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1. Project Description

1.1. Project Background

The Vancouver Coastal Health’s Primary Health Care Network (PHNC) has been working with private physicians to support improvements in patient access and quality of care for chronic disease management (CDM) and as part of this work there is a need to review and share data at the aggregated patient population level. Currently several physicians have implemented or are implementing Electronic Medical Records (EMRs) that enable them to input data at the patient-level into the EMR (similar to the way it was done in a paper chart); they can import some laboratory data; and they can create registries of patients with a known disease. 

The next step is to improve EMR functionality to work with a subset of the patient population sharing similar characteristics (e.g. diabetes, CHF) and report population level results by physician and by groups of physicians. Physicians would also have access to a report for an individual patient.

1.2. Project Objectives

The goal of the overall project is to IT-enable Family Practice Teams to report on the performance indicators. Reports will allow physicians to reflect on patient care provided and make improvements, rather than just monitor patients. 
1.2.1. Phase 1

For Phase 1, the objectives are:

· Engage in discussions with 3 EMR vendors/groups (MedAccess, OSCAR, and Wolf) and provide a Project Description and the Indicator Specifications to get an estimate on the time for delivery associated with building the functionality needed to provide reporting on the indicators required by VCH.

· Indicator Specifications will be provided to the 3 EMR vendors to include the ability to:

· Calculate and report on diabetes indicators. Reporting needs to be at the patient and practice level for active patients.

· Patient-level: physician reminder that generates a comparison report for an individual patient against the indicator.

· Practice-level:  practice comparison that generates a list of patients at a practice level against the indicator so that physicians can review their successes in meeting best practice guidelines for car of a patient population.

· Calculate and report on 2 prevention indicators. Physicians will select two indicators of their choice, however, when working with EMR vendors, VCH will target indicators for Pap tests and mammograms.

· Report on the patient panel for each physician.

· Calculate and report on the number of days out for the third available appointment for routine care for an individual physician.
· Recall reports based on performance against indicators should be available so that a list is generated for all patients that do not meet the indicator guideline for prospective patient management. 

· Output report in a comma-delimited format, including physician identifier or (coded non-nominal identifier) and date of measurement, so that data can be aggregated by the VCH Primary Care Support Team for retrospective patient management.
Specifics about the above indicators can be found in Appendix A.

· Based on vendors’ projected timelines to develop the EMR functionality needed to collect and report on clinical indicators, determine how and when to proceed with Phase 2 (Pilot) of the project.

1.2.2. Phase 2 – Pilot

For phase 2, the pilot phase, the objectives are:

· Work with 3 EMR vendors (MedAccess, OSCAR, and Wolf) to develop the reporting capacity for the clinical indicators as outlined in the Phase 1 Indicator Specifications.

· Partner with EMR vendors to integrate clinical indicator functionality into the EMR and determining how this functionality is going to be used in practice. This will include developing an EMR-specific manual/handbook in collaboration with EMR vendors and select Family Practice Teams that outlines how to use the clinical indicator functionality in practice. 

· Contact other EMR vendors whose systems are or will be used by VCH Family Practice Teams to discuss the objectives and status of this project and ways to involve them. 

· Develop a reporting strategy, including guidelines and instructions on how to provide indicator reports to the VCH PHCN, will need to be developed and communicated.

1.3. Scope

The overall project can be broken into stages. At this point in time, the scope of this project is to complete the specifications and integration of the indicators into 3 EMRs and communicate this information to other stakeholders.

1.3.1. In scope:

· Specific deliverables as indicated in the table below.

· Communicate project status with stakeholders, including the Primary Health Care Network’s Core Team, the IMIS’s Primary Care IT Strategic team, and the Primary Health Care Access Centre EMR Implementation team.

	Phase
	Description & Deliverables
	Status

	Phase 1: Initiation and Planning 
	This is an initial phase to develop indicator specifications and to determine the time associated with develop the indicator reporting capacity in the EMR systems. This phase will serve as the foundation for progressing with EMR vendors to develop the data collection and reporting capacity needed by the Vancouver Coastal Health’s Primary Health Care Network (PHCN). 

Specific deliverables include:

· Develop a Project Charter and Project Plan for the Feasibility Assessment (Phase 1).

· Finalize the Indicator Specifications.

· Provide Indicator Specifications to the 3 EMR vendors: MedAccess, OSCAR and Wolf and the VCH PCAC EMR Implementation Team (Intrahealth). Other interested EMR vendors may be included at a future date.

