleted
E:e " AHC Write-Offs =iz
nline Help AH Day vs Evening vs Weekend Third Party List
@ Non-AHC Billing Summary By Postal Code
b Payment Summary By Age
& WCE Claim List By Default Doc
o Appointments Booked Before Critical Notes List
o Chart Pulling List A/R Notes List
Direct Billing Summary E-Meail List

Complex Care Plan Eligible Patients

erre ummary.

Missed Appointments List
Rebook Appointments List
Appointment Type

New Patient Report
FollowUp Report
Appointment Reminders
Email Sent

Problem List Tests Due
Pending Forms List
Clients Without E-Mail
Scans Recently Reviewed

Scan and Letter Type

Another screen will pop up, choose the provider from the “PRAC” drop menu, and hit “retrieve”

Biling Client Appts Admin Reports Browse Setup Windows Help
——

Hew Chim

an:|zn17f11ux E‘ Io:‘zm?mns |E||

Appoints
= | rac: [Bonuner + || List Patients for Default Dactor
Client Biling [vPatients Have ot Been Biled 3 03,040 in the Last 19 Monihs

Dob Gender Last Act Date

g
7

@

o

]

2

g
3

(=]

a
H
H
=
£

©

m
B

NA7. 40 48 =

A list will be produced which could be exported and saved as excel sheet.
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Recording “Complex Health Needs” in the EMR (Critical
Step)

A critical step to monitor and follow-up with patients with complex health needs is to have one place in
the EMR where the term “complex health needs” is recorded and is searchable; it is also beneficial if it is
searchable for your quality improvement measures. As a clinic, determine and agree on one place it will
be recorded. It is recommended that this be in the:
e Problem List (The term “Complex Health” may need to be added to the Problem List master list of
terms by the clinic’'s EMR administrator.) See Sample Problem Lists

How to create a custom ‘Problem’ for Complex Health Needs

TOP welbsite videos

Complex Health Needs in Healthquest
https://www.youtube.com/watch?v=jWvZSfpR-
5E&index=20&ist=PLf486cdx9WgLSabUEly3HQGOINd3xGFMZ

h e [ableTc S .
Billing Appts Admin Reports Browse Setup Windows Help
i3 | % Charting o [® =
MewCiim | = Dixon, Monique o 3 OVEROUE TASKS dr2dr | View Client || Print ][ Undo |[ Close
==
= Crart o 1T, 3 Notifications Pending + Labels | |Workiists || Letters |
Appoins { —
% |Bmm|u8fmel.:;lcmnm|?uods| /i, Problems IE]FomsI.{;LMpon(ZS)]
Clicst Biling
| New || save |
eanchm | | [Problem Type StartDate  End Dat Type: Complex Care Needs E]
2 hypertension 9/18/2009 Severity: | [+] status: Active [+] ) important
Edit Rec. colorectal cancer 71772004 j :
51 || |Diabetes menitus §126/2017 Docor|  [=] pHic Tesw DU 1900900000 |
Clants diabetes 912072003 Start Date: 105129/2017 End Date: 00/00/0000 1 | Confidential
& Diag Code: | '
Charting .
I ,
Reports Notes: MS Patient -
@ Tobacco User
Browse AH
@
Online Help h
&
WebeLisks
S < | m » b
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Auto-populate Problem from Chart Note to Problem List

In Healthquest, the diagnosis could be auto-populated from chart notes to the problem list. This setting

must be first configured by the user though.
Set-up

1) Inthe top menu got to Setup > Program Setup

2) Click on Charting

3) Select Charting Options: “Automatically Populate Problems from Chart Notes”

El=l

Category: Charting Options
= System . .
Window/Toolbar [_] Automatically Open the Last Chart Viewed on this PC
Printing [vIKeep the Chart Note popup windows always on top
Workists [¥]Use Problem Lookup Window
Self CheckIn - .
Referral Mgmt (v tically Popuiate Pi from Chart Notes!
- Billing View Forms at.  |100.00 | % of Normal Size
- Appointment .
PrintForms at.  [100.00 | % of Normal Size
% Chaiog [100.00 ]
Labs [JHide Titles In Form List
Prescriptions [C]JEmployee Can Print Practitioner Signature on Forms
Client Card [_] Auto Check Response Req'd on all forms - # of days:
Letters/Envelope "] Auto Pop! Specimen Coll d Date/Time on forms
Scans (vl Phrase List: Auto Open 2nd Level
Admin

[“JUpdate Appointment Status As Chart is Created
[“]CopyAppointment Notes into Chart Complaint Field

AMA CPG Root File:

["]Hide Labels in Charting

eAll

|[-]

["]Use UpToDate Searching (Shows on DocAppt View, Problem List tab

and Web Links)
[“Juse SHR
User seftings are in regular text
Workstation settings are in italicized text oK Cancel Apply

Database settings are in bold text *
*can only be modified by admins

4) Click “Apply” and “OK”
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To Use:
When charting in a Chart Note and a Diagnosis code is added to the chart note and then the Notes
Complete box is checked,

& Charting
m Test Smith - View Client Print
= |Chart No.: 1262 ==

3 Notifications Pending + Labels
[=-|Overview L. Browse :[//ChartNotes: #Meds /. Problems [ |Forms (5 Lab/Report (0)

||  CreatedMar 172017 1227 Lock |Confidential] | Diagram | Bill New | |Chang
Doctor: 0 Visit Date: 20170317 | Visit Time: 12:27:08 Notes Complete
Complaint
Subjective BRP
Wi .| H-
Objective
Ibs [] kg []
Assessment v =
Plan Recheck 0000-00-00
Refer To Doc: Referral Letter Indicated ]
Refer To Skill: = Referral Appt Date  0000-00-00

Pt Motified (0000-00-00

Comments
Fee Code: ~ ~ Coding Info
Diagnosis: Diabetes mellitus Diag Code: 250 ~

a “Add Problem” box will pop up

& Add Problems X
New Problems

Add Problem

Diabetes mellitus

Existing Problems

Problem Type Start Date End Date Severity Status
Angina pectoris 2016-01-18 Active
Other forms of chronic ischai 2016-01-18 Active
Obesity and other hyperalime 2016-01-18 Active
Congestive heart failure 2016-01-18 Active

cone

When you click OK, the new problem will be added to the problem list.




