8/21/2018

TBIM had the
“Pleasure” of

being selected
for a PCMH
site visit
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PCMH

Processes




PCMH
Education
Process

(Domain 1)

Do Your Patients REALLY
Know What PCMH Means?

AND CAN WE UNCLUTTER THE
MEDICINE CABINET? DO T REALLY
NEED ALL THESE DRUGS?

i T THIK YOURE GETTING
| THE HANG OF THIS
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Traverse Bay Internal Medicine is your

Patient-Centered Medical Home

| What does this mean? |

The Patient-Centered Medical Home (PCMH) is a model of care delivery in which:

= ¥YOuU, the patient, and your Primary Care Physician (PCP) work together, as partners, to
manage your healthcare

% Your PCP will always try to discuss your health issues, address your concerns, and
answer your guestions in a manner you can understand

> Your PCP will always try to present treatment options that fit with your system of

beliefs and level of comfort
= Your PCP is the primary person responsible for delivering and coordinating your care n o

> Your PCP will take a proactive approach to managing your healthcare, to prevent the
development, or progression, of chronic disease

> Your PCP is the first person you should call when a medical issue arises! If an urgent

situation arises after hours, call the TBIM physician on-call! He will give you medical
instructions and/or direct you to the appropriate facility for care

Your PCP will collaborate and coordinate with other physicians (specialists and sub-
specialists, including Behawvioral Health specialists) to ensure that ¥OU receive the
necessary care when and where you need it

= Traverse Bay Internal Medicine is the central hub for all aspects of your healthcare

# Communication begins and ends with us; We need you to keep us in the loop, so be
sure to tell us about other physicians you are seeing (even if out-of-state) and bring
us records for medical services received at other locations

Your TBIM Care Team (PCP/NP, Nurse/M4#A, Pharmacist and Care Manager, if
applicable) are here to address all of your medical needs and concerns. Use your
portal to ask questions and send us messages

TBIM has a large Community Resource library! If you need assistance of any kind,
talk to us; WE CAN HELP! (Also, see the brochures in the foyer and the binder in the
waiting area)




Fatient Name & DOB

TBIM Patient-Provider Partnership Agreement

READ

As a designated Patient-Centered Medical Home (PCMH), Traverse Bay Internal Medicine (TEIM) is the hub for all
wour healthcare neseds. It is the central repository for your medical records. the source of your coordinated care
afforts and the access point for 24/7 medicsl cara

Wou have a TEIM Care Team (Physician, NP, RN/MA, Carse Manager. and Phamacist. where applicable) that is
responsible for addressing your medical concemns and needs

Wou and your TEBIM physician work together, as partners. to make imformed, shared decisions about your healthcars.
Each member of this PCMH Provider-FPatient Partnership has specific responsibilities

DISCUSS

As members of your Care Team, the physicians and staff of Traverse Bay Internal Medicine will:

Respect you as an individual: We will discuss your health goals, listen to your ideas. answer your questions, snd
address your concems to the bast of cur ability

FProtect your privacy: Wour medical information will not be shared unless you give permission, or it is required by law

Ee accessible: Cne of our physicians is on-call 24/Tto direct your sfter-hours care

Coordinate your care with qualiied specialist physicians, facilies. and community service crganizations. when
applicable

Communicate with yow: We will always notify you of labftest results and will try to help you understand your health
issues by giving you information you can understand

As a TBIM patient, you should:

Be engaged in your healthcare: Read patient education materials, ask guestions, and follow the care plan agreed upon

Keep your appointments: Plan fc ses your physician for an annual physical exam, call 24 hours in sdvancs to cancel
=Ny sppeintment, end reschedule missed visits in & timely manner

Know your medications: Alwsys bring a8 current medication list with yow and reguest refills in a timely manner
Keep us informed: Tell us about the other physicians you s=e and bring us documentstion of medical services received
at othar facilities

Communicate with us: CALL US FIRST before going to the Emergency Room or Urgent Care (unless you fesl your
life iz in danger)! Use the Fatient Fortsl often to ask guestions, view labdtest results, and request prescription refills and
appointments

ACKNOWLEDGE

By signing. below, | acknowledge taking part in a discussion about PCMH concepts and partmership responsibilities

[Provider Signature)

[Pati=nt Signature}

PCMH
Contract

8/21/2018
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[, Patient Information (ZZTesty, Besty Gisellg)

~Personal Info — = Ppatient Information( ZZTesty, Besty Giselle)
Account Mo E

IZZTasty,. Besty Giselle [~ Don't Send Statements [~ Inactive

Last Name" [z

Last Name [z - . [~ Ewclude From Caollections
’ +— | General Information

First Name rE e

Previous Name I_ Mizc Infa Clear All I

*
Address Line 1 E
Address Line 2 r

| Sharing Mo
L[] PCMH (Initial) Yes
city || |CC2 PCMH (Subsequent) 02/15/2018
State*r _||_] Reason patient not qualified HMO Enrollment
EiE:l Date of Ineligibility ACO Rep: 12/30/2014
Home Phune*r ] ACO medicare letter given 12/30/2014
Work Phone I— ][] Medical Records Given (Part-