· Acquire an estimate from the 3 EMR vendors of the timeline associated with developing the required functionality around calculating and reporting on indicators as defined in the Project Objectives (Section 1.2).
	In Scope

	Phase 2: Pilot Project
	A second stage will involve working with 3 EMR vendors to develop the reporting capacity for the clinical indicators identified. This phase involves working in partnership with EMR vendors to integrate clinical indicator functionality into the EMR and determining how this functionality is going to be used in practice. 

Specific deliverables for this phase include:

· A recommended test plan will be proposed by the EMR vendors to ensure that the functionality performs as expected.

· An implementation plan will be developed that clearly outlines how the functionality is to be implemented in practice. 

· A pilot implementation group for each EMR (MedAccess, OSCAR and Wolf) will need to be identified through working with the EMR vendors and PHCN New Practice Manager. The groups’ workflow and use of the system will need to be analyzed and additional consultation and feedback acquired as appropriate to ensure that the process for using the clinical indicators is comprehensive and efficient. 

· An EMR-specific manual/handbook will be developed in collaboration with EMR vendors and select Family Practice Teams that outlines how to use the clinical indicator functionality in practice. 

· Other EMR vendors whose systems are used by VCH Family Practice Teams will be contacted to discuss the objectives and status of this project and ways to involve them. 

· A reporting strategy, including guidelines and instructions on how to use the new functionality and provide indicator reports to the VCH PHCN, will need to be developed and communicated. 
	In Scope


1.3.2. Out of scope:

· Potential phases 3, 4 and 5 of the project as indicated in the table below. These phases, if pursued, require independent Charters and Project Plans that builds upon the work in done in Phase 1 & 2.

· Working with EMR vendors that do not have the ability to import laboratory data and store it in a structured manner that is associated directly with a patient and a date.

· Additional indicators that are included in the disease-specific flow sheets circulated by the BCMA and Ministry of Health and currently included in the Ministry of Health’s Chronic Disease Management (CDM) Toolkit.

· Additional indicators which are included in the Primary Health Care Network’s (PHCN) Core Measures Document which are not required for reporting in 2006/07.
	Phase
	Description
	Status

	Phase 3: Indicator Reporting with all EMRs
	A third stage, if pursued, would involve contracting with the remaining EMR vendors that support Family Practice Teams to develop the reporting capacity for indicators. At this time, additional indicators may be added to the specifications.  
	Out of Scope

	Phase 4: Automated Reporting
	This phase investigates the possibility of creating an XML export that can be received and stored by VCH for evaluation and decision support purposes. This phase may align with provincial initiatives around CDM standards and reporting.
	Out of Scope

	Phase 5: Decision Support
	This phase involves the New Practice Managers working with the Family Practice Teams to integrate the use of the population-level indicator data into clinical best practices.
	Out of Scope


2. Project Approach

2.1. Approach

The Vancouver Coastal Health’s Primary Health Care Network (PHCN) will be leading this project. Team members on the project include the Evaluation Lead and IT Consultant, who will work together to define the project, determine the deliverables and timelines, and implement the project. Responsibilities include developing all necessary documentation, getting approval to proceed, managing the project (including issues and risks) and communicating with stakeholders. Project updates will be provided to the Director of New Practice Development and reviewed by the PHCN Core Team.

2.2. Schedule and Milestones

This section describes at a high level the project schedule and milestones.

	
	Milestones
	Target Date

	1. 
	Complete Project Charter.
	April 20, 2006

	2. 
	Complete Indicator Specifications Document.
	April 20, 2006

	3. 
	Present Charter to PHCN Core Team.
	April 20, 2006

	4. 
	Sign-off on Charter.
	April 20, 2006

	5. 
	Sign-off on Detailed Project Plan and determine tasks and resources.
	April 26, 2006

	6. 
	Receive a Statement of Work with a quote for time associated with developing EMR functionality and implementation plan from selected EMR vendors
	April 28, 2006 (possible extension to May 5 for vendors as necessary)

	7. 
	Confirm testing plans are in place and pilot groups and sites identified.
	May 12, 2006

	8. 
	Indicator specifications added to the EMR and EMR-specific CDM handbooks/guides completed.
	June 30, 2006

	9. 
	End of phase 2.
	June 30, 2006


2.3. Vendors Statement of Work
For the purposes of this project, the Vancouver Coastal Health’s PHCN is requesting a Statement of Work from EMR vendors that have received the Clinical Indicators Project documentation (namely the Project Description and Indicators Specification). 
The statement of work should include:

· Company/group name

· Name of Contact Person and Contact Information

· Date 

· Small description of the work required by your company or group to complete the work as per this document and the Indicators Specifications (v1.1) document also provided.

