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Summary

The purpose of this toolkit is to guide Oracle hospitals in Ontario to implement the
Evidence2Practice Ontario (E2P) Major Depression & Anxiety use case. The E2P
program is a cross-sector collaborative in partnership with North York General
Hospital, the Centre for Effective Practice, and Amplify Care. The goal of this program
is to provide clinicians with access to digitized evidenced-based tools at the point of
care, leading to improvements in the provider and patient experience, clinical
outcomes, and care coordination.

This toolkit equips hospitals with guidance for digitizing foundational elements of
measurement based care, based on Ontario Health's Depression Quality Standard
and Anxiety Quality Standard. The goal of this documentation is to reduce work effort
required by other Oracle hospitals to build and implement these digital
enhancements.

Before You Start

This toolkit can be useful for mental health clinicians, clinical informaticians, and/or
project managers who may be involved in reviewing and implementing the PHQ-9,
GAD-7, and dashboard at their respective hospitals. The goal surrounding this, is to
support improved care for patients experiencing major depression and/or anxiety, by
adopting practices aligning with measurement-based care.

Implementation timelines may vary depending on an organization’s resources, state of
readiness, and health information system (HIS) maturity. The hospitals that
implemented the PHQ-9, GAD-7, and trended-scores dashboard went live within 5
months of initiation. Due to the localization of clinical workflows, your organization may
find that not all the suggestions in this toolkit apply to you.

Evidence2Practice
Ontario
Access!

essible. Actionable. Adaptable.



https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-major-depression-quality-standard-en-2024.pdf
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Implementation Overview
Implementation Scope

Quality standards outline what high-quality care looks like for conditions where there are
variations in how care is delivered, or where there are gaps in how patients receive care
across Ontario. The standards have Quality Statements that look to address those gaps
and describe what high quality care looks like across the broader healthcare continuum

(in primary care, acute care, and community care).

One of the goals of Evidence2Practice is to support hospitals in implementing digital
enhancements that enable clinicians to deliver on the quality standard. However, not all
statements apply to acute care, and the relevance can vary based on the setting (e.g.
inpatient, outpatient, emergency department, specialty clinics, etc.). To scope this work,
a formal governance group was established with clinical and digital leaders from varying
hospitals to outline the initial focus for implementations given typical hospital maturity,
resources, and overall timelines for E2P support.

The details below outlines the recommended scope for the E2P program:

e Electronic documentation of the PHQ-9 and GAD-7, two screening tools whose
scores can be used to support measurement-based care
e Digital dashboard which can trend these scores overtime, allowing clinicians to see
the progress after repeated measurement for a patient with major depression or
anxiety and use it to inform decision making
e Enhanced patient and provider after-visit summaries
o Including aligning patient summaries with the PODs model and ensuring
appropriate information is displayed in the provider summaries to support
transitions in care

Organizations can implement this in the inpatient setting and/or the outpatient setting,
however more benefit may be realized in the outpatient setting due longer program
durations, and more points of measurement.

Although the goal is to consistently implement the scope above, the E2P team works
with each hospital to customize/localize the implementation to support adoption of
measurement-based care within each organization. When considering the scope, the
clinical teams would work with E2P to outline their approach and setting (e.g.
inpatient/outpatient, and which units/clinics/programs to focus on). Some hospitals
elected to take a phase approach with rolling out enhancements, whereas others
decided to have a consolidated effort to push out the changes.
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Mobilize your implementation team

To successfully implement these digital enhancements, you will need a clinician
champion (e.g., psychiatrist, psychologist, social worker), clinical informaticians (e.g.,
Orders Analyst) and a project lead (e.g., project manager). The clinician champion is
best positioned to speak to the importance of measurement-based care tools to their
colleagues and will design the clinical workflow. The clinical informaticians will build and
customize the digitized PHQ-9 and GAD-7 forms, dashboard, and reports in Epic. The
project lead’s role is to facilitate discussions and decisions between the clinicians and
clinical informaticians — ensuring that the technical design supports the desired clinical
workflow.

Define the clinical workflow and dashboard layout

The clinician champion will outline the steps for administering and collecting the PHQ-9
and GAD-7. Although the PHQ-9 and GAD-7 are patient-facing questionnaires,
organizations can vary in what systems they have in place to distribute and collect the
guestionnaires and ensure the data is available in Oracle. Thus, teams would need to
discuss and decide on the appropriate workflow (e.g. electronic distribution for patients,
transcription into the system in scenarios where patients do not have access to a portal,
etc.).

Take this time to also define the content that would be useful for clinicians to see on the
trended scores dashboard. The trended scores dashboard is a single view to track and
trend the PHQ-9 and GAD-7 across multiple encounters. The E2P program suggests
starting with the minimum requirements (e.g., utilizing an HIS functionality that will pull all
the documented scores onto one page), and then adding additional useful content based
on clinical champion priorities, clinical informatics capacity, and HIS capabilities (e.g.
tying medications or interventions to the scores seen on the dashboard).

Build the technical components within Epic

The clinical informaticians will mock-up the PHQ-9, GAD-7 and dashboard within Oracle.
During the clinical workflow and content conversations, consider having clinical
informaticians present so that they can hear first-hand the desired end state, and also
provide feedback on feasibility.

Conduct end-user testing and seek feedback
With each mock-up and new iteration, ensure you are seeking feedback from the end-

users for both digital and workflow changes. Appropriate documentation of decisions and
updated workflows are essential to support change management and training.



Execute change management strategies

Engage end-users at a broader level (e.g., department meetings, morning huddles) to
encourage adoption and utilization of the digital enhancements. The E2P team will work
with the organization to create education materials or documentation that supports end-
users in finding and using the digital enhancements within Epic.

The PHQ-9 and GAD-7

Background

The PHQ-9 is a validated tool for assessing the severity of symptoms and degree of
functional impairment. It is one component of a comprehensive assessment.! Consistent
measurement of symptoms using the PHQ-9 allows providers gather data about a
patient’s depression symptoms, which then informs treatment decisions and care
planning. This approach utilizes the PHQ-9 to track symptom severity over time and to
facilitate collaborative discussions between clinicians and patients. There are no strict
guidelines on how often the PHQ-9 should be re-administered in an inpatient or
outpatient setting.2

The GAD-7 is both a screening and validated severity-rating tool. By itself, identification
does not provide a diagnosis of an anxiety disorder; however, it does provide preliminary
documentation of symptoms and quantify severity in a time-limited setting, and it
indicates who may need further assessment.2 The GAD-7 is a validated severity-rating
tool that can be used as one component of a comprehensive assessment. The E2P
program focuses on the administration of the GAD-7 as it can be used for general
anxiety disorder, and often a starting point for measurement-based care in people with
other anxiety disorders. The Anxiety Quality Standard has a list of other validated
severity-rating tools that can be used for other anxiety disorders in conjunction with the
GAD-7.

Frequency of Administration

With input from the Evidence2Practice Ontario Topic Expert Group and the initial pilot
site hospitals, the E2P program recommends that the PHQ-9 and GAD-7 be completed
at least once every six weeks. There are no strict guidelines on how frequently these
scales should be readministered, but there is some guidance on re-administering the
PHQ-9 at 4-6 weeks to measure response to treatment.2 Therefore, the E2P program
suggests that in the outpatient setting, the PHQ-9 and GAD-7 be re-administered at 4-6
weeks-in accordance with organizational policies and clinical judgment. For the inpatient
setting, most organizations administer questionnaires early in admission to support
screening and baseline documentation. Additional questionnaires have been added to
support evaluation of electroconvulsive therapy (ECT).
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https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-All-Quality-Standards/Major-Depression/Quality-Statement-1-Comprehensive-Assessment
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Clinical Workflow

It is expected that the clinical workflows for administering the PHQ-9 and GAD-7 be
unique to each organization, but here is an example below:

Example 1.