03/10/2014

A
Eletbiih: b XIX

Contract date is
e entered into a

m[ structured data

Relation i-j

st e field for tracking
~Insurances | purposes

BCES MICHI
MEDICARE §

Release of Inform
Rx History Cone

Signature

Pharmacies T Contacts T Attorneys T Case ManagerT Circle of Care ] Add I REI'HDVEI

Advance Direq

e|WIE [V [P [Pharmacy Nome  [Address ne Gty Istatelzip _[1el ____ Jrox o
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Traverse Bay Internal Medicine Patient-Provider Partnership Revised February 2018

Patient-Provider Partnership
{Version 2}

when rooming the patient, the
RNurse/Ma collects the "Patient-
copies of both the TBIM Provider Partnership Agreement™
PCMIH flier and “What Does from the patient

This Mean?” document are

mailed to each naw patient The Murse/MA answers, to the best
as part of their “wWelcome" of her ahility, any PCMH guestions
packet the patient may have

The Murse/MA leaves the “Patient-

Frovider Partnership Agresment™
o i presvider 1o sddrens P M H

f/- uUpon Check-in, for each New‘\

Patient appointment and
annual Physical Exam, a

member of the Front Desk .
staff gives the patient: Together, the Provider and patient reule‘m
. the “Patient-Provider Partnership
1) A brief summary of PChH Agreement” at the appropriate time during
the appointment

Z) A TBIM “Fatient-Provider

Partnarship agreement” The importance of each party adhering to

the designated roles and responsib

emphasized
# The Front Desk staff member:

The Prowid d tient e si d
1}  Informs/reminds the = Sr &nc parisnt each sign an
~ date the agreement
patient of TBIM'sS status as
their “Patient-Centared

_ The patient is instructed to present the
nasdical Home” complered agreement to the Front Desk
staff membear at Chack-Out

Instructs the patient to
review the PCMH summary

Instructs the patient to
give the "Patient-Provider
Partnership agreement” to

the MNursa/fma j

During Check-Out, a member of the Front Desk staff:

Scans the completed agreement, attaching it to the patient’s chart in the EHR
Returns the original copy of the agreement to the patient

Documents the date of the agreement in the appropriate structured data
field [PCRAH [Initial] or PCMH [Subsequent]] in the patient’s chart in the EHR
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Patient _

Visits

(Domain 4)

What do different visits look like?
N
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FIRST
Designed a schematic of a generic patient visit

Stages of a Generic Office Visit

. Appointment Reminder

. Patient Check-In

. Patient Appointment: Rooming and Interview
. Patient Appointment: Provider Exam

. Patient Check-Out

. Post-Appointment




Travarse Bay Internal Medicine

Planned Visit Guidelines (General) Revised February 2018

5 days prior to appointment
Front Desk staff member calls patient with appointmant reminder
Appointment-specific script is used)

Front Desk staff member o codor of
schadule in the EMR
{Confirmed, Left Message, Rescheduled, st}

E] rior to a ntment

Front Desk staff member calls all patients with unconfirmed
appointments
fAppointment-specific script is used)

Front Desk staff ber ch color of
the schedules in the EMR
fConfirmed, Left Miessage, ARescheduled, erc )

[ AN

Pre-\isit Planning f‘/_ At least 1 day prior te \\
appointment

1 day prior 1o
appointment

Front Dack staff
membear collects all
required papenaork
for patient

Atleast 1 day prior to

e Murse/ s

{or designated staff member)-
Erouic e reEe Checks for outstanding
Iabytest results

Checks for open referral
notes

Determines preventive
and chronic diseass
services due

Recent lab/test results
specialist and Referral notes
Hospital, ER, UC, and other
cara facility notes

FPreps Progress Note for

visit [Templates, Dx =tc.) ‘/

General

Schematic

(Page 1)

8/21/2018
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Traverse Bay Internal Madicine Planned Visit Guidelines [General) Revised February 2018

patient checks-in for appointment
Fi t Desk staff membear:

werifies patient’s insurance and scans card

web-enables patient, if necessary

Gives patient appointment-specific paperwork (including PCMH), with
explanations/fnstructions

Collects completed patient paperwork and updates patient’'s chart in the EMR, as
necessary

Updates patient's visit status to “ARR" on the schedule in the EMR [Running clock starts)

niment: Rooming and Interview

s | ™~

calls patient back [first name onky)

Collects paperwork [if applicable)

Weighs patient and measures patient’s height

EsCorts patient to exam room

Takes patient's vitals [i.e., BP, Temp, if necessary]

Reviews and updates patient’s medication list in the EHR

Enquires about patient’s Tobaccoo Use status and updates the EHR accordingly
Enquires about outside health services and updates patient's “Circle of Care”
Answers PCMH gquestions from patient, if necessary

Conducts appointment-specific interview

Conducts appointment-specific tests

Distributes appropriate Community Resource information and Patient Education

\ Alerts Provider or Care Manager to identified patient social needs, if applicable /

