CARING FOR OUR COMMUNITY LIKE FAMILY

Primary Care Quality Update

Long Nguyen, DO
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Medicare Annual Wellness Visits (AWV)

Percent of Patients with Up To Date Annual Wellness Exams

cenetea e I - -
Scheduled P3-3%

0% 20% 40% 60% 80% 100%

Goal: 70% by end of 2023

VMC Annual Wellness Exams Status Report: MAWYV Dashboard - Tableau Server (valleymed.net)
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https://tableau1.valleymed.net/#/views/VMCAnnualWellnessExamsStatusReport/MAWVDashboard?:iid=3

Patients Are First- Panel Based Measures

Disease Management (5 measures) Preventive Management (6 measures)

* Diabetes Alc control * Breast Cancer Screening

* Diabetes BP control e Cervical Cancer Screening

* Diabetes Retinal Exam * Colorectal Cancer Screening

e Diabetes Kidney Health * Chlamydia Screening

* HTN BP control * Childhood Immunization Status

* Depression-PHQQ9 utilization
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Diabetes Care- Alc of less than 9.0

+11,800 patients with diabetes in our clinic
network

September 2023: 75.7% *
(Goal 74.7%)




Diabetes Care Pathways
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Ambulatory Care Pathway: Newly Diagnosed Diabetes

Screening positive for
Diabetes

Result forwarded to RN Care|
Manager
Complete referral to Care
Management

|

RN natifies patient of new
diagnosis

Schedule follow up visits
with the RN and the
Provider’

RN pends orders per DM
Diagnosis Order Set?

1 Provider/RNFoline Up Visl

*  Newly diagnosed patients should have a
wisit g.un?:?zn cg‘r: Manager as socn as
possible (Recommended within 2 weeks
of natifying patient).

®  Newly diagnosed patients should have a
visit with a provider
® Within 2wesksif Alc is2 7
* In3monthsif Aleis <7

*® BN or Health Facilitator will screen
patient for social determinant of health
needs

®  Glucometer, test strips, lancets

* Injection supplies (if needed)

®  Referral toClinical Pharmacist and/or
Lifestyle Medicine for Diabetes Education

®  Referral toOphthalmaology

* BN associates diagnosis with pended
orders

*Newly Diagnosed Di* Smartset under
canstriction
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Ambulatory Care Pathway: Transitions to Endocrinology

Patient referred to
Endocrinology’

)

*  Typel. typel5 type 2 on inwlin pump
« Dighetes due to pancreatic disease requiring
comples insulin regimen (more than 2 insulin

injections per day)

Endocrinology to assume
care

I

)

Type 2 not on insulin pump

l

Consultation entalk 3 visits
with Endocrinology*

|

be transfermed to Endocrinology ARNE/PA

® Insome cases recommendation will be to continue care
with Endocrinologist (glucos particulary difficult to
mianage. co-morbidities)

®  In most cases, 1-3 visits with Endocrinologist. then care wil

Patient scheduled for 3 visits when initially contacted:
«  Consultation appointment

193 month follow up

* 2™ Imonth follow up

Provider Follow Up Visit
Refer to Medications for
Diabetes Ambulatory Care
Pathway

l

RN Follow Up Visit
Support and education
Glucometer use
Discuss medications as
needed

l

Follow up with provider
after 3months, sooner
indicated

Refer to Chronic Diabetes
Management Ambulatory
Care Pathway

{Patient is under Endocrinology care for 9 months, or longer as

indicated™)

L Endocrinnlogy Referral Criteria
If not at goal a'ter trialof 3 medication classes {oral and/or

injectable) despite adherence to treatment plan
Hypoglycemia despite medication adjusiments
Interest in insulin pump tharapy

Additional visits with CDCES and/or clinical pharmacist in
between visits with Endoainology

(Patient will be advised to continue working with the same
CDCES and/or clinical pharmacist when care s transfermed back

Subtype of di is Is unclear

2 ELonaite for Dishoteg
General questions that can be answered through a brief chart
review:

®  Nexi steps for medication management
®  |nsulin initiation or titration advice
& Cuestions about CGM

to primary care)

*  3yisit will detall plan of care (Endocrinology will continue
to see patient for more tham 3 visits if indicated)
*  Primary care will take over prescriptions

