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JWelcome and Introduction
JFacilitated Discussions with Grantees
= MedStar Georgetown
= La Clinica del Pueblo

JPrescribe the Y — Referrals into YMCA
Health Programs

JQ and A throughout
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= Define activities associated with developing, testing and
iImplementing workflow to support Million Hearts activities.

= Employ new methods and ideas to improve existing
workflows related to blood pressure monitoring and increased
statin use for high-risk populations.

= Describe the Prescribe the Y program and identify opportunities
for collaboration with the YMCA.
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Poll: When thinking about workflow development and implementation, what
IS your biggest challenge?

* Provider engagement and buy-in

« Patient engagement or compliance issues

 EMR updates to support the workflow

« Evaluation of the workflow — does it "work"?

« QOverall team time constraints

« Other (enter into chat)

Chatterfall:
 Name a project where you are really proud of your workflow.

Copyright © 2022 Health Management Assoc iates, Inc. Content may be used with attr| ibution.
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Strategies to Improve Home Blood Pressure Use
Georgetown/MedStar DC Million Hearts Project

Jeff Weinfeld, MD, MBI, FAAFP
Project Director




Objectives

« Understand the current home blood pressure (HBP) or self-
measured (SMBP) workflow

* Describe EHR infrastructure
* Discuss lessons learned and challenges of this process

Knowledge and Compassion Focused on You MedStar Health



Goal

* Improve HTN Control metric (NQF 0018)
* Long stuck ~65% for the organization (~60% for DC patients)
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Background

* Project Scope
— 7 DC Practices, 68 providers

* |T Infrastructure already in place
— Common EHR with shared-chart model (2016)
— Quality reporting — metrics go to site Medical Directors monthly (2017)
— Registry that included HTN control metric (2019)

— SAP Business Objects — ability to create custom EHR reports with limited
programming (2020)

Knowledge and Compassion Focused on You MedStar Health
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Strategy: Home Blood Pressure Monitoring

Useful for diagnosis or management of HTN

Supported by USPSTF, AHA/ACC guidelines,
and adopted by MedStar guideline group

Can diagnose white coat or masked HTN
Monitors
— paid for by some insurances

— Should be upper arm, correct size
— Educate patients on best practices for checking

Can count towards quality measures

Knowledge and Compassion Focused on You

MedStar Health
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Vital Signs Repeat VS/Home Monitoring Form

NOV 29, 2021 MAR 15, 2021 OCT 05, 2020 OCT 02, 2020 Pediatric Ambulatory Care
11:13 10:36 15:18 14:00 12:58 11:29 Intake and History 09:18
— — - W
EP mmHg | 118 [ 84 109/72 117 /< 55 ambulaton 106/ 67
HR. bpm | B1 - - - 73 67
AMB in Office Repeat

Temp DegC | 36.3 36.2 -- - 36.6 37.3 VSITE|ehEEI|th VS,I'HDI'I‘IE 3
Sp02 % | - - - o8 28 = Monitoring/Orthostatics
Weight Dosing kg | 74.5 - - = 70.7 = Adult Ambulatory Care Intake 70.2
Body Mass Index... kg/m2 | 24.13 = = - 2475 - and History 24.93
Height/Length Dosing om | 175.7 - - -- 169 -- 170.2 170.2
BMI Exdusion Reason - System Reason System Reason = - - - —
Last Menstrual Period - DEC 01, 2020 0CT 03, 2020 - AUG 19, 2020 = = —
Respiratory Rate  BR/min | - - - - 18 18 18 18
Home Height/Length_. om | -- 172 172 — = = - -
Home Weight Estimat... kg | - 71.36 70.90 = - - - -
Home BMI Estimated - 24 24 — = — - —

Knowledge and Compassion Focused on You MedStar Health



In-Office Repeat/Telehealth VS/Home Monitoring

LR BA]

PC Quick Orders & Charges X PEDS Quick Orders & Char... X WH Quick Orders & Charges Ambulatory Summary x Demographics x +
Vital Signs AMEB in Office Repeat VS/Telehealth VS/Home Monitoring/Orthostatics - - B
AUG 06, 2019 EHO|GE e | @E
14:52 *Performed on: | 12/02/2021 = vl 1123 = EST By: Weinfeld, MD, Jeffrey M

BP mmHg | 120 / 80 In Office. Repeat !

