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Clinical Reminders for Providers 
MaryPat:  So, first of all,  we're gonna go over our course objections.  We're gonna identify how clinical reminders are generated, we're gonna use clinical reminder data, access and review clinical maintenance data and describe the use of clinical reminders to fulfill performance measures.
So, first of all, where do reminders come from?  The Office of Quality and Performance of the Department of Veteran's Affairs, you can find the clinical practice guidelines here.  I want to mention that many facilities have specific reminders that have been created for those sites, but the trend is for the VA to go national clinical reminders.  This way, there is more standardization across the VA and we're being measured on the same outcomes.
So, why do we use clinical reminders?  Hopefully, not just because we're told we have to.  We find if you understand the reason behind it and the benefits, you might be more likely to use them.  This is a screen shot from the Veteran's Health Administration Office of Information Clinical Reminders homepage and I don't know if you'll be able to read this, but I'm gonna read it to you.  It says, "Caregivers - the clinical reminder system allows caregivers to track and improve preventative healthcare and disease treatment for patients and insure that timely clinical interventions are initiated.  The clinical reminder system is now the VA's preferred mechanism for implementing clinical practice guidelines and facilities, linking the evidence with the real time clinical reminder with the action and with the automatically generated documentation, as well as with a trail of standardized performance data.  So, a pretty big statement there.  So, before we get any farther into clinical reminders, this is a basic course and, unfortunately, we have to go over some of the essential components to explain them in more depth.  

So, we're gonna start with the cohort.  The cohort is the who.  It's the patients needing an intervention.  It's the patients you want to see on a report.  An example would be diabetic patients, heart failure patients, patients with a history of MI.  
Another example of cohort is, again, the group of people to be evaluated, so we're gonna look at all hyperlipidemia patients and then all patients on lovastatin and, together, we wanna look at hyperlipidemia patients on lovastatin.  So, it's gonna be those patients in the middle, so that's gonna be the cohort we'd wanna look at.
The resolution is the what.  What will turn this reminder off?  The frequency is how often.  How often should this reminder or selected intervention be due?  This might be monthly, annually, once in a lifetime.
Other clinical reminder vocabulary is apply, finding, due, term, taxonomy, resolved, health factor and then Boolean logic.  We're gonna briefly go over these and the reason is if you wanna get a little more in depth or work with your CAC, your clinical applications coordinator when you get back home, you wanna be speaking the same language.  It'll be easier, so we're gonna briefly go over these so you'll have at least a little understanding.
So, first is apply.  A reminder is applicable to a patient if they meet the definition of the cohort group.  The cohort might be patients with congestive heart failure, all diabetic patients or all patients on a certain drug.  

Due - a reminder is due for a patient if they are in the cohort and not yet had the intervention.  The intervention can be a treatment, a medication, education.  It's what's being searched for by the reminder.  So, this might be for a diabetic patient, the A1C that's due every six months by that reminder.
And resolved - we like reminders to be resolved.  A reminder's considered resolved or satisfied if the intervention, as defined by the reminder, has been met or found.  So, you can resolve this or the system may find it and resolve it for you and it'll show as resolved.  

A finding is a piece of information that can be searched by the reminder in the computer, so it's either found or not found.  This might be progress notes of a specific title, selected drugs or drug classes, ICD nine codes, diagnostic codes, immunization records, so it can really vary.  

