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Overview

* Overview of SNOMED CT in Canada

+ SNOMED CT implementation in Hospitals —
Challenges and Solutions:
— Past: “stealth mode”
— Present: “building into daily care”

* The (near) Future of SNOMED CT in Canada:
— Provincial clinical standardization
— Evidence-based content distribution
— lterative quality improvement
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Canada Health Infoway C Canada_ Inforoute
and SNOMED CT

Infoway du Canada
* Advocates for SNOMED CT use

* Maintains SNOMED CT Canadian Edition (EN/FR)

* Provides access to SNOMED CT (via license)

+ Supports and educates users and developers

* Manages requests for content changes/updates (RFC’s)

* Oversees development of Canadian Subsets
— Immunization, Communicable Disease, ePrescribing, Primary Care
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SNOMED CT:
Challenges for Canadian Hospitals

SNOMED CT not the default terminology provided by vendors
SNOMED CT Edition / National Extension confusion

Poor organizational/clinical leadership appreciation re: benefits of
SNOMED CT for clinical standardization, interoperability, decision support
Poor vendor support for effective searches/clinician workflows:

— Additional multi-disciplinary expertise required for custom interfaces,
documentation templates with selected/validated concept subsets

— User adoption challenges - overreliance on free text entries (50%)

User frustration: volume of concepts, missing synonyms, redundant terms

Liu J, Lane K, Veillette C et al. Addressing SNOMED CT

Implementation Challenges through Multi-Disciplinary Collaboration. Stud Health Tech Inf 2010; 981-985.
Lee D, Cornet R, Lau F, de Keizer N et al.
A survey of SNOMED CT implementations. J Biomed Inf 2013; 46: 87-96.

NORTH Catchment area: > 400,000

E%EIERAL Three Sites: General,
Branson, Seniors’ Health

Malking a World
of Difference

y ; Beds: 426 acute care
Community : 192 long-term care
academic hospital ‘
University of - 124,000 ED visits
Toronto : + 31,000 inpatient cases
» 214,000 outpatient cases
5,800 births

" Davies Award

NICHOLAS E. DAVIES
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What is eCare?

Advanced Hospital Information
System (HIS), with CPOE and ——
electronic documentation /

+

Standardization on
Evidence-Based Care e

+ o
Safe Prescribing and Kickoff: 2007
e-Medication lJ\r/Ianagement Phased Implementation:

2008-2015

Clinical Decision Support Hospital-wide: 2015

(Static and Dynamic)
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Goals of the eCare Project 28l
N~
* Implement advanced HIS to improve patient outcomes:
- Quality and safety of patient care
- Enable Clinical & Business Intelligence for better decisions

+ Embrace culture of standardized, evidence-based care
- Build evidence and best practice into optimized workflows
- Make it “easy to do the right thing”

+ SHARED VISION = “by clinicians, for clinicians”

- 100% clinician adoption via comprehensive engagement
- Team-based interprofessional approach/workflows

NYGH.ON.CA



Success Factors for SNOMED-CT
Clinical Implementation

Simplicity: hide the complexity, “Google search”
Clinician engagement: “understand the why”
Demonstrate value: clinically relevant
Reference sites: “have a mentor”

Training: only helpful to a point (see #1)

o gk~ w NP

Vendor assistance: system must support
efficient workflow, accurate concept selection
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Helping MD’s “Understand the Why”

* Clinically relevant, granular, comprehensive, flexible terminology

+ Designed for direct use by the clinician (vs post-coding by analysts):
— Highest accuracy and clinical utility
— Cross-mapping allows better resource intensity weighting = better hospital funding

» Change the channel — big-picture workflow instead of click-counting:
— Problem lists that automatically populate every consult/progress/discharge note
— Problem lists carry between hospital visits
— Physician handover list automatically supports active problems

» Driving clinical decision support:
— Real-time: suggestion of order sets, disease-drug interactions
— Longitudinal: screening recommendations (e.g. polyps based on family/personal hx)
— Population:  clinically accurate diagnoses managed across facility, region, province

* Quality Improvement, Research, Resource Management:
— SNOMED CT coded data drives all three activities (better data accuracy/availability)
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Problem List: Clinical Adoption Challenges

