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I THE PRESIDENT

Health Information Technology — Impacting
Transformational Change

Health[nsight believes that in order to be successful in our core mission one of the key
strategies we must implement is to help providers of all types more effectively use
health information technology (HIT) in their management of the care delivery process.
The growing complexity of care demands that we adapt and use these tools. We are
enthusiastic about our early successes. But there is much more work ahead.

The healthcare systems in Utah and Nevada range across urban and frontier areas,

with large organized systems and independent practices, and progressive users of
electronic medical records and those with little or no computer or Internet access. There
are approximately 3,500 practicing physicians in each state. Some are already using
electronic health records (EHR) in their offices. In Utah, the percentage is near 40 percent.
In Nevada, we estimate EHR use to be closer to the national rate of 20 percent. Hospital-
based physicians, especially in urban areas, already have access to some kind of EHR
tools in the hospital setting.

Under contract with Medicare, HealthInsight is providing free consultation to primary
care practices on EHR selection, as well as providing workflow redesign and quality
improvement assistance. Our aim is to help physicians overcome the barriers encountered
when attempting to migrate from paper-based medical records to EHR systems. We are
also providing less intensive HIT support to hospitals, nursing homes, and home health
agencies in both states. And finally, we are actively supporting efforts in both states to
build a network for sharing clinical data across the continuum of care and over time. We
believe these efforts will have significant impact on transformational change, as research
suggests that technologies such as electronic health records, computerized physician
order entry systems, and medication bar codes reduce error and assist providers in
making appropriate point-of-care decisions.

In this issue of Qualitylnsight you will read about many of our current efforts. If you have
questions or comments, we would love to hear from you. And we hope you will join with
us as we expand and continue our efforts to improve health care quality in Utah and
Nevada in the future.

/V/W#EM

Marc H. Bennett



Health Information Technology (HIT)

By Thomas R. Jackson, MBA, HealthInsight

This issue of Qualitylnsight is largely
dedicated to the use of information
technology (IT) in health care. IT has the
potential to provide better care coordination
for patients, reduce errors in physician
orders, improve preventive care through
the use of reminders, and provide decision
support for clinicians. Standardization and
networking can allow physicians in offices
across the country to share information. Some
of the barriers to information exchange will
be privacy and security issues, which must
be addressed to protect confidential patient
information. This publication touches on all
of these possibilities and issues.

Using Clinic-Based Care Managers to
Improve Quality discusses the role of IT in
the provision of specialized care to patients
with chronic diseases. Highly skilled care
managers are given training in patient
education, disease specific protocols,
support for caregivers, and the availability of
community resources. The electronic health
record (EHR) serves as a tool to “facilitate and
improve teamwork and communication, and
to target information appropriate for each
specific individual.”

Improvement in preventive screening has
been accomplished at the University Health
Care Community Clinics through the use

of work redesign in combination with an
EHR. This work is described in the article
Improving Colorectal Cancer Screening in

a Primary Care Network. Prompts were
designed into the medical record. Overdue
screenings were highlighted. The role of the
medical assistant was redesigned at the same
time to “complement the physician’s role
and to assist in patient education.” The result
was a substantial improvement in the rate of
colorectal cancer screening.

There are currently several ongoing
experiments in our region involving the
use of advanced decision support. Dr. Kim

Bateman of Healthlnsight is working with
researchers at the University of Utah and a
Utah based technology company, CaduRx
to create a handheld prescription ordering
system that includes decision support to
identify such things as potentially dangerous
drug combinations and allergic reactions.
Perhaps most importantly, the system has
been embraced by physicians who find it
makes their lives easier and saves valuable
time. Read about Dr. Bateman’s work in the
INFORM project article.

Care frequently falls short of the standards
that we are actually capable of delivering
because of our inability to integrate the
information necessary for quality care. We
are seeing promising progress in this area.
Two stories highlight work in Utah and
Nevada to take information technology

The thing to remember is that
information technology does not
replace clinicians; it can only
enhance their performance.

to the ultimate level by building Regional
Health Information Networks (RHIOs).

Ross Newman chairs the Southern Nevada
RHIO. That group is entering the first of three
phases in their evolution to a RHIO capable
of exchanging clinical information between
disparate providers. Utah has received

a grant from the Agency for Healthcare
Research and Quality (AHRQ) and the
National Governor’s Association (NGA)

to investigate and establish “conventions
regarding business practices for secure
exchange of clinical information that respects
individual privacy.” Both of these projects
will be essential to drive care to new levels.

Health care is estimated to be at least a
decade behind other industries in the
adoption of IT.! The large scale consequences
of this lag became dramatically transparent



when most of the one million residents displaced
by Hurricane Katrina were left without medical
records, making it difficult, if not impossible,

for doctors to treat them properly. By way of
contrast, nearly 38,000 veterans and their doctors
throughout the affected areas did not lose their
medical information because the Veterans Affairs
(VA) Computerized Patient Record System
enabled all patient records, prescriptions, and
laboratory and radiology results from all New
Orleans VA patients to be accessed by any VA
physician nation wide.?

Health care has changed from being a personal
exchange between physician and patient to a
complex interactive web requiring high-quality
information exchange. On an individual level,
one person who would have benefited from

state of the art IT was Alexandra, a four year old
with pneumonia and swollen lymph nodes. First
diagnosed while on vacation, Alexandra was seen
by three primary care physicians and made two
trips to specialists while out of state. She initially
responded well to antibiotics and averted a stay in
the hospital for IV antibiotics. She returned home
with orders to see her pediatrician.

Upon follow-up at home, Alexandra’s pediatrician
asked her parents to call and request her medical
records. After three visits to her primary care
physician and eight subsequent calls to the clinics
where she had been seen, only partial records
were sent from one of the clinics. No lab results

or x-ray reports arrived. As great as her parents’
frustration was, that of her pediatrician was
greater. The thing to remember is that information
technology does not replace clinicians; it can only
enhance their performance.

It is estimated that as many as 195,000 Americans
die annually as a result of preventable medical
errors in hospitals nationwide.* The annual

cost of these errors is estimated to be between
$17 billion and $29 billion dollars.* The lack

of immediate access to patient information is
believed to contribute to at least one-fifth of the
deaths caused by preventable medical errors.’

Health care has changed from being a
personal exchange between physician
and patient to a complex interactive
web requiring high-quality
information exchange.