Prepare Phase
Append patient assessment information to the record

Some patients identified for care planning may have seen other providers and had various diagnostic, lab
or other tests completed that may be relevant to the care planning process. Some of this information
might be available on NetCare. This potentially better practice suggests that someone from the care
team looks at NetCare for relevant information and adds it to the EMR in a standardized way.

See Foundation for Success - Commitment to Standardization in the EMR

Populate care plan template with known information in
advance of the encounter

Some EMR data can be entered once in the patient’s chart and then flow to the care plan (mapped). By
charting this way team members will save time when looking for information and it will take less time to
create the care plan and there will be less chance of data discrepancies and errors. Data that can be
mapped in most EMR’s includes:

e Emergency Contact Info

e Current Problems

e Medications — Current (OTC & Rx) & Failed

o Allergies

e Family Medical History

e Significant Historical Medical Events

e Test & Treatments

e labs

e Diagnostic Imaging

o Modifiable Risk Factors including Tobacco, Alcohol, Exercise, Obesity (BMI), Diet of Fruit &

Vegetables

Other data that is less likely to be mapped in most EMRs should be charted in a consistent way so that the
team knows where to enter it and where to find it in the record when working on the care plan with the
patient. Such data includes:

e Care Team Members

e Medical Team Members

e Social History (Risk Factors)

e Frailty Identifier

e Medical and Assistive device

e Personal Care Directives

e Goals of Care

e Follow ups

NOTE: How and where you capture information in the EMR will determine the
amount of information that can be mapped/linked to the Care Planning Template 91
(see apbendices).




Please refer to individual EMR Guide for details on pre-populating the template

http://www.topalbertadoctors.org/tools--resources/emrsupports/#vendor

Generate lab and/or diagnosfic imaging requisitions in
advance of the encounter

EMRs have requisitions for laboratory and diagnostic imaging that are generated from the system. If your
team is not using this feature, this is an opportunity to begin using this feature to proactively generate
and provide requisitions to patients in advance of appointments.

Some EMRs have built in capabilities to e-fax directly from the system to the lab or imaging centre of the
patient’s choice. There are also a number of third party software options that allow for secure electronic
transmission of requisitions.

Plan Phase
Documenting in the care planning template

In the prepare phase, the care plan template activities focused on populating the template before the
patient arrives for their appointment. In this section, the change is the population of the template during
the appointment. These sections include:

e Medical goals and targets

e Patient goals (health and life)

e Medical action plan

e Patient self-management action plan

e Potential barriers and coping plan

e Follow-up plan (who, when what, next visit)

e other identified care team members outside of the clinic or PCN involved in the patient’s care
See Appendix A

Some teams will already be used to charting during the appointment. The goal is to have the information
in the template by the end of the appointment with the patient so that you can print a copy for the
patient.

It is suggested that you check settings on your EMR to see if/how you can print in a font size appropriate
for the patient.

Set a reminder in your EMR for follow up appointments

Most EMRs have a function to set a reminder to the appropriate staff member to call a patient in for
follow up. The patient should be aware of the follow up date based on their care planning follow up plan
but many will still want or need a follow up call.

Many clinics already use this function in some capacity but there may be additional considerations for
care planning that could be discussed.
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Manage Phase
Maintaining the care planning document over time

As patients come in for follow up appointments there will be a need to add, delete and change
information in the care planning template. Each EMR will handle this task in a slightly different way and
you will need to become familiar with how your EMR handles this and what is optimal for you and your
team. Over time, you may wish to start a new template which may be based on time or the volume of
change over time for each patient.

Creating reminders for planned care interventions

Most EMRs have a reminder system where you can be reminded during the appointment that a care
intervention is due or where you can create searches for certain interventions overdue/coming due.

Standardizing processes for referral tracking

Most clinics have processes for tracking referrals to specialists, programs and services. Participation in
PaCT may be an opportunity to review processes and examine some of the features in your EMR for more
effective
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Measurement

While implementing the Patient’s Medical Home, a practice or team will not know how they are doing
unless they measure for improvement. Process measures reflect the things that are done in the practice
and how the systems are operating. Example measures are referral tracking and a patient confirmation
rate.

Confirmation/Validation Rate4

It is useful is to measure how often the team is confirming the patient demographic information (address
and phone) and physician attachment. When a clinic is new to the process of patient confirmation it can
be measured in the search tool.

Process Measure(s)

For example, a team that wants to measure how they did in a week:

# patients confirmed this week x 100 = confirmation rate (%)
# patient visits this week

A clinic may also have an expectation over a period of time and can determine if the validation goals are
being met. For example, if a practice has an expectation that their validation rate over a 3 month period
should be 95% the formula would be:

# patients confirmed in the last 3 months x 100 = confirmed rate (%)
# patient visits in the last 3 months

Outcomes Measure (3 years)

Overtime a clinic can use an agreed upon timeframe (e.g. 3 yrs.) to determine that the confirmation of
attachment percentage to their most responsible primary provider and team has been sustained.