% | Diagnosis Search
¢ TOO many terms *Search:  cirrhosig Contains  »  Within: Terminology «
to reVIeW and SeIeCt [ Search by Name ] [ Search by Code ]

(e'g' hypertenSIOn ) Terminology: | SNOMED CT [ Terminology Axis: | Disease, Finding, O] [ |
* Average 12 seconds

R View Synonym  E= Concept Family Rt Multi Axial (%) Cross Mapping
per d | a.g nOSIS Term ~ ‘Cnde Temminology |Tan'r | "
. « . . Cirhosis - non-alcoholic 396389015 SNOMEDCT  Finding
 Viewed as “clerical Cirhosis and chronic iver disease 303393017 SNOMEDCT  Finding
Cirhosis of liver 33568015 SNOMEDCT  Finding
(th oug h alre ady done Cinfhosis of iver due to chronic hepatitis C 3010174012 SNOMEDCT  Finding
Cirhosis of liver due to hepatitis B 3015025011 SNOMEDCT  Finding |=
Cinhosis of liver not due to alcohol 178607012 SNOMEDCT  Finding
on paper
Cirhosis of liver not due to alcohol 3038846010 SNOMEDCT  Finding
[ kfl
Cinhosis of lung 85961019 SNOMED CT  Finding
9 n Ot I n WO r OW Cinhosis of pancreas 43472016 SNOMEDCT  Finding
H Cirhosis secondary to cholestasis 406232019 SNOMEDCT  Finding
M < 1% ad O p tl 0 n Cirhosis, nonalcoholic 2921132017 SNOMED CT  Finding
Cirhosisfamilial with pulmonary hypertension 499131018 SNOMEDCT  Finding
CL - Girhosis of liver 480137013 SNOMEDCT  Finding
Clay pipe-stem cirhosis 360678019 SNOMEDCT  Finding
Clonorchiasis with biliary cimhosis 62863016 SNOMEDCT  Finding
Congestive cimhosis 123939018 SNOMEDCT  Finding
Cryptogeric cimhosis 148522018 SNOMEDCT  Finding L
L Decompensated cinhosis 3305078018 SNOMEDCT  Finding
NORTH D d ciehacie of 2INKBNTINTT SMOMENCT Eindi a
1
YORK ]
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Success Factors for SNOMED-CT
Clinical Implementation

13 7
)

2. Clinician engagement: “understand the why”

13 H H ”

. ”
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Starting in Stealth Mode

“Make it easy to do the right thing”

Use SNOMED CT in daily clinical workflow ...
without realizing it

H
13 YORK
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Pneumonia Admission Order Set:
Evidence-Based Empiric Antibiotic Treatment Selection

Ninders
5%\ % Pleasc refer to NYGH Antimicrobial Guideline Handbeok, and select appropriate empiric antimicrobial regimens during first 24 heurs. Use oral option when possible
unless NPO or vomiting
| <% Antibiotics should be administered a5 soon as possible (within 4-6 hours) after the disgnosis of CAP has been made in ER. If patient has taken an antibiatic within the
Iast 3 months for any reasen, select an antibiotic from an ALTERNATE class
5%/ <% EARLY SWITCH FROM PARENTERAL TO ORAL ANTIMICROBIAL THERAPY: should be considered followed by discharge for eligible patients (e.g. hemodynamically
stable, improving clinically, normal Gl tract, and able to ingest medications)
<% For suspected aspiration OR Heslthcare Assacisted Pneumonia (HCAP): Use the following modules instead of the antimicrobial options below
[l & Pneumonia With Suspected Aspiration (Adult) (Modul
[l &5 Pneumonia: Nosocomial/Health Care Associated Pre...
3% Antibictic Regimens
%% First-line treatment; Bets-lactam (ceftriaxone, or if taking PO, amoxicillin-clavulanic acid). Addition of a macrolide is indicated for patients with severe illness, positive
urine antigen, or suspected Legionellosis (See Atypical Coverage: Macrolide section below)
% In patients with a true beta-lactam allerqy (eq. anaphylaxis, angioedema, or bronchespasm): Respiratery flucroguinalone alone
| <% DURATION OF THERAPY: 5-7 days of therapy for hospitalized patients not in ICU
33 first line Treatment: Beta-Lactam

cefTRIAKone (Rocephin ini) 1000 ma, Inj, IV, q24h-ATC, NOW
[& amesicillin-clavulanate (Clavulin F 875-125) 875 mg, PO, gl2h, NOW
[ (X amoxicillin-clavulanste (Clavulin F 500-125) %500 mq, Tab, PO, q12h, NOW, Sugqested dose for creatinine clearance 10-30 ml ..