Outpatient Mental Health Adult Day Hospital

Average treatment cycle: 4 weeks

Documentation: HIS PHQ-9, GAD-7 Flowsheet, transcribed by clinician, score trended by

dashboard

Example 2.

Outpatient Mental Health Adult Clinic
Average treatment cycle: 12 weeks

v Intake

checklist
v'Completed
with patient
&
transcribed
into HIS with
social worker

30 Day

Treatment

v'Score
reviewed with

team
v'Administer

follow up
questionnaire
if required

Discharge

¥'Discharge
checklist

¥v'Completed
with patient
3days
before
program
discharge

Documentation: Patient Portal MyChart email distribution 3 days prior to visit for

assigned clinicians with email reminder, registration alert if questionnaire incomplete &
tablet available for patient documentation, HIS PHQ-9, GAD-7 Flowsheet available for
transcription, score trended by dashboard.

vIntake checklist |

v'Patient portal
registration

v'First
questionnaire
transcribed with
social worker

Program

Treatment

v'Score reviewed
with team

v'Questionnaire
assigned via
MyChart logic
to trigger every

other visit

»

Discharge

¥'Discharge
checklist

¥'Score and
trend reviewed
with team prior
to program
discharge




Example 3.

Inpatient Adult & Geriatric Mental Health Units

Average length of stay: <10 days

Documentation: PHQ-9/GAD-7 answers transcribed by MH RN/RPN into HIS flowsheet.
PHQ-9/GAD-7 flowsheet available under nursing admission/assessment/discharge
flowsheets to reduce navigation. PHQ-9/GAD-7 documentation score can be viewed on
nurse worklist and global results review to support discussion during rounds.

MH Admission Order Set includes pre-checked PHQ-9/GAD-7 order to promote screening
& baseline documentation for all patients (if appropriate).

Electroconvulsive Therapy (ECT) includes pre-checked pre-/post- questionnaire order. MH
RN/RPN transcribes answers into HIS flowsheet.

Inpatient Discharge

Visit

v Admission vScore reviewed | v'Score and trend

checklist with team reviewed by team
¥'"MH Admission v'Electroconvulsive prior to program
Order Set Therapy (ECT) discharge
v Answers Order Set pre-/ v'Score shared with
trungcrlbed by post score patient &
nursing team receiving provider

Trended Scores Dashboard

The purpose of the trended scores dashboard is to support clinicians in using
measurement-based care to track the patient’s progress on one page. Some examples of
how this can be achieved are line graphs that visually display the change in scores, or by
having a table that shows the multiple scores for the specific patient. The content and
design of the dashboard should be defined by the clinical champion. Some hospitals opted
for a one-pager that displayed the scores across multiple encounters and used colours to
trigger the most responsible provider to pay attention to high scores. Other hospitals
implemented a dashboard that also highlights specific questions related to thoughts about
self-harm.
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The Enhanced Patient & Provider Discharge Summary
Background

Through a review of the literature (e.g., Patient Oriented Discharge Summary Checklist)
and consultation with the Evidence2Practice (E2P) Topic Expert Group, 7
Evidence2Practice Anxiety and Depression pilot site organizations, and Patient Family
Advisors (PFAs), key principles of a patient and provider discharge summary were
identified.

The following key principles of a quality patient and provider discharge summary outline the
crucial components of both documents. These elements should be incorporated in the
enhanced Patient and Provider Discharge Summary to improve communication with
patients and receiving clinicians and enable seamless transitions in care. Note that the
following key principles and recommendations were developed through the approach
outlined above; hospitals may connect with local PFAs to ensure that enhancements are
appropriate.

Patient Discharge Summary Key Principles

The Patient Discharge Summary must be a comprehensive document with literacy
appropriate instructions and patient education materials. A completed Patient Discharge
Summary helps patients successfully transition from the outpatient setting. The following
elements will need to be incorporated in the Patient Discharge Summary:

Most Important Information at the Top

To support successful transition, include elements of the discharge that are most important
at the top of the document. For example, information about follow-up appointments and/or
safety plans should be included first where the patient or support persons can quickly
access the information.

Simple Description of the Medical Condition/ Diagnosis

At the time of discharge, the patient should be provided with a document that explains why
they were receiving care. Periods during inpatient or outpatient treatment can be an
overwhelming time for patients and having a clear description of the main problem and why
the patient was receiving treatment is important.

Medication Reconciliation
Including an updated list on new, changed, and discontinued medications with a rationale
on what these medications are for and/or why they were changed is important for the

patient to know upon transitioning home (Transition from Hospital to Home — Quality
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Standard) (source). This is consistent with what is being highlighted in the Patient Oriented
Discharge Summary practice guide (source).

Follow-up Appointments

Follow up appointments including location, date, time, and a contact number if the patient
has any questions about the appointment enables a seamless transition in care (Ontario
Health Quality Standard 12: Transitions in Care). In a survey, patients reported that often it
is unclear whether they are to call the clinic and book the appointment, or if the clinic will
contact them. Sites are encouraged to make this distinction clear in the discharge summary
and during the discharge process.

Guidance on How to Manage Condition at Home
Transitioning to home or other community settings after receiving mental health care will
require educational support that focuses on wellness, social support, safety resources, and
a crisis and/or relapse prevention plan. This education can be incorporated within the
discharge summary, or as a separate pamphlet/booklet. According to E2P Topic Expert
Groups (including psychologists, psychiatrists, mental health clinicians, patients with lived
experience) and Health Quality Ontario [source], some key items to include on the
discharge documentation and discuss with the patient are:

« Normal expected symptoms, danger signals, and what to do
Safety/ crisis plan
Relapse prevention plan
Pre and post outcome measures [PHQ-9 and GAD-7]
List of lifestyle changes to be made and timeline to resume normal activity
Phone numbers, community resources, and online resources

Provider Discharge Summary Key Principles

The primary function of a Provider Discharge Summary is to provide a complete summary
of a patient’s visit and enable transitions in care by providing a discharge plan to receiving
clinicians. This must be distributed in a timely manner to ensure a seamless transition to
providers outside the hospital. The following elements must be incorporated in the provider
discharge summary:

Date of Admission and Discharge

According to the primary care provider representatives in the E2P Topic Expert Group,
University Health Network (UHN), and a systematic review that looked at optimizing the
quality of hospital discharge summaries, an admission date and discharge date are key
information to include in the provider discharge summary. This helps inform the receiving
clinician on how long the patient’s length of stay was and when the patient was discharged
from the hospital so subsequent follow up can be arranged in a timely manner.


https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf
https://pods-toolkit.uhnopenlab.ca/
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-quality-standard-en.pdf

Primary Discharge Diagnosis

The E2P Topic Expert Group identified that it is helpful to have one primary discharge
diagnosis or most responsible diagnosis clearly highlighted on the discharge document.
This is in accordance with suggestions and evidence from UHN and HIM. As per feedback
from primary care providers, it is important to have the main discharge diagnosis clearly
indicated in the beginning of the Provider Discharge Summary.

Medication Reconciliation

Literature consistently suggested that a full medication reconciliation is essential to include
in the discharge summary. CPSO encourages physicians to include any changes to
ongoing medications and the rationale for these changes. This was also echoed by the
E2P Topic Expert Group.

Follow-up Plan

Having a clear follow up plan for the receiving clinician is crucial for a seamless transition in
care. UHN suggests an itemized follow up plan with instructions for the receiving clinician,
as well as a list of follow up arrangements and referrals scheduled/ to be scheduled. This is
echoed by the HIM key principles and CPSO. Safe and effective transitions can be
facilitated by standardized communication between settings.