# patients confirmed in the 3 years x 100 = confirmed rate (%)
# patient visits in the 3 months

For all the above calculation by adding all the individual primary provider percentages a comprehensive
clinic’s percentage for confirmation can also be determined.

See: Appendix D: Calculating Panel and Clinic Confirmation Rates Worksheet

See the example video: 3 Month Verification Rate in Healthquest
https://www.youtube.com/watch?v=NChkzjOF26M&index=19&list=PLf486cdx9WgLSabUEly3HQGO9Nd
3xGFMZ

4 When patient demographics and primary provider relationship are checked at the clinic that is called
confirmation even though the box in the EMR may be called “verified” or “validated”. A confirmed
patient panel is produced at the clinic through this process. The Central Patient Attachment Registry will
verify the patients on the confirmed panel to identify only those patients attached uniquely to that
primary provider.
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Screening Rate Based on Completed Screens

A practice will also find that they are able to measure rates for preventive screening care. Measuring
completed screens looks for completed results. The generic equation is:

# patients in eligible population with a
result during the screening interval x 100 = screening rate (%)
# patients in the eligible population*

"The screening interval is the time frame during which the screening maneuver should be done

* The eligible population would include all the active, paneled patients for a provider whether they came
into the clinic or not as all rates are calculated over the paneled population.

Example 1: Dr. Brown wishes to calculate the completed blood pressure screening rate for her active
paneled adult patients. Blood pressure should be measured annually (ASaP)

# active adult patients* (18 +) with a BP result in the last year x 100 = BP screening rate (%)
# active adult patients* (18 +)
* Attached to Dr. Brown in the EMR

Example 2: Dr. Brown wishes to calculate the completed diabetes screening rate for her active adult
paneled patients. Diabetes screening is:

e appropriate for adults 40 +

e recommended once every 5 years

e completed with a fasting glucose, hemoglobin Alc result or a diabetes risk calculator score

# active adult* patients (40 +) with a fasting glucose
OR HbA1c OR diabetes risk score in the last 5 years x 100 = Diabetes Screening Rate (%)
# active adult patients* (40+)

* Attached to Dr. Brown in the EMR

Calculating a Screening Rate Based on Offers of
Screening Care

Practitioners participating in the Alberta Screening and Prevention improvement project will include both
completed screens and offers of the screen. In this case, to measure with the EMR there must be a place
that declined, deferred and exemptions for screening are reliably recorded. In this case the generic
equation is:

# active adult patients with an offer of screen
or completed screen during screening interval x 100 = screening rate (%)
# active adult patients

Appendix D: Calculating Panel and Clinic Confirmation Rates Worksheet
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It is recommended to use the chart audit methodology” instead of EMR measures if the offers of screening
care are unable to be searched in the EMR.

See the example video: Lipid Panel Screening Rate in Healthquest

https://www.youtube.com/watch?v=uMjb9XgAVa0&index=25&list=PLf486cdx9WgLSa6UEly3HQGO9Nd3x
GFMZ

Disease Management Rate

EMRs are capable of measuring around disease management parameters provided the information is
entered in a place where it can be searched.

Example:

Dr. Brown wishes to measure how many of her active paneled patients with diabetes have an HbAlc
result below 7% in the last year.

Generic equation:

# active patients™ with diabetes® with an HbA1c result below 7% in the last year x 100 = rate (%)
# active patients* with diabetes”

"Patients identified as having diabetes when Diabetes is listed as an active problem in their Problem List

> See ASaP EMR Chart Review Instructions: http://www.topalbertadoctors.org/file/asap-chart-review-
instructions-emr.pdf
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Care Planning

For clinics participating in PaCT, progress on identification and care plans completed may wish to collect
supporting measures. In this case the clinic may wish to measure how many patients have been identified
as having a complex health needs and, of those patients, how many were offered care plans with the new

process on a monthly basis. To do this the two monthly searches would be:

1. number of patients with complex health needs
2. number of patients with complex health needs with a care planning template

An improvement graph may look like this:
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Appendix A: Care Planning Template (with
prompts)

Download the most up to date template at:
http://www.topalbertadoctors.org/pact/pactcommunicationtoolkit/

Patient Name: Preferred Name:

AB Health Card No.: Date of Birth:

Primary Care Provider: Primary Provider Contact No.:
Emergency Contact: Contact No.:

This document was created on: <INSERT DATE > and lasf updated on: <UPDATE DATE>

Introduction to Your Care Plan and Care Planning Visit

During the course of this visit, this document (called a care plan) will be filled out by you and your health care team. A care plan is useful

when you have several people involved in your care or you have ongoing health conditions. It helps keep everyone on the 'same page’
as to what matters to you (your goals, values and preferences). It also helps keep track of what you and your healthcare team have
planned or are working on for the next 12 months to improve your health and wellbeing.

It is designed to help everyone involved in your health to know:

O What is Your goals for About your —— The healthcare
important the next 12 health ‘ﬁ and suppert
| ] to you months conditions you need

PART A: Medical Summary

In order to better understand your health conditions and how you are currently managing them, questions about your health,
medications, medical history, and treatments, etc. are discussed in the section below.

Current Health Conditions
Please name your current health conditions. What do you know about them? What more would you like to know about them?