Atypical Coverage: Macrolide
2% A macrolide for atypical coverage is indicated in patients with severe illness, positive urine antigen, or suspected Legionellosis
M % [J aithromycn @ithremaxini) 500 ma, Inj, IV, a24h-ATC, for 5 days, NOW
T 3% [ azithromycin (Zithromax) 500 ma, Tab, PO, q24h-ATC, NOW
153 Beta-lactam Alleray: Quinclone
2% Arespiratory fluroquinolone is indicated in patients with a true beta-lactam allerqy (eq. anaphylaxis, angioedema, or bronchospasm)
<& Moxifloxacin 0V or PQ) is indicated for low to intermediate risk patients
@ [F moxfloxacin (Avelox) 400 maq, Tab, PO, q24h-ATC, NOW
T Z [F moxfloxacin (Avelox V) 400 maq, Inj, IV, q24h-ATC, NOW
Z& For renally impaired patients, no dose adjustment is required with moxifloxacin
Suspected Pseudomonas
£% First-line treatment for SUSPECTED/PROVEN P.AERUGINOSA: piperacillin-tazobactam +/- azithromycin
<% For patient with true beta-lactam allergy: Meropenem +/- azithromycin. Meropenem is associated with low cross-reactivity among those with a beta-lactam allergy.

[
14 YORK
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For patients who have autal ibillaian and are st high or inermadiate risk for stroke. use oral anticoagulation with aptxaban, dabigatran, rivarxaban, or wartarin
For those who are unsultable for warlarin therapy, use a direct thrombin inhibitor or lactor Xa inhibitor

For patients who have atial ibillation of 2 48 hours’ duration or of unknown duration and who are undergoing cardioversion, use warfarin, an LMWH, aplxaban, rivaroxaban, or dabigatran for at lsast 3 weks prior 1o and 4 wesks afer non-TEE guide
N use haparin (either IV UFH or an LMWH). a direct thiombin inhibitor, or factor Xa inhibiter If the patient is ne! akeady anticoagulated

For those who have alidal ibrilation of < 48 hours’ duration and are undergokng cardiov
Fox patiants with atral fibillation who have a creatinine clasrance < 25 mLiminute, do not use aplxaban

For patiants with atial Bbrillaion who have a creatinine eloarance < 15 mLiminute, do nol use ivaroxaban

Abbreviations | G

The fallowing tabls sumimarizes mata-analyses ralatad to this toplc

Study Comparison

AF-TIMI 48, 2014) High-dosa (60 mg once dally) sdoxsban va Low-dase (30 mg ance i Wartarin n pati h who hava modarate-high stioke risk

Glughiano et al (ENC

ks gl during
roup Gilarance in slioke during lreatmen!
roup difarance in & combined oulcome o

Incraasas tho fras of of isi
Both high-dose and low.doso sdoxaban docraase hemonhagic shoke and

ICKET AF, 2014) Rivaroxaban vs Warfarin n patients atlal briation high isk of stioke

+ In pationts 2 75 yours of age

Rivaroxaban incrassas tha combined outcome of major ar clinlcally
+ Thara is no signficant betwaan-group difference in a cambined out

* In patients < 75 yoars of age.