· Estimated delivery date for completely incorporating the functionality into the company’s EMR system as per the documentation provided. Can also provide estimated hours of work required and resources required if appropriate.
· Other information that may be of value to the PHCN to understand your company’s  development priorities for system development and feature enhancement requests
It is expected that the Statement of Work will be approximately 1-2 pages in length and will require review of the Clinical Indicators Project documentation provided. Statements of Work can be provided via email or fax to the Contact Person indicated on the cover page of the Clinical Indicators Project’s Project Description for Vendors by 1700 hrs on Friday, April 28, 2006. An extension to Friday, May 5, 2006 is available for vendors/groups as necessary.
APPENDIX A: Table of Indicators at the individual physician level

	Indicator Name
	Description

	HbA1c Testing Rate
	The testing rate is the percentage of patients in an individual physician’s diabetic registry who have had this laboratory test in a given time period.

HbA1c Testing Rate for patients in an individual physician’s diabetic registry in the last 6 months.

	HbA1c Test Result by result (< 0.071)

	Percent of patients in an individual physician’s diabetic registry who have had a HbA1c test in the last 6 months and whose latest test result is lower than 0.071.

	HbA1c Test Result by result (> 0.079)

	Percent of patients in an individual physician’s diabetic registry who have had a HbA1c test in the last 6 months and whose latest test result is higher than 0.079.

	Blood Pressure Measurement Rate
	The measurement rate is the percentage of patients in an individual physician’s diabetic registry who have had their blood pressure measured in a given time period.

Blood Pressure Measurement Rate for patients in an individual physician’s diabetic registry in the last 6 months.

	Blood Pressure Measurement Result by result (< 131)


	Percent of patients in an individual patient’s diabetic registry who have had their blood pressure measured in the last 6 months and whose latest systolic blood pressure reading was below 131.

	Blood Pressure Measurement Result by result (> 139)


	Percent of patients in the diabetic registry of physician <name> who have had their blood pressure measured in the last 6 months and whose latest systolic blood pressure reading was higher than 139.

	LDL Cholesterol Testing Rate

	The testing rate is the percentage of patients in the diabetic registry of an individual physician who have had their LDL cholesterol level tested in a given time period.

LDL Cholesterol Testing Rate for patients in an individual physician’s diabetic registry in the last 12 months.

	LDL Cholesterol Test Result 

	LDL Cholesterol Test Results for patients in an individual physician’s diabetic registry who have a test result recorded in the last 12 months where the result is lower than 2.6. For an individual patient, the result to be used is the latest one if there is more than one result in the last 12 months.

	Triple Whammy Index Testing Rate

	Triple Whammy Index includes the following three indicators for patients in an individual physician’s diabetic registry: 

· HbA1c Testing Rate in the last 6 months

· Blood Pressure Measurement Rate in the last 6 months 

· LDL Cholesterol Testing Rate in the last 12 months

	Triple Whammy Index Score


	Triple Whammy Index Score for patients in an individual physician’s diabetic registry who have the three component test results recorded in the last 6 months (HbA1c and systolic blood pressure) or 12 months (LDL cholesterol). For an individual patient, the result to be used is the latest one for each of the three components of the Triple Whammy Index if there is more than one result for any one component test in the relevant period of 6 or 12 months as above.

	Total Panel Size


	Number of active patients assigned to each physician using the EMR

	Men in patient panel
	Number and % of men in each physician’s patient panel

	Women in patient panel
	Number and % of women in each physician’s patient panel

	Patients aged 19 and younger in patient panel
	Number and % of patients aged 19 and younger in each physician’s patient panel

	Patients aged 20 to 64 in patient panel
	Number and % of patients aged 20 to 64 in each physician’s patient panel

	Patients aged 65 and over in patient panel
	Number and % of patients aged 65 and over in each physician’s patient panel

	Total patients registered in diabetes registry (by physician)
	Number of patients with diabetes registered for any one physician using the EMR at this office



	Total patients registered in Congestive Heart Failure registry (by physician)
	Number of patients with Congestive Heart Failure registered for any one physician using the EMR at this office



	Total patients registered in each individual physician’s hypertension registry 
	Number of patients with hypertension registered for any one physician using the EMR at this office

	Mammogram Testing Rate (for each individual physician)
	Mammogram Testing Rate for women patients aged 50 and over done within the last 12 months (for each individual physician)

	Papanicolaou Smear Testing Rate (for each individual physician)
	Papanicolaou Smear Testing Rate for women patients aged 18 to 69 years done within the last 24 months (for each individual physician)

	Third next available appointment for routine care


	Length of time in days between the day a patient makes a request for an appointment and the third available appointment for routine care or for care (if there is only one type of appointment in this practice team) with a specific individual physician. 