Impact of Health Conditions

How do your health conditions impact you, your daily life and the things that are important to you (e.g., medication cost, personal and
work obligations, fransportation)?

Health Target(s)

Specific tests are used to help understand whether a health condition is well managed. Understanding where your numbers are now
and what you can work towards will help ensure you can achieve what is important to you.

Test Results My Current Where | Need to be
Number

BMI {height and weight calculation)

Blood Pressure (EP)

<add new tesf results>

Current Medications
Please name the medications you are currently taking. How and why do you take them?

Medication Doszage When | Take It What | Take it For

Past Medications

Are there any medications that you have taken in the past that you want your doctor to be aware of (e.qg., failed medications or cases
where one medication was replaced with another medication)?

Version March
2018
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Patient Name: Preferred Name:

Alberta Health Care No.: Date of Birth:

Allergies and Intolerances
Your records show that the following are your allergies and intolerances. Is there anything that should be added?

Mo Known Allergies T Reaction Severity

Choose an item.

;
Choose an item.
1

Choose an item.

Family Medical History
In previous appointments you have shared the following family medical histary. |s there anything that should be added?

Condition(s) Relation

Significant Historical Medical Events

Your records show the following history of medical events. |s there anything that should be added? Include surgical history,
hospitalizations or emergency visits in the last 2 years.

Medical Event Date

Other Team Members Seen for Tests and / or Treatments

What other tests or treatments do you receive from health team members outside of this clinic? Include all tests and treatments and the
cormresponding health care team member informaticn e.g., specialists, chiropractor, physiotherapist, etc.

Name of Test or Frequency and/or Date Health Team Contact Number
Treatment Member Name

Modifiable Lifestyle or Risk Factors

Specific lifestyle or risk factors, such as tobacco use, regular physical activity and diet can impact a person's health. s there anything
that you would like to share with me about what you are doing well in these areas or what you would like to improve?

Areasz where doing well: Areas for improvement:

What is your smoking status?

MNon-smoker T Ex-smoker T Smoker with desire to quit 1 Smoker actively quiting
Smoker with no plans to quit at this time & Other O Specify:

Comments: (e.g., i ex-smoker, length of ime since quitiing, type of product smoked)

Medical and Assistive Devices
Are you currently using any medical or assistive devices?
MNone 1 Wheelchair [ Oxygen Other I Specify:

Advance Care Planning

Have you thought about, talked about with family and friends and written down wishes for your health care in the event that you are
incapable of consenting to or refusing treatment or other care? Would you be interested to have guidance or assistance to prepare a
personal care directive?

| have a personal care directive Yes = No | have a Power of Attorney Yes = Mo

Do you have your goals of care documented? Yes = No T
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Patient Name: Preferred Name:

Alberta Health Care No. ; Date of Birth:

Comments:
Insert relevant information such as goals of the care designation, power of attorney contact information, etc.

PART B: Social History

Mow that you have provided your medical history, this section captures other aspects of your life that may impact your ability to
manage your health such as your finances, housing, and support systems. |s there anything in those areas that are impacting your
health?

Do you ever have difficulty making ends meet (paying your bills) at the end of the month? Is there anything about your
current employment situation or finances that would impact your health and wellbeing? Who covers the cost of medications
and other services?

Is there anything you would like your care team to know about your housing situation? Do you feel sate where you live?

Do you feel you have enough support at this time to manage your health? Can you tell me more about your supports? Are
there any community resources or services that you use (e.g., transportation services, food services, group support
meetings, etc.)?

PART C: Goals and Action Plan

The section below builds on the information you've provided above by capturing some potential goals and actions that can be taken to
better manage your health and improve your quality of life.

What you want to achieve and why it is important to you
Please share what matters to you personally and what you want to achieve so you have the best quality of life and health cutcomes.

e.g.. [want fo have my diabetes managed (A1C below 8) so [ can travel to Ottawa in the fall for my daughfer’s wedding.

Where you need to start

There are a number of areas you can work on to achieve your goal(s) listed above. The list below helps to determine what area is the
highest priority for you.

Priority {1=lowest priority; 5=highest pricrity. The same number can be assigned more than once.)

1. Monitor and manage symptoms s
(e.g., pain, dizziness, weakness, blood sugars) — 1 -2 -2 —4 —5 |- NA
2. Engage in specific treatment activities 1 0o —a |04 las [ana
(e.g., physiotherapy, foot care, mental health, wounds) B B B B B -
3. Attend services and appointments s
(e.g., lab work, specialist, education sessions) =1 -2 —3 |24 =5 |NA
4. Monitor and manage triggers and risk factors A
(e.g., alcohol, tobacco, recreational drugs, stress) —1 -2 S I B
5. Monitor and manage healthy lifestyle factors o
(e.g., physical acfivity, nutrition, mood, social support) — 1 —2 e R I
6. Manage medications o
(e.g., right dose, side effects, medication review ) =1 -2 R N e L

What specific actions you need to take to achieve your goal(s)
(SMART Goal — Specific. Measurable, Attainable, Realistic, Timely):

e.g., | will work on moniforing and managing my symptoms. | will do this by checking my blood sugar every morning before
breakfast | write down my result in my log book so | can work fowards my A1C coming down and be able fo go to my
daughter’s wedding.

c
L,
&

Action
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Patient Name: Preferred Name:
Alberta Health Care No.: Date of Birth:

Is there anything you think of that might get in your way? How could you work around these things?
[ fo set f i m ach morning before

m T pt

[ 1 2 3 4 5 5 7 8 9 10__ |
Gl [cle e e le e le | e |
Low Medium High

We (the physician and patient/agent) have discussed this care plan and the patient/patient agent has received a written copy of it. A
similar document has not been completed with another physician in the past twelve months.