P

atient £

intment: Frovider Exam

Prowvider:

Enters exam room and greets patient

wverifies patient’'s medication list

Reviews appointment-specific patient medical information and logs

Has appointment-specific discussion with patient

conducts appointment-specific exam{s)

Discusses patient Action Plan [if applicable)

Delivers BMI, Tobacco, and/or Alcohol counseling (if applicable)

Has PCMH discussion with patient, and signs PCMH contract, if applicable

Orders medications, labs/tests/procedures, and immunizations for patient, as necessary
Dictates patient follow-up

General
Schematic

(Page 2)

8/21/2018
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Trawverse Bay Internal pa=dicine Planned Visit Guidelines [General) Re=vised February 2018

Patie poointment- Final Details

Murse/MA returns [(if necessary) and:

Distributes Ryes, Refarral information, and lab/test orders and instructions, as
applicable

confirms date for Action Plan follow-up, if applicable

Administers immunizations

EsCorts patient to Check-Out station

Distributes patient-specific education materials, as applicable

Fatient Check-Owt
When patient Checks OQut e n e I a

Front Desk staff member:

Collects patient’s co-pay
Scans appointment-specific paperwork (e.g., PCAMH contract, Action Plan)

schedules follow-up appointment(s) for patient .
Prints Visit Summary for patient
schedules patient for blocdwork, if necessary I

7

After the patient leaves the office \ / After the nt leaves the office \ ( Page 3)

Murse,/ Man _ .
[or designated staff mamber): Provider:

. _ Reviews lab/test results, as available, and
Tmc_lcs patlefn"s outstanding I:ahsﬂests and instru Nurse a re. follow-up with
reminds patient to complete, if necessary - ::5 e
Tracks sutstanding patient raferrals and follow- Pad“e"' i | Isb "
up with patient and/or Specialist, if necessary Orders additional labs/tests, if necessary

» - Reviews Referral notes and Transition of
Motifies patient of lab/test results, as N "
: _ care documents, if applicable
instructed by Provider pa Ire ith Soracial u
Pushes additional patient education materials oneEuits wi peca 5 an r

- - members of the patient’s Care Team, as
to patient’'s web portal, if applicable necessa
calls patient to follow-up on Action Plan, if v . .
/ confers with Care Manager, if applicable

applicable

19
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SECOND
Generated a separate document listing stage-specific
variations for each of the following appointment types:

i

New Patient (NP) Appointment
Comprehensive Physical Exam (CPE)
Diabetes Chronic Disease (CD) F/U
Asthma Chronic Disease (CD) F/U
Hypertension Chronic Disease (CD) F/U
Congestive Heart Failure Chronic Disease (CD) F/U
Depression Chronic Disease (CD) F/U
Annual Wellness Visit (AWV)

Care Management (CM) Appointment
10. Pharmacist Appointment

11. “Return to Area” Appointment

12. “Exit From Area” Appointment

2.
3.
4,
5.
6.
7.
8.
9.

12



Traverss Bay Internal pisdicine Planned Visit Guidelines (Variations]) Revised February 2018

Variations on Planned Visit Guidelines

A Appointment Reminders (Front Desk Siaff Members)

1.

Pafients scheduled for a New Patient (NP) appointment are reminded to:

a.
.
c.
d.
e.

Arrive at least 15 minutes early

Bring completed New Patient papernwvork

Bring all current medications (or a list of all medications)

Bring applicable self-monitoring logs (e.g., blood sugar, blood pressure, peak flow, weight)
Bring ingsurance card

Patients scheduled for an annual Comprehensive Physical Exam (CPE) are reminded to:

a.
.
c.
d.
L=N

Complete all outstanding labs/tests prior to the appointment

Arrive at least 15 minutes early

Bring all current medications (or a list of all medications)

Bring applicable self-monitoring logs {e.g., blood sugar, blood pressure, peak flow, weight)
Bring insurance card

Patients scheduled for a Diabetes Chronic Disease (CD) F/U visit are reminded to:

a.
.
c.
d.

Complete all outstanding labsftests prior to the appointment
Bring home blood sugar logs, if applicable

Bring all current medications (or list of)

Bring ingsurance card

Patients scheduled for an Asthma Chronic Disease (CD) F/U visit are reminded to:

a.
.
oo
d.

Complete all outstanding labz/ftests prior to the appointment
Bring home peak flow logs, if applicable

Ering all current medications (or list of)

Bring ingsurance card

Pafients scheduled for a Hypertension Chronic Disease (CD) FMU visit are reminded to:

a.
.
c.
d.

Complete all outstanding labsftests prior to the appointment
Bring home blood pressure logs, if applicable

Bring all current medications (or list of)

Bring ingsurance card

Pafients scheduled for a Congestive Heart Failure Chronic Dizease (CD) F/U visit are reminded to:

a.
b
c.
d.

Complete all outstanding labsftests prior to the appointment
Bring home weight logs, if applicable

Bring all medications (or list of)

Bring ingurance card

Patients scheduled for a Depression Chronic Disease (CD) F/U visit are reminded to:

a.
.
c.