HR. bpm | 66 Teleheatth Vital S Home Monitoring Blood Pressures

Temp DegC | 37 Home Monitoring

Weight Dosing kg | 60 Orthostatics Systolic/ Diastolic ‘ ‘ / ‘ ‘ Peripheral Pulse Rate |:|

Body Mass Index... kg/mz | 15 Spirometry POC

Height/Length Dosin 200

ght/Leng L Add Additional BP #2 [0  systolic/ Diastolic /

Respiratory Rate  BR/min | 16

Add Additional @ Peripheral Pulse
) ) Pulse Rate #2 Rate
Imperial Conversion
Add Additional BP #3  [O]  Systolic/ Diastolic ‘ / ‘ ‘
AUG 06, 2019 Repeat #3
14:52

Add Additional [©]  Peripheral Pulse

Temp 98.6 F - Oral Pulse Rate #3

Weight Dosing 132 lbs 4 0z

Body Mass Index Dosing 15 ka/m2

Height/Length Dosing 6ft7in

Patient Education

~ Quick Suggestions

All This Visit Problems

Leg skin lesion, left

Knowledge and Compassion Focused on You

Suggestions based on all |
Excision of Skin Lesions
Excision of Skin Lesions,
Hives

Hives, Easy-to-Read
Intertrigo

Intertrigo, Easy-to-Read

Juvenile Plantar Dermatog

In Progress

MedStar Health

14



Recommendations — Self-Monitoring of Blood Pressure

RECOMMENDATIONS + 2=
Pending Mot Due [ Historical HealtheRegistries
Communication Preference: Edit [T My Role Only ¥ Group By Category
Recommendation Next Due A | Last Action Recurrence Orders
* Healthy Adult
HCV Screening (One-Time) for Adults 18-79 vears Today - One-time only [ Hepatitis C Virus - Order
Recombinant Zoster Vaccine Dose 1 Today - One-time only
Tdap Vaccine Today - One-time only
Tetanus/TD Vaccine Today - Every 10 years
Alcohol Use Screening In 3 weeks Documented (Today) - Alcohol Use Singl... Seasonal
)] Seasonal
* Hypertention Maintenance Seasonal
Hypertension - Home Blood Pressure Today
Every 1 years
Hypertension - Not Well Controlled Today Variable
= Medication Management
Diuretic Monitoring: Monitor Creatinine Overdue (13 months) : 1.50 mgfdL (2 years ago) Every 1 years
Diuretic Monitoring: Monitor Potassium Overdue (13 months) 4.2 mmol/L (2 years ago) Every 1 years

Knowledge and Compassion Focused on You

MedStar Health
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Bivariate Fit of HTN at goal By Percent home bp use

BP control
correlated with .
higher home BP use :*

in a practice

0.7

HTN at goal

0.65

0.6

0.55

0.5
0 005 01 015 02 025 03 035 04 045
Percent home bp use

—— Linear Fit

Linear Fit
HTN at goal = 0.5676666 + 0.6983262*Percent home bp use

Summary of Fit

RSquare 0.571559
RSquare Adj 0.535856
Root Mean Square Error 0.071653
Mean of Response 0.644151
Observations (or Sum Wgts) 14

Analysis of Variance

Sum of
Source DF Squares Mean Square F Ratio
Model 1 0.08219122 0.082191 16.0085
Error 12 0.06161055 0.005134 Prob>F
C. Total 13 0.14380177 0.0018*

Knowledge and Compassion Focused on You MedStar Health



Patients with home BPs
recorded skew higher for
outcome measures

Median control
61.9%
VS

76.7% using
home BPs only

Knowledge and Compassion Focused on You

HTN at Goal
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MMG Navy Yard Success Story

* Group decision among docs to use HBP more
« Plan to do 2-wk telehealth follow up to get HBP

62.48 (3/25)
4/1-6/30 0.66% 63.56 (5/27)
7/1-9/30 0.48% 66.44 (9/22)

Knowledge and Compassion Focused on You MedStar Health
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Knowledge and Compassion