HealthInsight is proud of our role in changing the
trend by contributing to greater use of IT in Utah
and Nevada. I hope you will enjoy the reports

of successful IT implementation in this issue of
Qualitylnsight.

! Health Information Technology Leadership Panel. The Lewin
Group, 2006. Page 29. Accessed via Internet August 2006: www.hhs.

gov/healthit/HITFinalReport.pdf

2 Katrina Shows Need for Electronic Health Records; Doctors on front
lines of Hurricane Katrina disaster relief call for universal medical
records. Denise Mann, WebMD Medical News, September 21, 2005.
www.webmd.com/content/article/112/110356.htm

® HealthGrades. In-Hospital Deaths from Medical Errors at 195,000
per Year, HealthGrades’ Study Finds. July 27, 2004. Accessed via
Internet August 2006. www.healthgrades.com/aboutus/index.
cfm?fuseaction=mod&modtype=content&modeact=Media
PressReleasae Detail&&press id=135

“To Err is Human: Building a Safer Health System, Institute of
Medicine report, 1999. Accessed via Internet August 2006: www.iom.

edu/Object.File/Master/4/117/ToErr-8pager.pdf

°U.S. Department of Health and Human Services. Commission on
Systemic Interoperability. Ending the Document Game. 2005, p. 11.




A 21 Century Challenge

By Anne Smith RN, BSN, CPHQ & Anna Baker, MPH, CPEHR HealthInsight

The 1706 patient presented to the physician
with an acute, self-limiting problem. The 18"
century physician focused on the problem
and treated it, taking an active role in the
process. The patient then waited passively
for results, with a limited role. The treatment
either worked or it didn’t; the patient lived or
died.

Today, nearly 100 million Americans have
one or more chronic condition.! The 2006
patient often presents with one or more
chronic disease, or may have an acute
problem accompanied by chronic disease.
The physician must still diagnose and
recommend treatment, but the patient’s role
in managing the disease is no longer passive.
Despite 21 century innovations, our modern
medical world is still adjusting to the shift
from acute to chronic care, a model that
involves more than an efficacious patient.

In addition to the patient’s active role in
managing his disease, other resources such
as families, specialists, nurses, dietitians,
health educators, therapists, psychologists,
the Internet, and community agencies are
involved in this complicated process. The
challenge for the 21 century physician is
to inform the patient about chronic disease
and then help him actively manage the
disease, relying on support from other
resources. This informed and active patient
needs information, skills, motivation, and
confidence to manage his chronic illness.

The chronic care model, developed by Dr.
Ed Wagner, national program director for
Improving Chronic Illness Care, identifies
the ideal system to address chronic disease
management.” In his presentation to the 2004
Epidemiology, Biostatistics, and Clinical
Research Methods Summer Session, Wagner
cites interventions that have significantly
improved chronic care outcomes:*
* Physician-directed interventions such
as education about evidence-based care,
reminders and performance feedback
* Patient-directed self-management:
education, goal development, and
reminders

* Redesigning the delivery system includes
expanding and creating new roles for
staff such as hiring a nurse care manager,
giving the medical assistant responsibility
for monitoring preventive services, or
implementing shared medical
appointments

Clinical information systems (e.g.,
electronic health records) can provide

the physician information about
medication incompatibilities, identify
patients with treatment failure (e.g.,
uncontrolled hypertension, Alc above
goal)

Wagner explains that the probability that
patients with chronic disease will receive
better care increases as more interventions
are implemented. He also adds an interesting
caveat: patient self-management is
“necessary, but not sufficient” for success in
treating chronic disease. Managing chronic
disease requires a complete re-work of the
old acute care model to make the patient

an active participant in his care. Successful
management means healthier patients,
financial savings for society, and finally,
physicians who can point to real clinical (and
probably financial) success.

For information to help improve care for your
patients with chronic conditions, visit the
HealthInsight website: www.healthinsight.
org/doqit/clinical care.html. To hear

Dr. Wagner’s presentation visit: www.
improvingchroniccare.org/change/index.
html.

1. Shi L, Singh DA. Delivering Health Care in America, 2nd ed. Gaithersburg, Md: Aspen
Publishers, Inc.; 2001, p. 91.

2. Improving Chronic Illness Care. The Chronic Care Model. http://www.
improvingchroniccare.org/change/index.html. Accessed July 12, 2006.

3. Tsai AC, Morton SC, Mangione CM, Keeler EB. A meta-analysis of interventions to
improve care for chronic illnesses. American Journal of Managed Care. 2005;11:478-88.

From left to right:
N Steven Heath,

MD; and Dana
Show, APRN make
plans to begin a
care management
program.



Using Clinic-Based Care Managers to Improve Quality

Outcomes and Increase Efficiency in Primary Care
By Steven Donnelly, PhD, HealthInsight & Laurie Burns, PT, MS, Intermountain Health

Today, nearly 100 million Americans, two-
thirds of them elderly, suffer from one or more
chronic illnesses and chronic illnesses account
for three-quarters of total healthcare costs.
National guidelines and best practices have
been established to help health practitioners
diagnose and treat chronic conditions, but the
results obtained typically fall far short of the
ideal. In fact, about half of the patients with
various chronic diseases, including diabetes,
hypertension, congestive heart failure, and
depression are managed inadequately.

Treating chronically ill patients in the
demanding environment of a group practice is
difficult. Health practitioners have too little time
to coordinate care that addresses the complex
physical and emotional needs of the chronically
ill. As a result, communication between multiple
providers and patients is inadequate, patient
education and instruction is lacking, and
services are fragmented. The ultimate result is a
healthcare system in which a large proportion of
chronically ill patients are not receiving effective
therapy, have poor disease control and are
unhappy with their care.

So, how can physicians and their staffs make the
most of their time, increase patient compliance,
and ultimately improve the overall health of
these patients? One approach, implemented and
studied at Intermountain Healthcare, involves
using specially trained nurse care managers,
located in primary care clinics, to work with
patients, physicians, and other members of a
primary care team to improve patient outcomes
for a variety of conditions.

Currently there are care managers in seven
primary care clinics located along the Wasatch
Front. These care managers have received
specialized training in:

* Educating, motivating, and coaching patients;

* Disease specific protocols;

* Caring for seniors and supporting their

caregivers; and
* Connecting to community resources.

