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How Can
Visualization Help?
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S Symbiotic Use
AHRQ . . . .
g Analysis and Visualization

Process large volume of data Present it in a meaningful format
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Variance of y
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Linear regression

Reference: Anscombe Quartets



1 AHRQ

CECan Informatics Help Here?
Doctors Are the Third Leading
Cause of Death in the U.S.

making this the third-largest cause of death in the U.5., following heart
disease and cancer.

Writing in the Jowurnal of the American Medical Association (JAMA), Dr.
Starfield has documented the tragedy of the traditional medical paradigm in
the following statistics:

Deaths Per
Year Cause

~42%

106,000
80,000
45,000

12,000

F,000

250,000

Mon-error, negative effects of drugs®

Infections in hospitalsl':'

— - - 10
Other errors in hospitals

Unnecessary surgery

Medication errors in hospitals"’"

Total deaths per year from iatrogenic* causes

* The term iatrogenic 1s defined as "induced in a patient by a physician's
activity, manner, or therapy. Used especially to pertain to a complication of

treatment.”

Ref: StarfieldB: IstUS healthireally the bestin the world 7. JAMAL 2000;284(4)i455-465.
hilp:y//www:naturodoc.com/librany/public: health/dociorns: cause: death.him



http://www.naturodoc.com/library/public_health/doctors_cause_death.htm

AHRQ . .
MindLinc: EMR
Excellence in
Health Care |

All Patients (N = 110002

Demographics Primary Diagnosis

_ - Child Additional 9582

M [argest de-identified dolescant P s
. olescen justmen

pSyChIatry O_UtCOme data Adult Anxiety 10427

m Widely distributed to 25 US E— ——

: : : : Cognitive 8881

!nSt!tUt!OnS (academlc : Gender Depression 20462

institutions (25%), community. Male Dissociative 54

mental health centers (50%), T = 452

and private practice, — o o

hOSp|ta|S, Other COmblned Black Impulse Control 1314

(25%) White Mood 6038

m 110,000 patients or e — —

2,400,000 clinical encounters unknown Rerzenally 791

collected over a 10-year span — —

Schizophrenia 3150

Sample data for analysis: Sexual 130

~ 30,000 visits of patients with Sy —

Somatoform 494

\Viajor: Depressive Disorder (VIDD)

Substance 9649

Table 1: Characteristics of patients in MindLinc




Our Focus

EMR data available

\ 4

Brainstorming with Clinician/Researchers

Raw EMR Data

\ 4

Actionable Data for Decision Support for Physicians




% Anrg Theme EMR Data for Clinical
R Decision Support

B Explored Areas Physician View

. 1. 1.

Build an Leverage EMR Bridge Evidence
Integrated View Data for Gap from

of Patient History Personalized Care Clinical Trials

Decision Support
In Real Time at the
Point-of-Care




Data Challenges:
Integration and Quality

Medications

Primary Diagnosis

Treatment Outcome
Comorbid Conditions~_ M=EYT1at;

Visit-types / / \\

Demographics Side-effects

Therapy



Infrastructure:
Building Blocks

Data Views «I Integrated User-Interface
Layer

Data Analytics [ Data Linking and
and Integration [Remm Visualization

Data2Discovery

Layer
Processed Data Table
In Database I _ I _
Processing Data Pre-Processing Layer: Quality Check
Layer

1 1 1

De-identified EMR Data
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prm A, Need for Integrated
Patient Profile View

Advancing
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Health Care

B Information in tabs (silos), fragmented — fails

4

Medications

to give at a glance overview + Tabular

Erand

[~ Reconciled

serraline 25 mg oral tablet (1] PO once a day [08/29/2012 - ]

[T NKA/NKDA

[~ Reconciled

Allergies / Adverse Reactions >>




Primary Diagnosis
Comorbid Conditions

Visit-types
Demographics
Medications

Treatment Outcome

Processing Data to

Display

Aggregate
Summarize

Linking
Visual Mapping

|:> Data Views



Advancing

A. Visual-based Integrated
- Patient Profile View

Patient demographics Profile of outcome response to prescribed medications

Patient MRN: 175 Present primary diagnosis: Major depressive disorder
Age: 48 | Gender: Female ] Race: White Secondary diagnosis: Additional Codes, Anxiety disorders

Profile of Patient Treatment Outcome \(
Patient CGI-l response to medications over time: 1 2006 - B/3/2011, total visits: 140 Projected CGI Outcome for RIS, SNRI (blue region)