MedStar Health Focused on You

Sylvia Medley, MD

MMG Navy Yard
Champion




Elevated BP on

clinic intake
No Dx HTN Existing HTN
H B I WO l k I I OW *5' rest prior
:i[%iri;sc; c’\)/:AManuaI Existing Yes
Repeat BP — > HTN Dx?
*Correct cuff size P Elevated
*Use best practices
(feet on floor, no talking,
arm supported)
—) If taking meds
No as directed
Put repeat BP and
in MedConnect no home BPs
Normal
Yes
Y
Consider MA Home Blood Home Blood
technique, Pressure Pressure
vitals at end of intake (HBP) for Dx (HBP) for
disease
monitoring
S—
Done Alternatives: Preferred:
In-person visit 2-wk video
VCI (If Medicare) visit for HBP
Portal message with avg HBP follow up
Continue to monitor office N HBP Put Avg HBP HBP
BPs < o elevated? )*—| inHome BP =< elevated?
Dx Elevated BP w/o HTN "
field
YIS l—Yes Nj
Consider Continue
med change
New Dx HTN or readress m;:#érlrerztem
lifestyle 9

S

Knowledge and Compassion Focused on You MedStar Health



Where are we now?

Reporting HBP use to sites/champions quarterly
Trying to work repeat into MA workflow
Continuing to educate sites/providers

HTN control seems to be gradually increasing across MedStar but
not within DC

21
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Lessons Learned

Infrastructure is needed for workflows Be patient during this (often long) phase

Create a clear argument for your workflow

Flexibility works Use ideas of your providers and staff

Knowledge and Compassion Focused on You

MedStar Health
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Challenges

Quarterly numbers don’t match 360-d look  After several months of evaluation probably does match
back

Provider availability Use RN visits or portal messages (phone calls another option)

Haven’t addressed MA training

We still may be early on the adoption curve

Knowledge and Compassion Focused on You MedStar Health
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Resources

« AMA HBP Ed https://www.heart.org/en/health-topics/high-blood-

pressure/understanding-blood-pressure-readings/monitoring-your-
blood-pressure-at-home

 AFP Pt ed - https://www.aafp.org/afp/2021/0900/p237-s1.html

« Paper log AMA - https://www.ama-assn.org/system/files/2020-
05/tracking-your-bp-numbers.pdf

* Link to AFP review article for providers -
https://www.aafp.org/afp/2021/0900/p237.html

24
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Thank you!

Contact information
o Jeffrey.M.Weinfeld@medstar.net
 Peter.Basch@Medstar.net

25
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Activities to increase statin use In diabetics

Ricardo Fernandez, MD, Chief Medical Officer
October 2022




1st activity:
Focus on clinician behavior



ldeas to influence clinician ordering
behavior

* Education-review and emphasize current guidelines
 Create prompts/reminders in EHR (decision support)

« Recommend additional tools/web sites, provide info in EHR
* Review use of decision support features in EHR

 Discuss with clinicians to create buy-in

LA CLINICA
DEL PUEBLO



Limitations of ERH/alert

* Not possible to create “statin” alert specifically for diabetic or other
high-risk patients

 Alert had to be activated for all patients, ages 40-75

* Providers were reminded to calculate/discuss/document
cardiovascular risk annually, regardless of risk

* Provider feedback: alert fatigue, questioned utility in many patients

LA CLINICA
DEL PUEBLO




Promotion of current statin use guidelines
and clinical decision support

» Reviewed guidelines on statin use: (ACC 2013, USPSTF) with clinicians
during a meeting in 2021

* Introduced a customized clinical alert in EHR to remind clinicians to
discuss/document cardiovascular risk with patients

 Alert was satisfied (turned off) by any documentation in a particular
structured counseling field, annually

* A power point presentation was reviewed during a meeting and distributed
to the providers

LA CLINICA
DEL PUEBLO




Excerpted from:

2013 ACC/AHA Guideline on the Treatment of Blood Cholesterol to Reduce Atherosclerotic Cardiovascular Risk in Adults
A Report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines

Originally published12 Nov 2013https://doi.org/10.1161/01.cir.0000437738.63853.7aCirculation. 2014;129:51-S45

* Four Statin Benefit Groups:
1.Individuals with clinical ASCVD
2.Individuals with primary elevations of LDL-C 2190 mg/dL

3.Individuals 40 to 75 years of age with diabetes and LDL-C
70 to 189 mgl/dL without clinical ASCVD

4.Individuals without clinical ASCVD or diabetes who are 40
to 75 years of age and have LDL-C 70 to 189 mg/dL and an
estimated 10-year ASCVD risk of 27.5%. This requires a
clinician-patient discussion.