The care managers work directly with patients,
teaching and motivating them to self-manage

their chronic illnesses. They also work with
patients, physicians, and other caregivers,
including patients” family members and
community services, to coordinate patient care.
Physicians are also trained and encouraged to
refer patients with chronic conditions, especially
the elderly. When a patient is referred, the

care manager assesses his or her needs and
formulates an individual care plan with the

The EHR provides flexible access
to clinical data and convenient
communication between providers.

patient and caregivers. Then the care manager
serves as a catalyst to help enact a high quality,
cost-effective care plan. They provide education,
coach patients, and identify barriers and
solutions. Care managers can also schedule
home appointments with the patients, converse
with physicians, contact outside agencies and
companies to advocate for patients, or arrange
other services important for patient care (e.g.,
meals on wheels). Overall, they bridge the gaps
in the system as well as formulate, interpret, and
apply care plans with the patient and the rest of
the team.

Another key aspect of this care management
model is the extensive use of information
technology to facilitate and improve teamwork
and communication, and to target information
appropriate for each specific individual.

The care managers have access to patient
information and care plans in a variety of
forms, including an electronic health record
(EHR), a care management specific module

for documentation and reminders, and a
comprehensive summary sheet for chronic
illness. General guidelines and specific protocols
are incorporated into the summary sheet and
as alerts within the EHR. The EHR provides
flexible access to clinical data and convenient
communication between providers.

In 2002, Intermountain, in collaboration
with Healthlnsight, was awarded a John A.
Hartford grant to measure the impact of care
management on patients, providers, and
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society. Since evaluation of the program
began, the care managers have seen more than
5,000 patients, approximately half of them
Medicare beneficiaries. Patients were referred
to care managers based on several medical
conditions, and more than 20 percent of them
were treated for more than one condition. The
primary conditions treated are:

* Diabetes (43%)

* Depression (33%)

* Social needs (13%)

* Cardiovascular (5%)

Our evaluation of the program has shown that
it has benefits for patients, physicians, clinics,
and society. Preliminary data indicates that it
increases physician efficiency by as much as
eight percent. An initial qualitative study also
shows that physicians are very pleased with
care management. Of 18 physicians surveyed,
16 (89%) were very satisfied with the program.
Many said care management saves them time,
as they can assign coordination tasks to the
care managers.

The study has also found significant benefits
for patients, especially those with diabetes
(DM) or mental health issues. Key health
improvements and patient benefits include:

* Patients with DM who were sent to care
managers were significantly less likely
to die in the first and second year than their
matched controls.

*Patients with DM were more likely to get
their HbA1C level tested, and more likely
to get tested on time.

* Diabetic patients sent to care managers
had worse HbA1C control than other
patients before, and better control after care
management.

* Patients seen by care managers were
significantly less likely to be hospitalized in
the first and second year than their matched
controls.

* Care management treats the whole person,
not just one specific chronic condition,
allowing patients to receive help in
managing and resolving barriers to
care, as well as identify additional health
concerns. For example, as many as one-

third of the diabetic patients were found
to have depression that was not previously
diagnosed or treated.

One of the keys to these positive outcomes is
the presence of care managers in the clinics
and the “face time” they had with patients.
Clinical improvements were found to be more
likely when the care managers had at least
30 minutes face-to-face time and completed
two or more of the following activities:
education and motivational counseling

of disease self-management, connecting
patients to community resources, facilitating
communication among providers and
coordinating care, and problem solving.

The benefits to society include reductions in
hospitalizations and deaths, as well as better
utilization of existing community resources.
Other large-scale benefits, such as the long-
term reduction in complications from diabetes
and depression and reduction in utilization
for other diseases, are likely to accrue from the
program but have not yet been estimated.

tending the outpatient care mana
model outside an integrated system

To test the feasibility and effect of this
model outside of an integrated health
system, Intermountain has partnered

with HealthInsight, the Utah Commission

on Aging, and others, to recruit, train,

and support primary care clinics who are
interested in adding a care manager to their
staff. HealthInsight has identified six medium
sized clinics with mature EHR systems who
are willing to participate. The care managers
will receive free training, a laptop with care
management software, and help designing
their processes. Staff from Intermountain and
the University of Utah School of Medicine
have created a training program for care
managers this fall. Healthlnsight's staff will
assist the clinics as they assess their use of
their EHR systems and redesign their care
processes to optimize the use of an onsite
are manager. If the program is found to




Utah Network for Electronic Public Health Information

Privacy and Security Project

By Dave Cook, MBA, HealthInsight & Lois M. Haggard, PHD, Utah Department of Health

Background

In recent years, the Bush administration has
placed increased emphasis on development
of electronic health records (EHRs). Health
and Human Services Secretary, Michael
Leavitt, has responded by creating the Office
of the National Coordinator for Health
Information Technology (ONC). ONC is
charged with developing technical and
coding standards for EHR interoperability,
intended to improve access to, and
effectiveness and efficiency of health care

in the U.S. But before clinical information
can be exchanged, there must be accepted
conventions in the industry regarding
business practices for secure exchange of
clinical information in a way that respects
individual privacy.

The National Privacy and Security
Collaboration

Healthcare organizations adopt business
practices and policies based on patient care
needs and interpretation of the 1996 Health
Insurance Portability and Accountability

Act (HIPAA). Organizations have adopted
different interpretations of HIPAA. Varying
patient care needs and interpretations of
HIPAA have generated variations in business
practices and policies that sometimes work to
inhibit exchange of clinical information.

The Agency for Healthcare Research

and Quality (AHRQ) and the National
Governor’s Association have contracted

with Research Triangle Institute (RTI) to
engage states in a national dialogue designed
to identify standard business practices for
safe and secure exchange of personal health
information. Utah was awarded one of the
subcontracts to participate in this dialog,
along with 32 other states and Puerto Rico.

UNIFY-Privacy and Security (Local Project)

Utah'’s project is called UNIFY-PS for

the Utah Network for Electronic Public
Health Information, Privacy and Security
components. As part of the national

collaboration, all states, including Utah,

will adhere to the workplan established by
AHRQ and RTI. The workplan involves four
workgroups, and a steering committee as
follows:

Variations Workgroup. Chaired

by Dr. John Nelson and sponsored by
Healthlnsight, this group will broadly
canvass the Utah healthcare community
to identify current privacy and

security business practices and policies
regarding exchange of personal health
information. Members of this group,
along with additional healthcare
community stakeholders, will identify
variations in business practices and
policies that present barriers to exchange
of information.