Complete all cutstanding labs/tests prior to appointment
Bring all medications (or list of)
Bring insurance Card

Variations

8/21/2018
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. . ) 3. Diabetes Chronic Disease (CD) FIU
C. Patient Appointment: Rooming and Interview
i . a. Murse/MA collects blood sugar logs from patient, if applicable
1. New Patient (NP} appointments b. Murse/MA gives patient a Retinal Eye Exam reparting form, if necessary
c. Murse/MA offers, and assists with, patient Action Plan (if applicable) or follows-up on existing Action
a NursefMA enters the following information, from the New Pafient paperwork, into the patient's chart Plan
inthe EHR _ ) o 4. Asthma Chronic Disease (CD) FlU
1) Medical Histery (including Gynecelogic and Surgical histories)
2) Social H\;tury (including Alcohol and Tobacco use) . NurseMA collects peak flow logs from patient if applicable
i] E“”.f‘ :.wa . Murse/MA administers an Asthma Control Test to the patient
| Family History . Nurse/MA offers, and assists with, patient Action Plan (if applicable) or follows-up on existing Acticn
5) Immunizations Plan

) Allergiesfintolerances . Murse readies Asthma Action Plan (Stoplight version) for Provider, if applicable

. Nurse/MA scans the ROS bubble sheetinto the Progress Note for the visit and alers the Provider
to any positive responses

. Nurse/MA collects any self-monitoring logs the patient has brought . .

. Nurse/MA answers the pafient's PCMH questions (fo the best of her ability) a. Nurse/MA collects blood pressure logs from patient, if applicable
Nurse/MA administers a PHQ-9 Depression Screen

5. Hypertension Chronic Disease F/U

b. If patient brought in a home blood pressure cuff, Nurse/MA calibrates cuff
4 5

Traverse Bay Internal Medicing Planned Visit Guidelines [Variations) Revised February 2018 Traverse Bay Intarnal Medicine Planned Visit Guidelines [Variations) Revised February 2018

Ifthe patient is &5+ years of age, the Nurse/M.A documents a Fall Risk Assessment y ©. Murse/MA offers, and assists with, patient Action Plan (if applicable) or follows-up on existing Action
The Nurse/MA scans the pafient's Social Needs bubble sheet into the Progress Hote for the visit Plan

1) If aneedis indicated, the Nurse/MA alers the Provider and Care Manager

- . - . - . E i i i i
2) The Nurse/MA distributes Community Resource information to the patient, as applicable 6. EonpesivelearieailuelEhmmellises skl

a. Nurse/MA collects weight logs, if applicable
b. Murse/MA offers, and assists with, patient Action Plan (if applicable) or follows-up on existing Action
Plan

. Nurse/MA discusses Action Plan with patient
i.  Nurse/MA initiales Advance Care Plan discussion with patient

2. Comprehensive Physical Exam (CPE) 7. Depression Chrenic Disease F/U

a. Nurse/MA administers PHQ-9 Depression Screen

b. If PHO-9 score is = 9, Nurse/MA sets Action for herself for administration of a follow-up Depression
1) Medical History (including Gynecologic and Surgical histories) sereen (at 12 months +- 30 days later)

2) Social History (including Alcohol and Tobacco use) €. Murse/MA offers, and assists with, patient Action Plan (if applicable) or follows-up on existing Action
3) Sexual History Plan

4) Family History

5) Immunizations 8. Annual Wellness Visit (AWV)

6] Allergies/intolerances

a. Nurse/MA updates the following information in the patient’s chart in the EHR:

a. MNurse (RN) collects AWV papenwork from patient
Nurse/MA scans the ROS bubble sheet into the patient's chart in the EHR and alerts the Provider to b. Murse (RN) scans Social Meeds bubble sheet into Progress Mote
any positive responses

1
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D. Patient Appointment: Provider Exam E Patient Check-Out
1. Mew Patient (NP) appointments 1. New Patient (NP) appointments

i E:ﬂ:: ;ﬂgg%z;mg medical and family Hx. nofing medical risk factors a. Front Desk staff member scans the signed PCMH contract and retumns the original to the patient
Provider conducl::omplele physical exam VT, o b. Front Desk s1_af_f member scans the patient's self-management Action Plan, if applicable, and
Provider has PCMH discussion with patient refums the original to he patient L

Provider and patient sign PCMH contract ¢. Front Desk staff member web-enables patient, if necessary

Provider reviews any self-monitoring logs the patient has brought

. If patient is a diabefic, Provider conducts diabetic foot exam

. If patient iz an asthmatic, Provider discusses a plan of action with the patient

If patient had a pesitive Depression screen, Provider may re-screen the patient
Provider continues Advance Care Planning discussion with patient, if applicable