Date (yyyy/mm/dd) Patient and'or Agent Name Patient or Agent Signature

Date (yyyy/mm/dd) Physician Name Physician Signature
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Appendix B: Sample Common Problem Lists/

Diagnostic  Codes

Lists for Primary Care for

standardized EMR data capture

These examples were from real clinics or PCNs

Example 1: TOP 32 CODES

SYSTEM CODE DIAGNOSIS
Endocrine 250 Diabetes
244 Thyroid (hypo)
279 Obesity
272 4 Lipids
Neurological 340 M.S
345 Epilepsy
346 Migraines
434 Stroke
780.5 Sleep Disturbance
MSK 723 Cervical Disorder
715 OsteoArthritis
714 Other Inflammatory Polyarthropathy (Rheumatoid Arthritis)
729 Fibromyalgia
724 Back
781 Chronic Pain
Psycho 311 Depression
300.0 Anxiety
290 Dementia
Respiratory 496 COPD
493 Asthma
CVS 428 Health Failure
427 Arrythmia
414 Coronary Artery
401 Hypertension
443 Peripheral Vascular Disease
Gl 564 Functional Gl Disorders
Renal 585 Chronic Renal Failure
OB/GYN 628 Infertility
626 Menstrual Disorders
627 Menopausal Disorders
ADDICTIONS 305.1 Smoking Dependency Syndrome
303 Alcohol Dependency Syndrome

Created by the Red Deer PCN
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Example 2:

Sample Standardized Problem List (simplified without using ICD9 codes)

Addiction Depression Obesity
ADHD Diabetes Obstructive Sleep Apnea
Alcoholism Down's Syndrome OCD

Alzheimer’s Disease Eating Disorder OoDD

Amputation Epilepsy Other

Anemia Erectile Dysfunction Panic Disorder
Aneurysm GERD Paralyzed

Angina Glucose Intolerance Paraplegia

Anxiety Gluten Intolerance Parkinson's Disease
Asthma Grave's Disease Personality Disorder
Autism Hemophilia Phobia

Bell's Palsy Hepatitis PMDD

Bipolar Disorder Hepatitis B PMS

Blindness Hepatitis C Psychosis
Borderline Personality Disorder High Blood Pressure PTSD

Cancer High Cholesterol Reactive Attachment Disorder
Celiac Disease HIV Schizoaffective

Cerebral Palsy HPV Schizophrenia

Chronic Pain Insomnia Seasonal Affective Disorder

Cluster B Personality Disorder

Learning Difficulties

Seizure Disorder

COPD

Learning Disability

Sensory Processing Disorder

Crohn's Disease

Major Depressive Disorder

Tourette Syndrome

Dementia

Mood Disorder

Created by Edmonton Oliver PCN
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Appendix C: Lists of scanned document index

words/keywords

These examples are from real clinics.

Example 1:

= ALLERGIST

= Appointment

= Appt Confirmation
= CARDIOLOGY

= (CarePlan

= Care Plan - Signed

= Chart

= Colonoscopy Report
= Colposcopy Report
= Consult Letter

= (T Scan

= DERMATOLOGY

= Discharge Summary
= Driver’s Medical

= ECG Graph

= ECG Report

= ENDOCRINOLOGY

= ENT

=  Forms

=  GASTRO

=  GEN SURGERY

=  Total Hysterectomy
= INTERNAL MED

= lab

= Lab—Provincial

= Mammogram

MRI

Neurology
Neurosurgery
Notice of Admission
Notice of Discharge
OBGYN

OPD Sheet
Ophthalmology
OR Report
ORTHO

Pap Report
Parking Placard
PEDIATRICS
PLASTICS

Pre-op Medical
Referral

Report
Requisition
RHEUMATOLOGY
Rx Adaptation

Rx Refill
Ultrasound
UROLOGY
Vascular

WCB

Xray
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Example 2:

= Admit

= Air Contrast
= ALT

= Anti-HIV

= Anti-Nuclear (ANA)
= Appointment Notice
= Attending physical

statement
= Audiology Report
=  Beta HCG
= Biopsy
= Blood Culture
=  Blood Type

= Blue Cross Authorization

= Breast Ultrasound

=  Body Fluid Culture

= Bone Density

=  Bonnyville Cancer Centre

=  Bubble Pack
Authorization

= (C-reactive Protein

= CarePlan

=  Care Plan - Signed

= (Cat Scan

= CEA

= Cervical Culture

= Chart Notes

= Chart Request
Acknowledgement

= Chemistry

= Child Welfare Medical

= Chlamydia

= Claims Management
Program

= Colonoscopy Report
=  Colposcopy Report
=  Consult

= Creatinine

= (Critical Care Line

=  Cross Cancer

=  Cytology Report

Diabetic Consult
Discharge Instructions
Discharge Summary
Double Contrast
Driver’s Medical
ECG
Echocardiogram