R o~

e
|

4
3
2

1
0

Profile of about prescribed medications
and therapy

Single View: Patient Visual Analytics Decision Support In Real Time
Treatments & Outcome




B. Can We Leverage EMR
Data for Personalized Care?

Comparative Effectiveness Research

r\ Evidence

Visual Analytics Layer
é A

Stratify Patient Population
m Alternate Treatment Options

Predictive Insight

m Patient-Centric RX
\ )/




o . B. Collective Data to Deliver

Advancing

= kil Personalized Care with Predictive Insight

Patient demographics Profile of outcome response to prescribed medications Open filter panel

Patient MRN: 175 Present primary diagnosis: Major depressive disorder Status [RESHYS
Age: 48 | Gender: Female ] Race: White Secondary diagnosis: Additional Codes, Anxiety disorders

Profile of Patient Treatment Outcome

Patient CGl-l response to medications over time: 10/31/2006 - 8/3/2011, total visits: 140 Projected CGI Outcome for RIS, SNRI (blue region)

TimeLine legend
< Outpatient ‘isit (140 / 140)

Emergency (@) @ ed Maint
patient (D) 0 Therapy \sit

@_

% Patients improved Level of evidence

Treatment Outcome for Similar Patients (on different Rx) - selected Rx: RIS, SNRI

# Improved Total v
patients patients

[H esSnRI 3 35 9% == Med (Level 1)
@ MRT 10 10% == Med (Level [)
® MRT, RIS i 17% — Med (Level I)
® RIS, SNRI 3 33%  — Med (Level 1)

a SNR 7. 00% ———————————— Med (Level I

Treatment options

Profile of about prescribed medicati

Treatment evidence aggregated from and therapy

comparative population




eLLsY C. Interactive & Ad-hoc Filtering
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R for Real-time Decision Support

VAT “,
3

Filter Panel

Patient MRN: 175 Present primary diagnosis: Major depressive disorder Status [RESdy
Age: 48 | Gender: Female | Race: White Secondary diagnosis: Additional Codes, Anxiety disorders

Profile of Patient Treatment Outcome

: ; Display mode
Patient CGI-l response to medications owver time: 10/31/2006 - 8/3/2011 , total visits: 140 Projected CGIl Outeame for MRT, RIS (blue region] play

EXPERT MODE - MATCH BAS
COMORBID GEND

GUIDELINE MODE
{ || r' Data Filters for )
| / | , -— Comparative Populations
y’l o / L 2 |2 Demographic filters

REFRESH

Gender Race Age
ALL ALL

[}
4]
4
a
2
1
o

o]

LOW AGE RANGE

w) FEMALE BLACK
MALE HISPANIC
UNKNOWH OTHER 110

TimeLine legend S — TG AGE RANGE

© Qutpatient “isit (140 7 140)
| Emergency (03 & hied hiairt. WHITE

I Inpatient O Therapy ‘wsit ;
- @ By Previous Rx Class filters

WM RIS
W MAD]

Treatment Outcome for Similar Patients (on different Rx) - selected Rx: MRT, RIS ¥ NMRT

# Improwved Tatal )
patients patients

Y NT3

Treatment options % Patierts improwed Lewvel of evidence

) CoMorbid Condition filters
8 S5ME 3 10% Med (Level [} Patiert (red) and Comparative Population (black)

& MRT 1 17%  m— Med (Level I) N Additional Codes [28)
* MRET, RIS 1 209% o— Med (Level [)
® TG, SNRI 2 100% Med (Level I} ¥ N Anxiety disorders (26)




- D. Knowledge Gap in
AHRQ . .
2N  Treatment Guidelines

EALTH
Gt¥ «
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D I Strl b Utl O n I n th e Algorithm for the Treatment of Major Depressive Disorder
current format
Options

(text/flowchart) 1
clearly needs more e

Augment with one of the
following: SSRI, SNRI,

| |
° BUP, MRT, BUS or T,
refl e e n t Onresponse Choosing a different MOA
" than the Stage 1 drug. y

Therefore, chest
should be ordered before any
prescribed in nearly all patients with chronia
cough (Grade 11-2). Chest radiographs do not

Nonresponse ) Irl"' Augment with one of the
Partial Responss following: SSRI, SNRI,
BUP, MRT, BUS or Ts
\ Choosing a different MOA
than the Stage 2 drug.
S5RI/ SNRI + BUF,
SSRI/ SNRI + MRT,
SSRI + TCA, Response

P | S
Stage 3A

P . A, Partial Response rd
Nonresponse N arisl Respon Augment with LTG,
N BUP®, MRT®, D, agonist

!