The term - a term can be a collection of findings grouped together to make one concept.  Terms may contain more than one kind of finding.  So, a mammogram may include all your site's mammograms; it could be unilateral, bilateral screening.  Another example is that an LDL - the lab may run a direct LDL and either the lab or the calculated LDL, excuse me.  So, either one, the calculated or the direct is gonna resolve the reminder for LDL.
Taxonomy is a collection of ICD-9 codes.  It's diagnostic codes or CPT procedures, codes that define a condition or a treatment.  The taxonomy that defines diabetes, for example, will have the ICD-9 in the 250 series.  So, like terms, taxonomies are helpful to define a single clinical concept.
Health factors are findings created for information about a patient that does not exist elsewhere in VistA or CPRS.  Health factors tell you some fact about a patient such as if they're a tobacco user, if they declined or refused a test or life expectancy less than six months.  These would all be considered health factors.
And then Boolean logic is a system of symbolic logic devised by George Boole.  That's how it gets the name and this is used in computers and we'll be discussing this in more detail later in the talk.
And this is just a clinical reminder puzzle piece and all of these factors need to come together to have the clinical reminder.
And just to keep in mind when we're talking about clinical reminders, is that behind the scenes, the dialogue and the definitions can live alone.  The dialogues can be used like regular progress notes and definitions can exist just in VistA to get data.  So, when you put a dialogue together with a definition, you get a reminder represented by a little clock and we all know with CPRS, our little clock is our little reminder.
And the ultimate goal - the goal in using clinical reminders is to improve the care of our veterans and our outcomes. 
Jessica:  Okay, so we just learned about some definitions and those really pertain to the definition that lives behind the clinical reminder.  The main thing to remember is your clinical reminder exists of two parts - the dialogue, which is what you all are familiar with; and the definition, which is the logic that sits in the background.  Now, we're gonna look a little bit more at the dialogue, which is, I think, what most providers are familiar with.  I wanna talk about how you can use clinical reminders a little more than just that annoying thing at the end of your visit that makes you do more work.  It can actually help you facilitate documentation, if they're created in a way that works for you.  They can generate orders, including meds and consults.  They can be used to help you install treatment algorithms and they can also help you document co-managed care.  We're gonna easily find that information later.
Okay, when you're in your progress note during a visit, I want you to consider keeping you reminder drawer open during the visit.  If you don't know where that is, that's on the left hand side of your chart, just next to the note.  A lot of people wait until the very end of their visit to do the reminders as kind of an afterthought or maybe you were taught that way when you first came to your facility, that at the end of your visit, you do your reminders; and I kinda wanna get away from that language of "do your reminders."  That's - it's - they're really there to help you meet interventions.  So, as you're going through your visit, you can see, "Okay, I know my patient has these four interventions due.  As I'm communicating with my patient, I can address them as I go along throughout the visit, so kind of think of them as a tool rather than that annoying red clock that you have to get off your cover sheet.  If you do your reminders during the course of the visit, a little red check appears next to the reminder, which you can see like the weight and nutrition screen has a red check next to it.  That means that you've done that intervention, but it may not turn green, meaning it's been completed until you close or refresh the chart.  So, you know what you've addressed by that little red check.
So, let's go ahead and look at an example.  So, let's think about using reminders to facilitate documentation during the visit to capture all that information you're performing.  So, in this example, we're going to evaluate a reminder for elevated LDL; and the most recent lipid panel are imported into the dialogue.  When your site makes reminders for you, they can import data objects into the dialogue.  If it's a national reminder, they usually do the same thing.  And you can take a quick look and see, as my patient at goal, in this trend, it kinda looks like my patient maybe is non-compliant, but for the sake of argument in this case, let's just say that he is compliant, so the next step would be to go to that treatment intervention section.
Okay, just as an aside, I happened to write the reminders for our VISN and there was a lot of confusion about what actually resolved the reminder; and so, in some cases, in this particular example, only an LDL of 100 is going to - or less than 100 - is going to resolve this reminder, but there's all kinds of tools built in to help you and so that was the whole purpose of this.  So, in this case, let's say we know our patient's already on simvastatin; they're already on a lipid lowering agent.  And we're gonna select a treatment intervention to adjust lipid medications, so you can see that that option is selected.  And the options include adjusting simvastatin up to 80 and then some alternative interventions.  Now, this design scheme is actually particularly useful when you have a new provider who may not know what your formulary is; or I work in a teaching institution where a lot of times, we have residents in training and this is kind of a useful tool to  help them know what steps to take next.  although, you know, a lot of people don't wanna think about this, it's also a way to help with pharmacy costs by guiding intervention.  I know that's - not everybody wants to hear that.  So, let's say that our patient is not at goal on simvastatin 80 and we wanna add niacin and we want to refer to a special lipid treatment clinic that we might have.  So, I select those two options on the dialogue. 

