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INSIDE iE EDGE
Quality Reporting and Improvement
Quality Reporting
and Improvement
is a topic that merits coverage in every
issue of Inside Edge. In September, we
featured a rich discussion on quality reporting, improvement and analytics by our
CMIO panel at the SI Spring Conference.
We advance the discussion here with a case
study of Billings Clinic and commentary
from Deloitte experts.

Largely due to HITECH and Meaningful
Use, healthcare delivery systems have
done a good job of standardization through
common code sets and HL7 standards,
which allows the apples-to-apples comparisons required to pull meaning from
the data. Now we’re in the EHR 2.0 stage,
which involves focusing on EHR optimization and using data to determine new best
practices.

Big data. Big accuracy.

However, because many organizations
implemented EHRs mainly to accrue
benefits from Meaningful Use, they may
not have addressed the critical issue of
how to manage, govern and understand
data.

INTRODUCTION

Data accuracy is a key component to quality reporting and improvement. EHR adoption has traditionally focused on structured,
discrete data, says Nick Wong, Chicagobased senior manager of health information
technology solutions at Deloitte Consulting
LLP, but with the advent of Big Data, the
emphasis is on the accuracy of the data
Technology is available to ensure such
data accuracy, however the task requires
enormous coordination and governance. “It
goes back to the fact that technology is just
a tool,” he says. “Policy, education and topdown support all play critical roles in ensuring that data is accurate and can help drive
effective clinical performance initiatives.
Much of the challenge is also in user adoption and achieving balance. We’re going to
get all this data and as a result have better
EHRs. The question then becomes: How do
we improve the feedback loop to be more
proactive to end users and drive clinical
quality? Drive changes back into the care
delivery workflow?”

Some large integrated
delivery systems have
addressed it by developing and investing in large
analytics departments with
Nick Wong,
Senior Manager,
formal data committees.
Deloitte
Consulting
The organizations that lag
in this area tend to be smaller, independent
physician groups which lack funding for
internal analytics and clinical quality teams.
“They’ll struggle because it’s harder for
them to identify somebody to keep up with
advancing quality measures and needs.
It takes time to understand what data is
required,” says Wong.
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A physician-led healthcare organization
based in Billings, Mont., Billings Clinic is
the largest healthcare system in Montana,
consisting of a multi-specialty physician
group practice, a 285-bed hospital and a
90-bed skilled nursing and assisted living
facility. The Billings Clinic system includes
partnerships with 10 critical access hospitals
serving markets in Montana, Wyoming and
the western Dakotas.
The clinic’s IT-services arm supports 15
facilities in Montana and Wyoming with
nearly 1,000 providers using the platform,
of which 320 are employed physicians.
Billings Clinic, which sees nearly a million ambulatory encounters and 15,000
inpatients a year, went live in 2004 with
Cerner as its enterprise EHR and a strategy to integrate as many pieces of the IT
platform as possible.
“Since starting our Cerner system in 2004,
we have been thoughtful about getting
structured data into our system for clinical
care. This information crosses the hospital
and clinic settings in our region and is a
powerful way of telling the patient story
and assisting with coordination of care
across venues. Our lab, radiology, diagnostics, surgical areas, and inpatient areas
have been fully electronic for years. As
early adopters of computerized provider
order entry and the electronic medication
administration record, we have a tremendous amount of data in our system for
driving clinical care processes.” says Karen
Cabell, DO, CMIO and associate chief of
quality and patient safety.
In 2012 Billings Clinic completed the
eight-year CMS Physician Group Practice
transition demo, a pay-for-performance
program that included measures of ambulatory quality for chronic diseases like
diabetes, CHF, hypertension and coronary

artery disease. As a natural next step, in
2013 Billings Clinic formally started participation in the Premier ACO Collaborative
as a Medicare Shared Savings Program
(MSSP).

Diabetes reports for the
medical home
In 2004, Billings Clinic launched a diabetes registry it built into its Cerner EHR,
which facilitated early lessons about the
attribution methodology still in place. The
clinic’s primary care physicians and endocrinologists started getting monthly reports
of their diabetes patient panel in 2004,
with performance benchmarked against
American Diabetes Association (ADA) and
NCQA thresholds. Initial diabetes patient
panel reports in 2004 included standard
measures for glycemic, blood pressure and
cholesterol control, as well as measures
more difficult to capture such as annual foot
and eye examination. The reports were initially blinded, but within a year, the Billings
Clinic made a decision to disseminate the
data un-blinded.