If combo AD at Stage 3, use TCA + Li or MAOI,
If TCA or MAQI at Stage 3, use combo AD,
SSRI/SNRI + OLZ or RSP, 88RI + LTG, or ECT

have to be routinely obtained before begin-
ning treatment lor presumed PN ﬂ"s in voung
nonsmokers, in pregnant women. o r hefore
observing the result of dnu-nluunnmn of an
ACEL

hilp://www:pbhcane:era/pubdocs/upload/decuments/iiMARY . 20Depression 20201 0:pdr:

Continuation”

Continuation”

Continuation”

Continuation’

Continuation”

Continuation”

Continuation”



http://www.pbhcare.org/pubdocs/upload/documents/TMAP Depression 2010.pdf

S o D. Patient-Centric

Advancing
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Guidelines

Algorithm for the Treatment of Major Depressive Disorder Helps offer in sight
about:

Fatian s el & Ciscuss EBPT as option 1
Discussion of Treatmem e

Qptons

+ How is my patient
. being treated in the

anill
Responss

;E-EiF!I-a. E-'-.;F' :EF-;'.Z:ZL. / LR context of the
MRT, SNRIs o T . .
,"I Alagment with o :_.I:,‘I : = I". g u Id el I ne?

.I-._ Sarbal RAeaponee |I [|||.",.I

- g 3 % ih r
Honrespanse .'~|-— > Conimation

P o hl:tr.'i-lnl:l-ﬂ I:III'IE'l'ErJ‘ HI 15

bup (12 77 o A 1- 1‘ mﬂ-'Hrrt' i tng. ~+ Where |S my

an i *."' {2 BlResponse : :
| e o shave patient in the

guideline?

Cordinuabion

+ How has my
SNRI + BUP,

- :'-:':' R % MRT, L LRt -..... ; : pati e nt
Stage d Lo e _ Conarualian
FoRaT Ll waoR responded to past

Srape 34
X treatments?




B Exploratory Data Analysis

Trend in Emergency Visit in response to Drugs (by gender)

CGl atthe EMR wisit

In response to: new medication, female population has
Mgher ncidence ofiemergency Visits i early days than
male population:



i Exploratory Data Analysis

Effect of switching patients to new medications
(by gender)

Before

Rx switch more likely to affect female
population more severely than male population.
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Because of...

Funding Source

AHRQ

Researchers / Clinicians Involved

Ketan Mane ( Project Lead) Ken Gersing Javed Mostafa
Charles Schmitt Ricardo Pietrobon

Phillips Owen Igor Akushevich
Kirk Wilhelmsen
Stan Ahalt




Contact Information

Kmane@rencl.org
http://WWwWWw.rencil.org/~kmane
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An Electronic Personal Health
Record for Mental Health Consumers

Benjamin Druss, MD

Silke von Esenwein, PhD
Department of Health Policy and Management
Emory University




Persons with Serious Mental
lliness (SMI) as a Health
Disparities Population

Disparities are “systematic, plausibly avoidable

health differences adversely affecting socially
disadvantaged groups.™ (Healthy People 2020)"

1AM RubliciEealths 2044 DecH0AF Suppl S 49:-55:



Trends in Studies of
Excess Mortality in SMI1

Year of Publication Excess Risk of Death

1.84

2.98

3.20

1. Sahalet allArchiGen  Psychiatny: ©ct 2007;64(10):1425=14 31
htip://www.gecmhrug.edu.au/epi/index: files/Pages62:htm



http://www.qcmhr.uq.edu.au/epi/index_files/Page562.htm

=~ A Improving Quality of Medical
kel  Care in People with SMI

B Care for these patients is typically
provided across multiple settings
(primary care, mental health, substance
abuse) and poorly coordinated

B Patients commonly not well engaged In
selff management behaviors or as
participants in formal medical care



Health Record (PHR)?

“An electronic application through which individuals
can access, manage, and share health information.”’

Like an electronic medical record, a PHR

Enhances exchange of information across the health
system

Maintains privacy of information

Unlike an electronic medical record

|s under control of the patient rather. than the health
system

Contains information across multiple providers

\Viay: alsoeiinclude health goals and other personal
Information

15 Markie'Eoundationr2003



PHRs, Quality and
Outcomes

B PHRs might be able to improve care via
improved patient activation and/or
Improved provider coordination

B However, almost no research exists on
using PHRs to Improve care in either the
medical or mental health literature



Randomized Trial

B Randomized trial of PHR vs. Usual Care for
patients with one or more chronic medical
condition (n=170)

B Setting: Urban public-sector mental health
clinic.