Legal Workgroup. Chaired by Lyle
Odendahl and sponsored by the Utah
Attorney General’s Office, this group
will review the business practices

and policies identified by the Variations
Workgroup, and identify the relevant
laws.

Solutions Workgroup. Chaired by Linn
Baker and sponsored by the Utah Health
Information Network (UHIN), this group
will examine any problematic variations
and propose solutions for Utah, and
respond to national solutions generated
by AHRQ and RTI.

Implementation Workgroup. Chaired by
Barry Nangle, PhD and sponsored by

the Utah Department of Health, this group
will explore implementation strategies for
the identified privacy and security issues.

Steering Committee. This group, chaired
by Dr. Joe Cramer and consisting of all
four workgroup chairs and the

members of Utah Digital Health Services
Commission, will provide project
oversight.
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The project will follow an especially tight time schedule, with the four workgroups meeting in
roughly consecutive periods, beginning in July and concluding in February 2007. (figure 1)

Unify-PS Timeline

July 7 Sept 5

July 10 Aug 20 |OCt 9 Nov7 Dec 11 Feb 23
| | | |

Steering Committee

[ [
Variations Workgroup

Legal Wrkgp
Solutions Wrkgp
Statewide Privacy and
Implementation Security Summit,
_—~12/12 (tentative date)
| Final Reports

figure 1

Web Portal

The project work products will be reviewed by a large group of healthcare stakeholders,
statewide. A Web portal, designed by RTI, will facilitate their efforts. A calendar of events,
work products, and online discussions will be enabled through the Web portal.

Stakeholder Involvement Is Critical to the Project Success

Utah HealthInsight associates wishing to have input to this nationwide security and privacy
collaboration may go to the UNIFY-PS Stakeholder Invitation page - http://health.utah.
gov/unify/unify-ps.htm to register for access to the Web portal or contact Dave Cook at
Healthlnsight - dcook@healthinsight.org.

For more information on the national Privacy and Security Collaboration, visit the HISPC
website at http://www.rti.org/hispc. Content for this article was developed by Lois M.
Haggard, PhD, Utah Department of Health. Compiled by Dave Cook, MBA, Healthlnsight.




HealthInsight Partnership Creates Awareness

Around PBS Series

By Christie North, MBA, FACHE, HealthInsight

Healthlnsight has joined with KUED, the local
PBS station in Utah, to encourage viewing of

a four part series coming in October, Remaking
American Medicine (RAM). Nationally, Quality
Improvement Organizations are joining the
American Association of Retired Persons,
American Hospital Association, Agency for
Healthcare Research and Quality, Centers

for Disease Control and Prevention, Institute

for Healthcare Improvement, and others in
supporting the project. In many parts of the
country local coalitions are forming with the
intention of keeping a focus on healthcare quality
long after the series has aired.

HealthInsight is spearheading a coalition in Utah.
The Utah RAM Coalition (URAMC) includes
numerous organizations and individuals
participating in dialogue to bring the discussion
closer to the public through a series of private
screenings and panel discussions. URAMC is
convinced that this series will give Utahns an
excellent opportunity to gain greater awareness of
healthcare quality and access in Utah.

URAMUC s highest-level goal is to bring about
better access to care through creating awareness
and empowering individuals and families to seek
appropriate care. Partners in the coalition have
each taken responsibility to let people know about
the series and to encourage participation in the
screenings and dialogue.

Utah is fortunate that the health systems have
been working for some time on identifying
opportunities and working hard to make needed
improvements. National recognition comes to the
state in many areas:

* The University of Utah Medical School is
considered an excellent training arena for
new physicians, and local hospitals have been
the recipient of many national awards (http:/
uuhsc.uth.edu).

* Recently the Dartmouth Study was released
and specifically mentioned some of the
excellent care and utilization of resources
happening in Utah. Data collection and
information sharing are at the heart of our
quality efforts (www.dartmouthatlas.org).

* Michael K. Magill, MD, the Executive
Medical Director of the University of Utah
Community Clinics in Salt Lake City, has
been featured on the RAM campaign website
as a Champion for Change (http:/ /www.
ramcampaign.org/pages/champions.htm).

The PBS segments will highlight efforts at
improving the quality of health care offered
throughout the United States. In Utah the
response will be to encourage viewing of the
segments and participation in dialogue around
focused issues on a much broader scale.

Current members of URAMC include:

Kevin Bischoff, Regence Bluecross Blueshield of Utah

Doug Beaudroux, lasis

Rebecca Chavez-Hauck, Centro de la Familia de Utah

Annette Daley, Citizen Member

Kathy Froerer, Utah Association of Local Health
Departments

Terry Haven, Voices for Utah Children

Christine Helfrich, Huntsman Cancer Institute

Judi Hillman, Utah Health Policy Project

Lisa Holmes, Holmes & Co.

Carolyn Hunter, American Association of Retired
Persons

Joe Jarvis, Utah Health Policy Project

Paula Julander, Former Utah State legislator

Mike Magill, MD, University of Utah Community
Clinics

Jason Mathis, Intermountain Healthcare

Paige Meriwether, KUED

Chris Nelson, University of Utah

John Nelson, MD, HealthInsight

Christie North, HealthInsight

Julien Puzey, HealthInsight

Deb Reiner, HCA Mountain Division

Debra Scammon, University of Utah David Eccles
School of Business

Deb Turner, Utah Department of Health

Jill Vicory, Utah Hospitals & Health Systems
Association

Jacqui Voland, KUED

Catherine Wheeler, Utah Medical Association

Kim Wirthlin, University of Utah

7|



[ -

Continued...

Impraving the
: . Quality of Health Care ....
?ﬁﬁﬂgi‘gNEm Community by Community /

HEALTH CARE FOR THE Z1st CENTURY

Mark your calendar for the four part PBS series:

October 8, 2006 “Silent Killer”

The first segment outlines the efforts of hospitals to reduce medical errors. The
program highlights Sorrel King who is partnering with Johns Hopkins to make
safety a top priority. Ms. King’s daughter Josie died at Johns Hopkins due to
medical error.

October 15, 2006 “First Do No Harm”

The second program focuses on two hospitals and their physicians who are
challenging colleagues to live up to their oath to “First Do No Harm.” In
Pittsburgh, Pennsylvania and Hackensack, New Jersey, doctors are confronting
an epidemic of hospital-acquired infections that is shattering lives and creating
nightmares for hospitals trying to make their results transparent.

