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Objectives

1. Discuss the common elements to chronic pain care
in an EMR environment

2. Highlight ways in which each project has tailored
the functionality

3. Discuss success factors that will contribute to our
collective understanding of improving the quality of
care provided to Chronic Pain patients and the
necessary enablers to support clinicians.
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* Introductions
Chronic Pain & Primary Care EMRs

Hamilton FHT Experience (PSS/Bell)

— Project 1: One practice within HFHT
— Project 2: Scaling Up across practices within HFHT

McMaster FHT Experience (OSCAR)
» Opportunities for collaboration
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Centre for Effective Practice

The Centre for Effective Practice (CEP) is a
federally-incorporated, not-for-profit organization
enabling appropriate care in primary care
through the development and implementation of
relevant, evidence-based programs and tools:

— Academic detailing

— Clinical performance aids (tools, EMR modification, etc.)
— Patient education

— Provider outreach (strategic communications, CME, etc.)

— Review, endorse and summarize clinical practice guidelines
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Disclosures

* Project funding received from eHealth
Ontario

» Collaborating with Doug Kavanagh,
founder of CognisantMD
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One of the most consistent findings in health
care Is the gap between evidence and
practice... resulting in patients not receiving
care according to scientific evidence and
patients receiving care that is not needed or
Is harmful (underuse, overuse, misuse)

T Grol, R., and Grimsahw, J., 2003

Centre for Effective Practice
Hamilton Family Health Team

BAler care, %ﬁﬂm.



Opportunity for EMRs

» Leverage shift from EMR adoption to
meaningful use

* Integrate evidence at point-of-care
* Improve user experience and add value

« Systematically collect data for disease
monitoring & quality improvement
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Chronic Non Cancer Pain

« Canada’s recorded prescription-opioid consumption
increased by about 50% between 2000 and 2004 (ntemational

Narcotics Control Board 2006);

« Canada is currently the world’s third-largest opioid
analgeS|C consumer per Caplta (International Narcotics Control Board 2009)

* Ontario, oxycodone prescriptions rose by 850% from
1991 to 2007, from 23 prescriptions/1000 individuals per
year to 197/1000 Per year (naia, 2009)

« Other health system concerns; diverting, addiction,
suicide, increased system costs

* New Guideline and Opioid Manager

.. P
I I ﬁentre for Effective Practice

Hamilton Family Health Team
Btlor cone, Togithen.



Existing Evidence

* National Opioid Guideline

— http://nationalpaincentre.mcmaster.ca/opioid/

» Opioid Manager

— http://www.effectivepractice.org/index.cim?PAGEPATH=&ID=23515
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C Maintenance & Monitoring
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Hamilton FHT

Project #1: Pilot Objectives

« To test the integration of CPG recommendations within
an EMR (Bell/xwave)

» How effectively clinical best practices can be integrated
and automated within an EMR?

— Patient Level
— Practice Level

« Gain insight/understanding on future EMR specifications
re: promoting quality and EBM
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Overall Goals of Pilot

1 Improved consistency of best practice for
management of chronic non cancer pain

¥ Improve patient safety and adherence

t Improve practice level dashboard/reporting
functionality

3 Decrease risk of addiction and/or diversion

Centre for Effective Practice
Hamilton Family Health Team

BAler care, Togﬂm.



Needs Assessment Evidence and Tools

Ildentify EMR capacit o . *Review CPG

Y Pactty Initial Pilot Cycles
*Understand practice *Test assumptions *I[dentify and review
needs, gaps and evidence based tools
benefits *Obtain feedback on tools

*Select evidence and

*Understand ‘flow’ of visit and functionality for EMR

D the role of different providers

preferences, needs and

values. I[dentify measures

*Provide opportunity for patient
input

Draft_EMR Module

EMR Vendor Input = Practice Input

EMR Module revisions by vendor
Module launched in test environment

Module launched in live environment

Pilot Phase



Capacity prior to project

* What capacity existed in EMR”? What were
the gaps?
— Who are our chronic pain patients?
* e.g. 6 year old child on codeine