“Un-blinding our data
allowed for us to learn
Karen Cabell,
from higher performDO, CMIO &
ers and it spurred on
Associate Chief,
Quality and
the natural competition
Patient Safety,
Billings Clinic
that physicians feel,” she
says. “The monthly diabetes panel reports
with patient-level data go to the physician and team that make up our Patient
Centered Medical Home.” From there, it
is still a fairly manual process of combing the patient list to identify gaps in care,
and then contact the patients who need
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additional attention. Based on this early
and often difficult work, Billings Clinic
physicians were the first in the state to
receive NCQA certification for diabetes
care. NCQA Certification is required in
many states, including Wyoming, for a
physician to be included on insurance
plans. “Even though that isn’t required yet
for our Montana physicians, we want to be
proactive and ready when that requirement
hits our state,” says Cabell.
The program’s monthly reports highlight,
for example, that Billing Clinic’s Miles City
facility is performing well on a certain measure, Cody Clinic is doing well on another,
Columbus Clinic on another. The performance on diabetes metrics is measured
many ways: by physician, by department,
by location and for the organization as a
whole. For each of the measures, there is a
color coding: red if performance is below
the NCQA threshold; green if above. “Early
on, these reports were nicknamed the
‘red light/green light reports.’ To this day,
everyone knows the red light/green light
report is a diabetes registry report, and the
color coding has become a part of other
dashboard and registry efforts across the
organization,” she says.
“We were doing disease management for
diabetes prior to national trends like medical homes and pay for performance. This
has allowed us time to learn what works
and what doesn’t work in disease management at our organization for reporting. Participation in the Medicare Shared
Savings Program seemed like a natural
extension of our efforts and we are continuing to learn what we need to do for excellent patient care,” says Cabell.

Engaging patients
Patient education and engagement are
critical elements in a disease-management
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strategy at Billings Clinic. “As we built our
diabetes registry in 2004, we felt that patient
education and engagement was important,”
she says. “We started a diabetes ‘report card’
for patients at that time, to be shared with
patients at each face-to-face encounter with
their primary care doctor, endocrinologist
or diabetes educator.” This report card—
still in place today—is a printed CCL report
that includes patient specific data including the A1c, cholesterol, blood pressure,
and date of the last documented foot and
eye examination. The report card includes
patient-friendly text with the guidelines
next to their information, as a way to educate patients.
Billings Clinic nurses print this Diabetes
Report Card out of the EHR as a rooming
task with patients, and the patients review
it while they wait for the physician to enter
the room. “Showing the patient where they
stand with their numbers makes it easier
to set goals for managing their disease,”
she says.

Digital or hard copy?
Like most organizations,
we are shifting from
hard copy to digital
communications. If you
are currently receiving the
hard copy versions of the
Inside Edge and Viewpoint
publications and would
like to receive the digital
version only, please contact
Margaret Hahn mhahn@
scottsdaleinstitute.org or
call 952-545-5880.
If you do not reply, you
will continue to receive
both digital and hard copy
versions of SI publications.

Attribution to the diabetes registry is based
on the problem list and diagnosis list, along
with the primary care provider field. The
clinic can further delineate if someone other
than the primary care provider is responsible for the care by charting in a special field
in the registry section. In addition to the
clinical care teams, a disease-registry nurse
pulls billing data and lab data to identify the
diabetic population to make sure no one
is missed. Patients are removed from the
active registry if they move away, become a
long term care patient or develop a terminal
condition.

Thank you.