+ Thara is no signficant betwesn-group difference in a cambined outt
+ Thare is no signficant between-group difference in a combined out

(2014) Agleaban vs Aspirin Baned on data from the AVERROES study and at & maan follow-up of 1.1 y

s, thar is 1o significant batween.graup diferance in infracran!
s 0 signéicant batwaan.group difference in intra:

« In male patle o significant botween-group dlarence in inlracs

n Banad on data from the ARISTOTLE trial, in patients wit

dal fibrilation, apixab:

Hylok ot al (2014) Aplxaban v Wi

i o significant b i

Worfarin v Altemative anticosgulant (eg, direct thrombin inhibitors, factor Xa Inhibitors, aspiin In pati h . th

clopidagrel)

2013) Factor Xa Inhibitors vs Vilamin K antagonists In patients with atral fibrillation or atrial Autter, facor Xa inhibitors reduce the com -
okes, major bleedings, Intracranial hemorthages, and al-cawse deaths

(8

. - 2 North York
G-cepner < zynxhealth (G-cerner :zynxhealth € Seomin

AllTegether Al Togrther
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Driving Problem List from Order Sets

Discern: (20f2)

. 0, i
>97% adoption of Comorbidities?
d I ag nOSIS_SpeCIfIC Does this patient have any of the comorbidities below? You can select multiple options

. . where applicable

admission order sets o

 Build quick-click
co nteXt-SpeCIfIC \:thiAaﬁE :Sr‘{lllitanL:f:eIiI;I:f.E(;:gv:\i::etg:ﬁgm;d;fz.@mnrbidiﬁes for this patient, go to the
diagnoses and
comorbidities into
ordering workflow et Problomt) or-

e From <1% adoption SAhowsclorotic heandisease |

Chronic congestive heart failure

If none of these comorbidities apply. click 'OK' without making any selection.

Chronic left-sided congestive heart failure

to 15% ad 0 p tl on Chronic right-sided congestive heart failure

“Hypertension
Increased lipid
I Smaking

Diagnosis [Problem) being Addressed this Visit

g Add ,_]/ Modify . Convert Display: Al - []
|Gmica\ D [Dale [Dx Type lf-'_] |Code
&3 Acute congestive heart failure o 2017-Oct-17 Working 18472010

Ambulatory Synoptic Reporting Templates

 Built context-sensitive clickable SNOMED CT encoded
diagnoses into documentation workflow:
endoscopy, diabetes care, urology

* Required extensive clinician input, terminology expertise
* From 15% adoption to 30% adoption

* Analytics for quality improvement -
e.g. polypectomy rate by physician

Total Polyp Polypectomy Polyp Polypectomy
cases Seen Detection Rate
Rate
179 78 71

Surgeon A 43.6% 39.7%
Surgeon B 692 253 233 36.5% 33.7%
Surgeon C 480 123 113 25.6% 23.5%
Surgeon D 128 33 22 25.8% 17.2%
Surgeon E 167 36 23 21.5% 13.8%
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Real-Time Clinical Decision Support:

Drug-Disease Interaction
bieerm of)

]Potential Inappropriate Antipsychotic Use

Only prescribe quetiapine or low dose parenteral olanzapine for agitation if patient has
Parkinson's Disease or Lewy Body Dementia.

Alert Action

@ Cancel Haldol

) Ignore

Reporting Period: FY1516
M GENERAL Physician Group - Cardiclogy

Statistics for Physician Group - Cardiology (For Congestive Heart Failure)

Weighted Average Percentile ALCas % Re-Admits
Cases Total LOS Target) - Conservable Total IP within 30 Weekend
Cases (ARIW) (cays) (days) Days Days days Discharge %

491 653 (1.3) Css ) 6.0 (36) 926 (37%) % 55 (13.3%) 1%

Comparisons to Me

Average Percentile ALCas % Re-Admits
Total LOS Target) - Conservable Total IP within 30 Weekend
Cases (days) (days) Days Days days Discharge %

928 198 (15 (76 ) 6839  1.8M(36% 1% 107 (14.2%) 12%

(ForC ive Heart Failure)
Average Average

Total LOS Acute LOS | Conservable £ leekend
Physician Cases (days) (days) Days Tof Discharge %
66 81 (12) 69 57 (3.5) 132 (39%) 18% 8(15.1%) 14%