October 22, 2006 “The Stealth Epidemic”

Chronic diseases like diabetes and congestive heart failure affect nearly

100 million Americans, and treatment of these illnesses consumes nearly

70 percent of all healthcare resources. The third program looks at ground-
breaking efforts in two very different communities - Los Angeles, California
and Whatcom County in the state of Washington - that are fundamentally
transforming the physician-patient relationship and offering hope for
patients across the country struggling with chronic conditions.

October 29, 2006 “Hand in Hand”

As medicine continues to become more technologically sophisticated, and
the systems that deliver medical care become increasingly complex, the
relationship between providers, patients, and families is more important
than ever. This final program tells the story of patients and families who
have formed a unique bond in a teaching hospital in the small town of
Augusta, Georgia transforming the institution into a nationally recognized
facility where patient-provider partnerships are a guiding vision to the care
it delivers.




Hospitals, Home Health Agencies, and Nursing Homes

Receive 2006 HealthInsight Quality Awards

By Deborah Huber, RN, MHSA, HealthInsight

Recipients of the Healthlnsight Quality Award

are recognized for achieving high levels of
performance on selected publicly reported
measures. By using available data to identify high
performing providers and publicizing the results,
Healthlnsight aims to help providers improve
health care and help patients become more active
and informed participants in that care. To read
more about how the recipients were selected,
please visit www.healthinsight.org.

The HealthInsight Quality Award Program

was launched in September 2004 to promote
transparency in health care. The Institute of
Medicine defines transparency as a system that

is “accountable to the public, works openly,
makes results known, and builds trust through
disclosure.” HealthInsight believes that promoting
transparency in our local communities is a critical
component in our overall strategy to create a safer
healthcare system.

2006 Utah Home Health Agency Recipients

Caregiver Support Network - Murray

Family First Home Health - Bountiful

Haven Home Health - Murray
Intermountain Homecare at Dixie - St George
Intermountain Home Care at Sanpete - Mt. Pleasant
Life Care at Home of Utah - Murray

Lifepath Home Health Care - Salt Lake City
Rocky Mountain Home Care - Bountiful
Southern Utah Home Care - St. George
Superior Home Care - Murray

Uintah Basin Home Health - Roosevelt
Walden Meadows Home Health - Murray

Peggy Williams, Rocky Mountain Home Care and Dennis Gilbert,
Life Care at Home of Utah, receive their 2006 Quality Awards from
HealthInsight CEO, Marc Bennett.

2006 Nevada Home Health Agency Winners

ALLIED Home Health Care Services, Inc. - Las Vegas
In-House Home Health, Inc. - Las Vegas

Perspective Home Health, Inc. - Las Vegas

Washoe Medical Center Home Care - Reno

| €3

HealthInsight Project Coordinator, Donna Thorson presents Maria
Libres, Administrator, ALLIED Home Health Care Services, Inc. in
Las Vegas with the award.

2006 Nevada Hospital Award Winners

St. Rose Dominican Hospitals - Rose de Lima Campus
- Henderson
Washoe Medical Center - Reno

2006 Utah Hospital Award Winners

Davis Hospital and Medical Center - Layton
Lakeview Hospital - Bountiful

LDS Hospital - Salt Lake City

University of Utah Hospitals and Clinics

- Salt Lake City

2006 Nevada Nursing Home Award Winners

Highland Manor of Mesquite - Mesquite

Life Care Center of ParadiseValley - Las Vegas
Manor Care Health Services - Reno

TLC Care Center - Henderson

2006 Utah Nursing Home Award Winners

Alpine Valley Care Center - Pleasant Grove
Crestwood Care Center - Ogden
Four Corners Regional Care Center - Blanding
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HealthInsight Announces 2007 Quality Award

Selection Criteria
By Deborah Huber, RN, MHSA, HealthInsight

Healthlnsight’s goal is for 20 percent of
nursing homes, home health agencies, and
hospitals in Utah and Nevada to achieve

the performance necessary to receive a
Healthlnsight Quality Award. The performance
required to win the award in 2007 is listed
below.

2007 Hospital Quality Awards Criteria

Eligible hospitals will have a national ranking
at or above 75 percent in the June 2007 data
of Hospital Compare. Award recipients will
regularly share the data that make up the
national rankings with their organization’s
senior leadership, Medical Executive
Committee (MEC), governing board, and
front line staff.

2007 Nursing Home Quality Awards
Criteria

Eligible nursing homes will have data for
one full year* on at least three of the four
measures:

* Percent of residents who have moderate to
severe pain;

* Percent of high-risk residents who have
pressure sores;

* Percent of residents who were physically
restrained; and

* Percent of residents who are more
depressed or anxious.

Award recipients will be ranked against their
peers nationally. Facilities that have obtained
a ranking within the top quartile (75 percent
or greater) will meet part one of the award
criteria. To be eligible for an award these
facilities must also have at least one of the
following quality markers firmly in place:

* Permanent assignment;

* Resident choice;

* Resident centered dining; or
* Multi-disciplinary rounds.

2007 Home Health Quality Awards Criteria

To be eligible for a home health Quality
Award participating agencies must rank

in the 90" percentile using current ranking
methods and show no Condition of
Participation level deficiencies on their most
recent state survey. Award recipients will
also have specified Quality Markers in place:

* Agency clinicians use risk assessment tools
to identify patients at risk for
hospitalization;

* Clinicians incorporate identified risk
factors in individualized patient care
plans;

* Systems are in place to identify and track
patients at risk for hospitalization; and

* Clinicians provide patients and caregivers
with information to address both urgent
and emergent needs.

*Data may be for January 1, 2006 through December 31, 2006
or most recent data on Nursing Home Compare.

Jealthlnsight 2006
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Improving Colorectal Cancer Screening in a Primary-Care
Network Using Optimized EMR and Clinical Systems Redesign

By Linda Johnson, BSN, CPHQ, HealthInsight

University Health Care Community Clinics
(UHCCC), Huntsman Cancer Institute (HCI),

and HealthInsight are collaborating on a National
Institutes of Health (NIH) funded grant to
improve colorectal cancer (CRC) screening rates
for UHCCC's patients. Colorectal cancer is the
third-leading cause of cancer death in the United
States, yet many eligible adults have not had CRC
screening despite availability and proven efficacy.
With colonoscopy, up to 90 percent of cancers can
be prevented.