“We’re a tertiary referral center with a
500-mile radius, so lots of patients come
to see our specialists, but don’t use us for
their primary care. Many of those patients
are getting attributed to us by CMS for our
3
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Medicare Shared Savings Program. We are
still learning how to manage these patients
while strengthening our regional relationships,” says Cabell.
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continued on next page
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In data we trust
Since 2004, Billings Clinic has replicated
their diabetes process with hypertension,
CHF and health-maintenance measures
such as cancer screenings and immunizations.
“If you actively put data in the hands of
physicians and nurses and they trust it—it
takes a while for them to do so—they’ll
apply it to their practice,” she says. Early on,
using data for improvement was spurred
on when the clinic held competitions with
modest awards like $25 gift cards.
In the inpatient and outpatient areas,
Billings Clinic is transitioning to cloudbased tools from its EHR vendor as an
alternative to the current reports out of
PowerInsight and Discern. As a development partner with its vendor’s Population
Health Solution, Billings Clinic hopes to
apply the new electronic tools in the next
few months to further their quality and
process improvement.
“We are very excited to get these tools into
the hands of our doctors and nurses,” says
Cabell. “We hope to use this new software
to do operational and comparative analytics
on the standard measures for care coordination, preventative health and disease management. In addition, the physicians will
be able to drill down to patient level data
very easily, which will spur adoption and
acceptance of the information.
“Although we have integrated our clinical
applications on a single IT platform, we
recognize that we have work to do for integration of clinical data with the financial,
utilization and claims data for the purposes

of higher level analytics for new payment
models in the future, including bundled
payments, pay for performance, shared
savings and capitated care.” In addition to
working with its EHR vendor, the organization has partnered with Caradigm, a business-intelligence platform, which enables
integrated analysis of clinical, financial and
claims data.

Learning curve of years
Solving those riddles may take time
because transforming the quality improvement processes and outcomes using analytics tools like Caridigm and Cerner
requires several years. “There is a learning curve for analyzing and utilizing data.
You have to get the right information in
front of the right people in order for them
to make decisions and take action,” says
Cabell.
A clinical data-intelligence team governs
the process, ensuring the data reflects
appropriate measures and ranks them
to eliminate duplication of reports. It’s a
work in progress as there’s some overlap
among data-reporting infrastructures now.
“We are starting to ask those who request
data up front about how it is going to
be used and making sure that there are
policy and procedures in place for the use
of data that comes out of the system. We
don’t want to produce data for the sake
of data, but to really use the data. So, the
report request has to state how they are
going to use the data, and how it will be
used for improved outcomes,” she says.
A senior executive team including Billings
Clinic CEO Nicholas Wolter, MD, plus an
internal board that includes elected and
appointed physician leaders are pushing
for alignment of the analytics efforts to
improve quality and processes. “We’re
trying hard not work in silos,” says Cabell.
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“We’ve made a lot of progress on performance around core measures, value-based
purchasing and ambulatory measures for
care coordination, preventative care and
chronic disease management. Our next step
is transforming our analytics to incorporate
and include as much financial, utilization
and claims data to drive to our organizational goals and be proactive for our needs
with new payment models. Like many
organizations, we have to do a lot of work
in the next 12 months getting ready for the
needs of ICD-10 by replacing some of our
legacy financial systems. This work is the
platform for our next step in analytics as
well. We need to have the right data at the
right time.”
Achieving that straightforward goal is a
lifetime’s work.
“It’s relatively easy to get information into
the electronic medical record. But it’s exponentially more difficult to get data back
out in a format that can provide actionable
insights to performance improvement,”
notes Cabell. “By assembling a cohesive
team and being stewards of alignment with
organizational priorities, Billings Clinic will
get there.”
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“The whole aspect of capturing evidence of
quality activity now resides in the electronic
system. Look at triggers in decision support.
Now everything has to be in a codified electronic system,” he says.
The implication: groups configuring the
EHR have to get involved in the quality
reporting process—and not just reporting,
but in helping drive the overall process. It’s
not just about data capture and display, but
workflows by which care is provided under
evidenced-based medicine.

Configuring data capture
For example, how systems capture information from diabetic foot exams can
determine not only quality reporting, but
quality of care itself. “You want to ensure
it gets done on time. In the old days, you’d
merely look at the chart and see if there
was any mention of a foot exam. Today, as
part of the workflow providers may have
to document the foot exam using codified
elements in order to be able to input patient
data into a database amenable to reporting,”
says Snyder.

Everybody does
quality reporting
Mark Snyder, MD, specialist leader in
clinical information systems for Deloitte
Consulting, says the maturation of the
EHR and new CMS requirements like
Meaningful Use are quickly changing
the way we think of quality reporting
and improvement. Previously even large
organizations could choose to report on
Core Measures manually or through a
combination of manual and electronic
means, but Meaningful Use has driven the
move to electronic capture, reporting and
transmission.