EA screen
Endoscopy

Ferritin

Free testosterone
Gastroscopy

GC Probe
Gynecological Cytology
Report

HBA1C

Hematology
Hepatitis

Home Care

Total Hysterectomy
Imaging

Influenza

INR

Iron and TIBC

Lipid Testing
Mammogram
Medical release and
report

Medications
Mental Health
Microbiology
Millard Health WCB
MRI

MRSA

Newborn Metabolic
Screen

NIHB Drug Exception
No Show

Occult Blood
Oncology Imaging
OPD

Operative Report

Ova & Parasite

Pap

Pathologist Comment
Patient Photo
Perinatal

Phenytoin

Physician Admit Advice
Pre-op medical
Prenatal

PSA

Psychogeriatric Consult
RAAPID North Patient
Summary

RAH

Rapid Plasma Reagin Test
Release of information
Rx adaptation

Rx request

Serum Protein Elect.
Slick

Sputum Culture

Stool Culture
Superficial Culture
Surgical Pathology Report
Syphilis

TB Update

Throat culture

Tom Baker Cancer Centre
Troponin

TSH

UAH

Ultra Sound

Urethral Culture

Urine Microalbumin
Vaginosis Screen

Vital Aire

VRE

WCB

Wound Culture

X-ray
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Appendix D: Calculating Panel

Clinic Confirmation Rates Worksheet

and

Calculating Panel and Clinic Confirmation Rates Worksheet

Confirmation Rates for Dr. Confirmation Rates for Dr.
3 Mornth Confirmation 3 Month Confirmation
Mumber of patients confirmed in last 3 months X100 = Do Mumber of patients confirmed in last 3 months X 100 =
Mumber of Patients seen in last 3 months Mumber of Patients seen in last 3 months
FPanel Conftrmation PanelConfirmation
Mumber of patients confirmed in last 3 years X100 = % Mumber of patients confirmed in last 3 years X 100 =
Mumber of Patients seen in last 3 years Mumber of Patients seen in last 3 years
Confirmation Rates for Dr. IConfirmation Rates for Dr.
3 Mornth Confirmation |2 AMonth
HMumber of patients confirmed in last 3 months ¥ 100 = 5 | |Nomber of patients confirmed in last 3 months X 100 =
Mumber of Patients seen in last 3 months Mumber of Patients seen in last 3 months
Panef Confirmation [Parmel Conftrmation
MNumber of patients confirmed in last 3 years X100 = %% | [Momberof patients confirmed in last 3 X 100 =
Mumber of Patients seen in last 3 years Mumber of Patients seen in [ast 3 years
Clinic Confirmation Rate (All Physicians)
3 Mbrrth e Confirmation
MNumber of patients verified in last 3 months by all physicians in the clinic X 100 = %
Number of Patients seen in last 3 months by all physicians in the clinic
Date:
MNumber of patients verified in last 3 years by all physicians in the clinic X100 = %
MNumber of Patients seen in last 3 years by all physicians in the clinic
* For Panel Confirmation Rates, use 3 years or date since practice opened if less than 3 years)*
*#1f validating every visit you can pull this weekly or monthly, If validating every & months
ar yearly, then change the 3 month interval to what your interval is.** January 2007

Created by Highlands PCN

106




Appendix E: High Value Efficiency Tips

1) Multiple Items Open

It is useful to see two or more chart notes; patient history sheets or forms open at the same time during a
patient encounter. While in the charting menu ‘Overview’ Tab, move your cursor over the desired chart

note or form. ‘Single’ click on the note. Now, hold down the ‘Ctrl’ key on your keyboard then ‘Right-

mouse’ click. The form opens in a new window. Repeat to open another form or choose a New to open a

new form or chart note.

M8 Healthquest TableTop - User: D)

Bling Clent Appts Ad

View Client

I 1037 - Allison, Nathan -- Framingham Risk Calculator
LOCKED - Created:Dec 16,2013 16:53
Doctor: 0 Visit Date: 161212013 | Visit Time: [16:53:05 | (] Notes Complete

\Ecwwiew; LiBrowse | | JChart Notes | (7 Medications | @‘Plnblems‘ EForms }§.Lahmepon o/ Points
ﬂ Doctor Type Date Results " E B
— = \ge:
Edin i OP Health Screen in 19/ 3 | [ Response Red'd- by: 0 00 | ™ ow Smoker: OYes ONo 1]
@ | Dol Response Received: [N | —g— ; k
ritical S: o =
e [ Confidential Doctor:| I e Fbiize e IR L2
= . BeriodicHieallyE e = Blood Pressure Treated? ©Yes ONo
Shats eriodic Health Exam Chec —a
i of I & .P Total Cholesterol: 6. mmolL | 0
= D g
Cianing o HDL Cholesterol: | .8 mmoll. | 2
= ”é“ml;dc g Name: Allison. Nathan Marcus
* Dractie . DOB: 194003116 PHN: 868542870 Doctor Total Points:| 17| = >= 30|% risk of heart
s IJM Last Year Year Year Year Year Year (High Risk) e i
die! Done 1 2 3 4 5 6 . 9 years
") Expani Results are applicable only for the ages 20 to 79.
Online Help Date
& ‘Smoking Behavior 1 Deferred
Wabrlihe Assessment
4 Vi
s Blood Pressure 2 =
B [TetanusDiphtheria 3 Yes
eiera | [AcctSu Vaccination Status Review ! i i !
Pap Test 4 o y Y :
iwomen 15-69] : 7 7 -
o | | | I
& |Breast Exam §
: S — —
L Fasting Glucose 6
A \ \ \ L
Lipids jor women 50+ N ¥ y ! ¥
2 ¥ 4
Lo [mammography . : :
{women 50-69] : -
FoBor o Deferred } }
gL i i
B |sigmoidoscopy or 9
3 \ \ L \
3 t t t t
Colonoscopy 9
, , \
t } }
{ | Bone Density 10 I I I
5
< >

[=]2]X]

EEX

(@) wippom El

(0) sueds Bupuag

Ready

TIP:

Ctrl — Right mouse click to open two
or more chart notes, forms or patient
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2) Lab Results History

When viewing lab results for a patient, double click on the result.