Now, before we finish this reminder, I want you to look at the different parts of the reminder dialogue so you kinda know what's going on when you're using these.  The top portion where you click, that's referred to as the actual dialogue and that's the part most of you are familiar with.  That's where you click.  The second portion under that is the print text and that's what actually appears in the body of your progress note.  The print text can be vastly different than the dialogue text.  They don't have to be the same thing, so you can put a whole lot more text in your note and a very small memory jogger or a small descriptive phrase in the dialogue.  Now, this is important because smaller text pieces, when you're clicking, take less time to read and you can move through them faster.  If great big pieces of text are in your dialogue, sometimes it slows you down.  And in the final box, is the info or order information; and that's where the discreet pieces of data that MaryPat talked about called health factors reside.  Those are measurable pieces of data and you can see that that information is being put into the computer, so that it can be tracked later.  It also shows you where you might be placing orders.  You can order items from the reminder dialogue, which also makes it very easy because then you can order from your note.  Less typing.
Okay.  So, when you finish the reminder, we selected several options in our dialogue.  You saw that we selected niacin and we selected a consult; and we created an, actually, an ad hoc order set by doing that, so you can see that we've actually - the little order set kinda is  up there on the right hand side.  And the first order takes you straight to a prefilled quick order for niacin, so I didn't have to go to the orders tab and look up niacin and figure out what dose I wanna give.  I've got a prefilled selection already there for you.  
Once we accept that niacin order, that ad hoc order set that I built by just clicking in the reminder, actually takes me to the next order.  Sometimes when you're doing three and four orders when you're seeing a patient, you may forget one of those.  Like, I have a tendency to forget like that prosthetics consult or something if I'm ordering diabetic supplies.  So, this helps me kind of stay on track.  This is taking me to a consult for lipid management clinic.  So, we can see that we went straight to that order.  So, you can see in that dialogue I did a variety of orders with just a single dialogue.  

Okay, remember that print text box that we talked about - that middle section?  It's the part that places the text in your note.  This is the phrasing that comes out of that - lipid lowering medications adjusted and order for additional medication of niacin has been placed.  A consult to the clinic for assistance in reaching the patient's target goals has been placed.  That looks kind of how I write an assessment and plan.  It's not too different and remember, that print text, you can work with your clinical applications coordinators to adjust that print text to read as smoothly as possible.  So, that goes right into my note.  So, by using the tool within that clinic reminder, I've documented my assessment and plan for that particular patient and I've ordered the medications and the consult that I needed to take care of.  As you all know, the clinical reminder text kind of tucks in at the very end of the note.  Maybe that's not where you want it in the body of your note, so what I usually do is just highlight this and use the fantastic control cut and control paste features and put that text in the proper assessment plan section where I want it.  So, I've saved a lot of time by just clicking a few times in the reminder, using the text that the reminder generated for my assessment and plan and putting it where I want to.  A lot less time than having to type the whole thing out and going to the orders and those kind of things.  

Let's take a little bit more sophisticated look at treatment algorithms.  So, we're gonna look at treatment algorithms as a teaching tool to guide providers when resources may be scarce; guide providers to formulary options first and then we're gonna introduce a concept called branching logic, which enhances your dialogues even further.
So, in my facility, particularly, I come from South Texas, we have a huge diabetic population.  We've struggled with diabetes management and about half our population is diabetic, but we also have a very small endocrine faculty and only one diabetes clinic.  Go figure.  So, how do you manage those scarce resources and educate at the same time?  So, we developed a local algorithm based on input from endocrine, pharmacy, national guidelines and, in this example, you will see that we have five steps to take the provider through the treatment algorithm before referring to the diabetology clinic.  We really had a huge influx.  Everybody just got referred to diabetology and we had to come up with a way to kind of get that intervention happening in the frontline clinics first.  In this example, this algorithm worked really well for our newer providers, who also didn't know the options that we had and it also worked really well for residents; but, we took it a little bit further with the use of what's called branching logic.  
Okay, so branching logic is a way to change the piece of dialogue that you see based on specific pieces of data that the reminder definition finds in the computer, okay?  So, in this example, the reminder definition was looking for active prescriptions for metformin and glipizide and it found them.  So, it went through the chart and said, "Does this person have an active prescription for metformin, which is first line treatment unless they have some kind of contra indication.  And you see the first sentence, "Patient has an active prescription for metformin."  So, that piece of dialogue changed based on the specific information found in that patient's chart.  Then the next statement said the same thing.  So, I know my patient's already on my two front line agents for diabetes treatment - metformin and then glipizide.  So, my next step, it tells me, you know, I pretty much need to go add some insulin, so that's the step I'm at.  So, I'm gonna choose that option.  I'm gonna choose to add insulin.  I do wanna mention branching dialogues are not easy and please don't run home and demand that your clinical applications coordinators make thousands of reminders with branching logic.  It takes some skill and effort to get these things to work correctly, but it is an option out there and it's a great tool.
Okay, so, again, I clicked the option.  It generated my order set and, in this case, I have a full order set for insulin, syringes, alcohol pads, increasing the number of lancets and strips because we expect our patient to be testing more frequently.  I always forget to do that.  Whenever I order, you know, I tell them test three times a day and then I forget to increase their strips.  So, not anymore, not with my new order menu here.  So, with two clicks I generated my assessment and plan to start insulin.  I ordered the insulin and all the supplies.  Piece of cake.  I saved quite a bit of time by using this particular tool.  So, what about the patients that you co-manage with a private physician or a military base?  San Antonio's a military town.  That's where I see patients.  We have a lot of patients who see both doctors at the base and at the VA, so what do I do there?  
Well, that, I call co-managed care and we use a lot of health factors to document co-managed care and, again, remember a health factor is that computerized component that can capture data, which no standard code exists.  So, for example, an outside lab value, a piece of data about the patient that I can track at a later time.  So. . .
Let's say I wanna document that the patient gets outside medication and lipid management from a private doctor.  If you look closely at the info order section here, I've generated two health factors, so look way down at the bottom of that info order section.  I've generated a health factor that says, "Lipid management provided outside."  And let's say the patient brought a copy of his labs from another provider, so I have all the labs here in front of me with the date and time.  I can put in that documentation using a health factor of an outside lab value.  And I also wanna document that the patient's taking atorvastatin.  Remember, med. reconciliation is a very big deal.  You wanna be able to document this.  So, I click that the patient is taking an outside medication.  Whoops.  And it will generate an order to go to a non-VA medication to remind you to put that order for atorvastatin in the non-VA meds.  So, how do I retrieve this information?  Remember, we talked about how you can get this information back out?  We're gonna go to MaryPat next to talk about how to locate that information we just put in.
MaryPat:
So, where do you find clinical reminders?  We find 'em on the cover sheet.  It's outlined in red there and also in our clock up in the corner; and you can get to clinical reminders from every page or every tab by clicking to the clock that you see up there.  