APPENDIX B: Table of Indicators at the practice level

	Indicator Name
	Description

	HbA1c Testing Rate
	The testing rate is the percentage of patients in the practice team’s diabetic registry who have had this laboratory test in a given time period.

HbA1c Testing Rate for patients in the practice team’s diabetic registry in the last 6 months.

	HbA1c Test Result by result 

(< 0.071)
	Percent of patients in the practice team’s diabetic registry who have had a HbA1c test in the last 6 months and whose latest test result is lower than 0.071.

	HbA1c Test Result by result

 (> 0.079)
	Percent of patients in the practice team’s diabetic registry who have had a HbA1c test in the last 6 months and whose latest test result is higher than 0.079.

	Blood Pressure Measurement Rate
	The measurement rate is the percentage of patients in the practice team’s diabetic registry who have had their blood pressure measured in a given time period.

Blood Pressure Measurement Rate for patients in the practice team’s diabetic registry in the last 6 months.

	Blood Pressure Measurement Result by result (< 131)
	Percent of patients in the practice team’s diabetic registry who have had their blood pressure measured in the last 6 months and whose latest systolic blood pressure reading was below 131.

	Blood Pressure Measurement Result by result (> 139)


	Percent of patients in the practice team’s diabetic registry who have had their blood pressure measured in the last 6 months and whose latest systolic blood pressure reading was higher than 139.

	LDL Cholesterol Testing Rate

	The testing rate is the percentage of patients in the practice team’s diabetic registry who have had their LDL cholesterol level tested in a given time period.

LDL Cholesterol Testing Rate for patients in the practice team’s diabetic registry in the last 12 months.

	LDL Cholesterol Test Result 

	LDL Cholesterol Test Results for patients in the practice team’s diabetic registry who have a test result recorded in the last 12 months where the result is lower than 2.6. For an individual patient, the result to be used is the latest one if there is more than one result in the last 12 months.

	Triple Whammy Index Testing Rate

	Triple Whammy Index includes the following three indicators for patients in the practice team’s diabetic registry: 

· HbA1c Testing Rate in the last 6 months

· Blood Pressure Measurement Rate in the last 6 months 

· LDL Cholesterol Testing Rate in the last 12 months

	Triple Whammy Index Score

	Triple Whammy Index Score for patients in the practice team’s diabetic registry who have the three component test results recorded in the last 6 months (HbA1c and systolic blood pressure) or 12 months (LDL cholesterol). For an individual patient, the result to be used is the latest one for each of the three components of the Triple Whammy Index if there is more than one result for any one component test in the relevant period of 6 or 12 months as above.

	Total Panel Size
	Number of active patients of the practice team 

	Men in patient panel
	Number and % of active men patients of the practice team

	Women in patient panel
	Number and % of women patients of the practice team

	Patients aged 19 and younger in patient panel
	Number and % of patients of the practice team aged 19 and younger 

	Patients aged 20 to 64 in patient panel
	Number and % of patients of the practice team aged 20 to 64 

	Patients aged 65 and over in patient panel
	Number and % of patients of the practice team aged 65 and over 

	Total patients registered in diabetes registry 
	Total number of patients with diabetes registered in the EMR diabetes registry

	Total patients registered in Congestive Heart Failure registry 
	Number of patients with Congestive Heart Failure (CHF) registered in the EMR CHF registry

	Total patients registered in hypertension registry 
	Number of patients with hypertension registered in the EMR hypertension registry

	Mammogram Testing Rate 
	Mammogram Testing Rate for women patients aged 50 and over done within the last 12 months (for the practice team)

	Papanicolaou Smear Testing Rate 
	Papanicolaou Smear Testing Rate for women patients aged 18 to 69 years done within the last 24 months (for each individual physician)

	Third next available appointment for routine care


	Average length of time in days at this practice site between the day a patient makes a request for an appointment and the third available appointment for routine care or for care (if there is only one type of appointment in this practice team). Report the average number of days for the practice team by adding the individual length of time in days for each individual physician and dividing by the number of physicians in the office. 
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