LA CLINICA
DEL PUEBLO


https://doi.org/10.1161/01.cir.0000437738.63853.7a

Findings after intervention

* No significant change in statin use among high-risk patients
 Diabetics-similar findings
* Provider feedback: preferable to focus on higher risk subgroups

* Due to the above, decision made to target diabetic patients with a
team-based approach

LA CLINICA
DEL PUEBLO



2"d activity:
Team based care, pre-visit planning



|deas for team-based care

* Involve medical assistants working with providers
* Pre-visit planning checklist for diabetes
* Include checking for current statin use, but

* Make the focus on diabetes standards of care generally

LA CLINICA
DEL PUEBLO




Questions for Diabetes Pre-Visit Checklist

* Diabetic eye exam in last year? Yes/No

* Foot exam in last year? Yes/No

* Microalbumin (urine) screening test, date

« Statin use for patients 40-75: Taking a statin”? Yes/no

* When was your last A1C test? Result?

LA CLINICA
DEL PUEBLO



Training of medical assistants

» Orientation on diabetes standards of care

* Focused on diabetic screenings and prevention of complications

* Introduced use of pre-visit planning checklist template in EHR

* Training on where to locate information in chart and how to document
* Training on recognition of statin medication

* Piloted with a subset of medical assistants first LA CLINICA

DEL PUEBLO




LCDP Diabetes Template / Diabetes Pre-visit Checklist

*Diabetes pre-visit checklist-
completed by PCC before or B T

d u ri n en COU nte r Diabetes Mellitus/Pre-Diabetes/At Risk | =5
g Diabetes pre-visit checklist —
Eye exam in last year? ...
Last Dilated Eye (retinal) Exam: ...
Diabetic foot exam in past year? ...
Last Foot Exam (with monofilament) or podiatry visit ..
Statin therapy (40-75 y.0.) ...

*Provider answers other Urine microalbumin ..

Last AIC: ...

questions beginning after pre- AIC Result: .. I ) .

s . . ) Current Hyperglycemic symptoms denies polyuria, polydipsia.
visit checklist, during patient Ererdse .. —

Glucose monitoring schedule ... Provider answers remaining

encoun te r Blood Glucose ... questions with patient

Current Medication:
Medical History:
Allergies/Intolerance:

Diabetes pre-visit checklist completed by PCC
before provider sees patient

Gyn History:
OB History:
Surgical History:
Send a Print = a Fax = a Record Lock | a Details  a Templates | a Claim Letters | a Ink = a Attachments PDMP
‘
$ =
%~ = LA CLINICA
-
- .
= = DEL PUEBLO
S w




Using Diabetes Flowsheet to find Statin use

W A e

@ Al

() Favorite

¥ Select Flowsheet
Asthma

Diabetes/ Pre-DM/At Risk

Health Maintenance
Hepatitis

HIV

HIV Meds
Hypertension
Immunizations
Lab Results
PAP Colo
Pediatric HM
PHQ-9

Pre-op
Prenatal

Preventive

[ TS PR

Grid View | Graph View | Lab View

o

Name 12/20/2021

04/12/2022[q4

Retinopathy Check 05/2021

(Taking) Lovastatin
Tablet, 20 MG, 1
tablet with a meal,
Orally, Once a day
for 90 day(s),
Dispense 90, 3
ill(s).

Statin

Tobacco Use never smoker

Renal
Function(BMP)-

Print

|| Fax || Export

Diabetes/ Pre-DM/At Risk

11/10/2021[3 &

(Taking) Lovastatin (Taking) Lovastatin (Taking) Lovastatin Dispense 90, 3
Tablet, 20 MG, 1
tablet with a meal,
Orally, Once a day Orally, Once a day Orally, Once a day
for 90 day(s),
ispense 90, 3
fill(s).