The objectives of the project are to:

* Increase the rate of CRC screening in a large
primary care network;

* Understand why physicians choose not to
screen some patients for colon cancer; and

* Optimize use of the electronic health record
(EHR).

UHCCC screening practices were assessed
between October and December of 2004 using
data from the EHR and patient encounters.
Observations revealed an ineffective electronic
prompt and multiple workflow variations that
differed by site. A November 2004 provider
focus group helped in understanding provider
perceptions of the electronic prompt, as well as
how workflow might be modified to complement
the prompt to improve screening.

During a December 2004 education session, over
20 providers were briefed on the importance of
CRC screening. The providers were also given
evidence-based screening guidelines and a
matrix detailing preferred screening methods.
In January 2005, 14 providers and medical
assistants (MAs), at least one from each center,
were chosen to act as liaisons for the project.
Since then, these representatives have attended
workshops, championed the project, and assisted
other providers in adopting recommended
interventions in their respective centers.

A second-generation electronic prompt was
installed in each center between October 2004 and
February 2005 in the form of an upgrade to the
EHR. Overdue screening was now highlighted

by two indications on the EHR main navigation

page, in addition to the existing pop-up reminder.
However, we noted that complementary
interventions were needed in addition to the
changes in the EHR. Most importantly, the role

of the MA was redesigned to complement the
provider role and to assist in patient education.

With colonoscopy, up to 90
percent of cancers can be
prevented.

Scripts and patient education materials were
provided to assist the MAs in their new role.
Analysis of colonoscopy referral rates were used
to assess the effectiveness of the prompt and
complementary interventions, since these rates
allow the results of the interventions to be seen
without the lag time associated with getting the
procedure done. Individual provider results,
center results, and system results were shared
with the providers in June 2005.

Since complementary interventions were added
in February 2005, preliminary data show a

132 percent improvement over baseline in
colonoscopy referral rates. An improvement trend
for completed colonoscopy rates is also indicated.
Adjustments continue to be made to both the
prompt and the workflow.

The project is seeking additional funding that will
allow it to isolate and disseminate best practice
throughout the UHCCC, analyze reasons for non-
referral, and direct efforts toward patient-focused
interventions, including planned visits and patient
self-management. Additional funding would also
expand the project to other Utah clinics outside
the University of Utah system.
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Utah and Nevada Hospitals Participating in

100,000 Lives Campaign Save an Estimated 869 Lives

By Jackie Buitaccio, CPHQ & Linda Johnson, BSN, CPHQ, HealthInsight

In December 2004, Donald Berwick, MD,
president and chief executive officer of the
Institute for Healthcare Improvement (IHI),
announced a campaign to save 100,000 lives

by June 14, 2006. The 100,000 Lives Campaign

is an initiative to engage U.S. hospitals in
implementing changes proven to improve
patient care and prevent avoidable deaths.
Over 3,000 hospitals participated in this first
national effort, saving an estimated 122, 342
lives. Utah and Nevada together contributed
an estimated 869 lives to that total.

Hospitals participating in the campaign
committed to implement up to six changes:
* Deploy rapid response teams (RRT) at the
tirst sign of patient decline;
* Deliver evidence-based care to prevent
deaths from heart attack;
* Prevent adverse drug events by
implementing medication reconciliation;
* Prevent central line infection;
* Prevent surgical site infection; and
* Prevent ventilator-associated pneumonia
(VAP).
Visit www.ihi.org/campaign for more details
on the campaign and these interventions.

As a result of the Campaign, many hospitals
have reported no VAP, a leading killer
among hospital-acquired infections, in more
than a year. St. Rose Dominican Hospitals
in Henderson, Nevada significantly
reduced the risk of VAP by following strict
criteria based on national guidelines and
corporate goals. By implementing simple
but consistent processes such as educating
staff on patient rounds, elevating the head
of the bed, and providing consistent oral
care, St. Rose de Lima has not had a VAP
since October 2004, and St. Rose Siena since
December 2004. Their tremendous success
has led them to become the only Nevada
mentor hospital for the campaign. They
have recently been recognized as “Heroes

100k

Jives
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in Infection Control” by the Association

for Professionals in Infection Control and
Epidemiology (APIC). Saint Mary’s Regional
Medical Center in Reno, Nevada has also
experienced a significant reduction in its
VAP since enrolling in the campaign. It

had only one VAP since January 2005, has
seen improvements in its surgical infection
prevention efforts, and a significant reduction
in its mortality rate.

In Utah many of the Intermountain
Healthcare facilities have developed RRTs.

A 17-year-old girl involved in a motor
vehicle accident was being cared for on the
Orthopedic Surgical unit at LDS Hospital.
When she had a decline in her level of
consciousness, shallow respirations, high
heart rate, and low blood pressure, the RRT
went into action and transferred her to an
intensive care unit. The patient’s mother
complimented the hospital on their foresight
in creating such a team. She also stated, “I felt
comfortable leaving the room because I knew



my daughter would be well cared for by the unit
staff and the team of experts who had been called
in.”

“The Campaign has exceeded our expectations,
and our congratulations go out to the
participating hospitals,” says Marc Bennett,
HealthInsight’s president and chief executive
officer. “Utah and Nevada participating hospitals
have not only prevented unnecessary deaths,
but they’ve also proven that it’s possible for
the healthcare community to come together
voluntarily to make significant changes in the
lives of patients who can begin to enjoy a new
standard of care.”

Joe McCannon, 100,000 Lives Campaign Manager,
described the campaign’s success this way: “The
lives of patients and families are forever changed
by the improvements you've begun to make,

and a new standard of care is emerging that will
transform the industry.” Now the campaign

lives on, adding Celebrate! and Accelerate! to the
slogan. Healthlnsight, along with IHI, encourages
all our participating hospitals to celebrate the lives
saved as a result of their improvement efforts
during the campaign. In addition, Healthlnsight

is asking hospitals to redouble their efforts

and commit to introducing all six campaign
interventions by December 2006.