B Participants received a manualized computer

skillsrassessment and basic computer skills
training before setting uptheir PHIRS



Shared Care Plan

B Perhaps the best established
community-based electronic personal
health record; developed at Peace
Health in Bellingham, WA

B Developed using principles of user-
centered design, with initial plan created
by a group ofi patients with chronic
medicall conditions



Anrc Adaptlng the Shared Care
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Plan

B Collaborated with Shared Care developers,
MH consumer leaders

B Focus groups with consumers, MH and
medical providers

— Enormous excitement from consumers

— Providers: some Initial concerns about TMI,
trustworthiness of information

B Modifications based on focus groups



P Adapting the Shared Care
s Plan

SAVICEg -
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Mental health advanced directives

Links to community resources and health information
Personal mental health goals

Option of adding a “Health Partner"

Other lessons from focus groups:

B Consumer focus groups revealed that access to
computers is noet a major barrier to conducting the
stuay.

B Gathered information aboeut what kind of information
would be useilul'te clinicians: telincrease buy-in.



xample of a PHR
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E—— 3 My Health Record - Mozilla Firefox
File  Edit i

comfHomePage. asp:

You are In Charge of Your Health

Usermame: |

"




g Printouts, More Pics

3 My Health Record - Mozilla Firefox
File Edit Wiew History Bookmarks Tools  Help
|
@ - c {at E.:-!I | |j http: ffgradymbr.com/MainPage. aspx?PageToLoad=CarePlan&CtriToLoad=CareTeam

: Johnni
Wy

Johnnie D Tho mas, RN ® Edit Johnnie's Registration ® Printout Options
FA2T/I069, 40 vears old, famale ® Privacy Summar
HrWacy SUMmary

M ® Wwho's Accessed My Care Plan?

Home Care Team About Me Diagnoses MNext Steps Health Log Medications Allergies History Documents

Important: Do not use your browser's back or forward buttons, as this may cause unusual results.

Emergency Contact (Help)

Your Emergency Contact is the person yvou would like called first should you have an emergency. Your Backup Emergency Contact is the person you would like called if

vour primary Emergency Contact is unavailable.
Add New

Contact Mame Phone Mumber Alternate Phone Mumber

Mo Emergency Contact record. Please click "add Mew" to add a new Emergency Contact,

Care Team Members (Helpy

Care Team Members are people andfor organizations who help you manage your health, Anyone who you feel has a role in your health care can be part of your Care

Team.

Appts, MName Contact Role/Description Access Level Comments Action

Johnnie Thaomas, RN johnniethomas@usa.net Patient Fully Edit
John Doe svonese@emory . edu Spiritual Support Wiew Only

John Doe janeygirlatl@yahoo.com Murse Fully Edit

(404) 555-1212 Mo Access

janeygirlatl@yahoo.com

. R Emergencies & f Click [Edit] to adjust clinical access to your -
Cammunity Clinicians Treatment Fully Edit Health Records.

Dr. Jane Smith

Invited Care Team Members
MName Date Invited Status Contact Role/Description Electronic Access Lewvel




Data Output

B \Vallet cards that provide a quick
overview or detailed printouts

B Summaries of their medical histories

B [racking of personal health goals
including: number of depressed days,
number of cigarettes smoked, blood
pressure, and glucose monitering



Addressing Low Digital
Literacy

Low digital literacy for about 50% of
consumers

Community resources too burdensome on
consumers

Nursing student provides each client with
Individualized assessment and training

Computer training classes Increase retention
of consumers with lew digital literacy

Computer training provides added incentive
for participation



Implementing the PHR

Consumer primary driver behind maintaining the
PHR

The nurse specialist only gathers and verifies
initial labs

The primary role of nurse specialist is to help the
consumer identify the treatment data that Is the
most essential, ebtain from their medical records,
and enter It intoe their PHR

Patient activation tool (PAM)/is used as a tool to
drive intervention approach

After 6:months, patients “graduate” toymaintaining
and shaping record themselves



=% Data Entry and Maintenance

B Consumer-driven; initial data entry in
collaboration with nurse specialist

B Explain to consumers how they might
identity the treatment data that is most
essential, obtain it from their records
elsewhere, and enter it into their PHR



Privacy and Sharing

B Explain to consumers how they might
manage access to their PHR data most

effectively, especially how they might set
varied security settings
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Results — PHR Usage