| New Flowsheet Enc | | Notes i |

11/09/2021[3 &

(Refill) Lovastatin
Tablet, 20 MG, 1
tablet with a meal,

10/28/2021[¢ g 09/07/2021[3 g 08/27/2021

(Stop) Lovastatin
Tablet, 20 MG, 1
tablet after dinner,

Orally, Once a day Orally, Once a day

for 90 day(s),

Tablet, 20 MG, 1
tablet with a meal,

Tablet, 20 MG, 1
tablet with a meal,

Refill(s).

for 90 day(s), for 90 day(s),

Dispense 90, 3 Dispense 90, 3 1 TABLET BY

Refill(s). Refill(s). MOUTH ONCE
DAILY AFTER

SLIDOED LoD ()
=

Scroll down in flow sheet to look for "statin” to see if
patient is taking a statin medication as of today's date

Previous Next CDSss

for 90 days,
Dispense 90,0
Refill(s).

(Taking) Lovastatin (Start) Lovastatin
Tablet, 20 MG, TAKETablet, 20 MG, TAKE

1 TABLET BY

MOUTH ONCE

DAILY AFTER

SUPPER FOR 90

DAYS for 90,

blet, Dispense 90 Tablet,
1 Refill(s).

08/18/2021[d &

| Lok || save

|| Close |

-~
é; -P.‘
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B = DEL PUEBLO




Alternative: Check List for Statin Medications

Medical Summary CDSS Rx Labs DI Procedures GrowthChart Imm Tinj Encounters PatientDocs ~ Flowsheets + Notes Pat

[i¢] Progress Note | & Scribe ;= Orders | Quick Order « M |i||£||§| m B V' 04/20/2022 RF f/u BF

Immunizations Needed: Needs tetanus vaccine (q 10yr) , Zoster (>60-80), MMR.
Pending lab test Overdue.

Have you seen another provider or specialist? No.

Pending referrals No.

Pending Radiology No.

Diabetes Mellitus/Pre-Diabetes/At Risk =5

Diabetes pre-visit checklist
Eye exam in last year? Mo

Last Dilated Eye (retinal) Exam: ..., No eye exam in past year [ h
Diabetic foot exam in past year? Due now for foot exam

Last Foot Exam (with monofilament) or podiatry visit ...

Statin therapy (40-75 y.0.) Taking a statin ? . . .
microalbumin, urine 07-2021 ... Statin (atorvastatln) found in
Last A1C: 11-20271 ... medication list

A1C Result: 7-8%
Current Hyperglycemic symptoms denies polyuria, polydipsia.
Diet no real diet.
Exercise walks.
Glucose monitoring schedule occasionally.
[H Current Medication:
Taking
« Tamsulosin HCl 0.4 MG Ca

capsule Orally twice a day.

Finasteride 5 MG Tabl UMNA TABLETA TODOS LOS DIAS Orally Once a day.

Atorvastatin Calcium G Tablet tome una tableta todos los dias orally daily.

metFORMIN HC| 500 MG Tablet 1 tablet with meals Orally Twice a day.

Chlorthalidone 50 MG Tablet 1 tablet in the morning with food Orally Once a day.

amLODIPine Besylate 10 MG Tablet 1 tablet Orally Once a day.

Glimepiride 2 MG Tablet 1 tablet with breakfast or the first main meal of the day Orally Once a day.
Lisinopril 40 MG Tablet 1 tablet Orally Once a day.

OneTouch Ultra - Strip as directed In Vitro three times a day.

One Touch Ultra - Device as directed use to check blood sugar once a day.

-
Dicyclomine HCl 10 MG Capsule TAKE 2 CAPSULESBY MOUTH FOUR TIMES A DAY ORALLY 90. LA c: Ll N l (:A

+ Triamcinolone Acetonide 0.1 Cream 1 application Externally Twice a day, Notes: refills.