One other place that you can find clinical reminders is from the note tab where you have a clinical reminder drawer and that's expanded down in the left hand corner in red and, once again, as we mentioned, is the upper right hand corner every tab, the clock.  You can click on that and that'll open your clinical reminders.
One other thing I wanted to show you is the available reminders.  Many people have it just set on the default and so you'll only see what's due.  You're not gonna see all the folders to evaluate the clinical maintenance.  
So, if you wanna change this, you can go to the clinical reminders options and you change this by clicking on the tools menu and then you go under the options and this is the view that you would see; and then you're gonna choose the middle, the clinical reminders.
When you choose the middle, the clinical reminders, this is what'll come up - this screen.  And you'll see the clinical reminder categories - the icon legend up in the left hand corner and options too, such as lock and add/remove and this is where you'd change your options.  So, consider that if you're only seeing what's due.
So, this is the information that you can find in the clinical reminders.  You have clinical maintenance, the education topic definition, reminder inquiry, your reference information, you can evaluate the reminder and then you have, lastly, you can choose the reminder icon legend.  
So, in clinical maintenance, we find the status of the reminder, so when the due date is, when it was last done, if so, the cohort, why it is done for this patient and then if the reminder resolved the resolution of the reminder.
So, this is an example of clinical maintenance and it's, "When was my last tetanus shot?"  So, this is showing that you would choose the tetanus vaccine, then you would click on clinical maintenance and then this is what you would see as the clinical maintenance.  
And you can see that the reminder was resolved, it was given October 16th and that it's due again in ten years and the frequency, of course, is ten years and the resolution as a reminder was that the tetanus was given, so that's pretty straightforward; but, if you were wondering, "Was the tetanus given?", you don't need to search through the progress notes.  You could also look at the immunizations, but this is an easy way to find out when it was given.
Another example is an elevated A1C.  So, you can see in this example that the reminder is resolved, but there's a lot of information still contained in here.  You can see that the last A1C was 6.3.  You can see that in the middle of the screen and that on October 22nd - well, it was 6.3 on October 22nd - and that the patient is on Metformin, so you can also see what medication they're on.
Another example is elevated LDL and this shows that the reminder is still due because the last LDL, if you look up there is 100; however, you can see the progression of treatment.  The LDL was 111 on February 22nd and then the lipid meds. were adjusted on February 29th and the patient is on atorvastatin, 80 milligrams, which was last filled - you can also see the filled date - on March 5th.  So, you would expect this patient should be a goal the next time you check the lipids, so it's a nice way to show the progression of the treatment.
This is another elevated LDL example and you can see here that the outside lipo panel and that the patient is getting lipid management from and outside internist, so you can see the comments down there and also what the lab values are.
So, why is pneumonia vaccine due in a 35 year old?  If you're wondering why that clinical reminder sometimes is showing on a patient and they're not a diabetic or that sort of thing, you can go into the clinical reminder and you can see here that the diagnosis is due is because the patient is diabetic.  So, you can see that they're 35 years old; however, the diagnosis of diabetes has been entered, so that made it due and apply to this patient.
Also, under your clinical reminder information, clinical maintenance, you have the education topic definition.  You're only gonna have this reminder for education topics, so other topics, you're not gonna have it and it's outlined in red there.  So, if you choose this, then the education topic, definition will come out and that's just to the side there.  I think this is helpful too to nursing.  If you're doing hypertension education, it gives you some good areas to cover quickly.
Next, you're gonna find is the reminder inquiry and you would choose the clinical reminder you're interested in and then click on the reminder inquiry.  
This is gonna give you information on the individual reminder, such as the name, the number, the class, the sponsor, review date, the rescission date, the usage - what is it used for?  Is it used for CPRS reports?  Is there any related VA reminders?  Is it used in a reminder dialogue and then also, the priority.  This might not apply to providers as much, but certainly, to CACs.
Also, on the reminder inquiry, you can have the reminder description, the technical description, baseline frequency and findings.  