Significant Labs, Diagnostic Imaging, Treatment and Outcome Measures
Including labs, diagnostic imaging, and pertinent results that are related to the patient’s
mental health diagnosis and stay in the hospital can help the receiving clinician better
understand the admission, care provided, and patient’s post discharge needs. E2P
recommends scores from validated tools for assessing the severity of symptoms and
degree of functional impairment also be added. For example, the GAD-7 and PHQ-9
scores and trends can quantify symptom monitoring for treatment adherence and
response.

Implementing Changes to a Patient After Visit Summary and Provider Discharge
Summary in Epic

Modifications were made to the After Visit Summary and Provider Discharge Summary to
better align with the key principles. See below for guides on how different elements of the
patient-facing and/or provider discharge summaries were modified in Epic to incorporate
key principles and other feedback. Please note, you may find that your organization already
has certain key principles embedded within your discharge summary templates



Change Management Strategy

To support change management associated with the implementation, it's important to
execute the strategy below alongside implementation. Identifying the current state, the
changes to both the system and the subsequent workflow, can help drive the tactics that
will support clinicians in feeling comfortable with adopting measurement-based care. The
steps below provide an overview of change management principles, and the E2P team will
work alongside your team to further detail tactics that work for your organization.

Step 1. Assessment of Current State: Conduct a comprehensive assessment of the
current mental health assessment procedures at the hospital site. Identify existing
assessment tools, workflows, and any challenges or gaps in the current system

Step 2. Stakeholder Identification and Engagement: Identify key stakeholders involved
in the implementation process, including clinicians, administrators, IT staff, and patient
representatives. Engage stakeholders early to gain their buy-in, address concerns, and
involve them in decision-making processes. Successful E2P sites have had executive and
department leadership (e.g., Chief of Psychiatry, Mental Health Director) included in project
activities or acting as project leader.

Step 3. Identify Overall Vision and Goal Setting. Develop a clear vision for the
integration of PHQ9/GAD7 assessments and measurement-based care, along with specific
goals objectives. Communicate the vision and goals to all stakeholders to ensure alignment
and commitment to the change process. Successful E2P sites have aligned project
activities with their organization’s internal priorities such as annual Quality Improvement
Plans.

Step 4. Identify Change Champions: Identify and empower change champions within the
hospital who will advocate for the adoption of measurement-informed care, provide support
to peers, and drive adoption across different departments and teams.

Step 5. Training and Education: Provide comprehensive training and education sessions
for clinicians and staff on the purpose, use, and administration of PHQ9/GAD7
assessments. Ensure that staff are proficient in administering the assessments, interpreting
the results accurately, and teaching patients about the purpose of the PHQ9/GAD?.
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Step 6. Workflow Design or Redesign: Collaborate with clinicians and staff to redesign
workflows to incorporate PHQ9/GAD7 assessments seamlessly into existing processes.
Ensure that the integration does not disrupt clinical workflows and that assessments are
administered at appropriate intervals in the patient care pathway. Successful E2P sites
have automated questionnaire distribution where possible via patient portals or aligned with
standardized intake/discharge processes.

Step 7. Technology Implementation: Work closely with IT staff to implement any
necessary devices to support the integration of the PHQ9/GAD7 assessments. This may
include deploying tablets to allow for patients to fill out the assessments in the waiting
room, or for the clinical staff to easily capture this information when discussing with the
patient.

Step 8. Communication Plan: Develop a comprehensive communication plan to keep all
stakeholders informed and engaged throughout the implementation process. Communicate
regularly through various channels, such as standing meetings, email progress updates,
address concerns, and celebrate successes.

Step 9. Monitoring and Evaluation: Establish metrics and key performance indicators
(KPIs) to monitor the success of PHQ9/GAD7 adoption. Continuously evaluate the impact
of change on patients, clinician satisfaction, and operational efficiency. Use feedback from
stakeholders to identify areas for improvement and make adjustments as needed. See
separate reporting toolkit for more information.

E2P Recommended KPIs- Outpatient

e Percentage of patients with a registered visit at [outpatient clinic] who received a
PHQ-9 in the last 6 weeks. Denominator: # of people who had a registered visit at the
[outpatient clinic] during the month of reporting. Numerator: # of people who received
a PHQ-9 at least once in the past 6 weeks.

e Percentage of patients with a registered visit at [outpatient clinic] who received a
GAD-7 in the last 6 weeks. Denominator: # of people who had a registered visit at the
[outpatient clinic] during the month of reporting. Numerator: # of people who received
a GAD-7 at least once in the past 6 weeks

E2P Recommended KPIs- Inpatient
e Percentage of people with major depression or anxiety disorder who receive a
minimum of one PHQ-9 during their hospital visit
e Percentage of people with major depression or anxiety disorder who receive a
minimum of one GAD-7 during their hospital visit
e Percentage of people with major depression or anxiety who have a patient discharge
summary upon transitioning from one care provider to another
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e Percentage of people with major depression who have their provider discharge
summary completed within 48h of discharge

e Percentage of people with major depression who transition from the inpatient setting
to the community who have a booked follow-up appointment with a GP or MH
clinician within 7 days of discharge

e Percentage of people with major depression who receive a minimum of two suicide
risk assessments during the hospital visit

e Percentage of people with major depression who are offered information regarding
community supports or crisis services during their hospital visit

Step 10. Sustainability and Continuous Improvement. Develop strategies to ensure the
sustainability of measurement-based care in the long term. Successful E2P sites have
included the workflow changes into ongoing operations, such as PHQ9/GAD?7 clinician
training in orientation, standardized intake/discharge checklists, and quarterly metric
reporting.

Technical Build

PHQ-9/GAD-7 Dashboard
Listed below are examples and build steps of how one Oracle hospital built the PHQ-9,
GAD-7 dashboard

Access Bedrock-> Viewbuilder
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Select the MPage dashboard will be applied to. Dashboard must be applied to a workflow
MPage(s). In this example Nurse Handoff Workflow was chosen.

& View Builder 1,184.0 - b1334

Build And Maintain Views

Welcome te the MPage View Builder wizard, which you will use te build MPages, called views, from a list of stendard compenents. To add @ new view, click
Add. To modify a view, select the view you wish to modify, make your changes, and then click Save. You can add or remove companents from views, or
delete an obsolete view by highlighting the view and clicking the Delete button. You can also compare the selected view with the latest MPage Standard
content by using the Compare butten. This will allow yeu to update existing views to match the latest standard content, rather than building new views. For
more information about the MPage View Builder wizard, please click the right-side links.

Add Delete

Available Views Companent Details

Display Layout  #| Display™ [ Nurse Handoff Workflow |

NIFSS Score Smart T.. Identifier* | VB_NURSEHANDOFFWORKFLOW |

NST Smart T.

Murse Admission Workflow  Workflow Layout Types:* | Workflow

Murse Discharge Workflow  Workflow Avaitable Components R

Nursing Communication -... Summary Care Process Models Documents On

Mursing Communication -... Summary Care Team Web Hyperbilirubinemia on

Nursing Discharge Additio... Smart T... Chronelegical View Immunizations On

Mutrition Active Diets Smart T... Clinical Assessments 10 M| | Implant History On

Nutrition Assessment and ... Smart T. Clinical Assessments 3 y | Intake and Output On

Nutrition Chief Complaint  Smart T... Clinical Assessments 4 Move | 20 Flowsheet Grouping  On

Nutrition Client Hx Outco...  Smart T... Clinical Assessments 3 Lines/Tubes/Drains On

Nutrition Diagnosis Smart T... Clinical Assessments 6 Wedia Gallery On

Nutrition Disgnosis ST Srmart T. Clinical Assessments 7 4 | Notifications On

Nutrition Diet Order Smart T Clinical Assessments 8 Order Profile on

Mutrition Estimated Needs ~ Smart T... | | Clinical Assessments 9 Patient Timeline - Medicati.. On
Clinical Charge Entry Problem List On
Clinical Connect Component Vital Signs On

Ostartswith @ Contains Clinical Document Review Workflow MPage-level Setti... On

Find Next Coitical Dationt Inforraatinn v v

Compare Save Reset

Using this Wizard

at ar

Using the ViewBuilder
|

e

at is Component

What are Layout Types?