1 Tramsitinns to Primary Care.
Patients currently followed by Endocrinology meating the
fallowing criteria will be transitioned back to primary care:

®  Glycamic goals met for at least 6 months on astable
medication regimen

® Noforeseeable changes to medications

®  Diabetes-related complications and comorbidities are
reasnnably stable

®  Patient is agreeable to transitioning care back ta PCP

|

Patlent can be referred back to Endocrinology If needed
* Worsening Alc despite adherence with meds/diat
*  Difficulty with managing meds due 1o side effects
*  More intansive glucose monitoring

+  Requiring more intensive insulin management
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Ambulatory Care Pathway: Continuous Glucose Monitoring (CGM)

Indications for CGM Diabetes Continuous Glucose Monitoring o Accept | ¥ Cancel

Uncontrolled blood sugars )

Minimal blood glusose monitoring data available Continuous glucose [ JHbA1c not attarget  []Therapy change [ Recurrent hypoglycemia []Pregnancy |:|
s it e monitoring for

P is poar historian [l other

Alcdoes rot correlate with BG readings

Suspicion or evidence of wide blood glucose variance which ATc does not reflect Class: Internal Ref
Concemn for hypoglycemia unawareness of extreme b I i : - .
cerm for hypoglycemia unawareness or extreme hyperglycemia Referral: Priority: Urgent| [STAT

Motivation and education o demaonstrate relationship between daily
behaviors'events and blood glucose response To dept: WMC LIFESTYLE v VIR YRR el @IS | LIFESTYLE MEDICINE RENTON HIGHLANDS

LIFESTYLE MEDICIMNE TIME SQUARE

. B ® 8 B B @

To provider: | | Q|

Clinical # of visits: D
pharmacist
available at

your climc?

Mo Yes
\L ~|4 Nutrition Services Referral " Accept | ¥ Cancel
Referral to Diabetes el clini i : _ ) _ o ) . )
Management Program eferral 1o Clinical Continuous Glucose Monitor Device (A short term, non-invasive tool used within the program to educate non-compliant patients about their
(Diabetes Education) Pharmnacist BG levels)
Class: Internal Ref -
Order Digbetes referral Pty Urgent | | STAT
Cantinuous Glcose Todept  yMC LIFESTYLE Iv VTN I2 2 IV LIFESTYLE MEDICINE COVINGTON
Monitor (REF304)
LIFESTYLE MEDICINE MAPLE VALLEY  LIFESTYLE MEDICINE RENTON HIGHLAMDS
Prarmackt/CDCES will LIFESTYLE MEDICINE TIME SQUARE  VMC RADIATION ONCOLOGY
notify pravider of Epic Tools To provider: | | Q|
necesary supply orders  Smartset; GEN Continuous Glucoss R
Manitoring CPG VMG # of visits: D
Use shared decision making to
determine Diagnostic vs Persanal CGM,
_— will be reviewed by Pharmacist/
Folow P '*ﬁl?:,m_"j*i“ by Certified Diabetes Care and Education
_ patientsclinical Specialist (CDCES) - Formally known as
presentationand progress Certified Diabetes Educator (CDE)




Diabetes Smartset

w Supplies

GEN Diabetes Mellitus Type 2 CPG VMG#
[IBlood Glucose Test Kit Panel

- Chronic Diabetes Management Care Pathway

w Orders [Jinsulin syringe,safetyneedle 1 mL 31 gauge x 15/64" Syringe

» Labs Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

P Labs - Future 3 Months Click for more [Jinsulin syringe-needle U-100 1 mL 31 gauge x 15/64" Syringe

¥ Labs - Future 6 Months Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

» Click fi < :

» MyChart l?ck for mere O pen needle, diabetic 32 gauge x 5/32" Needle

Referrals Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

R v CGM Supplies

» Supplies click for more Dexcom G6 CGM Panel

» CGM Supplies Click for more

blood-glucose meter,continuous (DEXCOM G6 RECEIVER) Misc

¥ Medications Use to check glucose using Dexcom G6 sensors daily.

P Metformin Click for more Normal, Disp-1 each, R-0
» GLP-1RA Click for more )

. . blood-glucose sensor (DEXCOM G6 SENSOR) Device
» DPP-4i Click for more :
» SGLT2i Click for more Use to check glucose daily. Change every 10 days.