This is an example of a reminder description and not all facilities are you gonna find this and most, I found, were attached to national reminders more than facility based.  

And, again, another example - this is the technical description that it's there if you were interested in that.
And then we have the reminder frequency fields.  This gives us the baseline frequency, so when is the reminder due?  Is it due in an advanced timeframe?  Is it sex specific?  Baseline frequency, age range, set.  You select the reminder frequency, what the minimum age, the age match text and the age if there's no match text to it.
So, just briefly to go over - so, to do an advanced timeframe, as a reminder's due date approaches, this field let's you set a reminder to begin displaying is due earlier than the actual day.  So, for an example, I have up there, "A patient received hypertension education on December 7, 2007.  The reminder frequency of one year makes it due on December 7th."  But, do an advance - the setting of one month will begin showing the reminder on November 7th, so the opportunity is there to address the reminder is not lost should the patient's appointment be just prior to the actual due date.  So, that's the reasoning for that.
And then sex specific is that the reminder can be set to apply just for males, like with PSA or just females for a pap smear.
And reminder frequency - so, a reminder can have more than one baseline frequency.  Each frequency is associated with an age range.  An example is one year for ages 40-69 or every two years for ages over 70 and above.  And these are just baseline frequencies.  You can also adjust the frequency based on specific findings or function findings.  
And then there's some special frequencies; OY means that it doesn't apply and 99 years, really, or Y means once in a lifetime.  So, this is used to indicate the remainder is reserved permanently - resolved - excuse me - when it's done once, so, those are nice.  You do 'em one time and they close.
So, this is an example of a frequency for congestive heart failure and you see in the top the do in advance timeframe is "Wait until actually due", so it's not due earlier than it's due and it's not sex specific, so there's not an indication for male or females and the frequency for age range is three months for all ages.
This is another example of baseline frequency and this is for the colorectal cancer screening and it'll show up as due and if you look above there, it says, "Within three months of the actual due date", so it'll start showing it.  If you're wondering why I did it, "This time last year", why is it due?  Well, it's gonna show three months earlier than the actual due date to give you the opportunity to resolve it.  And the frequency is set every year for ages 52 to 80 years old; however, if you see, the ages for 81 years and older, the frequency is a 0Y, which is - it doesn't apply.
These are some examples of finding types.  So, you - just examples, you can have a drug education topic, the health factors, which we've gone over some, an orderable item, radiology procedure, a reminder taxonomy, reminder term, exam, lab values, so any of these things you can put into your reminder as a factor to resolve.
And this is just an example for findings for the colorectal cancer screening, so you see some of the findings that are listed there.  You have the fetal cult blood tests, three card set, and we have it actually for Ann Arbor and Toledo because we have a CBOC in Toledo and we don't wanna miss that if it was done there; a family history of colorectal cancer, which is a health factor; a colonoscopy, which is a reminder taxonomy finding and an exam finding.  So, these are some of the health factors used for the colorectal cancer screening.
And in the reminder inquiry, we also have the default patient cohort logic, the expanded patient cohort logic, default resolution logic and the expanded resolution logic.
I'm gonna briefly go over those, but they're based on basic logic, so this is just a screen of basic logic and I want you to think in terms of a clinical reminder.  And easy one would be an abdominal aortic aneurysm, so if we say, "Does this reminder apply?  Does the patient meet the cohort?", so for this screening, you wanna see, is the person male?  And ages 65 to 75?  So, if they meet these cohort criteria, it's yes; if it doesn't apply, so if you're female and not the age range, you're out.  Are there any exclusions?  So, farther down, so are they a smoker or not a smoker?  So, if they're not a smoker, it doesn't apply.  If they are a smoker, then if they're male and ages 65 to 75, the reminder applies.  So, then, how do we resolve it?  So, to fulfill the resolution criteria, we have as that, "Was the patient screened for a triple A on the outside or inside the VA?  Did they refuse it?  Was it ordered?  Was it done?  Or if the life expectancy is less than six months."  So, if any of these were done, the reminder is resolved.  If they were not done, if one of these things were not, it'll remain due on your cover sheet.
And this is, as we mentioned, or I did briefly, is the Boolean logic and this is just the simple premises and you might recall this from Algebra or not.  I did not.  So but, this is what, when you're looking at the cohort logic and that and this is what you're gonna see and this class will be available if you wanna go back to this and look, but I just wanted to show this so you know this is what's used.
And these also are the abbreviations and notations.  I mean, these are more the CACs have to know these.  I'm not familiar like my CAC.  
And, again, the abbreviations on some of these, as a provider, I was - I know active drug class, health factor, but those are also. 