Mark Snyder,
MD, Specialist
Leader, Deloitte
Consulting

Another way to capture
such data is to use a specific diagnosis or procedure code that documents
exactly what the provider
did for the patient during
the visit. This capability
may require the organization to develop a very
specific code.

The challenge is how to build such workflow into the EHR. An organization whose
providers are used to codified data might
make use of codified elements to meet
their particular needs. On the other hand,
an organization used to traditional transcription and charting may use different
methods. “You have to configure how the

continued
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The real
opportunity lies
in the emerging
role of the care

data gets entered as part of the workflow.
The way people are going about their
work, so not carrying an undue burden,”
he says.

matic solutions, including, for example,
sending text reminders to nurses to turn
patients every two hours or to patients to
improve medication compliance.

Configuring EHRs for quality reporting and
improvement requires EHR vendors to be
involved beyond the certification process
for Meaningful Use. Also, local health systems “application coordinators” may get
involved in configuring as there may be
multiple ways to capture the data.

“The real opportunity,”
says Golberg, lies in the
emerging role of the care
coordinator/case manager, the person responsible for monitoring and
acting on quality data
Mark Golberg,
related to individual
General
Manager,
patients 24/7 over a long
Recombinant
period. “The new strucby Deloitte
ture of data governance is empowering
them and they now have IT tools to extract
quality data.”

coordinator/

Vanishing model

case manager,

While healthcare has been trying to
measure quality for a long time, the big
change today, says Mark Golberg, general
manager for healthcare at Boston-based
Recombinant by Deloitte, a data-analytics
firm, is that quality measurement and
improvement are no longer just the province of the quality or regulatory reporting
departments, in which the field of view
was within a hospital and involved quality
managers who worked only intermittently
with physicians. That vanishing model led
to conflicted reporting that—combined
with immature reporting tools—resulted
in poor data “latency” or delays that could
last weeks or months.

the person
responsible for
monitoring and
acting on quality
data related
to individual
patients 24/7 over
a long period.

Today the technology is more sophisticated,
anchored by enterprise data warehouses
(EDWs) that aggregate data from sources
beyond the EHR, use of operational data
stores to feed more data through the system
and greater use of data sensors at the point
of care. New incentives under accountable
care and P4P are driving the shift of data
accountability to the enterprise, away from
the province of just a few, and to more
patient-specific, near-real time and away
from retrospective analyses.
Improvements in data latency enable a
move to more tactical and less program6

Doc-in-a-box connectivity
New interoperability solutions enable case
managers to access patient information
no more than two-hours old from diverse
sources like Doc-in-a-Boxes or EDs.
For example, the ACO 33—the 33 quality performance measures used under
the Medicare Shared Savings Program—
include 10 screening/survey indicators on
which the case manager can receive realtime reports on which of their patients is
up to speed and which not. That’s critical
information for physician groups or hospitals operating under global-risk contracts.
LOS, the traditional priority measure for
hospitals, has been supplanted by economic performance, quality performance
and patient satisfaction.
Analytics firms like Recombinant address
chronic-disease management issues like
how many diabetics age 40 to 45 in a
patient population are on certain medications. Those questions were often
unanswerable in the past due to lack of
integration among disparate data sources.
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Such analysis requires data warehouses
that extract information from the EHR and
merge it with lab, scheduling, claims and
other kinds of administrative data. Also
required: software tools to define what a
diabetic is, for example, and the medical
informaticists who can determine which
codes and procedures are relevant.
“It’s doable, but it’s really hard because the
data coming in from various sources is typically dirty and inconsistent. We need data
stewards to clean and monitor the data.
More important, once the data is good, users
of the data must believe in it,” says Golberg.
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Conclusion
Reporting on quality and using quality
data to improve care is a broad and multidimensional challenge. Success means
achieving data accuracy on a large scale,
at high volume and velocity, that demands
a completely coordinated organizational
response on the part of health systems.
Billings Clinic is an example of an organization that has taken important steps
toward that goal. We will revisit them and
other health systems as we continue to
measure progress in this area in future
issues of Inside Edge.
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