140 12

120
100

# of times 80 -
used/year 60 -

m Mean
Mode

40
20
0

6 months 12 months
Time



PHR sections

Diagnoses
History
Care Team
Health Log
Medications

9.09
9,38
* 11.51
12.7
. . /15.2 .
0 5 10 15

20



Results — Preventive
Services

B Physical exam received

B Recommended vaccinations

B Health education by provider

B Overall preventive services received



Results — Preventive
Services

% Received Recommended
Vaccinations

x
20
15
% 10
5 m Control
Case
0]

Baseline

1 year

Time

Group = lime Interaction: p'< 0:0004



Results — Preventive
Services

% Received Health Education from
Provider

80

Group - Iime interaction: pr<0:0004



Results — Preventive

Services
% Eligible Preventive Services
Received &

40

30
% 20

10 m Control

Case
0)

Baseline

1 year

Time

Group - Iime:Interaction: p:< 0:0004



Lessons Learned

B Consumers: computer training has proved
critical in engaging consumers in the project

B [ow digital literacy: significant portion of
consumers; but can be successfully
addressed with basic computer training

B Providers: primary care providers have found
the records helpful

B Consolidated record helps bypass a
fragmented system

—  Printouts help direct consumer: - clinician interactions

— “Activated” consumers take over directing their ewn health
care and are less passive receivers ofi healthcare



Looking Ahead

B PHRs may be important tool not only for
Improving care but for consumer
empowerment

B Integrated community-based PHRs with
lab data, pharmacy data, and multiple
EHRS

N [ransition to mobile technology.



Contact Information

Silke von Esenwein
SVONESeE@emorny.edu
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Enhancing Behavioral Health
Care Using Health IT:

Issues and Challenges for Implementing HIE in a
Behavioral Health Environment

Wende Baker, MEd

Executive Director
Electronic Behavioral Health Information Network



Iy Disparities In Health
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The Epidemic of Premature Death in Older
Persons with Serious Mental Illness
The average life expectancy in the US has steadily increased
to 77.9 years (increasing by almost 5 years since the 90s alone)
At the same time......_.._.

Mentally ill die 25 years earlier, on average
By Marilyn Elias, USA TODAY

Adults with serious mental illness treated in public systems die about 25 years earlier than
Americans overall, a gap that's widened since the early '90s when major mental disorders cut life

spans by 10 to 15 years, according to a report due Monday.

For people with serious mental illness:

The average life expectancy is 53 yrs.
““S0 is the New 75”



Healthy People 2010

B |In 2002 - responded to statistic with a
call to action

B Poor access and communication
between BH and medical settings

B How to utilize technology to “follow: the
patient” between treatment settings

B Health information exchange technology.
emerging

B AHRQ THQHIT grant facilitates
capabllities assessment



Study Findings

Nature of BH illnesses characterized by episodic need
for acute care

Regular movement of patients from rural to urban
areas to access acute care services

Big disparities in technology capabllity between
providers — hospital EMRs while  most provider:
organizations paper-based

No organized system for referral of patients between
treatment settings — follow-upinconsistent

Duplication of testing services, time consumed in
determining appropriate sernvice level



Theme

Client Safety and
Quality of Care

Privacy and
Security

Delivery of
Behavioral Health
Services

Description

Care is delivered so as to
prevent harm and achieve
positive outcomes.

Client information is only
accessible to those with the
need and right.

Behavioral health organizations
and providers operate in a time
and cost-efficient manner.

How Providers View EHRs

Benefits Barriers

100% 59%

22%

66%

100%



First Challenge — What
Data is Shared?

B All providers in region submitting same
data set to register and discharge
patients

B Added “enhancements” for crisis
iIntervention and emergency. contacts



Summary Record Scope

B Demographic Information including Name,
Date of Birth, and Social Security Number

B Emergency Contact Information

B Substance Abuse History Summary.

B Diagnosis Information

B [nsurance Information

B [rauma History Summary.

B Current Medications and Allergies

B Employment Infermation

H Vental Health Board Dispesition

B [ving Situation and Soecial Suppoerts

B Billing Infermation



Second Challenge — Privacy and
Security of Sensitive Data

B Federal Regulation (42 CFR Part 2)
addresses compliance in two ways:

— Technical Infrastructure

— Organizational Policies and
Procedures



AHRQ

g Technical Infrastructure

B System Architecture

RECORD SHARING SYSTEM ARCHITECTURE

HEALTH INFORMATION
EXCHANGE (HIE)

CONSENT NEEDED

CENTRAL DATA REFPOSITORY
PARTICIPATING PROVIDER
STATEWIDE AGGREGATE

ASO
(E.G. MAGELLAN)