‘Weighted Average Re-Admits

Cases Acute LOS | Conservable  ALCas % within 30

Physician (ARIWV) (days) Days Total IP Days days Discharge %

82 105 (1.3) 5.6 49 (3.3) 13 (17%) 1% 7 (10.0%) 1%
76 99 (1.3) 3 65 (3.5) 14% 14%
75 133 (1.8) 72 70 (3.9) 188 (41%) 3% 8(12.7%) 15%
75 84 (1.1) 62 53 (34) 1334 (36%) 15% 1 (19.0%) %
68 82 (12) 6.1 60 (36) 145 (38%) 1% 11 (19.6%) 13%
65 86 (1.3) 69 64 (37) 1307 (38%) 8% 6(10.7%) 14%
50 64 (13) 63 60 (39) 108 (36%) 5% 4(87%) 2%

W8 NORTH 20
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Integrating SNOMED-CT Into Daily

Physician Inpatient Documentation

* Vendor introduced new documentation software:
builds easier-to-use problem list into improved clinical
documentation workflow, SNOMED CT capable

» Simplicity, demonstrable value,
clinician engagement barriers lowered

* Approach:

— New clinically-focused problem list search algorithm and user interface:
« Filtered top 10 choices that match search string, preferred terms and synonyms prioritized
» Limited to concept types relevant to a problem list (e.g. finding, disorder, procedure...)

— Pilot with 10 physicians, then specialty-by-specialty rollout
— Problem list required to generate discharge summary
— No free text diagnoses permitted, but free text comments allowed

8 NORTH
2 YORK
5y GENERAL Making a World of Difference
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Integrating SNOMED-CT Into Daily

Physician Inpatient Documentation
+ Challenges:

— “Top 10 match doesn’t always work”
e.g. cirrhosis (unspecified), uncommon form of hypertension
— Risk of miscoding — physicians may use “closest match”
— No support for post co-ordination of terms (problems with laterality, etc)

* 100% adoption among pilot physicians

Medica Flond cirrhosis
Latent dirrhosis
Portal cirrhosis
Biliary cirrhosis
| Bronzed cirrhosis
Cardiac dirrhosis
Hanot's cirrhosis

Medica
Medica

2017-10-20
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What Are the Results?
Selected Outcomes from NYGH eCare

) TORONTO STAR 4

Metro Edition Thursday Dec 13, 2012

In-Hospital Death Rates Down

| Across Greater Toronto Area

I * Annual CIHI Report demonstrated that
preventable in-hospital deaths were reduced

* NYGH — top performer in Greater Toronto
and second best in all of Canada

» CEO Tim Rutledge: “health information
technology has hard-wired quality and safety
into the hospital”

L

NYGH.ON.CA
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B NORTH
YORK 9’,",‘3'3",'95“,‘!‘i!3’ﬂf,'?1',","ff!"fg" 0 CHICA ABOUTTHISTOOL CONTACTUS FRANGAIS
mn GENERAL OurHealthSystem.ca o snare [ )
2}‘;;‘(;;3,:"‘22'“ SEE. KNOW. SHARE.
Hospital Deaths (HSMR)
H S M R . S i ator of health care quali ea g ower than you would expect,
. Reported E 2 this sure can indicate
from
hospitals to
Top causes of death in Canada'’s “hospital
CIHI annua”y Every ’y'eal' Canadian hospitals mortality ratio”
.more £ (the number of actual deaths relative
i Reported tO eheinatmtinatmmin to the number of expected deaths)
public by 100,000 2007 108
CIHI annua”y Canadians die in hospitals 105
2008
. GOAL: isabout D7
. This is about 2009 100
Reduce BRI 96
preventable =9 2010
inpatient of all deaths in Canada 2011 91
d e ath S (Source: Statistics Canadal (Source: CIHI) {Source; CIHI)

NYGH.ON.CA

el Evidence-Based Order Sets

of Difference

H HoRH Study: CPOE and

Retrospective chart review:
+ All patients discharged with a main diagnosis of Pneumonia or COPD
* Population #1: Pre-CPOE (Jan-Sep 2010) n =520
* Population #2: Post-CPOE (Jan-Sep 2011) n =511
» Groups similar in age, gender distribution
» Corrections: “Probability of Death”, critical care admission

Primary Hypothesis:
» Use of CPOE is associated with reduction in
adjusted mortality vs traditional paper processes

Secondary Hypothesis:
* Use of CPOE with a matching evidence-based admission order set is
associated with reduction in adjusted mortality vs use of any order set