Move Clinical Assessments (choose lowest number) from available to selected
components. In this example Clinical Assessments 3 was chosen. Click Save&Finish

& View Builder 1,184.0 - b1934

Build And Maintain Views

Welcome to the MPage View Builder wizard, which you will use to build MPages, called views, from a list of standard compenents. To add a new view, click
Add. To modify a view, select the view you wish to modify, make your changes, and then click Save. You can add or remove components from views, or
delete an obsolete view by highlighting the view and clicking the Delete button. You can also compare the selected view with the latest MPage Standard
content by using the Compare button. This will allow you to update existing views to match the latest standard content, rather than building new views. For
mere information about the MPage View Builder wizard, please click the right-side links.

Available Views

Display Layout  ~
NIHSS Score Smart T...
NST Smart T...
Nurse Admission Workflow  Workflow
Nurse Discharge Workflow  Workflow
Nurse Handoff Workflow  Workflow
Nursing Communication -... Summary
Nursing Communication -... Summary
Nursing Communication -... Summary
Nursing Discharge Additio... Smart T...

Nutrition Active Diets
Nutrition Assessment and ..
Nutrition Chief Complaint
Nutrition Client Hx Outca...
Nutrition Diagnosis
Nutrition Diagnosis ST
Nutrition Dict Order
Mutrition Estimated Needs

() Starts with @) Contains

Fnd e
Add Delete

Component Details

Display* | Nurse Handoff Workflow |

dentifier* | VB_NURSEHANDOFFWORKFLOW |

Layout Types™ Warkflow

Available Components Selected Components

Display ~ Display Status 4
Care Process Madels Actions and Situational Aw.. On
Care Team Web Activities (Generic Clinical E... On
Chronolagical View Care Team On
Clinical Assessments 10 ] | Chief Complain On
Clinical Assessments 4 Clinical Assessments 1 On
Clinical Assessments 5 Clinical Assessments 2 On
Clinical Assessments 6 Move | Cinical Assessments 3 on
Clinical Assessments 7 4 | Diagnostics on
Clinical Assessments 8 4 | Discharge Planning On
Clinical Assessments Documents On
Clinical Charge Entry Hyperbilirubinemia On
Clinical Connect Component Immunizations. On
Clinical Document Review Implant History On
Critical Patient Information Intake and Output On
Custam linke b 1 ahe-Flnwcheet Graunina On b

Compare Save Reset

Using thi

What are views?

Using the ViewBuilder

Wizard

What is Component

Status?

What are Layout Types?

[m] *x

s Wizard

Finish

Navigate to Bedrock MPage setup. Load chosen MPage (Nurse Handoff Workflow is used
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in this example) Next

e MPages can be customized at the position level. in this example we are updating the

default settings by selecting Define default settings.

£ MPage Setup 1.191.0 - 1934 - O X

Select Topic

Select a topic for which you want to define settings. Using this Wizard

Search Defining fiters for al
Starts With Topic name™ | nurse handoff| Search components
Filter types
Select a topic: | Nurse Handoff Workflow | | View Saved Settings... Learn more sbout
MPages
For the topic you selected, you can define default, position-specific, or position plus location-specific settings. Default settings will be applied for all users Mare about defining
that do not have position-specific or position plus location-specific settings. Default settings must be defined prior to defining settings at the position, or position-specific settings
position plus lecation-specific level.

Defining Pesition Plus
Location-Specific Settings
Defining facility- specific
settings

@® Define default settings :"”l i

- N lemoving facility-
Define and modify default settings Jemevnatect

Defis it it lus location setti Copying facility- specific
O Define new position or position plus ion settings -
Copying Position Plus
(O Modify position or position plus location settings Loestinn-Speciic Seting
Mere about View Saved
Settings

Define and maintain default settings.

Define settings for specific position or position plus locatien combinations.
Maodify defined settings for a specific position or position plus location combination.

() Copy settings
Copy defined settings to specific position or position plus location combinations.

Select Define MPage Layout

£ MPage Setup 1.184.0 - 51934 - O X

Define MPage Parameters

Topic: Nurse Handoff Workflow

For the topic you selected, select a component to view additional information about what the companent evaluates. To define the criteria for the filters Using this Wizard
used to select data for a compenent, highlight the compenent in the list and click Begin.
Defining filters for all

Components Nurse Handoff Workflow Eclmpcr’\&ntz
~ Nurse Handoff Workflow The Neonate view is focused on providing a display of newhom Filter types

Filters for all components patient specific informatien Learn more about

MPages

Actions and Situational Awareness Before using the page, there is some information that you must More shout Vien Seved

Activities (Generic Clinical Events) provide. You'll begin by reviewing the components that are available W

(OBSOLETE) Allergies for this page, and determining if you would prefer to exclude any of Settings

e them from displaying en the page. Nex, you'll have the eption to

e e adjust the sequence in which the components will be displayed.
Chief Complaint L I ’
Diagnostics After determining which compenents will be displayed on the page,

you'll be asked for information related to each component. To define
the component-level information, select each component and click
Documents the Begin button.

Intake and Qutput

Discharge Planning

To begin, click the Define MPage Layout button.
Labs-Flowsheet Grouping

Lines/Tubes/Drains Define MPage Layout
Order Profile

Patient Timeline - Medications
Vital Signs

Warkflow MPage-level Settings
Hyperbilirubinemia
Notifications

Immunizations

Problem List

Clinical Assessments 1

Media Gallery

Implant Histary

Clinical Assessments 2

Begin Close

Select the newly added clinical assessment component. Select OK. In this example Clinical
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Assessments 3 is the new component.

Define MPage Layout

i, For single column MPages, place all components in column 1. For two-column MPages, place all components in columns 1 and 2.

Select the components that you want to be displayed on your MPage for column 1, column 2, and column 3. If you are defining settings for a two-column MPage, use only columns 1 and 2. If you are
defining settings for a single column MPage, all components should be placed in column 1. After you select the components, use the up and down Move arrows to place the components in the order
you want them to be displayed. When you are finished, click OK to save your settings and return to the main MPage Setup page.

Column 1 Components Column 2 Components Column 3 Components

Sequence Column 1 Components Sequence Column 2 Components Sequence Column 3 Components

Labs-Flowshest Grouping A

Diagnostics Move Maove Move
Actions and Situational Awareness

Activities (Generic Clinical Events)
Documents

Discharge Planning
Immunizations Move Move
Lines/Tubes/Drains
Care Team

Move

Hyperbilirubinemia
Media Gallery
Implant History

Clinical Assessments 2

[ Clinical Assessments 3

Select newly added components Begin

£

Define MPage Parameters

Topic: Nurse Handoff Workflow

For the topic you selected, select a component to view additional information about what the component evaluates. To define the criteria for the filters Using this Wizard
used to select data for a component, highlight the compenent in the list and click Begin.
Defining filters for all

Companents | Clinical Assessments 3 compenents
. Eilter types
Filters for all compenents ‘Component Overview Fltertypes
Leam more shout
Actions and Situstional Awareness The Workflow Clinical Assessments component displays clinical MPages
Activities (Generic Clinical Events) assessment results, The clinician can access PowerForms or Interactive \
(OBSOLETE) Allergies View from this component to chart results. More shoul Ve Saved
Care Team =
Chief Complaint Prerequisites
Diagnostics

The system applies the defined parameters to the Workflow Clinical
Assessments component. Before using this compenent, you must
Documents configure the parameters for displaying information and identify the
Intake and Output clinical assessment results to be included in the component.