— 726 patients on opioids for chronic pain
(estimated from 6000 rostered patients)

— Point of interest: 307 patients are diabetics
 What would success look like?
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Bell EMR Features

1) Chronic Pain Registry
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Chronic Pain Mgmt: Jennifer Ackman

[ Pain Visit ‘ Goals;Self-Mgmt‘ Flowwsheet ‘ Guidelines ‘ Narc. Calculator ‘ Opioid Risk Tool ‘

( Probs J [ Meds J [ Allergies J [ Directives J [ Flowsheet J [ Orders | g

Patient not in Chronic Pain Regist Add
Underlying Medical Conditions that may Require Harcotic Analgesics
| +| [View Last)

]
Pain Measures (7] Harcotic Contract ( PHG3 J I
BPI (this visit): Previous BPI: [ Signed [ Opioid Risk Tool |
PHQ-9 (this visit): Previous PHQ-3: Urine Test [ Print Marcatic Contract |
Opioid risk: Previous risk: " positive  negative
Drug:
Comments

ﬂ [Wiew Last)
v

Pain Management Goal (7

| [ New Goal
i
Medication Side Effects Additional Treatments
[ none [~ none
[ constipation [ accupuncture
[ nausea [ physical therapy
[ sedation [ exercise
[ other [ other
B B B 4]
i i i i
Treatment Plan (current prescribed daily dosing) @ ( Community Resources |
»| |Miewlast) [ print Insurance Letter |
- [ Patiert Info Sheet |

- 3 - 3 ’

>
(Preu Form (CtrI+PgUp}J (Next Form (Ctrl+PgDn)J Close |




Bell EMR Features

2) Pain Management Goals
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Pain Management Goal
Goal

Reduce pain by 30%

Patient Self-Management Action Plan
ot provided © provided T reviewed

| Confidence Interval == 7 achieved

| Barriers to self-management goal reviewed

revised

g (View Last )
hd



Bell EMR Features

3) Narcotics Calculator
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Opioid Analgesic Conversion Tool

[ Morphine Equivalence Table |

From Opioid: (| hd|
Qty: mg
( == g
. . o =
Reduction for incomplete cross tolerance: ¥ % Centricity Practice Solution 2006
Jus
To Opioid: ( hd| 'i MORPHINE EQUIYALEMNCE TAELE
- Equivalent Conversion
Opioid Doses (mg)  to MEQ
| cocuste || Cear || Edt Foam e - ,
Codeine 200 0.15
Oxycodone 20 1.5
Hydromorphone 6 5
Meperidine 300 0.1
Reduction for incomplete cross tolerance: % Methadone & Tramadol Dose Equivalents unreliable
Chronic oral morphine equivalent dose: Transdermal 60 - 134 mg morphine = 25 mcgj/h
fentanyl 135 - 179 mg = 37 mcg/h
180 - 224 mg = S0 mcg/h
225 - 269 mg = 62 mcagflh
270 - 314 mg = 75 mcg/h
315 - 359 mg = 87 mcgfth
360 - 404 mg = 100 mcg/h
| ok |
\v4
Centricity Practice Solution 2006 &3 |6
! > WARNING:
Al 200 mg of Morphine Equivalent daily is the watchful dose.

[ ok |

[ fone




Capacity after project

 How many patients in your practice:
— Have/experience chronic non cancer pain?
— Are prescribed an opioid?
— Have a narcotic contract?
— Have set a self-management goal?
— Have a pain goal?
— Have had a Drug Urine Test?
« Assess patient via Opioid risk tool
« Capture Brief Pain Inventory scores at patient level over
time
« Consistent conversion of morphine equivalent Rx
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Capacity after project

 Patient Level

— Pain scores over time
— Goals captured over time
— Symptoms and Treatment over time (Rx education)

* Practice Level

— Practice profile for chronic pain patients enabled
— Patient Self-management functionality