Details of the new campaign phase will be
announced at IHI's National Forum in December.
New online resources and conference calls

are being offered, and over 100 hospitals are
available to mentor those hospitals that are ready
to accelerate their improvement. Healthlnsight
continues to serve as the local field office, or
node, for Utah and Nevada. If you have questions
about how to accelerate your improvements, or
want to get involved, contact Jackie Buttaccio in
Nevada at 702-933-7322 jbuttaccio@healthinsight.
org, or Linda Johnson at 801-892-6677 ljohnson@
healthinsight.org in Utah.

66 we applaud the IHI for its leadership in the campaign that resulted
in an estimated 122,342 lives being saved. We continue to support
the hospitals who voluntarily participated in the 100,000 Lives
Campaign and the public reporting efforts with the Hospital Quality
Alliance. We look forward to continuing our collaboration with IHI
to motivate improvement in the quality of health care in Utah. 9 9

- Marc Bennett, President and CEO of Healthlnsight
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Community Regional Health Information

Organization Forging Ahead

By Fern Percheski, BA, CPHQ & Robert Shreck, MD, HealthInsight

Over the last ten years, more than
$100,000,000 was expended on processing
paper claims in southern Nevada that could
have been electronically transmitted. The
first initiative to focus on developing a means
to transfer electronic claims in southern
Nevada began ten years ago. After months

of development and planning, the Shared
Health Information Network of Nevada
(SHINN) failed to generate enough interest to
sustain itself.

One year ago, a similar initiative broke new
ground, and the Southern Nevada Regional
Health Information Organization (RHIO)
was formed as a subgroup of the Southern
Nevada Medical Industry Coalition. After
several months of research, interviews, and
discussions, the sub-group decided to adapt
the structure of the Utah Health Information
Network (UHIN). UHIN has a 12-year history
of success with a proven, self-sustaining
business model. The RHIO adopted their
goals of minimal fees, efficient data transfer,
and easy access.

The RHIO will begin to incorporate
interoperability with administrative claims
processing. Once this is well established,
medical information sharing will be
introduced.

Implementation is currently in the first

of three phases of development. The self-
sustaining model is based on the initial
financial support of the founding members.
In Utah, provider organizations dominate
the medical environment and supported the
initial cost of the electronic hub. In Southern
Nevada, payer organizations dominate the
financial aspects of the medical environment,
and would therefore be the likely founders.
Payer groups would need to contribute a
combined sum of $350,000 towards start-

up to collectively save $35,000,000 a year

in processing costs. Financial commitment
is needed before plans can move forward.

Initial attempts to gather support appear
promising, but critical mass has not yet been
achieved.

After several months of research...
the sub-group decided to adapt
the structure of the Utah Health
Information Network (UHIN).

Ross Newman, chairman of the Southern
Nevada RHIO, states, “Every year the
viability of the cost saving goes up, and
the cost of implementation goes down.
The need will not go away. The time is
right —why wait?” For more information,
contact Ross Newman at rnewman@
innovativehealthresearch.com.

Mr. Newman wishes to express his thanks

to UHIN for their willingness to share
information; Jerry Reeves, MD, who has been
instrumental in setting up the first phase of
meetings with payers; and Lee Stickney, CEO
of HCRnet, who has come on board with

his support and previous expertise as the
Director of SHINN. Mr. Stickney currently
processes claims for over 800 physicians.

His current and previous experience will be
invaluable as the RHIO moves forward.




Partnering for Quality

By James W. Snyder, MD, HealthInsight

In 2004, Fremont Medical Center (FMC)
established the pursuit of quality in diabetes

care as a corporate goal. Quality in diabetes care
is a complex undertaking that must address the
individual needs of each person with diabetes and
provide him or her with both professional care
and individualized training for management of
the disease.

Most patients with diabetes are receiving less
than optimal care because they are not adequately
trained and supported in managing their blood
sugars. A Centers for Disease Control (CDC)
Diabetes Report Card published in 2002 noted
that with the reported suboptimal level of care in
the United States diabetes will continue to be a
major cause of blindness, foot amputations, heart
attack, stroke, and premature death.

In recognizing that the medical complexity of
diabetes requires a team of specially trained care
professionals, as well as an empowered patient
who understands the requirements of disease self-
management, FMC leadership made the decision
to establish a partnership with a leader in diabetes
treatment and research — the Joslin Diabetes
Center (JDC).

JDC, headquartered in Boston, Massachusetts

and affiliated with Harvard Medical School is

an international leader in diabetes treatment

and research. Joslin’s delivery of diabetes care is
renowned for being both innovative and effective.
Branded as Joslin Care™ the care provided by
JDC is a combination of years of accumulated
experience and expertise coupled with the latest
advances in research and education. In 1987, JDC
began to establish centers in the United States and
around the world.

FMC decided to partner with JDC and bring
Joslin Care™ to Las Vegas, Nevada. By becoming
a Joslin Affiliated Center, FMC has access to
developed clinical programs, diabetes guidelines,
and patient educational materials that are

tested and known to produce positive results.
JDC professionals are available for ongoing
consultation.

...the care provided by JDC is a
combination of years of accumulated
experience and expertise coupled
with the latest advances in research
and education.

FMC participates in a network of JDC-affiliated
diabetes centers. Affiliated centers must
participate in the Joslin Quality Outcomes
Program to ensure that centers follow JDC
procedures and achieve the high level of clinical
and educational outcomes. Affiliates are required
to develop several quality improvement projects
on a yearly basis and share their results with other
affiliates. Quality data is reported back to JDC on
a regular basis.

James W. Snyder, MD, a board certified
endocrinologist, serves as FMC’s Medical
Director. Certified diabetes educators, nurses,
dietitians, and nurse practitioners assist in
providing quality diabetes care.

Joslin Diabetes Center
affiliate at Fremont Medical Center
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INFORM Project Improves Quality, Productivity,

and Enjoyment—All at the same time!

By Kim Bateman, MD, HealthInsight

In our headlong pursuit at Healthlnsight
of quality and safety, it is easy to forget
that the primary product in health care is
not quality at all, but the treatment and
prevention of illness. Quality and safety
may be characteristics of the product, but
generally contribute to overhead, slow
down productivity, and often add worries
and work. It should therefore not surprise
us to receive a half-hearted response to our
suggestions.

But what if there were a quality improvement
tool that increased productivity and made life
easier for the user? The Intelligent Network
For Orders Registries and Management
(INFORM) team thinks it has one, the hand-
held Computerized Order Entry (COE) tool,
and the preliminary results are impressive.