Discharge Planning

Labs-Flowsheet Grouping
Lines/Tubes/Drains

Order Profile

Patient Timeline - Medications
Vital Signs

Workflow MPage-level Settings
Hyperbilirubinemia
Motifications

Immunizations

Problem List

Clinical Assessments 1

Media Gallery

Implant History

Clinical Assessments 2

Clinical Assessments 3

In Component Layout Options a Heading settings, name Component as per Organization

standards. This is the name that will be displayed in PowerChart. Configure any additional

settings. Select save.

¢ Under Data retrieval settings, select what time period should be used to retrieve

information
o Set to all encounters (if required by E2P)

14



£ MPage Setup 1.184.0 - b1934 - O X

Define MPage Filters

Topic: Nurse Handoff Workflow Component: Clinical Assessments 3

Select & filter from the list, then select the filter criteria in the group box on the right. If a filter already has settings defined, a check mark is displayed for that filter in the Defined column.
Default values are proposed for some filters, but data has not been saved for the filter unless the Defined column is displayed with a check mark. Once you have defined all the filter settings
youwant, click Szve to save your changes to the database. If you want to see Cemer's recommendations for the filter settings, highlight a filter in the list and click View Content
Recommendations.

Available Filters

Firer Defined | Component Layout Options
Component Layout Options (5] ¥y =i
Component Look-Back Options = — =
Clinical Assessments group #1 results = What label should be displayed on the MPage for this section?
Clinical Assessments group #2 results [ Should the heading be displayed as a link?
Clinical Assessments group #3 results =] ®Ves ONo
Clinical Assessments group #4 results =]
Clinical Assessments group #5 results [ Link address: |
Clincal Assessments group #6 resutts | B Should the Quick Add function be enabled for this section?
Clinical Assessments group #7 results = Oves ®N
Clinical Assessments group #8 resutts [ = °
Clinical Assessments group #3 results =] Data retrieval settings
Clinical A t: #0resuts [
inical Assessments group =B results What time period should be used to retrieve information? | Curn
Clinical Assessments group #11 results £
Clinical Assessments group #12 results [ Specify the time peried the system should look back te retrieve information? 0+
Clinical Assessments group #13 results [
Clinical Assessments group #14 results [
Clinical Assessments group #15 results [
Component PowerForm Link =]
Chart Launch Indicator o] v
View Content Recommendations... | Copy Settings From...

Copy Settings To

Save Reset

e Hea o

Select Component Look-Back Options. Configure additional look back periods as required.
Select save.

e This allows it to be selectable directly from the MPage. Recommended to default to a
shorter duration to improve load times/system performance.

£ MPage Setup 11840 - 1934

a x
Define MPage Filters
Topic: Nursa Handoff Workfiow Component: Clnical Assassrants 3
Select o filler from the kst then selectthe fiter rieris i the group 16 Fiker & check mark in the Defined column. Defoult values sre propased for seme fiters, e urmn s displayed with 2 chec mark. Once you have defined all the
fiter settings you want, lick Ssve to zave your thanges to the detshaze.  you want to see Cemer's recommendations for the Filte settings, ighight » fiter inthe fst snd click View Contert Recommendatio
Available Filters

Finer - Companent Look-Back Options

Component Layout Options w Vou can define multiple look- ack time frames for ths filtes Users can replace the default look-back period with these time frames. To add a look-back time frame, enter a numeric vahse in the Duration bos, select a unit of time from the Duration Uit list, and click Add. After you add multiple

T i e frames, arange them inthe order to b displayed in the MPages view, Cemer recommends that you crete no mare than ten [ook- back e frames wih look-back perods of one year o ess
ants group #1 resuts

ents group =2 resuts
vnts group =3 resuls Defined Laak Back Optians

Dursion: [ Duration Unit:

csments group ¥4 results
essments group 3 results
ssments group ¥ results

Duration
1

Durstion Unit
manths Move

ents greup £ resubts
csments group 10 results
vents group #11 results
vents group ¥12 results
vents group #13 results
rents group #14 results
csments group #15 results
Compenent Powerform Link
Chart Launch Indicator

at Link
C vents requirerments

Compenent Help text

Copy Settings Framm..

Remove
Capy Settings Ta...

Save Raset

Select Clinical Assessment group #1 results Search for defined event code used for PHQ-9
and/or GAD-7 qualification. Select Save.

e |f event codes are not in same event set it is best to utilize group 1 and group 2. Ifin

same event set, both code values can be grouped together in Clinical Assessment
group #1
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oo T
" ] Unabie o Controt Wory
T
e 5 :
e

Select Component PowerForm Link and/or Interactive View Link. Configure quick charting
for PowerForms and/or Interactive view if needed. Select Savea Finish

e Allows users to chart a PHQ-9 or GAD-7 directly from the dashboard
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-

Cycle Servers 535 and 72
View configuration on front end by navigating to the MPage this component has been
added to.

Patient and Provider Discharge Summary
Listed below are examples and build steps of how one Oracle hospital built the patient and
provider discharge summary

Navigate to Oracle Wiki
https://wiki.cerner.com/display/public/reference/Understand+Dynamic+Documentation+EMR+Content+-
+Cerner+Basic+Content

Identify pieces of EMR content that could be used to meet requirement.

Scheduled Appointments and Follow ups example below
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Scheduled Appointments (Physician-Facing)

Any appointments currently scheduled for the patient and accompanying information documented in the scheduling tables.
Scheduled Appointments
Appointment Type When Where Contact Information

Generic Check up Appt 04/19/2016 20:30 COT Baseline West Primary Care Clinic| +91-B885552222
1234 Main

~ Technical Information
Example Markup
=div class="ddemrcontent" dd:contenttype="FUTURE_APPTS" dd:referenceuuid="18AF1EC5-77AB-4303-B720-EO006FBFAZ 2F"> < /div=

Follow-Up Instructions (Physician-Facing)

A version of the patient's follow-up instructions that is displayed in the physician-facing reference templates. Information shown to the physician regarding necessary follow-up care is displayed in a table
that includes columns for With, When, and Contact Information. Any additional instructions given by the physician are displayed beneath the columns. If information is not available, the text No qualifying
data available is displayed instead.

Follow Up Instructions
With When Contact Information
Eric Sicikano 01/28/2016 11:30 CST 4115 Carondelet Drive

Overland Park, KS 66223-
Additional Instructions: Take Visit Summary with you to the appointment.

Follow up with primary care provider wathin 3 to 5 days
Additional Instructions: No appointment scheduled.

Austin Brown Within 1 to 2 weeks, only if needed 64137 Seattle Grace Way
Kansas City, MO 64108-

Additional Instructions:

~ Technical Information
Example Markup

<div class="ddemrcontent" dd:contenttype="FOLLOW_UP" dd:referenceuuid="9DC024E8-603C-4A6A-83EA-BAFGFETEBID 2"></div>

Note- If including scheduled appointments AND follow up instructions it is recommended to use the Physician Facing version of

EMR content as it matches more closely together than the patient facing versions.
m dyndocmgmt . .
Access dyndocmgmt tool —. . Load manifest. Navigate to EMR content.