2. Comprehensive Physical Exams (CPEs)

a. Front Desk staff member scans the signed PCMH contract and retumns the original te the patient
b. Front Desk staff member scans the patient's self-management Action Plan, if applicable, and
retums the original to the patient

e To a0 om

. Comprehensive Physical Exams (CPEs) A TEE T T i
. Diabetes Chronic Disease

Provider = MD, DO or NP
Provider conducts complete physical exam Front Desk staff member scans the patient's self-management Action Plan, if applicable, and refurns
. Provider has PCMH discussion with patient the original to the patient

. Provider and patient sign PCMH contract

. Provider reviews any self-monitoring logs the patient has brought

If patient is a diabetic, Provider conducts a diabetic foot exam
. If patient iz an asthmatic, Provider discusses a plan of action with the patient Front Desk staff member scans the patient's self-management Action Plan, if applicable, and refurns

. If patient had a positive Depression screen, Provider may re-screen the patient the original to the patient
Provider continues Advance Care Planning discussion with patient, if applicable

4. Asthma Chronic Disease (CD) FiU

a.
b.
C.
d
e
f.
g
h
i

3. Diabetes Chronic Dizease (CD) F/U

a. Provider =MD, DO or NP
b. Provider reviews patient's blood sugar logs, if applicable
¢. Provider discusses diabetic lab results with patient

7
Traverse Bay Internal Medicing Planned Visit Guidelines |Variations) Revised February 2018

5. Hypertengion Chronic Disease (CD) F/U

Front Desk staff member scans the patient's self-management Action Plan, if applicable, and refurns
the original te the patient
Traverse Bay Internal Medicine Planned Visit Guidelines (Variations) Revised February 2018
6. Congestive Heart Failure Chronic Disease (CD) F/U
. Provider conducts limited physical exam, including a diabetic foot exam
. Provider reviews Retinal Eye Exam results with patient (or instructs patient to schedule eye exam) Front Desk staff member scans the patient's self-management Action Plan, if applicable, and returns
. Provider tweaks patient's diabetic medication regimen, if necessary the original to the patient
g. Provider and patient discuss options for diabefic diets, education, and self-management
4. Asthma Chronic Disease (CD) EIU 7. Depression Chronic Disease (CD) F/U
Front Desk staff member scans the patient's self-management Action Plan, if applicable, and refumns

a. Provider = MD, DO or NP the original to the patient

. Provider reviews patient's peak flow logs, if applicable

1:
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Patient Checkn

When patient checks-in for appointment

Front Desk staff member;

Verifies patient's insurance and sczns card
Web-enables patient, if necessary

Gives patient appointment-specific paperwark (including PCMH), with
eaplanations/instructians

Collects completed patient paperwork and updates patient's chart inthe EMR, 3
MBCassary

Updates paient's vist status to “ARR' on the schedule in the EMR [Running clock starts

8/21/2018

In eCW, a
running clock is
available to
monitor patient
wait times and
office efficiency

1Q
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Office Visits

Office Visit l
“p (R ‘Weithert, Timathy R j Appt. Time ‘AII Day v] View |Al LJ P = Providers
Facility v| [Traverse Bay Internal Medic ﬂ Sort by | Appt Time v] ﬂ 08/13/2018 + ﬂ R = Resources

T = = - e —
|| |visit Type Appt T me |msurance  [P/R  |Reason i

, _;?(‘D CDF/U15 04:45PM  77Testy, Besty Gizelle  Christian Healtht TRW DM F/U

In eCW, click on the S Jellybean to get a list of patients scheduled for the day
Here, the patient has confirmed her appointment but has not yet arrived and checked in

10
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Office Visit ]

“p R ‘Weichert, Timathy R _V_| Appt. Time Al Day  +|  View |Al v P = Providers

Ces

[ [0 ® coruis 04dsen  zzTesty, Besty Gisele  Christan Health TRW DN /U Foay  [BRE 03:516M

11

The running clock starts when the appointment status is changed from “Confirmed” to “Check In” upon patient arrival

TN
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Office Visit 1
«P (R |Weichert, Timathy R j Appt. Time |All Day | View |All v P = Providers
Facility v |Traverse Bay Internal Medici sel|  Sort by |ApptTime v ﬂ 08/13/2018 ¥ ﬂ R = Resources

B| | |visit Type| Appt Time|Patient Name |Insurance  |[P/R  |Reason |Sex |Age  |Visit St|Arr Time |Duration |Room|Status|Notes Sts

03:51 PM m

I:I é‘@ CDF/U15 04:45PM  ZZTesty, Besty Giselle  Christian Healthe TRW DM F/U F

2Y CHEK

The running clock stops, and the elapsed appointment time is displayed, when nd the appointment status is changed from
“Check In” to “Check Out” upon patient departure

71



Evidence-Based Care
and
Gaps-in-Care
at the
Point of Care

(Domain 4)

How are Providers alerted to
needed health services during
a patient appointment?