NEXTGEN EPM &
EMR DATA ENTRY

OTHER MIS/EMR No MIS CAPABILITIES




System Functionality

Health Information Exchange:

Shared Record Exchange across Treatment
Settings

Longitudinal Patient Records
Closed Loop Referrals

Wait List Management & Interim Services
Iiracking

Vedication Reconciliation

Aggregate Reporting at Previder, Region, and
State Levels from Centralized Data
ReposItorny
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Prohibition on Redisclosure

ﬁ MextGen EHR: Consent Test MRM: 000000000459 NICKMAME: AGE: 28 years 5 months OTHER: - [Ebhin Redisclosure Motice]

Dj File Edit Default View Tools Admin Utilities Window Help

ﬂ Lom| St Monic 4th 5t -~ StMoni
il st

Redisclosure Notice

eBHIN on behalf of other participating alcohol and drug abuse programs covered
under 42 CFR part 2 is disclosing protected health information to you from the
master patient index and the standard behavioral health data base pursuant to
signed written consent of the patient. On behalf of the disclosing providers,
eBHIN is required to provide you with the following written statement:

"This information has been disclosed to you from records protected
by Federal confidentiality rules (42 CFR part 2). The Federal rules
prohibit you from making any further disclosure of this information
unless further disclosure is expressly permitted by the written
consent of the person to whom it pertains or is otherwise permitted
by 42 CFR part 2. A general authorization for the release of
medical or other information is NOT sufficient for this purpose.

The Federal rules restrict any use of the information to currenthy
investigate or prosecute any alcohol or drug abuse patient.”

The patient {(or patient's representative) has authorized you to access this record
and to download the information into your own agency medical record for
purposes of providing treatment services to the patient. If you do download this
information into your medical record, you are required to safeguard the
confidential information consistent with the HIPAA and federal alcohol and drug
abuse privacy rules that apply to your agency and your records. Before you
redisclose this information, you are required to obtain your own agency
authorization for such disclosure from the patient or the patient's representative.”
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Prohibition on Redisclosure
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Cornhusker Place
Redisclosure Notice

This information has been disclosed fo you from records profecfed by Federal confidentiality rules (42
ral rules prohibit you from making any further disclosure of this information unless
r permitted by the wnlten consent of the person fo whom it pertains or is

2 CFR part 2. A general authorization for the release of medical or other
The Federal rules restrict any use of the information to

ute any alcohol or drug abuse patient.

t for this purpo

fnf-::rmaﬁ-::n_ f.s-_NO.T Ts-u.‘.‘
currently investigate or prosec
DISCHARGE DOCUMENT
Admission Date: 11/2
Region: Region VvV

Agency Assigned ID # :
Type of Service: Voluntary Medical Detoxification

DEMOGRAPHIC INFORMATION:
onsent Test

Prairie Lane

Primary Phone: day

Phone Type: Unknown

Patient Name:
ME 68508-

oo

Home Phone:
Day Phone: (402)434-9851
DISCHARGE INFORMATION:
Date of Discharge: 11/25/2012 Date of Last Contact:
Discharge Status: Treatment Completed
Mo MHB mmitment

Mental Health Board Dispos ition:
dential Treatment

Destination at Discharge: SA Short Term Residential
Employment Status at Time of Discharge: Unemployed (Laid Off/Looking)
5 times in past month (2 or 3 tim

Living Situation at Time of Discharge: R
s completed 12t
scharge:

Education: The patient has
Social Supports at Time of
SA Residential

Discharge Referral:
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ﬁ MextGen EHR: Consent Test MRM: 000000004531 MICKMAME: AGE: 28 years 5 months OTHER: - [CHS5ParticipationSettings]
Dj File Edit Default Wiew Tools Admin Utilities Window Help

| = - e
M | (= & St Monicas 24th St - StMonicas, . w | &> M & & x] |

Logout Eave Cilear Dielete aticnk Histary Inbox EFRA ICE Close a0

CHS Participation Settings

Paitent Name | k‘.uns&nt | | Test Portal Passport: Generate New Passport

Date of Birth [ g/14/1934 SSN | soo7i-zz02

Controlling Options

{* Patient Opt-in On I 11232012 Patient will be automatically Opted Out On: | 11/23/201

i~ Patient Opt-out Date:

Comments

Client opted in at 5t Monicas.