Filters  Formats EMR Content  Reference Templates

Add Rermove from List

Description Type Format Reference LUID D

rmerbasiccontent

Assessment and Plan Assessment and Plan Document Component cemerbasiccontent Assessment and i 5E6B61DASFE
Care Team Care Team Encounter Info \\cemerbasiccontent\formats\en' careteam_en.sht DF358768-DI39-4AAC-ABGE-EO50SECAD163
Chief Complaint Latest Chief Complaint Patient Chief ECI C-B002-CCEEDICEASBA
Chief Compleint and Reason Fo... Chief Complaint and Reason For Visit Chief Compleint / RFV cemerbasiccontent Chief Complaint and Reason For Visi \ i enash F2202DCE-TF7-4EFC-8087- 15TBD1E46ATD
i Location Re... lics Location Regitration PCP Encounter Info ? - 165CTIF = 7
L 3 Ethnicity Encounter Info ? . 5991C999-FOCS-4AZS 7582371
ontact G.. i ¢ Encounter Info i \ 2 D523B0AD-17F0- 49FB-6CB- DEE1 99601427
Demographics Petient Facing  Demographics Petient Facing Encounter Info " 2 STF2ET 7-AZT0-FOAFTDCSOFBA
Demographics Patient Name Full Demographics Patient Name Full Encounter Info i \cemerbasiccontent\formats\demeptnamefullusit  48A18750-E486-48D4-BF32-4EGALE214063
Devices and Equipment Devices and Equipment Patient Care Measurements  cemerhasiccontent Devices and
Diagnoses Diagnases List Diagnoses \ enash 1
Diagnoses Patient Facing Diagnoses List Patient Focing Disgnoses A i ¢.. BBADTBEC-C
DxCodes Diagnosis Codes D d orders i enxh  450F 883275262
DxOrders Active Diagnosis with rdiers [} d orders \cemerbasiccontent\fomats\en xorder_en st 28ADFAO1-6012-454F-BEDF-CDSS03253654
ED Assessment and Plan ED Assessment and Plan Document Component. ED ACTF43CD-
Farnily History Family History Family History i i \ 2 enuxslt 1F161D1-D181-4E00-9B64
Followup Patient Facing Followup Follow Up. z ..
Footnotes. Footnotes Feotnote \\cemerbasiccontent\formats\en'footnote_enasit (03B1CEBIF-B571-4AAS-8115-2CODDEF24028
Fu Fa... Fo g Fe BTTDIN1F-BBCA-4F 12-B0FB-TCBE1ABCSE0A
Future Orders Petient Facing  Future Qrders Petient Facing cemerbasiccontent Future Orders Petient \ i enaslt 1CATEIA-ATT5-A213-9F40- DABAEDA00ITA
Goals Gosls Goals \cemerbasiccontentiformats\em goals_en it ATSABF2F-1261-4022-AERZ-8838D 1926418
Health Cancems Health Concems Health Concems cemerbasiccontent Health C e _en... EABEIADF ~13135C504AFD
History of Present liness History of Present liness Document Component <emerbasiccontent History \ 2 50300668-B513-4183-8208- OFGESTEOCARS
Home Treatments Home Trestments Patient C Home 2 348244C
Hospital Course Hospital Course Patient Care Measurements  cemerbasiccontent Hospital C i i _enasit B0347283-2161-40CT-9A3D-DCFTFFT3115E
Images Images Images \cemerbasiccontent\fommats\enimages_enuxsk 2D4D1118-2873-40ED-85AB- 1 3A0TCI3682E
Immunization This Visit Immunization This Visit ategorized This \ [C 0916643
Immunizations Immunizations. = Categarized i . enx... 30EGEFT
Implanted Devices Implsnted Devices. Implanted Devices cemerbasiccontent Implanted i ... BFAJAC2F-9666-454F -8F3-FEDB3FOMET
Implanted Devices Patient Facing Implanted Devices Patient Facing Implanted Devices cemerbasiceontent Implantzd D2CD2684-EC JFAAFCA
Labs v2 for Providers Labs 2 for Providers Ls Labs r_enaslt & C2-ABEC-CE262A21 4441
Matemal Labs Matemal Labs Patient Cere Measurements  cemerhasicontent Matemal Labs Fiter. \ 2 _enaslt CCB251F1-8FBC-426F-AT7D-90E1DFBB4327
Medications Ordered Medications Medications z _enasit 22-8E0A-
Medicati Medicati Medication Medicati i \» enask  FEFO12D9-FB43-45B0-81CA-FIE19EA1ECED
Medicati Medications -_enaslt 7 DEBY
daclic ati She Blacic ot hous Nt N hdadic ati Bdachic ot I i ot RSN32E C hd
Save Manfest impert ose
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Find equivalent EMR content in manifest.

Note*
e UUID might be different than CernerWiki.

o Ifunable to find a piece EMR content found on CernerWiki, then it may not be in your
files. Please follow organizational policy for bringing items from Cerner into your manifest. This
may require building new filter and format files in the dyndocmgmt tool.

Navigate to dynamic documentation files. Open with code editor (ie. Notepad, notepad++, etc..)

] L UL UL |
"j Immediate_Post_Op_Mote I
mj InternalMedProgressMote_en I
mj Leave of Absence I
mj Medical Student Mote 1
mj Mental Health Inpatient Discharge Instructions 1
"j MHA Meurcpsychelegical Mote Template 1
Mj MHA Psych Consult Mote Ternplate I
"j MHA Psych IP Admission MNote Termplate I

]| Mental Health Inpatient Discharge Instructions - Motepad

File Edit Format View Help

k2xml version="1.8" encoding="windows-1252"2>
«?dynamic-document type="template" version="8.0"2>
<!DOCTYPE html PUBLIC "-//W3C//DTD XHTML 1.@ Strict//EN" "http://wei.w3.org/TR/xhtmll/DTD/xhtmll-strict.dtd">
<html xmlns="http://wwi.w3.org/1999/xhtml" xmlns:dd="DynamicDocumentation™>
<head>
<title/s
<fhead>
<body>
<div style="font-family: tahoma,arial; font-size: 9pt;">
<div class="ddsection ddremovable" style="padding: 4px;" dd:sectioncode="LOINC!46240-8">
<div class="ddemrcontent” dd:contenttype="ENCNTRINFO" dd:referenceuuid="51F22E71-926B-4A97-A270-FIAF7DCSQFBA" />
</divy
<hr style="height:4px;border-width:8;background-color:gray”/>
«<div class="ddsection ddremovable" dd:btnfloatingstyle="float-right" style="padding: 4px;">»
<hl style="padding: 10px; background-color: #000; color: #FFFFFF;">
<span class="ddsectiondisplay">Discharge Instructions</span>
</hl>
<table width="188%" style="border: @; border-collapse: collapse;">»
<colgroup>
<col valign="top" width="58%"/>
<col wvalign="top" width="50%"/>
<fcolgroup>
<tr>

|dentify where new section(s) need to be positioned and build in HTML. Example below of scheduled
hospital appointments and follow up sections.
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<span class="ddsecTiondlsplay »Wnat To do next</span>
</hl>
<div class="ddsubsection ddrefreshable ddinsertfreetext ddremovable" style="border-bottom: 1px solid #999; margin-top: 18px;" dd:sectioncode="LOINC!18776-5">
<span class="ddsectiondisplay">
<span style="font-weight: bold; font-size: 15pt;">Scheduled Hospital Appointments</span>
<br/:
</span>
<div class="ddemrcontent” style="margin-top: 1@px;" dd:contenttype="FUTURE_APPTS" dd:referenceuuid="BDBASBO3-517A-4C6B-B45E-CY6CEADCA285" />
</div>
<div class="ddsubsection ddrefreshable ddinsertfreetext ddremovable"” style="border-bottom: lpx solid #999; margin-top: 1@px;" dd:sectioncode="LOINC!69738-@"
<span class="ddsectiondisplay">
<span style="font-weight: bold; font-size: 15pt;">Follow Ups</span>
<br/>
</span>
<div class="ddemrcontent” style="margin-top: 1@px;" dd:contenttype="FOLLOW_UP" dd:referenceuuid="6EFDFE3E-6074-49A7-AB97-05CAAL954EF1" />