8/21/2018

DTy PoarEiley e UEEr e S S

“You don't need a colenascopy, but IT'm sending

you for one becouse, quite frankly, I
don't like you,”

o lo]



The following data is available to, and used by, all members of a
patient’s Clinical Care Team at the point of care:

. Current MQIC Binder

. Flow Sheets

. Health Maintenance Data
. CDSS Alerts

. Patient-Specific Alerts

8/21/2018
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Grid View Graphical View |

Diabetes

Zoom | 1m [ 3m [ 6m [Ty

& :
3 Retinal Eye Exam
F
& Foot Exam ]

Structured
Foot Exam
Retinal Eye Exam
Labs

HbAlc

LDL

Vitals

Systolic Blood Pressure (mm Hg)

Diastolic Blood Pressure (mm Hg)

Rx

Losartan Potassium 100 MG

Humalog KwikPen 100 UNIT/ML

Diabetic Medications: Blood Sugar Modulators
Arorvastatin Calcium 10 MG

Atorvastatin Calcium 10 MG

Humalog KwikPen 100 UNIT /ML

RKE R KRR E- R K- &

Lantus ScloStar 100 UNIT/ Mh
-

Losartan Potassium 100 MG

Diabetes Flow Sheet
(EMR > Flowsheet Manager)

N
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Flowsheets have been configured for:

Asthma

CAD
Depression
Diabetes
Hypertension
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5. Health Maintenance

S Labs ﬁ Imaging ﬁ" Immunizations

Heakh Waintanance [ Conigure | ¥ Group by type Health Maintenance Data

GYNECOLOGIC CYTOL Lab 03/27/2018
HPW DM&, HIGH RISK, Lab
CHLAMYDIA/GC NALT Lab
PSA ANNUAL SCREEN Lab
COLOGUARD Lab
Oceult Bloed Lab
Occult Blood, stool scr Lab

Oceult Bloed, stool ser Lab
oCCulT BLC:DD, STOM Lab ﬂ- Imaging & Immunizations
COLOGUARD Lab
M& FFD MAMM SCREE! XRay 02/10/2017 Health Maintenance Configure... | I~ Group by type
Colonoscopy KRay 11/29/2012
High Dose Flu Imemunization
FLU Quadrivalent Immunization High Dose Flu Immunization
FLUZONE High-Dose  Immunization FLU Quadrivalent Immunization
FLUZOME High-Dose  Immunization
Close | * High Dose Flu - non Immunization 10/24/2017

Pneumococcal Polysac Immunization
Prewvnar 13 Immunization
* Pneumo - non TBIM Immunization

Td (adult) Immunization
*TD - non TBIM Immunization
Tdap Immunization 05/01/2007
* Tdap - non TBIM Immunization 04/01/2016
HPY - Gardasil Immunization
Hepatitis B (Peds / Adi Immunization
Hepatitizs B (20 and m¢ Immunization

From within patient’s chart: ZHep B~ non THIM Immunzstion
. lose
Alerts > Health Maintenance == |

o Ty



CDSS Alerts

(3 CD55 Alerts

Mame
Breast cancer screening
Prneumococcal vaccine
Sexual history taken
Adlcohol use screening
Allergy List Verification
Body Mass Index
BP. contral in HTMN (1480,'50)
Cervical cancel screenin
lesterol control (genl pop)
lestercl screen (geni pop)

Colorectal cancer scresning

Patients see assigned PCG

Smoking status

Influenza

Freq
24 A
3 M
12 M
12 M

1 T
S5 5
' s

1
18
18

3
2
09,112
04,/ 06/ 2

0
O

12 M

Due Date
oB/15/2018
OB 15,2018
08/S13/2018
0SS OE S 2019
OB/ 13 /2018
03 /06 2020
0SS OE/ 2009
13,4 20,202

04,03,/ 2001

02,025, 22

11209/ 2022

0o/ 11 2009

Generic Practice Alerts

1%

OB/13/2018

Patient Specific Practice Alerts

All Alerts

Status Orders

6@

0 Q00EOCOOCOLOCPO

600 00,0000000

©

)

8/21/2018
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Patient-Specific Alerts

(Patient Hub > Alerts)

B4 Reminders

Patient Info I Hub I IAII Aler‘ts;l I

Health |

Maintenance

—i@eneric) Dx/ Rx Alerts -
Last DDHEI SUppress | Mewver Rermind I

Frequency | Last Done =ult Diue D ate

gy ] Generic Influenza 02/14/2012

— an I+ Owerdue / Due in next 3 months

Patient Specific Alerts
Lpdate I Suppr’essl

La=st Done Due Date 1
Colonoscopy 0113220158 o011 3.20258 Megative
Fetinal Eve osA1 652017 0216420149 M egative
COLOG AR o3/18,201 7 09./18,2020
Ay FFD bdsbdbd S5 01 /26°2017 o1 /2642019 M egative
LIFID PAREL oyF/s30s,2018 or7 /30,2019

I+ Due COnlby

T1Q



Patient Hub (Aldridge, Elizabeth, M)

>

Labs DI Procedures T/ T.Inj Referrals Allergies

MNew Appt New Tel Enc Print Label(s) -~ I Billing Alert

Letters I Encounters I ﬂed‘malSummr\rI Rac
|[E=== ]

eCliniForms Problem List I Medical Record

Account Inguiry - I Guarantor Bal I Consult Hotes Letter Logs

eEHX Dptions - I ePrescription Logs I PHM Hub -

Action ~ I Flowsheets I Messenger - I Billing Logs

Owverview DRTLA History CDSS ~ |

CDSS Alerts
Allergy List Werification

oop

Breast cancer screening

Practice Configured Alerts

ap

[G] Influenza

[Pt] Colonoscopy due
01/13/2025

(1]

[Pt] Retinal Eye exam
due by 8/16/2019

1]

[Pt] Cologuard due as of
09/18/2020

[P£] Mammogram due as ™ Ej
of 01/26/2019

[Pt] LDL-C lab due by
07/30/2019

[~ | Registry Alerts

There are no over due alerts today
for this patient.