LIFID PANEL
HOURS FASTING
CHOLESTEROL 5.22
TRIGLYCERILDES 2.08
HDIL. CHOLESTEROL 3.07

TOTAL: HOL CHOLESTEROL 1.7
BATIO

LDL., CRLCULATED 1.09

CORRECT

__——| Double click on the result

A “Lab Results History” window for that lab will appear, including a graph. Filters are optional.

Optional Filters

[ ] From:{2016-08-16 = To:| 2016-08-16 =

[ ] Only the first: =

[ ] Only the last: =

results

results

& Lab Results History x
Retrieve
{ CHOLESTEROL Results
Date Value 5
20070118 5,22 3.80-5.20 o
20070118 510 3.80-5.20 2 3
:" 24
14
i
[ CHOLESTEROL — Max Min
Link Code == Graph | Print

Version March
2018
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3) Panel Management Report

There is a useful report available called “Panel Management”. It is available in Reports > Statistics > Panel
Management. What this report will provide is a list of patients for a given provider. It can be filtered by
gender, age and by diagnostic codes. This report will pull all patient types (including WCB and deceased

patients). To ensure end-dated patients are not selected check off “Hide End Dated Pts”.

A Panel Manager may use this report to assist in identifying patients attached to a provider that have
certain diagnostic codes. This may assist in forming disease registries or identifying patients with certain

diagnosed conditions for consideration for referral to a PCN multidisciplinary team member.

To use this report at a minimum, select a doctor and appointment dates. Once the list is generated it is
possible to filter by age, gender and diagnostic codes.

[

ﬁ Panel Management

DOCtOFI| BOMMER e etrieve Print Close
From: 2015-08-29 = To:(2016-08-29 =
Age: to Filter
Gender: w | []Hide Missed Appts
. . [ | Hide Cancelled Appts
Diag Code: []ifide End Dated Pts Panel Size: 14

The resulting report will look like this:

& Panel Management

Diag Code 1 Diag Code 2 Diag Code 3

Doctor: Retrieve Print Close
From:‘2015-08-29 & To:|2016-08-29 =
Age: | 1o | | Filter
Gender: Hide Missed Appts
. Hide Cancelled Appts
Diag Code: |:| Hide End Dated Pts Panel Size: 13
Chart Mo Last Name First Name Age Gender
1016 Downs Jacob 35 M
1017 Dixon Monigue 73 F
1061 Danaldson Randy 66 M
1075 Bartlett Sadie 76 F 354
1085 Casey Becky 60 F
1086 Bass Ken 70 M 780
1193 Anderson Damion 73 M
1215 Durham Refugio 22 M
1223 Battle Rosalind 25 F
1234 Duran Guadalupa 50 M
1249 Burnett Darwin 55 M
1262 Test Smith 51 M
1266 Test Tammy 46 F
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4) Problem Statistics Report

The Problem Statistics Report is available from Reports > Statistics > Problem Statistics. This report will
produce a list of problems coded in the EMR for given dates. Double click on each problem type to
produce a list of patients with this problem. This list can be produced for all Default PRACs or filtered by

Default PRAC.

This report would be useful for:

& Problem Statistics
Double Click for Patient List Retrieve | Print Filter Close
Default PRAC: 1Al Default PRACS
From: 2000-08-31 |+ ‘ To:‘2016-08-31 .
# of

Type Status Problems

Active 1
anemia Active 1
Angina pectoris Active 1
Asthma Active 4
Chronic renal failure Active 1
colonic polyps Active 1
colorectal cancer Active 2
Congestive heart failure Iv ACTvE Z
COPD Active 1
coronary artery Active 1
diabetes Active 5
Diabetes Mellitus Active 10
homeless Active 1
hypertension Active 4
Multiple sclerosis Active 1
Obesity and other hyperalimentation Active 1
Other forms of chronic ischaemic heart disease Active 1
diabetes Permanent 1
hypertension Permanent 1

Double click on the problem to
produce a list of patients with that
Problem recorded in their Problem
List

e A panel manager assisting a clinic in problem list clean up or in disease registry development with
the clinic team. It provides a list of problems used. For clinics that are working on problem
naming conventions and clean up this list will inform the conversation toward consistent naming.

e For identification of patients suitable for visits with a PCN multi-disciplinary team member or

clinic

e When the client list is produced for a given problem the “Last Act” date may inform a panel
manager of patients that may be due for care

& Client List
Export | Print Center | Send Email List Manager (® Phone List(_) Address List =~ Charting Print Filter
Sort
Congestive heart failure Problem Summary
Chart # PHMN MName ender 0 Age ome WWOrk FirstAct. LastAct.
1262 Test, Smith M 1965-04-04 51 (780)555-1234 (780) - 2009-03-264 2016-08-29
1266 Test, Tammy F 1970-04-12 46 (780) - (780) - 2009-04-224 2016-05-16
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5) Diagnosis Summary Report

The Diagnosis Summary report is available in Reports > Statistics > Diagnosis Summary. It provides a list of
diagnostic codes by provider for selected period of time. Double click on a diagnostic code to produce a
list of patients that the provider applied to the code to.