Save Settings ‘




Organizational Policies
and Procedures

Participation Agreements include:

B Standard Qualified Service Organization
Agreement (QSOA) or Business Associate
Agreement (BAA)

Operations Manual
Privacy Policies
Security Policies

Standard Forms:

—  (Consent to Release

—  Revocation of Consent
—  Amendment off Record
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i1 Consent Requirements

CONSENT
TO
DISCLOSE CONFIDENTIAL PROTECTED HEALTH INFORMATION
EXPLAWATION PAGE
g5 in 2n electronic heatth informetion exchangs with other healtth care providers,

Imown as “eBHIN" (Electranic Behavioral Hegtth Information Metwork). We and the other perficipating heatth care provides
are referred to & Parr sngnrs” . With yous permission, owr participation in <BHIN does two things:

. It provides the electronic method fog vs te disclose our confidential health information alowt you to other Bavrigagnrs
who are treating you and request your information; and

. It aliows other Baricegnrs to electronicalty disclose their confidentisl health infomation alrout vou to us if we request
st information for ous treatment of you.

The purpose of this Consent i © obtain vour pemuission for the sharng of 2 [imifed siwremary of wowr benviorad healtih record
retween Faorignanr belonging to eBHIN who are invotved with your treatment.

The limited summary af your behavioral health record willinchsde (2= applicabis) the following components:

Demagraphic Infermation incinding name, Emesgency Conmact Smibsmnce Abmse Finoy Sommasy
dase ofbinth, and Social Seconiny Momber Informazon
Diagnosis Informasion Insmrance Informasion Tranma Fisory Sommay

Moema] Faaith Board Disposison
Bl G Emergency Dept Chant

Cornem Msdicasions and Allsrgiss v
Living Simasicon and Social Soppons Bifling Informasion

sBHT works a5 follows. With your oonsent we 25 2 Participant, will fismish the limtited summeary of your tehaviosal heatth
secosd to eBHIN, whichwill sioge itelectronicatly. sHHIL s record about you will be vpdated a5 we and other Participants,
atways with vous consent, send additional infmarion foom later visits. Then, when you visit a Participant, the Participant
with yous consent can obtain the vpdated summary of vous behavioral heatth record from sBHIN.

There zre muies gach Dpridngnr must follow to icipate in eBETN

=  Pomickgnr: may only request yowr information in osder to mrear you. Tr Ba‘hﬂﬂ:tt_gu‘ﬁ with registering and admithing vou
for care with a Participent. Much of the infvmation shared throush éBHI i for this registrarion and adntissian proCess.
Treatment sko means evahrating vow condition, reaching a diagnosis, prescibing and providing health care services to
2ddsess your diagnosis, and coordinating yous care with other Berdsnonrs.

»  Porisngnr: may only share your information without your consent for swagpansy rrsarsear of you.

»  FPomicngnrs afl asres to request throwgh sBHIN onty the fimited swomary of sy befnvioral kealth record (Tisted abave ).

= Wourheabth information is private and confidential and is protected by state and federallow. These laws relate to your
heaith information generatty, as well 2= mental and behavioral heaith infor on and alcohel and drug abuse treatment

information These laws 212 commonty referred toas HIPAA and 42 CFF. Pant 2. All Rorisngnrsand sBHIN have sisned
apreemients promising to protect yous information a5 requited by these bnws.

D B0 Somibeast Nelrasls Edhriera] Health Infermation Netwerk, Inc, 2l rights rnesornod

CONSENT
TO
DISCLOSE CONFIDENTIAL PROTECTED HEALTH INFORMATION
Partient Mame: Orther Wame Used:
Soc, Sec./d digits Diate of Birth:

I consent to the disclosvee of 2 limited summary of my behavioral bealth record which inchedes:
Sebazzes Abuas Haser Semmay
Tz Hams Sem—a

Hzmel Hizs Bom Diaganisien
Ex=10H Emegemey Dige. Comm

Toonsent fo the following aoions:
.

(“Agenoy") may disclose 2 limited smmmary of noy behavioral health record throush
sBHIN ta any other eBHIN Parnigngnr which requests such information in order to treat me and has my consent.

+ Any other Rorinenr with oonfidential heatth information abowt me may disclose a timited svmmarny of my tehavieral
heatth 'n:a:d throwgh eBHIN to Agency for its vse in treating me.

s  Agsncy may incorporate the imited svmmary of my behavioral health recond it receives through §BHIW into Agency's
own clinical recosd. Fromthen on Agency naay fusther disclose such information onty in acoosdance with the mules that
appiy to it a5 a covered provider under HIPAA and 47 CFR Pant 2.