* Process Level

— |Insurance forms
— Narcotic contracts
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* Primary Care Setting and Providers
— EMR facilitating behaviour change...but slowly
— Enabling better practice versus “telling providers what to do”

- Patient Centeredness and Self-Management
— EMR can play a key role in patient engagement
— Emerging opportunities for patients to populate data (BPI)

- EMR

— Allowing guidance/evidence to evolve and EMR to accommodate
— EMR serves providers and patients needs
— Balance between standardization and adaptability

 Integrating Guidelines and Supporting Uptake
— Support still needed once functionality has been enhanced
— Potential to capture indicators for ongoing reporting
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Project #2: Scaling Up across practices within HFHT

Bell EMR module Practice Solutions EMR module

Validation of module

¥

Draft training materials developed for implementation support

Phase
Two: Early Adopter Phase

« EMR functionality enabled and training/support provided
» Feedback to inform revisions to training package

Training package developed

Ph
Th?:::: Scale up and Spread across HFHT practices




PSS EMR Features

1) Initiation Checklist
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Jan 8, 2012 Opioid ~Initial Assessment-- DGK

Opioid Manager  Before You Write the First Script Notes
Pain diagnosis: Low back pain - CPP
Date of onset: Jan 8, 2012
Goals decided with patient:
=> Initiation Checklist
Jan 8, 2012 Opioid Initiation Checklist DGK
Initiation Checklist Date ®
Are opioids indicated for this condition? v Jan 8, 2012 -> Opioid Risk Tool
Explained potential benefits v, Jan 8, 2012
Explained adverse effects v, Jan 8, 2012
Explained risks v Jan 8, 2012 - Overdose Risks (¥ Cautioned re: driving
Patient given information sheet v, Jan 8, 2012 - Information Sheet
Signed treatment agreement (as needed) v, Jan 8, 2012 - Treatment Agreement
Urine drug screening (as needed) v, Jan 8, 2012 => Initiation Trial
Jan 8, 2012 Opioid Initiation Trial DGK

Initiation Trial A closely monitored trial of opioid therapy is recommended before | = Initiation Advice...
deciding whether a patient is prescribed opioids for long-term use. | - Insert Monitoring Chart




PSS EMR Features

2) Treatment Agreement
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' Opioid Treatment Agreement P ‘ ‘

e

File

Opioid Medication Treatment Agreement

| understand that | am receiving opioid medication from Dr. 01 to treat my pain condition.
| agree to the following:

I will not seek opioid medications from another physician. Only Dr. 01 will prescribe
opioids for me.

I will not take opioid medications in larger amounts or more frequently than is prescribed by Dr.

01.

I will not give or sell my medication to anyone else, including family members; nor will | accept
any opioid medication from anyone else.

| will not use over-the-counter opioid medications such as 222's and Tylenol No. 1.

| understand that if my prescription runs out early for any reason (for example, if | lose the
medications, or take more than prescribed), Dr. 01 will not prescribe extra
medications for me; | will have to wait until the next prescription is due.

I will fill my prescriptions at one pharmacy of my choice; pharmacy name:

| will store my medication in a secured location.

| understand that if | break these conditions, Dr. 01 may choose to cease
writing opioid prescriptions for me.

Sincerely,

Dandall Alhadin

m

Discard

Add to Notes




PSS EMR Features

3) Maintenance &
Monitoring Chart
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Special Note

® -> McMaster National Pain Centre

Opioid Maintenance & Monitoring Chart
Maintenance & Monitoring
Date Jan 8, 2012
Indication low back pain
Opioid prescribed oxycontin
Daily dose 30 mg
Daily morphine equivalent (= table) 45 mg
Goals achieved | |

Pain intensity (= vAS)
Functional status

Adverse effects Nausea
Constipation
0 = None Drowsiness
1=Yes Dizziness / Vertigo
2 = Limits ADLs Dry skin / Pruritis
3 = Prevents ADLs Vomltlng
Other?

Complications?