5 Diagnosis Summary

Service Dates Retrieve Print Filter Close

To:|2015-08-31 |  Doctor: BONNER v

From:(2000-08-01 =

Double Click to see patient list

Diagnosis Summary for Aug 01, 2000 to Aug 31, 2016
Doctor Diag Code # of Claims
BONNER
194 1
216.2 1
2250 1
354 3
562 1
611 1
636 2
710 1
T27 6
7274 1
780 17
789 1
909 3
Total Claims: 39

This report may assist a panel manager in assisting a clinic in developing their disease registries. For
example, it is possible to identify patients with a diagnostic code but the problem has not been listed in
the patients Problem List.
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6) Service Code Summary Report

There is a useful report called “Service Code Summary”. It is available in Reports > Statistics > Service Code
Summary. This report will provide a list of service codes used (optionally by provider); double click on the
service code a list of patients to which that that code applies. A panel manager may user this report in
initial panel clean up or for ongoing panel maintenance to identify groups of patients that may be in the

EMR and ensure that the patients are attached to the appropriate Default PRAC.

‘_'; Service Code Summary

Senvice Dates Retrieve = Export Print Filter Close
From: 2013-01-01 :—‘ To:2016-08-31 = | Doctor. | w
(Optional)
Include Non-AHC Double Click to see patient list
Senice Code Summary for Aug 31, 2000 to Aug 31, 2016
(* - designates Patient Pay items)
Doctor Senice Code #of Claims  # of Calls Total Billed Total Paid
BOMMNER
01.22 1 1 521549 $215.49
03.01A4 h 5 35250 $52.50
03.03A 17 17 5751.83 572694
03.03A% 1 1 524 89 50.00
03.04A 1 1 548 .45 54845
03.04A% 1 1 550.25 50.00
03.07A 1 1 554.68 554 68
03.08A 1 1 524237 524237
03.08A* 1 1 55932 50.00
12 128 1 1 58741 58741
16.09N 1 1 F1.111.73 5111173
93.11A 1 1 588.67 588.67
973 1 2 $803.25 $803.25
95.03C 1 1 520.56 $20.56
98 114 2 2 5165.04 5165.04
96 11B 1 1 524699 524699
98.11C 1 1 537047 537047
98.53 3 4 $866.58 5666.58
958.56A 1 1 B17T7.37 317737
BAMD* 2 1 511.00 $11.00
BCPO1* 1 1 50.00 50.00
DISC* 4 4 (5231.00) (5231.00)
Paoe 1 of4

Look for codes for hospital billing codes, long term care (03.03E) or services that the practices provide,
such as a vasectomy or aesthetics, that may include non-panel patients.
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/) Problem List Auto-Populate from Chart Notes

This workflow will assist in adding problems to a problem list which:

Building disease registries at the practice
Assists in team work for proactive panel based disease management
This setting must be configured by user.

Set-up

1)
2)

In the top menu got to Setup > Program Setup

Click on Charting

3) Select Charting Options: “Automatically Populate Problems from Chart Notes”
1

4)

i

& Program Setup

Category:

=- System
L. WindowToolbar

- Billing
- Appointment

L. Prescriptions

[=- Client Card
...Care Plans

- Letters/iEnvelope

- 3cans

- Admin

Charting Options

[JAutomaticaily Open the Last Chart Viewed on this PC
[#]Use Problem Lookup Window

[Jautomatically Browse All Chart Notes

[~] Automatically Populate Problems from Chart Motes

View Forms at |100.00 | % of Normal Size

Frint Forms at. [100.00 | % of Normal Size

[JHide Titles In Form List

[CJEmployee Can Print Practitioner Signature on Forms
[] Auto Check Response Req'd on all forms - # of days:
Phrase List: Auto Open 2nd Level

[]5ave the Mew Drawing Windows Dimensions
[JUpdate Appointment Status As Chartis Created
[(JcopyAppointment Motes into Chart Complaint Field

AMA CPG Root File:

[JHide Labels in Charting

[Juse UpToDate Searching (Shows on DocAppt View, Problem List tab

and Web Links)

User settings are in regular text
Workstation settings are in italicized text 0K Cancel
Database settings are in bold text *

*can only be modified by admins

Apply

Click “Apply” and “OK”
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To Use:

When charting in a Chart Note and a Diagnosis code is added to the chart note and then the Notes

Complete box is checked,

r

? Charting
Test, Smith |l
DR Chart Mo.: 1262 ===

™| B.| Created:Mar 17 2017 12:27
Doctor: 0

Complaint

Subjective

Objective

Assessment

Plan

Refer To Doc:

Refer To Skill:

Pt Motified 0000-00-00

Comments

Fee Code: v

Diagnosis: Diabetes mellitus

“Add Problem” box will pop up:

View Client

3 Notifications Pending + Labels

Lock Confidential Diagram | Bill Hew
Visit Date: 20170317

Wisit Time: [12:27:08 Notes Complete

BP

Wt . -

lbs [] kg []
T P

Recheck 0000-00-00

Referral Letter Indicated []
Referral Appt Date  0000-00-00

Coding Info

Diag Code: |250 v
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& Add Problems pod
Hew Problems

Add Problem
Diabetes mellitus

Existing Problems

Problem Type Start Date  End Date Severity Status

Angina pectoris 2016-01-18 Active

Other forms of chronic ischa 2016-01-18 Active

Obesity and other hyperalim: 2016-01-18 Active

Congestive heart failure 2016-01-18 Active
Ok Cancel

When you click OK, the new problem will be added to the problem list.
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