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Optimization Strategies for HIT in Quality Improvement
Improving the quality of health and health care is a high priority for the Centers for Medicare & Medicaid Services (CMS), other payers who reimburse for home health services, state licensure and voluntary accreditation organizations, and of course home health clients and their families. CMS has adopted the Outcome and Assessment Information Set (OASIS) as its means to obtain, monitor, and report to the public quality performance information about the home health agencies for which it provides reimbursement. 
Reporting OASIS data is only a step to your agency making actual improvement in quality of care and client health status. Many organizations have described strategies and processes for quality improvement in home health, including the Outcome-based Quality Improvement (OBQI) process; JCAHO Failure Mode and Effects Analysis (FMEA); and others. CMS also promotes improvement or health maintenance through the Outcome Based Quality Management (OBQM) system in which adverse event outcomes are reported with the intent of helping to identify root cause of poor outcomes. 
Some goals for quality improvement have been difficult to accomplish due to lack of adequate data, inability to provide guidance and direction to staff in real time at the point of service, or difficulty getting reliable reports on actual outcomes. Health information technology (HIT) that blends quality measures, clinical guidelines, and decision-support tools is still a relatively new technique to support home health quality improvement. 
This tool suggests ways HIT can be used to support quality improvement. It recommends functionality that should exist in HIT, as well as people, policy, and process elements that may need to be strengthened if your goals are not achieved.
Instructions for Use
1. Review and analyze data in Home Health Compare reports, OBQI Risk-Adjusted Outcomes reports, and other resources that describe outcomes and case mix data that reflect the level of quality care your agency provides. Review your current goals for improvement and the strategies currently being used to achieve these goals. Use references widely available to further study the measures, such as National Quality Forum references (www.qualityforum.org), and to identify specific clinical strategies for improvement. The Quality Improvement Organization (QIO) in your state (e.g. Stratis Health is Minnesota’s QIO) may be able to provide tools, training materials, and consultative support for improvement.

2. Based on your analysis, identify additional potential target areas for improvement that are the most important for you to accomplish. Target these goals appropriately. Identify a few goals that make a big impact, rather than many goals which may not result in significant improvements. Attempting to manage too many goals may detract from overall success with both HIT and quality improvement initiatives. Determine the importance of targets by their overall impact on the agency’s reimbursement; on the agency’s reputation which ties to the volume of clients; and on other factors that contribute to the health of the people in the community served. These goals may have been identified as part of your overall goal setting for HIT (1.2 Goal Setting), or you may need to get more detailed now with respect to specific clinical quality areas. An example of an important target area may be to reduce hospitalizations among your home health clients. Once a quality improvement target has been achieved, you may want to substitute another target or reduce the frequency of monitoring in order to add a new target.
3. Use the tool below to record the SMART goal and baseline performance in each of your target areas for improvement. Determine the HIT functionality to support your quality improvement goals. Following acquisition of HIT, record new performance data and determine if your desired improvement has been achieved. You may need to monitor at specific milestones.

4. Use the tool in 2.2 Optimization Strategies for Goal Achievement to recognize the need to celebrate your success or to assist in determining the root cause of less than desired results. Unsuccessful results often are associated with people (e.g., retraining or counseling required), policy (e.g., leadership, expectation setting), or process (e.g., workflow, standard vocabulary) issues. Although, they may be an inherent part of the technology that can or cannot be overcome.

In the example provided (shown in italics in the table below), a home health agency’s goal was to reduce hospitalizations among its clients by 30 percent in one year after adoption of HIT. 

· The agency’s baseline data revealed that 100 out of an average of 500 clients (20%) the agency was caring for at any one time were hospitalized while they were receiving home care services. A 30 percent reduction would take the total number of hospitalizations to 70 instead of 100 clients.

· The agency planned to use a variety of clinical strategies that could be aided by HIT. It also considered its own migration path for which HIT it could implement first, which existed in its community, and which it may not be able to use immediately. 
· HIT resources were then implemented along its migration path. 

· As it implemented its HIT resources, the agency monitored its utilization and outcomes along three-month intervals. For example, in the first six months it hoped to identify at-risk clients for which it would conduct telemonitoring of vital signs by using an automated assessment and conduct video visits to support those clients whose vital signs were borderline:

· To reduce the data entry burden for completing this assessment, it hoped to have hospitals and/or providers send it client summaries in the HL7 Continuity of Care Document (CCD) standard that could pre-populate some parts of the assessment. For the rest of the assessment it expected nurses to use the template supplied in the HIT, which included alerts to missing data. The agency had no baseline data because it had not utilized the assessment prior to acquiring the HIT. It expected to identify at least 20 percent of its clients as at risk. After the first three months, it found that it could receive CCDs for 70 percent of its clients, with one hospital not having the ability to produce and send it data in CCD format. 

· Despite not having CCD data for 30 percent of its clients, the agency was able to complete the at-risk assessments for 95 percent of all clients, either completing only the remainder of the assessment after the CCD had pre-populated the assessment or completing the entire assessment where the CCD was not available. Monitoring which client assessments had not been completed revealed that one nurse was having difficulty using the HIT, for whom it instituted counseling. After another three months, the agency saw only a slight improvement and further action was being evaluated with respect to the resistant nurse.