S DEL PUEBLO
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Initial experience with diabetes pre-visit checklist
template

*Inconsistent use of template-some MAs use it
consistently, others never

*In some cases, template loaded but some or all
guestions not answered

Effect on provider behavior (conversation about statin,
medication ordering, etc.) still unclear

LA CLINICA
DEL PUEBLO



Next steps:

* Measure use of template/checklist over time

 Solicit feedback from medical assistants and providers
* Incorporate recommended changes in workflows

* Revise workflow, if necessary

* Present flow chart to team to clarify tasks and responsibilities of
team members

LA CLINICA
DEL PUEBLO




Clinician checks
CDSS/practice
alers prior to or at
the time of a
patient visit

Statin alert for clinicians - Workflow

GREEN

l

RED

Counseling/Discussion or
calculation of CV risk and
potential need for statin has
been completed in the past 12
months, NO ACTION
NEEDED

Counseling,
Discussion or
calculation of
CV risk and
potential need
for statin

—>

Clinician
documents
counseling
calculated CV risk or
outcome of
discussion in
structured field

——p |f appropriate, statin
is prescribed

or refilled

5% LA CLINICA
%" DELPUEBLO



Diabetes pre-visit checklist workflow

Medical Assistants
(MAs) identifies
patients presenting
for follow-up visit for
diabetes

p \ MAs loads diabetes

pre-visit planning
checklist template
into progress note

_J MAs asks patients

questions in checklist
while reviewing their
chart, and documents
results & takes action

as needed according
to answers *

Provider reviews
checklist content
prior to/during patient
visit, discusses with
patient

Provider answers
designated
questions in
template

Provider takes
necessary action
according to patient's
answers (perform foot
exam, order lab tests,
generate referral, order
statin medication) *

*reference workflow: Diabetes pre-visit checklist workflow:

Actions to be taken by MAs & Clinicians according to patients' answers to questions

= LA CLINICA

%~ “ DEL PUEBLO




Diabetes pre-visit checklist workflow: Actions to be taken by MAs & Clinicians according to patients' answers to questions

Ask patients
uestions in checklist
MEDICAL duestons i eneei
while reviewing their
ASSISTANTS chart, and documents
WILL: results & takes action

as needed according
to answers:

Document answer in
ress note

YES

1. Did patient
have a diabetic
eye examin the
last year?

NO

Document answer in progress
note and discuss with provider
need to refer patient to

receive an % exam

Document answer in

ress note

YES

2: Did patient
have afoot exam
last year?

NO

Document answer in progress
note and notify patient that
he/she/they will have to remove
their shoes during their visit with

Erovider to receive examination

Document date of last

test and result in progress
note

If patient has
arecent test:

3: When wes last
Microalbumin
(urine) screening
test?

If patient
doesn't have
arecent test:

Document answer in progress
note and provide patient with
acup to collect urine sample

Document answer in

Document date and result
ress note

progress note in

YES If patient has
arecent test:

4t: If patient is

40-75 yrs old, are
they taking a

statin?

5th Question:
When was last
A1C Testand what
wes the result?

If patient
doesn't have

arecent test:

NO

Document answer and notify Document answer and notify

provider that patient is not

taking statin

PROVIDERS
WILL:

Generate referral for patient
to receive an eye exam

Perform foot exam

Order lab test

y

Provide counseling or calculation ‘

Order lab test

of CV risk and potential need for
statin
——

Documents counseling/calculated

CV risk or outcome of discussion
in structured field

If appropriate, statin is prescribed
or refilled
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FOR ¥YOUTH DEVELOPMENT =
FOR HEALTHY LIVING
FDR SOCIAL RESPONMSIBILITY

PRESCRIBE THE Y

KRISTY MCCARRON, MPH
VICE PRESIDENT, COMMUNITY HEALTH AND WELLNESS
YMCA OF METROPOLITAN WASHINGTON
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AGENDA

« YMCA programs

YTD Outcomes

Produce Rx: Medicaid Demonstration Project
How to refer to the Y

Q+ A
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Program

Blood Pressure

Self-Monitoring
English and Spanish

Condition

Targeted

Hypertension
prevention and
management

PRESCRIBE THE Y PROGRAMS

Program Format

4-month program where

participants receive:

» One-on-one coaching
2x/month

* Monthly nutrition seminars

+ BP monitor

Metrics Tracked

* Pre and post blood
pressure
« Attendance

Diabetes
Prevention

Program
English and Spanish

Type 2 diabetes
prevention

1-year program where
participants receive 25 small
group supportive sessions

* Pre and post weight

* Pre and post physical
activity

+ Attendance

Dietetic
Counseling

Prevention and
management of
common chronic
diseases/conditions

One-on-one counseling with a
Registered Dietitian Nutritionist

Dependent on individual's
goals

Simple Cooking
with Heart (SNAP-

Ed)
English and Spanish

Nutrition knowledge,
kitchen confidence
and cooking skills

4-week SNAP-Ed cooking and
nutrition program, participants
receive bags of groceries each
week