Aberrant Behaviour (= examples)
Urine Drug Screening

Other Medications
Assessment & Plan

- flowsheet -> advice on stopping/decreasing dose...

New New New

-> assess patient response... -> new form




Bell EMR module Practice Solutions EMR module

Validation of module

Draft training materials developed for implementation support

Phase Early Adopter Phase
Two: * EMR functionality enabled and training/support provided
» Feedback to inform revisions to training package

Training package developed

.I:E?::_ Scale up and Spread across HFHT practices




Comments/Questions?

« Comments on maximizing the effectiveness of a
similar tool in the FHT environment?

« Opportunities to implement tools beyond pilot
projects?
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Contact Information

 Dale Guenter: guentd@mcmaster.ca

« Jess Rogers: jess.rogers@effectivepractice.org
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Chronic pain in primary care:
The McMaster Pain Program
CDSS

October 16, 2012




The Challenge

| think | would say one of the most challenging things is
dealing with the suffering part of the chronic pain. And
there’s some kind of relationship with the patient where
they feel like | have pain you have the medications that
can control my pain, so you’re the, if | can’t get
medications from you, you are a barrier to me relieving
my suffering. And you get into a real negative
relationship with the patient if you sort of allow that to
sort of center and occur in the encounter. [FG2: P3;
83-92]

HEALTH SCIENCES




Our proposed solution

« CDSS that can provide evidence-based
guidance regarding management of
chronic pain
— Current focus is low back pain and NeP

)

* Inclusion of personal health record ‘app
where patients can record information
related to pain management




Hypothesis

A process of systematic consultation,
feedback and process analysis with all types
of proposed CDSS users (physicians, allied
health and patients) will result in a tool
aimed at improving evidence-based quality
of care, with high usability and satisfaction

dMmong users.




Research Questions

What are the needs of both interprofessional primary care clinicians,
and patients with chronic and neuropathic pain, for function and
format of a CDSS?

What are the barriers and facilitators for the effective implementation
of a CDSS for pain management?

How acceptable and usable is a CDSS for an interprofessional
primary care team and for patients after systematic development
involving multiple stakeholders?

What are the perceived barriers and facilitators for using the
developed CDSS in routine clinical care?

McMaster

University &5
HEALTH SCIENCZ g*%g
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Study Co-Investigators

»  Martha Bauer OT (clinician in pain care, McMaster Family Health Team),
=  Norm Buckley MD, FRCP (Director, Michael G Degroote National Pain Centre):

» Lisa Dolovich PharmD, MSc (Associate Professor and research director Department of Family
Medicine): Interest in e-health technology, community-based health promotion, quality assurance,
interprofessional models of care

=  Ron Goeree PhD (Clinical Epidemiology and Biostatistics, McMaster):

= Dale Guenter MD, MPH, FCFP (PI, Associate Professor and Co-Director of McMaster Family Practice):
Clinical interest in HIV and chronic pain care; experience in community-based research, mixed
methods and quality assurance

=  Dwight Moulin MD, FRCP (Director NepDat Project):

* Inge Schabort (Family Physician, McMaster Family Health Team):

»  Paul Taenzer PhD (Psychologist; part of low back pain guideline group; knowledge transfer)
= Khaled Hassanein PhD (E-health; DeGroote School of Business)

=  Joseph Tan PhD (E-health; DeGroote School of Business)

McMaster

mniversity &
HEALTH scuuc?s’ %%g Family Medicine
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Linked EMR and PHR Systems

Clinician data Data shared

entry

Decisions shared
EHR CDSS R

EHR monitoring Data shared
and followup S 1

McMaster

University Deparrrrtol

HEALTH SCIENCES Family Medicine

)




DSS Development Process

Development Pr

Computerized Clinical Decision Support System (CDSS)

1. Clinician Needs
Study: Focus group
(separate study now in
progress)

ocess for

Study: Focus
group

2. Patient Needs 3. Clinical Process Analysis

Study: flow of clinical
encounter
with patient and clinician

PHASE A.