v

</divs

) m dyndocmgmt
Save File. Open "~ and select Import

Tatk View Help

Meniest Fie:
Open New rtcldymamic_documertation_Jich_v2 comebasiccortent cemerbasiccontert_trocal_enmenfes Soan for Cortent
Fiters Formatz EMR Content  Reference Templates
" Pr———y Each EMR Content 5 given 3 unius nien-sdtabie Reference ULID when created and cannot be evenwrtn
Neme Description Type + [source Filter Format Reference UUID D
Test Results Completed Laboratory Tests Tests Pending cemerbasiccontent Test s enussht 59£9-4 D-CODEICEABTAC
Tests Performed Completed and Pending Laboratory and Radiology Tests Tests Pending cemerbasiccontent Tests Lensc. D12751FE)
Tag - Tagged Tert Tagged Tet Tag Text cemerbasiccontent Tag - Tagged Len..
Social History Socsal History Socil History cemerbasiccontent Social enaxskt 9AC £-6C08-GPAIBSICESER
Radiology for Providers Radiology Orders and Results for Providers Radiology Orders and Resultc z Radiology)cemerbasiccontent \cernerbasiccontent\formats,en\radsprovider_enack:  FREriI W Ie T SR T e NaTa U LNe: )
Procedures Procedures enxslt ATFAPBAS-8FID-4302-837C-B21 BADTDBOSD
Problems Active Problems Problems Lenasit  AOFDATFS-E31A-4099-BAB1-FSGI2CEASASS
Problems Patient Facing Problems Patient Facing Problems e en.... SBAFZ105-C023 548-9FDATHTECAC
Patiert Educetion Patiert Education Patient Education Patient i \ e poted_enaclt 23
Chief Complaint Latest Chief Compleint Patiert Cate Messurements _ cemerbasiccontent Chief \ ECF C-B002-C CEEDSCGAGBA
Devices and Equipment Devices and Equipment Paticnt Care Measurements _ cemerbasiccontent Devices and 2 -G036-ABS1AFa36885
Home Treatments Horme Treatments Paticrt Care Measurements _ cemerbsiccontent Home e 3D+
Hospital Course Hospital Course Patiert Care Messurements  cemerbesiccontent Hospital C: \ Aen'haspit ensit BO34T2E3 7-943D-0CFTFFTS11SE
Maternal Labs Maternal Labs Patient Care Messurements  cemerbasiccontent Matemal Lats ; enusftCCB251F1-BFBC-428F-A17D-90E1DFBBA32T
Patient Instructions Patient Instructions Patiert Care . ABSDDADI-9601-4B4C-AFD2- GADBC2720A82
Professional Skill Services Professional Skill Services Patiert Care Messurements  cemerbasiccontent Professional Skil 2 SASCESC: EUTFE
Special Services Community Res, . Special Services and Community Resources Patient Care Mezsurements  cemerbasiccontent Special Services and Community
Latest Vital Signs snd Messurements Patiert Care Messurements _cemerbasiccontent vital 1A-7801-4057-A271-FDECTBEB2TBA
Vital Signs and Measurements C... Vtal Signs and Measurements Cardiology Patiert Core Messurements  cemerbasiccontent Vital c - 4-98C3-FA0BDCDTIDFE
Vital Signs and N Vital Neurol Patient Care Measurements _cemerbasiccontent vital 2 7AGATC3-290C 4386-B814-COCASDFEOSC2
Vital Signs and Measurements P... Latest Vital Signs and Measurements Patient Facing Patient Care Measurements _cemerbasiccontent vital patient Facing s -0424-17CB3607ACEC.
Patiert Care Measurements _cemerbasiccontent Vital Si e . CTDDEBAB-C E6AD
Vital Signs and Measurements ... Vital Signs and Measurements within 24 hours Patient Core Messurements  cemerbesiccontent Vital Si 2 \ e .. 807F87C, 24-FICGS90ATFTT
i Facing q Orders cemerbasiccontent Future Orders Patient Faci _enxsht 1CBATE3A-A375-4218-5F40-DABAEDSDOST4.
Referral Orclers Referral Crdlers Orders _enoxslt 193FCACA-0177-42FF-ADSS-39FCOTAIDIDE
i i _enasit 0689
Medicetions Reconciation Sho... Medications Reconcifiation Show Net Dose Column Med B Mediceti \ _neddose_... BDIECI-TE B-64796A7ABECC
Sim... Simplified 1. BADABCSEF
Medications Ordered Medications Medications : enaclt E
Medications with Categoiized D... Ordered Medications with Categarized Display Medications i e
Meds with Categorized Display -.. Meds with Categerized Display - No Home Medls Medications 1 .. T754D6F3-D61F-4DED-E3E3-CTOT3TBADEC
Medicat: Medicati Medication Med _enusit FEF918D9-FEA3-4580-81CA-FAET9EAECED
Labs \2 for Providers Labs \2 for Providers Labs Orders and Results cemerbasiccontent Labs V2\cermnerbasiccontent \cemerbasiccontent\formats\entlabsv2provider_enasit FODATES0-AESS-4C C2-ABGC-CE2G2A2IA4AT
Tag - Tagged Labs Tagged Labs Labs L ensc. CoB3869
Implanted Devices implanted Devices Implanted Devices cemerbasiccontent Implanted e GFAACIF-0666-450F-B763-FEDB3IFONLET
Implanted Facing Implanted Facing Implanted Devices cemerbasiccontent Implanted e D2CD26B4-ECE 2FGAFCA
iratin Thic Visit Imenupization This Vit teanirad L tion Thi I Aani ? 2 7.F AIGACT1AAS -
oo

For the provider discharge summary, the same organization made the following enhancements:

o Added in free text section titled “Follow up for Receiving Provider”

e Added in EMR content for DI Tests done on that encounter

o Added a spot to place tagged images
Navigate to Cerner Wiki
https://wiki.cerner.com/display/public/reference/Understand+Dynamic+Documentation+EMR+Content+-
+Cerner+Basic+Content
Identify pieces of EMR content that could be used to meet requirement.
Diagnostic imaging example below
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Radiology Results (Physician-Facing)

A physician-facing list of results for radiology exams performed on the patient during the current encounter. The interpretation is displayed along with the test name. If there are linked radiology orders, the interpretation is displayed once

(@ Note
To obtain radiology results, you must verify that your radielogy documentation is present in the Radiology Event Set grouper in the Event Set hierarchy.

Radiology Results
MRI Abdomen w/ + w/o Contrast - 12/13/2015 19:58 CST, MRI Abdomen wj Contrast - 12/13/2015 19:58 CST

_JH Interp

MRI Ankle w/ Contrast Left - 12/13/2015 19:50 CST, MRI Ankle w/ Contrast Right - 12/13/2015 19:57 CST
_OS and 06

MRI Brain w/o Contrast - 12/13/2015 17:44 CST

asfdadsfadsf

MRI Pelvis w/o Contrast - 01/19/2016 18:00 CST
_one

~ Technical Information
Example Markup

=div class="ddemrcontent” dd-contenttype="RADIOLOGY" dd linkedrefresh="TESTS" dd:referenceuuid="607EB264-E5AA-4E18-9EBB-436AF1 DAFOEF"></div=

m dyndocmgmt . .
Access dyndocmgmt tool — . Load manifest. Navigate to EMR content.