So, this is an example.  This is a colorectal cancer screen example.  And here, you can see the expanded patient cohort logic is determined and when you're looking at the top, you can see there's the patient cohort logic, then the expanded patient cohort logic, default and, I think, at least, the most - the easiest to understand is the expanded resolution logic, so that's where I would, if you're taking a look at these, is that you would wanna look towards the bottom.  And you can see here that the expanded resolution logic is that the three card fetal cult blood test given or a colonoscopy or a sigmoidoscopy variflexid - or a diagnosis of colorectal cancer or colorectal variance or a colonoscopy exam pending or, again, the fetal cult blood test done in Ann Arbor or our CBOC, Toledo, will resolve these findings.  So, that is the bottom, the expanded resolution logic.  So, if you're looking at what will resolve this, it's gonna show you right there.  If you were interested in, "Why was this due on my patient?", you would look towards the top where you see the expanded patient cohort logic right under the customized and that's gonna tell you it's based on the sex and age, which we discussed before and it's not due if the like expectancy is less than six months and not for terminal cancer patients or if they have family history of colorectal cancer.
This is a little simpler, but another example is the exercise screen education; and you look at the expanded patient cohort logic.  Again, that's the second one down.  It's determined by sex and age; most are - and expanded resolution logic, the bottom, again, tells us if any of the findings are found that are listed, the reminder's resolved.  So, listed are exercise screen.  If they refuse the exercise screen, if they have an ambulation problem, falls or the exercise assessment was done.
Then you have the choices that you have the reference information, so you would look, choose a clinical reminder you're interested in and then, from the drop down, you'd pick the reference information and click on that.  
And that'll bring you to the practice guidelines that we have here and this is just a screen shot of that.  So, if you were interested, then it brings you right to this site, The Office of Quality and Performance and then you could review them more in depth if you wanted to know what the clinical reminder - what standards they're using.
And the last is you have a choice, if you click on it, and this comes up with any of the clinical reminders, is that if you're interested in the reminder icon legend.  
So, and that's what you would see.  And, again, we're most familiar with our little red clock there, meaning that our reminders are due, but then the blue, the reminder is not due, but applies; and then in the white box is it doesn't apply.
Jessica:
Okay, so MaryPat and I do not expect you to be able to write reminder logic, but it's really important that you understand at least a little bit that what goes behind it so that when you communicate with your clinical applications coordinators at home, you at least have some concept of what they're talking about when they say "or", "and" "and not" and those kind of things.  