! ' rmor Normal, Disp-9 each, R-3
» TZD Click for more
»SU Click for more blood-glucose transmitter (DEXCOM G6 TRANSMITTER) Device
» Insulins - Basal Analog Click for more Use to chgck glucose with Dexcom G6 sensor daily. Change every 90 days.
» Insulins - Intermediate Acting Click for more Normal, Disp-1 each, R-3
» Insulins - Prandial Click for more FreeStyle Libre CGM Panel
P Insulins - Premixed Click for more .

. . [ flash glucose scanning reader (FREESTYLE LIBRE 2 READER)
» Hypoglycemic Therapy Click for more X ) M
. . Use as directed for continuous glucose monitoring

P Other Medications Click for more

Normal, Disp-1 each, R-0

S L
EEINENEANOnS [ flash glucose sensor (FREESTYLE LIBRE 2 SENSOR)

Use as directed for continuous glucose monitoring

~ Level of Service Normal, Disp-6 kit, R-3

» New Patient Click for more
» Established Patient Click for more M biood sugar diagnostic (FREESTYLE PRECISION NEO STRIPS) Strip
. . 1 strip by NOT APPLICABLE route daily as needed Use to check blood glucose using Freestyle libre 2 READER daily as
w Patient Instructions needed.
P Patient Instructions Click for more Normal, Disp-100 strip, R-3



Hypertension: Goal BP < 140/90

HypertensionBlood  Numerator 14 662 14 908 14 5288 0 0 0 0 0 0 0 0 0 14 BBE
PressureControl-  pangminator 21847 21,983 21,540 0 0 0 0 0 0 0 0 0 21,940 % | BB4%
Fanel PetofTotal  67.1%  67.8%  £7.9% 67.9%
/
Diabetes Blood MNurnerator 38,559 8,700 8,706 ] 0 0 L] 0 i} i) 0 0 8. 706
PressureControl- pengminator 11,672 11,802 11,844 0 0 0 0 0 0 o 0 0 11,844 v || 721%
Farel PctofTotsl  73.3%  737%  735% 73.59%
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Hypertension
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Ambulatory Care Pathway: Hypertension

e Age 218 vyears with a diagnosis of hypertension
«  Elevated BP during 2 office visits

e BPz160/100during 1 office visit
T

Assess for Comorbid Conditions!
and Determine Target BP?

# Hypercholesterolemia  » Tobaceo Use
» Diabetes Mellitus » Ohbesity
» Chronic Kidney disease  » Sleep Apnea

Initial Lab Work/Testing

T « CMP * TSH
Beta Blockers are not . =« CBC L] Ul‘il'lélhﬁii
recommended urless pt < Initial BF = 1601002 > » Lipid Paneg| » EKG

hias other rdiovas cular
disease [CHF, AFIB)

Mer I

3=t

L 2. Determine Targel BP
° i st i i Is patient black Start with Combination Age < Bo years old
Recheck BP if 15t BP is high G patient back h Comt Age <8038 0d [ o0t gp < 14090
19 line: Prescribe two of Age < Bo years old Target BP < 130/80
\L_NG s 1 the following ASCVDriskz 10% | o -
*  ACEI/ARB
1 1 * line: : o iazide diuretic? g rs ok | Target BP < 150/90
* Close follow up for patients with uncontrolled HTN 1 line: ACE or ARE I*line: Tiazide GIUetic” | o Thigide Age 2 80yea et 8P <
2™ Jine: Thiazide or CCB 2™ line: T!‘Iia.'.’idE or CCB & [CB Individualized BP tarets for patients with multiple
or starting new medication (1-2 months) oine Thizigeorccp | | (0 PrEOSEted) | g e g or o8 comotidies nghfal k. et o
(not previowsly selected) 3 line: ACEI or ARB (nat previously selected) short life expectancy
4" line: Potassium- 4™ line: Potassium- 3% line: Potassium.- itar
sparing diuretic sparing diuretic sparing diuretic Bediore and wimima‘ﬁng ACE/ARE
. . . T . T T o . . "
» Refer to lifestyle medicine or specialist when I or Diurelics, order a Basic Melaboic Profie
Lifestyle modifications should be applied throughout trestment* = |
necessa ry l « Smoking cessation, limit alcohel intake
« Control blood glucose and lipids