NEEDS
ASSESSMENT

\

|

|

4. CDSS Content Requirements: Expert Deliberation and Consensus

Design Cycle—Multiple Iterations

6. Patient & Clinician Testing Study

PHASE B.

CONTENT
REQUIREMENTS

(“Think-Out-Loud” )Usability Testing)

\

5. Software Design: Coding logic,

format, style

7. Training: Clinician and Patient in use of CDSS

\

8. Implementation and Outcomes Study: final CDSS

in impact study (separate study to be dev

eloped)

PHASE C.

DESIGN AND TEST
CYCLES




CDSS Development Process

Multi-stage process:

" Clinician focus groups
= Patient focus groups

" Clinician observation (Business Process
Analysis)

» Early engagement with programmer

= Usability testing

S (Department of i)
| Family Medicine |

Family Health Team.




Our Setting: McMaster Family Health Team

e 2 clinics (McMaster Family Practice and Stonechurch Family Health Centre)

e Approximately 30,000 rostered patients, 30 family physicians, 10 nurse
practitioners, 2 occupational therapists, 3 pharmacists, 2 dieticians, 6 mental
health therapists, as well as consulting psychiatrists and other specialists.

e Recent hiring of System Navigator.

e About 35 new family physicians graduate from the FHT yearly, and 70 are
based in the clinics at any given time.

McMaster

University \g?‘d |

HEALTH SCIENCES

4




Clinician Focus Groups (FGs)

* 4 FGs held in the Hamilton area (n=21)

* Between all groups have representation
from FPs, NPs, allied health care
providers, and residents




List of Nodes

« CDSS content

« CDSS features

« Personal health record

« EXxperience with electronic forms/tools

« Patient Involvement

« Challenges with current EMR

« Challenges of working with patients who have pain
* NeP Pain

« Chronic low back pain

« General statements regarding pain

 Clinical practice guidelines
* Other: Uptake of CDSS; WSIB




CDSS Features

« Layout

» Data sharing

* Tools

* Perceived benefits

» Expected challenges

* General CDSS comments




CDSS: Perceived Benefits

*  Will help maintain/improve continuity of care for patients with
pain as CDSS will hopefully provide quick synopsis of the
patient

« May help provide a ‘backbone’ when you feel like caving —
especially with use of medication contract

« CDSS may help patients know what to expect at a visit as
they may hear repetition of questions at each visit; will get to
understand how chronic pain is treated

« CDSS will be able to provide patient education resources for
patients

* Improved confidence for health care providers as will have an
evidence-based guide for chronic pain treatment

« Helpful for learners as will have access to patient history
related to chronic pain

McMaster

Department 3 ..
Family Medicine




CDSS: Perceived Benefits

But | think indirectly | think you can improve the
confidence of the providers by having this. And |
don’t mean oh because you're giving them, you're
reminding them what to ask. | think it’s because it
reassures them they haven’t missed something.
That’s how you always feel with; like | have |
missed something here? Like why is it not
working? You know why are things not working?
[FG4: P2; 507-510]




CDSS Features: Expected
Challenges

« Will be difficult to keep updated and current

« CDSS may not be used as much if it only examines a few times of
pain and excludes other types such as osteoarthritis, soft tissue
injuries, etc..

* How will a provider know that there is a tool on the go for a patient
* Need to know where to find CDSS tool in the EMR

* How useful will CDSS tool be for clinicians (i.e. nurse practitioners)
who won’t be prescribing most relevant medications for chronic pain
patients

* Would be nice if you can only fill in parts of the CDSS (e.g. WSIB
forms) and not need to complete the whole CDSS

« Ifit's a really huge tool, no one will complete it — has to be workable
and usable in a time-limited interaction with a patient

» Will become cumbersome if information that you enter is not
populated in other relevant areas
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Your Experiences

dWhat challenges do you experience when
working with patients with chronic pain?

dWhat features who help make a CDSS
appealing to you?

dWhat tools related to pain have you used
that you think should be included in the
CDSS?

= Function-related