How long does it take to write a prescription?
INFORM has timed doctors, and 30 seconds
seems to be the minimum, and this can

only be reached by sacrificing legibility and
omitting the patient’s address (an oft ignored
requirement for legal prescribing). Physicians
using the INFORM COE tool can crank out
complete, legible, and accurate prescriptions
in under 10 seconds — sometimes under four,
that can be printed or faxed directly to any
pharmacy.

But time trials don’t tell the whole story.

Think of the effort involved in prescribing
a new or seldom-used drug with which the
doctor is unfamiliar. This often involves a
dash from the exam room to fetch a phone
book sized reference text and a frustrating
read through legalistic fine print before a
prescription can be written. The COE tool
contains a full reference for every drug,
which can be accessed in the process of
writing a prescription with a single click.

Without automation, prescription refill
requests require a complicated team effort.
Typically the request comes by phone or

fax from a patient or pharmacist to the
receptionist in a doctor’s office, then is
transcribed by hand onto a note and attached

Doctors are hooked on electronic
ordering. This is one quality
improvement project, which once
started, drives itself.

to the patient’s chart. The medical assistant
must track the doctor down to handle
urgent requests, interrupting workflow

for both of them, or for the rest, pile the
charts and request slips onto the doctor’s
desk, to be looked at during breaks or at
the end of the day. Finally, once the doctor
has given a written or verbal order for each
of the requests, the assistant must find the
pharmacist on the telephone and verbally
pass it on. Sometimes time is saved by
faxing this information, but both methods
involve another transcription of the order,
which introduces a further waste of time and
possible errors.

With the COE tool, the refill process involves
no handoffs, no interruptions, and much

less time. The receptionist enters the request
into the computer, which instantaneously
shows on the physician’s COE tool, turning
the background pink to alert him. In some
locations, requests are actually entered at
the pharmacy. With a click of the stylus, the



provider can view these requests, and with
another click submit them directly to the
pharmacy (or deny them). The physician can even
append notes for the clinic staff or the pharmacist
such as “not without an appointment” or “pull the
chart first.”

In addition to prescriptions, the COE tool can
write and transmit other orders such as x-ray and
lab requests. It has an advanced search function
to select the correct International Classification

of Disease, Ninth Revision, Clinical Modification
(ICD-9-CM) diagnostic code, which insurance
companies require, even automatically coaching
providers to use correct Medicare codes when
needed.

Beyond increased efficiency, there are many
benefits to automated ordering. For one thing,
duplications are reduced, since all providers on
the system can see the medications and other
orders for a given patient. It becomes impossible
to write a prescription for a drug that has been
discontinued or for a dosage or formulation

that isn’t available. The COE tool also alerts the
prescriber to allergies and drug intolerances for
individual patients, gives a current medication
list, and alerts for adverse interactions with the
patient’s current medications “on-the-fly” before
and after a prescription is written. It also warns
the provider if he/she is prescribing a drug which
is equivalent to another drug the patient is already
taking.

Over time the system can learn many of a
patient’s chronic conditions, either by inference

from the current medication list (for example,
patients on diabetic drugs are probably diabetics)
or from the ICD-9-CM codes attached to lab

or x-ray orders. This (along with knowing the
patient’s age) enables INFORM to automatically
provide reminders to the clinic to give influenza
and pneumonia vaccines when appropriate.
Reminders for tests to monitor chronic diseases
such as diabetes can be generated if they

haven’t been ordered on time. Three-fourths

of all outpatient antibiotics (most of them
inappropriate) are written for respiratory
infections, a quick-hitting diagnosis and treatment
algorithm for these diseases will pop up
automatically, beginning this fall prompting when
an antibiotic is ordered.

INFORM is a joint project of Healthlnsight, the
University of Utah, and CaduRx, a Utah based
technology company. It involves 18 primary

care clinics in Utah, Idaho, and Wyoming. The
study period is three years (now at the midpoint)
during which safety, quality, efficiency, and

cost in operation will be measured. While most
of the evaluation must wait until the study

ends, one thing seems clear already: Doctors are
hooked on electronic ordering. This is one quality
improvement project, which once started, drives
itself.
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» Kim A. Bateman, MD, has been
named vice president of medical
affairs for Utah. Dr. Bateman joined
Healthinsight in August of 1999 as
associate medical director. He most
recently has served as the medical
director for Utah. He will be
responsible for providing clinical
leadership for the organization in Utah and for
coordinating with Dr. Robert Shreck, vice president

of medical affairs in Nevada, to assure Healthlnsights
programs and activities have a sound basis in clinical
science and promote transformational improvements in
health care.

» Marc H. Bennett, president and
chief executive officer of
Healthinsight was elected by the
membership of the American

Health Quality Association (AHQA)
to serve as its national president

in 2007. During 2006, Bennett will
serve as president-elect for the
association. AHQA represents the national network of
federally-designated, state-based quality improvement
organizations (QIOs) as well as other individuals and
organizations interested in improving healthcare quality in
America. For the past two years, Bennett has served

as chair of AHQA’s CEO section and will be the first
non-physician president of AHQA when he takes office
next year.

Seafy

» William P. Berliner, MD,
FACS, Healthinsight medical
director for Nevada, accepted
the 2006 Public Health Hero
Award on behalf of Nevadans
for Antibiotic Awareness.
Nevadans for Antibiotic Awareness is a statewide
taskforce of over 50 state and local public and private
agencies, committed to reducing the spread of
antibiotic resistance. The organization has raised
awareness of inappropriate antibiotic use and
improved infection control practices. Dr. Berliner
serves as the executive director for the organization.

Council

» Weldon E. Havins, MD, JD,
LLM, executive director and
special council for the Clark
County Medical Society, has been
named to Healthinsight’s Nevada
council. Dr. Havins brings the dual
expertise of law and medicine. Dr.
Havins received his MD from the
Bowman Gray School of Medicine Wake Forest
University in Winston-Salem, North Carolina.

Dr. Havins received his JD from the University of
San Diego School of Law in San Diego, California
where he graduated Cum Laude and was selected to
the Order of the Coif — an honorary scholastic society
that fosters excellence in legal education. Dr. Havins
received his LLM in Health Law (Cum Laude) from
the University of San Diego as well.
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After months of construction, Healthlnsight’s NEW and
IMPROVED website is now open for business! Check out the

latest news, awards, and resources at

www.healthinsight.org.
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