< At Blood Pressure Target? >—| » Diet

Yes Eathealthy (DASH diet)

ho Reduce sodium intake o <2400mg/ day

» Physical activity
hoderat e activity at beast 150 mins per weik
averaging 30mins most days of the week

Far low risk patients lifestyle modificatiors can
be implemented for 3 months prior to starting
medications

* Consider health coach program

*  Reinforce medication and lifestyle adherence
Increase dosage of current medications, or add 2™ line medication®
& Falow upin 4 wesks (sooner if indicated)

L]

Continue Current

Al Blood Pressure Targe!? Yes—H Treatment Follow
< . >
[

up in6-12 months 5 Referral Criteria

» Clinical Pharmacist: If not at goal after 3 meds, or
significant drug interactions and/or allengles

= Cardiology. I not at goal after 3 meds, and HTN
associated with savere CHF or Cardiomwopathy

= Mephrology: If not at goal after 3 meds, has 2
CKD Stage 3, or abnormal secondary

* Reinforce medication and lifestyle adherence
Increase dosage of current medications, or add 3™ line medication®
o Folow upin 4 wesks (sooner if indicated)

L]

l hypertension renal workup
Yes » Health Coach Program: Consider Health Coach
< Al Blood Pressure Target? S——————— Program Referral for patients whi request
T additional support with working toward health-
Mo redated goals and lifestyle changes toimprove

| seff-management of chronic condition{s).

| * Reinforce medication and lifestyle adherence




Breast and Colon Cancer Screening

Progress:
* Breast Cancer screening
* July 70.6% —> September 70.1% (Goal 77.4%) ﬂ

* Colon Cancer screening
* July 70.0% -2 September 70.4% (Goal 72.6%)'
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American Heart
Association Awards
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Check. Change. Control. Cholesterol.

> Cardiology Clivic

» Cascade Primary Care Clinic

» Covington Primary Care

> Diabetes-Thyroid Clivic

> Fairwood Primary Care Clivic

> Kewt Primary Care Clivic

> Kent Station Primary Care Clivic

> Lake Sawver Primary Care Clinic

»> Maple Valley Primary Care Clivic

> Newcastle Primary Care Clinic

» Rewton Highlands Primary Care Clivic
> Sewior Care & Iwnternal WMedicine Primary Care Clivic
> Valley Family Medicive

> Valley Medical Center

Check. amnhifyj~
CHOLESTEROL™ "2 ',
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Target: BP

(aold+

» CoVington Primary Care Clivic
> Fairwood Primary Care Clinic ‘ { Care
> Kewt Station Primary Care Clivic > Diavetes{Thyroid Clivie

. .- > Kewt Primary Care Clinic
» Lake Sawyer Primary Care Clivic
ke Sawver Primary " » Waple Valley Prigmary Care Clivic

» Newcastle Primary Care Clivic

> Rewton Highlands Priary Care Clivic

> Rewton Landivg Primary Care Clinic

» Sewior Care, Tuternal Medigive Primary Care Clivic
> Valley Family Medicive
> Valley WMedical Center
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Target: Type 2 Diabetes

> Cascade Primary Care Clivic

» CoVington Privmary Care

> Diabetes-Thyroid Clinic

> Fairwood Primary Care Clinic

> Kewt Primary Care Clivic

> Kent Station Primary Care Clivie

> Lake Sawyer Primary Care Clivic

» Maple Valley Primary Care Clinic

» Newcastle Primary Care Clivic

» Rewnton Highlands Primary Care Clinic
> Sewior Care, Internal Medicine Primary Care Clivic
> Valley Family Medicine

> Valley Medical Center
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ente d Medical Home Recognition
Ia ons to alkl1 Primary Care Clinics!
>

ary Care CIwis
Care

> Kewt S—l'aﬂlw\am AKX cuvnc
> Lake Sawyer F am Care

» Waple Valley Privhary Care Clini
» Newcastle ?riwmr wl

PATIENT-CENTERED
MEDICAL HOME

> Valley Family Medicine
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FY2024 Ambulatory Quality Overview

Quality Improvement:

Time Out
Breast cancer screening

Colon cancer screening

Depression/suicide screening

.->t
H<0®

Care Pathways:

Stroke update
Osteoporosis (new)

Depression/Suicide update

EhE )

PCMH Strategic Incentive Planning

.. ARE
UW Medicine \ VALLEY MEDICAL CENTER WE Vde@d'




THANK YOU!
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