Pre and post confidence,
self-efficacy, meals cooked
at home




YTD OUTCOMES

BIOOd ¢ 100% of participants have decreased BP
¢ Avg systolic change: -8.4

Pressu re Self- * Avg diastolic change: -2.4
Monitoring

D|a betes e Weight change: -3.1

e BMI change: -0.6

P reven t| on . II?:;gpt’ciir?g :W7ei55ﬁtattendance and 95%
Program

¢ Participants noted feeling more confident in
experimenting in the kitchen, in trying new

S NAP_ Ed recipes and new ingredients, and expressed
newfound agency around taking ownership of
their food procurement and preparation.




CONTINUUM OF CARE




TRACKING OUTCOMES

@ o cin




HOW TO REFER TO THE Y: CLINICIANS

Referral System Closed loop?

YMCA S Fax Referrals directly to  Yes once patient has
our S Fax # after signed release form
patient has signed and BAA in place
release form

YMCA HISP Email Referrals directly to  Yes once patient has
WELLD after patient signhed release form
has signed release and BAA in place

form

CRISP Referral sent via Yes via the notes
CRISP section

Aunt Bertha Referral sent via No

Aunt Bertha
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PRESCRIBE THE Y FORMATS: MEDICAID DEMONSTRATION
PROJECT

Program
Referrals

Medically e Enable member to
Tailored maintain progress after

Grocerles* program endS

Medical e Enable member to

. maintain progress after
MEIEEENIA S program ends

*currently for Medicaid MCO referrals only



REFERRALS TO THE Y VIA MCOS

YMCA tracks individual health outcomes and shares back with MCO to
evaluate cost-savings and HEDIS metrics

The Y shares health~ A data sharing
outcomes back with agreement is

MCO based on established to
agreed-upon share bulk referrals
schedule. MCO can and individual-level
then share with PCP data
. The MCO filters their
Tgftizirea%rtLlsltasnd membership list for
Fmplerﬁents the members who qualify
program for the specific

health program

This referral list
s sent to the Y

via an agreed_ The MCO also shares

upon referral this list with PCP,

system (SFTP) —» who then informs the
patient that they are
eligible and should
enroll in the program
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QUESTIONS?



THANK YOU

Kristy McCarron, MPH

Vice President, Community Health and Wellnhess
Kristy.McCarron@ymcadc.org



oc|HeH FMA

1. To what extent did the session meet the stated objectives?
(1 - not at all to 5 - met all objectives)

= Define activities associated with developing, testing and implementing workflow to
support Million Hearts activities.

= Employ new methods and ideas to improve existing workflows related to blood
pressure monitoring and increased statin use for high-risk populations.

= Describe the Prescribe the Y program and identify opportunities for collaboration
with the YMCA.

2. How would you rate the session overall?
(1 - poor to 5 - excellent)
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oc|HeaLTH HMA

We are here to help you'!

v For 1:1 site specific coaching, contact an ' ‘ﬂ
HMA team member.

CONTACT UsS

v'To access previously recorded sessions
and tools, visit
https://livingwell.dc.gov/page/million-hearts-
providers or see the technical assistance HEALTH

Inventory document sent via email. MANAGEMENT
ASSOCIATES
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https://livingwell.dc.gov/page/million-hearts-providers

oc|HeaLTH HMA

November

= Obesity Plan and Million Hearts Metrics Update
= Presented and facilitated by DC Health

December and into 2023

= Facilitated Discussions with Grantees to share
lessons learned, barriers encountered, and
promising or best practices.
= Upcoming topics: SDOH, Sustainability
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PLEASE CONTACT US! DC|HEALTH HMA

Jeff Weinfeld, MD, MBI, FAAFP Ricardo Fernandez, MD Kristy McCarron, MPH
Million Hearts Project Director, Professor of Chief Medical Officer Vice President, Community Health and
Family Medicine, MedStar Georgetown La Clinica del Pueblo Wellness,
Family Practice Rfernandez@lcdp.org YMCA of Metropolitan Washington
jeff.weinfeld@georgetown.edu Kristy.mccarron@ymcadc.org
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