OCH

B ciinical Quality Worksheet

Patient-Specific Alerts are displayed in the right-hand chart panel (CDSS tab)

8/21/2018
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After-Hours Business Card (Side 1)

Traverse Bay
Internal Medicine

After-Hours
Contact Information




After-Hours Business Card (Side 2)

If you feel your life I1s in danger:

Call 911 or go to the nearest
Emergency Room

For all other medical guestions and
CONCEerns:

Dial (231)935-5000 and ask the
operator to page the TEBIM physician
on call

8/21/2018
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g p T R By Rl p | Ll
were D E s e e

Community
Resource Use

(Domain 10)

How do you follow-up on slast dinsaies wese vegetarians and they never smaked
Community Resource referrals? tobacco or drank alcobol — and where are fhey now?t

22
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Trawerse Bay Interal Medicine rdentifying, Referring, & Tracking Patients in NMeed of Community Services Aevised harch 2018

Identifyin Referrin and Tracking Patients in NMeed of Community Services

= Patient [or Caregiver}
specifically requssts,

ity Or Cotls Baanaper during conwersation with

suggests Commumity
Rescurce assistance to help
patient achiewe salf-

i b [
s ST ommunit
address a specific need

- Patient given Social Neads
survey when checking-in

e s -2 -, Resource
”"""'q"""“"'"’( o, o ennar Referral

Distri Cormrmursi e
information to patient andy/or caregiver
Documents, in structured data fields in

the Progress Mote, that Community a n
Rescurce information was given

= pProvider andydor Care

mManager Alerted - Assists the patient with contacting the
organization andfor scheduling an

o
Patient rmay be enrclied = appaintment, if necessany
in Care Banazement, if
apgpropriate — Craates an Action to follow-up with the
o patient and/or organization
(Action due gores vary amnd are bosea o
The priority stotus of the need) rocess

= Provider determines that
patient would benefit from
community resources {based
on knowladge about the
patient’s current life and/or
heslth sitwation]

Auction alerts Prowvider, Care ar
MNurse/MM oA to contact patient for Commaunity
Resource Follow-up

Frovides, Care Manager, or Murse, o,
documents conversation with patient,
regarding efficacy of recommended Commasnity
Resource, in associated Action in patient's chart

21
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B Preventive Medicine [ZZ Testy, E
i | Pt. Info Encounter Physical

@ me g Pfs XARewrd DFL BPEL P EninE B T |

=7 Preventive Medicine Community Resources

-9 Community Resour B3 Preventive Notes

(7 Counseling s Information Given = |
£ Handouts Given | [ [
[Z7] Health Preamotion Information Given Detault for&ll | Clear all |
27 Injury Prevention/s
(3 Refused Tests =[L] Information Given

g :is"c Stratification | | [ [ Date Information Given |EEn4s2018
creenings

[ Immunizations
[£7 Screening / Specia

Free-form Structured

Asses=ments

= Prey |'~" Cuztom I

Structured data fields allow us to easily identify patients given Community Resource information

20



B3 eClinicalWorks Viewer

8/21/2018

E = - - oo oo - o s

—
were drinking in the past vear? 1 or
2 (o points]), How often did voun have
a drink containing alcohol in the
past vear? Four or more times a
week (4 points). Points

4, Interpretation Positive.

Sexual Hx Formm Had sex in the last
12 months (vaginal, oral, or anal)?
Yes, with Men onlv, Use protection?
Mo, Have vou ever had an STD?

No.

Allergies / Intolerances

Codeine Sulfate: dizziness: Side
Effects

Preventive Medicine

Counseling: Alcohol and drugs Patient denies concerns with
alcohol or drug use.

Health Promotion: Diet / Exercise BMI management provided
Yes, Weight Counseling Patient encouraged to continue efforts on
welght reduction through proper exercise and nutrition.

AWV: Mammogram o3/06/2018. EKG o5/10/2017.
Colonoscopy o5/31/2011, due nextin 2021. Testing
Recommendations Lipid Profile done within the past year on
04/19/2017. Diabetes Screening test done on 04/19/2017.
Vaccines Pneumovax last done on 03/25/2014, Prevnaris done
on o4/ o7 /2015, Influenza recommended annually, last done on
10/16/2017, Zostavax done on 01/01/20049.