I understand the imited svmmary may indicate the presence of 2 communicable of sexvatty transmitted dizease swchas,
bepatitis, syphiliz, sonosrhea, tuberculods, and the human imrwmedefidency vims | ’HI‘R akso kmown & Acquired Immune
Deficiency c\".l'.dﬁ.‘l‘."l.“ (AIDS). I expressly consent to the release of the Ymited =1.m.marv throwgh eBHIIY, even when it
indicates the pIEsENCE of such a disease or condition.

Prohibitionon Re-dizdosre - Whenever a Bpriagnr requests recosds of an airchol and drugabuse propram thooush sBHII
the disclosure willinchede 2 notice to the Paorinanr that seceives my information that 1 Ld.E’L'Wl.f"L prohibited vnder federal
law, except &= permittsd with nry consent of when required by law. However, when the Famésnant incorporates gloohol and
drug treatment infomation ing it own clinical record abowtme, the prohibition may not apply. In such case the secipient witl
e zovemed by the state and federal mules zpplicabls to that Raisegnr.

R:ghls Ivnderstand that the Law gives me the following rights:
Imay refose to sign this Consent [vndersnd that noy refesal to sizn this Consent will not preventme fom receiving
care from Agency or another Porricnanr,

. Imay revoke this Consent. Ivnderstand that I may revake this Consentin writing at any time except © the exent tha
Agenry of a Borigegnr has aheady relied on this fom.

. Imay inspect of copy noysecosds. Ivnderstnd thatin atmostatl cases [ have the fght toinsped or copy the specific
heaith information Thave awthorized to te disclosed by this Consent form.

Expiration Diate — [ vnderstend thet vnlsss revoled sooner, this Consent expirss in one vear from the date Isigned it os vpon
the followingevent; o .o oo ooo . Whicheverissooner. Expiration of sevoration means Agency will not p’m‘.idn
ALY DEW 00 Lﬁd!;halpﬂam"tndtaantmﬁﬁmmz about you to eBHIY where it can be accessed by other Porignanrs, unless
and vntil you sign a new Consent fom.

T ackmowlzdzs that [ have received 2 copy of the document entitled, “What is the Consent to Roelease Health Information to
sHHII abowt?" and had an opposunity to 2k questions. By digning this Consent form, I confim that it accuratety reflect= my
wishes.

e e e———— o=

DOCE01 85007

2al Nicherasles Echariors] Health Infermation Sctwerk, Inc, 2l righls noscrnad




Anrc Thlrd Challenge — Provider
Adoption
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Organizational development:

B Consistent concerns expressed
regarding privacy and security

B Communication, communication,
communication!

— Stakeholder invelvement in policies and
procedures development

— Bottom o top training with: messaging Specific to
role —I.e., end user vs. administrator

— |nfluence leader engagement te develop: broader
acceptance



Provider Adoption

Technical development:

B Serve stakeholder interests

— Attention to streamlined workflow and
single point of data entry

— Stakeholder invelvement in reports
development — serve their interests!

— [Demonstrate ROI'wherever possible



Outcomes

Enhanced care coordination across treatment
settings

Economies of scale in equipment, network operations,
and applications — acquisition and administration

Workflow: efficiencies and service delivery
standardization

Enhanced data integrity and meaningful reporting
Integration with physical healthcare to Improve access

Data analytics for performance improvement and quality
assurance

Improvedpatient:outcomes!



A Published Study Citations

B Shank, N. (2012). Behavioral health providers’ beliefs
about health information exchange: A statewide
survey. Journal of the American Medical Informatics
Association, 19(4), 562-569. doi: 10.1136/amiajnl-
2011-000374

B Shank, N., Willborn, E., PytlikZillig, L., & Noel, H.
(2012). Electronic health records: Eliciting behavioral
health providers: beliefs. Community: Mental Health
Journal, 48(2), 249-254. doi: 10:1007/s10597-0111-
9409-6



Contact Information

\Wende Baker, MEd
Executive Director
Electronic Behavioral Health Information Network
wbaker@eBHIN.org
hitp://www.ebhin.org/
(402)441-4389

Nancy Shank, PhD
Associate Director
University: ofi Nebraska Public Policy: Center:
nshank@nebraska.edu
hitp://ppe.unliedu)
402-472-5687



mailto:wbaker@eBHIN.org
http://www.ebhin.org/
mailto:nshank@nebraska.edu
http://ppc.unl.edu/

Please submit your questions by using



CME/CNE Credits

To obtain CME or CNE credits:

Participants will earn 1.5 contact credit hours for their participation if
they attended the entire Web conference.

Participants must complete an online evaluation in order to obtain a
CE certificate.

A link to the online evaluation system will be sent to participants
who attend the Web Conference within 48 hours after the event.
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