We are gonna talk about how to get more out of reminders.  This is something many of you probably have never done, so I want you to stick with me.  We're gonna get through it.  You can download all these slides, remember, by pressing your green button.  That will get you the information.  So, to get more out of reminders, we're gonna talk about panel management, future needs, assessing performance and provider report cards.
A lot of you are probably starting to get provider report cards and most of them come straight from your clinical reminders.  
Okay.  We're going to VistA.  It is not as scary as you think and you can do it.  Probably, you only use VistA to check your email or put in leave requests.  Now, I'm one of the - I may not look like it - but, I'm one of the old people who used to do, you know, TR View and all of that before we had CPRS.  Yes, I know.  I'm showing my age, but you can actually get a lot of information out of reminders through VistA reports, okay?  So, do you wanna know how many of your patients need cancer screening in the next six months?  Do you wanna know how your total patient population is doing on the diabetic measures?  You can, as a provider, get this specific information with provider - with patient data, okay?  First, you need to talk to your clinical application coordinators to make sure you have the PXRM reminder menu.  Okay, it's reminders due and I'm gonna show it to you.  You also need to make sure that it's okay that you run these reports.  When you run reports, it does take time out of the system, so you wanna make sure you're gonna do this towards the end of the day when there's less utilization.  Don't be doing it at the middle of peak hours because you could potentially slow down the system.
Okay, let's get into it.  Ah ha ha.  Okay.  This is it.  So, in VistA, you have your physician's menu option when you first log in and I have a shortcut, which is an up carrot.  For those of you that may not be familiar with that, that's the Shift 6 on the keyboard.  So, that's up carrot reminders and the menu I use is number two, which is PXRM reminders due.  If you're not familiar with VistA, it doesn't use a mouse.  It's all command entry, so you type in the command and then press enter.  VistA's really nice because it tells you what to pick from - pick one or two.  Okay, I'll pick two and then I press enter.  The next step, it asks me do I want to select an existing report template.  Generally speaking, you do not.  The report templates are generally used by your clinical applications coordinators or other people in your system who are running very, very large reports for an entire facility, so you don't really wanna mess with their templates.  They would be angry with you, so please don't do that. Now, you can select - this is where you're gonna say to VistA, "I want to see this type of patient."  You can select - my personal favorite is PCMM provider.  That means I look at all the patients on my team, okay?  So, PCMM is the Patient Care Management Module where it assigns patients to me; and so, I wanna look at just patients assigned to me.  I could also look at location, which would be my clinic.  So, my clinic is called IMC Dr. Murphy, so I could look at all patients who were seen in my clinic in the past year or the past month; or I can look at all the patients assigned to my panel.  I also, in a previously life, used to mentor residents and so, sometimes, I would look at all the patients seen in a resident clinic.  So, if you are mentoring someone or you are a faculty member for a residency, you can do that as well.
So, it gives you the little list of icons, so I put "P" for PCMM team and I pressed enter.  Okay, I put me, but, apparently, we have some like issues, so I put in there a little block that said provider, but just insert your name, okay?  So, you would type in your name or whatever provider you were looking at, if it was someone you supervised, and then it's asking me another question.  I just want the primary care assigned patients that are assigned to me only, so I would select that option.  Okay, let's say we want to look at all of the patients who are due for an intervention, a colorectal cancer screen in the next six months.  I could look in the future.  If I just wanna see who's due today, I can put "T" for today.  If I wanna look and see who's due for a colorectal cancer screening in the next six months so I can prepare for what kind of volume I'm gonna have, or let's say you're a woman's health provider and you wanna know how many paps are gonna be due in the next six months, you could use this same type of information.  So, I put "T plus six months".  "T" in VistA language means today; "Six M" means six months and so - or you could just type in the date.  It's easy.  Then it's gonna ask me do I want a detailed or summary report.  A summary report just gives you compliance totals.  It's just gonna give you the number of patients who are due applicable and resolved.  Just numbers.  And that's usually what your facility administration is running when they make your provider report cards.  They are running compliance totals using a summary report like this.  That's where that information is coming from most of the time.
Okay, a little tip about VistA.  If you're stuck or you don't know what to do, one question mark will give you more information; two question marks will give you even more information.  And if you need to go backwards, you can use the up carrot, which is the Shift 6.  So, if you made a boo boo, don't freak out.  You're not gonna kill the system, you're not gonna hurt anything.  You just do an up carrot and go back.  