· For all clients, alerts to missing data (including no assessment being completed) were triggered by the system. The agency decided the system was working properly and it would discontinue tracking this measure. 

· After the first three months, the agency only identified 90 clients at risk for hospitalization for whom it would conduct daily vital sign monitoring. Because 100 clients was its baseline average, the agency felt it necessary to continue monitoring for another three months. With the same results, it decided to review the protocol that was to identify at-risk clients and decided that one (optional) data element was consistently either not recorded or recorded incorrectly. The agency was able to work with the vendor to change the data element to being required so an alert would fire if it had not been recorded. It also decided to adopt the Omaha System practice and documentation standardized classification system as a standard vocabulary (www.omahasystem.org). After introducing the terms and their definitions to all its nurses, the agency expected to see the nine-month milestone result in greater accuracy and consistency in the data collection. 
· For 100 percent of the at-risk clients it identified (90 clients), the agency conducted daily vital sign monitoring using its new telemonitoring equipment. As a result, 83 percent of the clients in the first three months were identified as needing video visits where their vital signs were borderline, and 85 percent of the clients in the second three months were identified as needing video visits where their vital signs were borderline. Just from using these HIT resources, the agency had a 15 percent reduction in hospitalization after three months and 20 percent reduction in hospitalization after six months. With still more HIT adoption to go, the results were very promising and motivational to staff who were beginning to see real results from its use of HIT.
When monitoring the results of using HIT, know that technology is one of many factors in achieving quality improvement results:
· Technology must be fully deployed. The example home health agency did well considering it hoped to reduce the data entry burden for its nurses completing the assessment to identify clients at risk by having referring providers supply the CCD. Not all providers were able to do this. 
· All intended users must use the system to ensure that every client has a fair chance of benefiting from use of the HIT. In the example, one nurse was identified as having great difficulty using the system.
· Where progress lags expectation, determine the root cause. The example agency evaluated the protocol it was following and identified issues with one data point. The agency took specific corrective measures it hoped would improve its results. This may or may not prove fruitful as it proceeds beyond the first six months of use. 
· Many other potential issues could stall forward progress. Some of these may be related to how the application has been designed, but some of these issues may be related to people, policy, or process. 

You often need to stage adoption of HIT, especially if you lack supporting resources. In the example, community resources, physicians, and the clients themselves or their families may not yet have sufficient access to computers for it to make sense for the agency to adopt a referral management system, provider portal, or automated personal health record. However, the agency could start using e-fax for community resources and physicians. They might also start with a paper-based report card (2.2 Optimization Strategies for Client Education and Report Cards) or even a paper-based personal health record for their clients.
Another important factor in using HIT is to ensure that the underlying clinical strategies are sound and that professional users are still applying professional judgment to the care of clients. 

· In the example, the agency probably did not have an absolutely perfect protocol for identifying every client at risk. If a nurse or physician believes the client is at risk, even if the assessment does not support that, your agency must establish a policy to address that. Will your agency err on the side of increasing monitoring when it may not be necessary; or err on the side of not increasing monitoring when a protocol is not perfect? 

· Many human factors can play into the success of using HIT. If an automated personal health record is feasible, the nurse who visits the client must still assess whether the client is reporting information accurately or misrepresenting the data for some reason. 

· HIT cannot overcome a nurse who ignores an alert or a manager who waits too long to bring in additional resources when guidelines call for them. A culture of quality is a human trait for which HIT cannot substitute.

HIT and Related Resources for Quality Improvement

	Clinical Improvement Strategies
	HIT Resources
	Baseline Data
	Milestone Results
	Corrective Action As Needed

	
	
	
	3 mo
	6 mo
	9 mo
	

	Goal: Reduce avoidable hospitalizations by 30%
	100/500 (20%) of HH clients are hospitalized
	85/100 (15% reduction)
	80/100 (20% reduction)
	
	See below

	Complete risk assessment to identify clients at risk for hospitalization and increased monitoring
	Continuity of care document to pre-populate assessment

Easy-to-use template to complete assessment

Alerts to missing data for assessment

Data on clients at risk

	N/A

100
	350/500 (70%)

450/500

(95%)

100%

90%
	350/500 (70%)

450/500

(96%)

100%

90%
	
	Monitor Hospital X for future use of CCD 

Nurse Jones counseling

Discontinue measurement

Add data element

	Increase monitoring
	Telemonitoring for daily vital sign monitoring
	90
	100%
	100%
	
	

	
	Video visits for clients with borderline vital signs
	90
	83%
	87%
	
	

	Manage complex/chronic conditions
	Automated clinical practice guidelines 
	
	
	
	
	Integrate with video visits

	Mobilize community resources
	Automated alerts

Resource scheduling
	
	
	
	
	Provide community resources with access to computer


	Care coordination
	Continuity of care document for referrals

Referral management
	
	
	
	
	

	Promote client/ caregiver self-management
	Personal health record

Report card
	
	
	
	
	Provide patient/care giver with access to computer

	Improve communications with physicians
	Clinical messaging

Physician portal
	
	
	
	
	Provide clinical staff/physician access to computer

	Goal: #2
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


For support using the toolkit

Stratis Health ( Health Information Technology Services

952-854-3306 ( info@stratishealth.org

www.stratishealth.org
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LEADING CHANGE = CHANGING LIVES.
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