NYGH.ON.CA

13
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b=
=@ cenerat  Results: CPOE vs Paper

Maling a World
of Difference
Interval

Death 0.574 0.391 -0.843 0.005
Death adj for
Probability of Death 0.571 0.383 - 0.852 0.006
Death adj for
Probability of Death 0.547 0.360 — 0.830 0.005
and CrCU Admission
30-Day Readmission 0.835 0.573-1.210 0.345
30-Day Readmission
adj for Probability of 0.837 0.562 — 1.250 0.380

Death and CrCU
Admission

NYGH.ON.CA

] NORTH . .
H YORK Results: Evidence-Based
Makingavord Order Set Selection
of Difference
Order Set Outcome Cilie | Cemfdice p-
Ratio Interval value
Diagnosis-appropriate Death 0.48 0.26 —0.90 0.022
Death adj for Probability
Diagnosis-appropriate of Death and CrCU 0.44 0.21-0.90 0.024
Admission
Diagnosis-appropriate 30-Day Readmission 1.35 0.75-2.38 0.30
Close to diagnosis Death 1.47 0.71-3.01 0.30
Death adj for Probability
Close to diagnosis of Death and CrCU 1.82 0.78-4.23 0.16
Admission
Any order set Death 0.55 0.12-2.54 0.44
Any order set 30-Day Readmission 1.53 0.19-11.92 0.69

NYGH.ON.CA
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H $8|§IH Inpatient Preventable Mortality:
m

GENERAL
i Trended Format

of Difference
HSMR — Medicine Program
120 PAPER E-CARE

110
100
90
80
70
60
50
40

Q'»

’»’»'\9'\,

1 - eCare Phase 2 Implementation (CPOE, order sets, electronic med management)
2 — Quality Based Procedure (QBP) implementation — phased, over 1 year

NYGHON.CA |

H $8|5IH Making Quality Stick:
” SE':'EWEQL VTE Prophylaxis
of Difference

% Appropriate VTE Prophylaxis

100

90
80
70
60
50
40
30
20
10
i [ I N " :
2007 2007 2010 2010 2012 2016
(GEERTSET  (PAPERVTE  (PRE-CPOE)  (POST-CPOE  (POST-CPOE  (IMPROVED
AL ORDER SET) NOALERT) WITHALERT)  ALERT)

Case: Venous Thromboembolism Prophylaxis

15



EI gé’ﬁg:M Summary of
Sl atiic eCare Clinical Benefits

of Difference

* 100% clinician adoption, with over 80% of clinicians “satisfied” or “very satisfied” with
the system

* Medication reconciliation improved from 8% to >85% of our medical patient population

* Medication turnaround time for STAT antibiotics improved by 83% (291->50 mins)

* Over 11,000 potential medication administration errors averted
(patient mismatch averted through closed-loop medication scanning)

« Appropriate prophylaxis against venous thromboembolism (VTE) increased from 50%
of inpatients to >97% of inpatients, with a corresponding 39% reduction in VTE

» Order set usage on patient admission to hospital increased
from 36.5% (paper) to >97% (CPOE), even though use not mandatory

* Mortality from pneumonia and COPD exacerbation was reduced by 45% using CPOE
vs paper orders, and by 56% using CPOE with a correctly-matched evidence-based
order set

NYGHON.CA |

eCare ROI Calculation
Canadian cost of adverse nosocomial events:
— Cost per medication error: $402 to $632 (median $517 CDN)
— Cost per nosocomial adverse drug event: $4,028 CDN
— Cost per case of nosocomial YS(E: $24, $36,047 CDN
— Cost per case T 5agsocomia i

Nosocomi&

VTE prevention $1,029,169
Prevented recurrences 6f C.difficile $293,376
TOTAL COST AVERTED $38,115,113

- Net savings over 5 years: $1.2 million

M NORTH
32 YORK
B GENERAL Malking a World of Difference
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Utilizing SNOMED CT to Improve
Quality of Hospital Care Nationally

The Provincial and National Challenge

LESS WRINKLES IN
ONLY 60 MINUTES

Our results
are not
typical !