Community Resources: Information Given Information Given
Yes Disability Network of Northern Michigan for their disabled
daughter that they take care of. First Resort Transport-
Transportation compnay for disabled daughter. , Date
Information Given o4/17/2018.

Procedure Codes
Gogz9 ANNUAL WELLNESS VST; PPS SUBSQT VST

Follow Up

2



T Attachments T Structured

vame ~ [ - | i | o | Action Completed

Action Type ICE'” patient vi i I Date Completed iUS.ﬂ'ClZszIlEi 11:48 AM

Subject *l Community Resocurce from AWYW on U4_vj Status ==iliZu:rrn[:»IE.tEl.cl
Assigned To =a:l'n.l‘d’hite, Daiva ;l _IL' Priority tiNurmaI
Facility |Trawverse Bay Internal Medicine = | _! Created By _
Start Date [wed, 05/02/2008 | ~||12:00:00 AM = Creation Date |[eoaaIoe oSS

Due Date “|wed, os/02/2018 ] |12:00:00 aM =

Browse i TireStamp I
White,Daiva 04/17/2018 05:05:46 PM EDT = Follow up on Community Resource
from AWW on 04/16/2018.
White,Daiva 05/02/2018 11:43:09 AM EDT = Detailed message left crn—vuic:&
mail to call back with any info she has or any guestions, regarding the Disability

I Recurrent Action Last Due ==| Tue , D8/14/2018 |~ I ; 12:00:00 AM

Last Done ™| Tue , 08/14/2018 | ~||12:00:00 am

i~ Recurrence Pattern
Frequency *i Hourlss Daylisy ™ wreelkisy € mManthis) € rearic)

=] |12:00:00 am

Actions are set
for easy
Community
Resource referral
follow-up and
documentation

8/21/2018
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Transition of
Care Plans

(Domain 13)

How do you coordinate care for
your Snowbirds?

"Will the results of this probe be sent

to my gastroenterologist?”

8/21/2018
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Traverss Bay Internal pedicine Coordination of Care rRewvised, March Zols

10. Patients Leaving the Practice (Temporarily)

Patient is ddentified (by PCP, Nurse/BA, O, or Front Desk staff member ) as a “Past-
Year TC fie, 3 stisdert, etc.)

Residency status s docurmented, by TEA staff member, in a structured data field in
the patient’s char in the ERR

— = oordination

Sees patient for “Exit from Area” appointrment

= Schedules patient for an "Exit from Area” appointment, with POP,

Pprior to patient’s departure Instrects patient to schedule a “Returm to Area™

< a binder, ing a basic set of medical records (e.g-, ent refurn to TC area
Fedical Stmmary, current med list, recent labytest results, kst
= Mote from CPE and chronic Disease appointments, copy ir any ; mal,
of "Outside Health Services” form, to be completed by patient, records and care

it thee

et for the patient to take upon departure medical records for the patient

Schedules patient for “Return to Area” appointment with POP Urstrwcts patient ta return with records for any
Fallowing patient’s retumm services received while away jadd to binder)

/

Patient:

Outside P ider:
Sees TC Provider for “Exit from Area’ appointment = Frenider
Cares for patient while
patient is away from TC
area

Receives basic set of medical records to take

. arnd ackr from TC

e e F— Process for

delivered
Frysician that TC Prowid

received Sends medical records back
with patient {or directly to

Colbects d for ide health Fromm idie provider [adds to binder) TC Provider]
e Part-Year
Brings bhinder, with heakth il i . arnd doc - tor return wisit wiith TC

Residents

Prowides

TC Prosider:

Piluer s A = Sees patient for “Peturn to fArea™ wisit

Updates the Cirche of Care Interviews patient about outside health . and
secticn, of the patient's chart in records from patient

the EMR, with outside physician
information (names, locations, Reviews outside medical records and updates patient™s chart in ERMR
and specialties)

ey d P2P invitation to idher o future

20
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Part-year residents receive a colorful Transition of Care binder, containing:

An Outside Health Service Encounter Form
Medical Summary

a. Problem List

b. Current Medication List

c. Allergies

d. Medical Hx (including Surgical and Gyn)
e. Health Maintenance (Health Services due)
f. Recent Encounters

g. Recent Referrals

Pr

a.

ogress Notes
Last CPE
b. Last OV
c. Any other relevant visit (e.g., CD F/U)
Any other information the Provider deems relevant (e.g., EKG
etc.)
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Patients:

Receive the binder prior to leaving the Traverse City area

Record information (names, specialties and locations) of outside health providers
seen, while away, in the binder

Collect documentation of outside health services received, while away, in the
binder

Return the binder to TBIM upon return to the Traverse City area

Staff members:

* Enter information, for outside health providers seen, in the Circle of Care section
of patients’ charts

* Scan documentation, for outside health services received, into patients’ charts

* Enter information, for outside health services received, in the appropriate
fields/locations in patients’ charts (e.g., Immunizations, Colonoscopies etc.)

N1
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Outside
Health
Services
Encounter
Form

Vil



8/21/2018

N2