Okay, I know this is a lot of text and if you get the presentation, you can actually just follow it line by line at your own facility.  One of the things that's really nice is it will ask if you wanna display in your output the patient's future appointments.  Well, yeah, that's really handy.  I wanna know if they're already scheduled to come see me or not.  Yes, I wanna see.  A key - it asks, "Display appointment location?"  If you accidentally put no here, it'll just tell you that the patient has appointments, but it won't tell 'ya where, so you need to make sure you put "Yes" for future appointments and where those appointments might be at. Now, do you wanna sort by the next appointment date?  No, we really wanna sort our list by patient, so we're gonna say no here.  We don't need to print the full Social Security number.  It will give you the last four so that you can find the patient without having the full social.  Of course, we don't want locations without patients.  Then, it gets to the critical element.  Select the individual reminder.  So, you need to know the name of the reminder you're interested in and when MaryPat showed you that reminder inquiry, the name of the reminder was at the very top.  So, there may be multiple reminders in your system that you don't see on your cover sheet.  If you're not getting the information you want, you may wanna check with your clinical applications coordinator, what the name of your reminder is.  I mean, it's right there on the cover sheet most of the time, but you need to just double check to make sure you have the name correct.  Now, if you don't know what reminder you want, remember, what's the secret code to get information?  You put a question mark.  Very good.  If you don't know what it is, just put a question mark and it'll ask you, "Do you want the list of all 500 reminders?"  Sure.  
Okay, you do not want to create a new template.  That's really for people who are using this as an administrative tool consistently.  That's kind of an advanced feature.  Delimited output, what that means is it will put a separator between each piece of data, like a colon or a semi-colon, so that you can export it into an Excel spreadsheet.  That's also a more advanced function.  If you're real computer savvy and you wanna do that, that's great; if not, it'll give you a beautiful list that you can print.  Okay, no, you don't wanna include deceased people, you don't want test patients and you don't want to save to a patient list for this case.
Okay, when it asks you for the device, it's asking you for a printer, so you would need to put in the name of a secured printer.  You certainly don't want to print this somewhere because it's going to have patient specific data where just anybody can go and grab this.  The other thing is, if you just hit enter, it defaults to your screen, so all the information would actually print to your screen, if you wanted to do it that way.  If you did it, you would see the computer actually thinking.  It would tell you its collecting patients from the primary care provider list, it's getting all the appointments from the scheduling package 
And you get a report that does not have green boxes on it, but it will look just like this.  So, it will tell me, okay, so this is actually my report that I ran, I have 62 patients that have the colorectal cancer screening due for the next six months.   At the very bottom, it tells you that the report was run on 291 patients.  That's the total number of patients in my panel.  I have a small panel.  And it was applicable to 221 patients, so there were 60 patients where this was not applicable to.  Those are people who may be out of the age range; they might have a life expectancy of less than six months; they may already have colon cancer and don't need screening anymore; and you will see a whole list of patients, so patient 20, the patient's due now and I see that they have a couple of clinics coming up and example 22, they have a primary care clinic.  I ran this report, you know, a couple of months ago when we prepared the slides, so the dates are a little funny, but you can see that the patient has a primary care clinic coming up.  

So, I could say, "Well, I don't need to intervene on that patient right now because he's got a clinic appointment."  So, great, I'll address it when he comes to clinic.  The other patients I see don't have any appointments coming up, so maybe I need to do some kind of intervention to get them in or I need to re-evaluate the follow up plan.  
So, this is how you actually get compliance totals and a lot of you may get monthly provider report cards.  How many of you get like some kind of information on a monthly basis?  Okay.  Nine times out of ten, this is where most of this is coming from, are reminder reports.  So, now you know where all of this is coming from.  So, performance, basically just takes the applicable minus the due over the applicable.  So, applicable minus due is actually the percent completed and performance, in this case, in my example, was 72 percent and my goal was 79 so, uh-oh, I'm in the red.  I'm going to be flogged.  No, I'm just kidding.
So, this is an example of that information then usually gets exported into some kind of Excel spreadsheet that has color coding or something to tell you how you're doing.  This is just an example of the different measures, so all of those are associated with a clinical reminder and it tells me my compliance totals and my percent due and not due or how successful I've been in meeting those performance measures.  So, that's how that gets there.  I wanted to be able to show you that link from the reminder to the reminder report into a provider report card type feature.  But, you can get that information for yourself.  It's not a secret.  You can go out there and get it.
So, that really brings us to, realistically, the quality improvement cycle that you can think about using clinical reminders.  So, you take those performance measures that MaryPat talked about that come from OQP.  Those are based on clinical practice guidelines.  You take them into clinical reminders and if you've used those as tools to help you document and order things, they actually can help you throughout instead of just being that annoying little clock at the end of your visit.  Then, those reminders can be generated into reports, so you can actually calculate compliance or calculate how you did over a month or over a specific period of time for a whole cohort and then you can tell, "Did, in fact, I meet that performance measure?"   

See, how easy that was.  But, realistically, sometimes it can be annoying to us, but, really, the ultimate goal is to improve the care and improve our outcomes.  
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