* Most Canadian hospitals are not effective at integrating
current evidence, standardized data into clinical workflows

* Reasons: leadership, resources/expertise (build/update),
technology focus, poor application of standards

* Duplicate work: NYGH: 4.5 FTE, 850 order sets,
~350 order sets updated annually

NORTH ©NYGH 2017
YORK
GENERAL Malking a World of Difference
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IMPORTANCE OF CLINICAL CONTENT

Annual Savings: Annual Savings: Total
Venue Efficiency from Evidence-Based Care, e
Automation Clin. Decision Support ving
Ambulatory $1.6 B (15%) $ 9.0B (85%) $10.6 B
Inpatient $8.3 B (26%) $229B (74%) $31.2B

TOTAL $9.9 B (24%) $31.9 B $41.8 B
Hillestad et al, Health Affairs 2005

~ 76% of the savings are from _
better clinical decisions, not efficiencies from automation

“The most expensive tool
used in medicine is the doctor’s pen”

| NORTH ©NYGH 2015
YORK
"W GENERAL Making a World of Difference

Ontario HIS Benefits
and Adoption Team (HISBAT)

» Led by North York General Hospital (HIMSS 6) and Ontario
Shores Centre for Mental Health Sciences (HIMSS 7),
both Davies Enterprise Award winners

» Provided at no cost to Ontario hospitals (80% in need of assistance)

» Peer-to-peer knowledge sharing, mentorship
of HIS project teams through on-site visits:
— Governance, implementation, clinician engagement, standardized
clinical content including order sets, terminology (SNOMED CT)

 First 9 months — 50+ hospitals assisted

S NORTH c r\°'> HIS Adoption and
% H (YsgﬂéRAL o karlo Shores > Ontario  »>> Benefits Team

entre for Mental Health Sciences

2017-10-20
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Knowledge Translation
for Hospital Information Systems: ==~
The Issues I

Fontario

» Current provincial program attempts to use paper-based
order sets to standardize quality implementation

* Some items are measurable against physician orders,
but some are not (order may be a surrogate measure)

» Translation required from paper content to HIS:
heterogeneous, time/resource intensive

» Elements in hospital information systems are free-text,
not standardized

Chemistry
[ Electrolytes
Creatinine

Patients who do not have up-to-date influenza (annual) or
pneumococcal vaccinations should either be vaccinated

before discharge or referred for vaccination aftereard, .
unless contraindications are present.

Provincial Schematic: Clinical Standardization

CLINICAL QUALITY STANDARDS
Health Quality Ontario

KNOWLEDGE TRANSLATION

Centre for HIS
— Clinical Standards
and Outcomes

Choosing Wisely Canada
Specialty Organizations

Colleges

PROTOTYPE TEMPLATES
PROTOTYPE ORDER SETS
SUGGESTED WORKFLOWS/POLICIES
SNOMED CT ENCODED QUALITY INDICATORS

svomepcr PROVINCIAL VENDOR-BASED COLLABORATIVES

encoded
documentation VENDOR B VENDOR C
elements, Content Fit Content Fit

order catalogs
/ \ / \ Suggested
- .E Content

Revisions

tandardized
Outcome
Data

2017-10-20
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Provincial eHealth Clinical Quality Activities

HISBAT
On-Site peer/peer
Implementation
assistance

Province-
wide iterative

healthcare
quality
improvement

S8 NORTH G r\¥‘> HIS Adoption and
* H GENERAL cntario Shores Zﬁ' Ontario ™™™ " Benefits Team

©2017

SNOMED CT: the Canadian
Clinical/Hospital Journey So Far Iﬂ

The Past:
* Misunderstanding/resistance

The Present:

» Understanding

» Stealth use > Regular use
 Clinical benefits tangible

The (near) future:

* Peer-to-peer mentorship

» Standardization of HIS “building blocks”

» Centralized, quality-focused clinical content dev.
» Closed loop: system-level analysis/improvement © >
» Translatable approach for publicly-funded jurisdictions

20
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Making a World
of Difference

THANK YOU!

For more information please contact:

Jeremy Theal, Chief Medical Information Officer
Jeremy.Theal@nygh.on.ca

Twitter: @drjeremytheal

2017-10-20
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