Fiters Formats EMR Content  Reference Templates

[assessment and Dian ‘ssessment and Plan.
Care Tesm Care Tesm Encounter info cemebaziceontent Encounter Lenxh  DFISATSN.DS3-AAACASSE-9SGSECADIEI
(Chiet Complaint Latest Chief Complarnt Chiet i C-B002. CCEEDSCHABBA
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<heads<titler</title></head>

<body>
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<fdivs

m dyndocmgmt
Save File. Open "— and select Import



5 oo e st oremanzcomat seccol Scanfor Cortert

Major Depression Indicators - Inpatient
Overall approach

The below includes a compilation of process indicators that can be measured for people
with a main diagnosis of major depression. These indicators focus on the inpatient
setting and were created based on the Major Depression Quality Standard. These
indicators are relevant to the main quality statements implemented, or E2P Ontario pilot
sites have deemed that the indicator is measurable within Health Information Systems and
valuable to collect for quality improvement opportunities. Reasons for not including
indicators include them being patient self-reported, beyond the time frame of this project,
not documented in HIS’ and more.
Major depression denominator inclusion criteria:

. For diagnosis type, use Q2A with DSM-V to reflect the principal diagnosis.

. Age =18 years

- Within the hospital visit: between registration and discharge

« Your indicator denominator/patient cohort can be pulled from the data captured

in the RAI
Diagnosis DSM-V
ICD-10-CM
Major depressive disorder, Recurrent episode
Major depressive disorder, Recurrent episode, In full remission F33.42
Major depressive disorder, Recurrent episode, In partial remission F33.41
Major depressive disorder, Recurrent episode, Mild F33.0
Major depressive disorder, Recurrent episode, Moderate F33.1
Eviden jor depressive disorder, Recurrent episode, Severe F33.2
IIOntqriQ Major depressive disorder, Recurrent episode, Unspecified F33.9

A TRt



https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-depression-clinical-guide-1609-en.pdf

Major depressive disorder, Recurrent episode, With psychotic features  [F33.3

Major depressive disorder, Single episode

Major depressive disorder, Single episode, In full remission F32.5

Major depressive disorder, Single episode, In partial remission F32.4

Major depressive disorder, Single episode, Mild F32.0

Major depressive disorder, Single episode, Moderate F32.1

Major depressive disorder, Single episode, Severe F32.2

Major depressive disorder, Single episode, Unspecified F32.9

Major depressive disorder, Single episode, With psychotic features F32.3
Persistent depressive disorder (dysthymia) F34 (see note*)

*Note: Dysthymia is coded as ICD-10 CM F34.1, however, all of F34 may be used for a
broader definition of depression.

Comprehensive E2P Process Indicator Percentage of people with major depression
assessment who receive a minimum of one PHQ-9s during
their hospital visit

Numerator and Denominator  |[Numerator: # of patients with major depression
who have 1 PHQ9 completed within the visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details.

E2P Update: Beginning December 2024, E2P sites
have elected to include a minimum of ‘one’ PHQ-
9 during the hospital visit (previously 2 included).
This update reflects the preference by clinical
teams to utilize the PHQ-9 for screening (all
patients) and establish a baseline in relation to
shorter inpatient length of stay and likelihood of
community-based care following admission.
Definitions The PHQ-9 is a validated tool for assessing the
severity of symptoms and degree of functional
impairment. It is one component of a
comprehensive assessment.l Frequent
measurement of symptoms using the PHQ-9
allows providers to know when the patient is
having a full response, partial response, or no
response to treatment. This information helps in
making decisions about how to adjust treatment.
There are no strict guidelines on how often the
PHQ-9 should be re-administered in an inpatient
setting.2 The Evidence2Practice Ontario program
suggests that the PHQ-9 be completed at least
once during the person’s hospital stay.



https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-All-Quality-Standards/Major-Depression/Quality-Statement-1-Comprehensive-Assessment
https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016-07-01_phq_2_and_9_clean.htm#ix.

E2P Process Indicator

Percentage of people with major depression
who receive a minimum of one GAD-7 during
their hospital visit

Numerator and Denominator

Numerator: # of patients with major depression
who have 1 GAD-7 completed during their
hospital visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details.

E2P Update: Beginning December 2024, E2P sites
have elected to include a minimum of ‘one’ PHQ-
9 during the hospital visit (previously 2 included).
This update reflects the preference by clinical
teams to utilize the PHQ-9 for screening (all
patients) and establish a baseline in relation to
shorter inpatient length of stay and likelihood of
community-based care following admission.

Definitions

The GAD-7 is both a screening and validated
severity-rating tool. As people with depression
may have anxiety as a co-occurring diagnosis, it is
recommended that the GAD-7 be administered
to people with depression in conjunction with
the PHQ-9. The Evidence2Practice Ontario
program suggests that the GAD-7 be completed
at least once during the person’s hospital stay.

Transitions in Care

E2P Process Indicator

Percentage of people with major depression
who have a patient discharge summary upon
transitioning from one care provider to another

Numerator and Denominator

Numerator: # of patients with major depression
who have a patient discharge summary
completed

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

Definitions

It is important for people with depression
transitioning from hospital to home to have a
care plan that is shared with thems.

A patient discharge summary is a form of written
communication that accompany the patient after
discharge from the hospital. The
Evidence2Practice Ontario program mental
health discharge summaries sought to align with

the principles as outlined by the Patient Oriented
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Discharge Summary (PODS) best practice
guideliness. PODS is endorsed by Health Quality
Ontario as a recommendation for innovative
practices and evidence-informed best practices
to improve transitions between hospital and
home:.

E2P Process Indicator

Percentage of people with major depression
who have their provider discharge summary
completed within 48h of discharge

Numerator and Denominator

Numerator: # of patients with major depression
who have a provider discharge summary
completed within 48h of discharge

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

Definitions

It is important for people with depression to
have a care plan that is shared between
providers:. A provider discharge summary is a
form of written communication for care
providers that will provide follow-up care.
Created by the most responsible physician (MRP)
from the inpatient stay, discharge summaries
should be available to the primary care provider
(PCP) within 48 hours of hospital discharge. This
communication is critical to a patient’s transition
because it is relied upon to make ongoing clinical
recommendations in their cares.

E2P Process Indicator

Percentage of people with major depression
who transition from the inpatient setting to the
community who have a booked follow-up
Qppointment with a GP or MH clinician within 7
days of discharge

Numerator and Denominator

Numerator: # of patients with major depression
who have a booked follow up with a primary care
provider or mental health clinician within 7 days
of discharge

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

Definitions

A follow-up appointment after hospitalization
helps support the transition to the community. It
is especially important for people with major

depression who are admitted to hospital with a
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high risk of suicide to be followed up soon after
discharge:. Given long wait times to see a GP or
psychiatrist across the province, the E2P Ontario
program has included mental health clinicians in
the process indicator. Also, the program seeks to
measure whether the patient has a follow-up
appointment scheduled instead of whether the
patient went to the appointment due to the
availability and feasibility of data collection.

Suicide risk
assessment

E2P Process Indicator

Percentage of people with major depression
who receive a minimum of two suicide risk
assessments during the hospital visit

Numerator and Denominator

Numerator: # of patients with major depression
who have a minimum of 2 suicide risk
assessments completed during the hospital visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

Definitions

People with major depression have an increased
lifetime risk of suicide and should be assessed for
suicide risk on initial contact and throughout
treatmente.

A suicide risk assessment includes questions
about:
e Suicidal thoughts, intent, plans,
means, and behaviours
(hopelessness)
e  Specific psychiatric symptoms
(e.g., psychosis, severe anxiety,
substance use) or general medical
conditions, as well as psychiatric
treatment that may increase the
likelihood of acting on suicidal ideas
e Past and, particularly, recent
suicidal behaviours
e Current stressors and potential
protective factors (e.g., positive
reasons for living, social support)
e  Family history of suicide or
mental illness

Suicide risk assessment scales can be used by
trained professionals to guide assessment.
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Treatment after
initial diagnosis

E2P Process Indicator

Percentage of people with major depression
who receive evidence-based psychotherapy
during their hospital visit (optional).

Numerator and Denominator

Numerator: # of patients with major depression
who receive evidence-based psychotherapy
during their hospital visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

E2P Update: This process indicator has been
updated as ‘optional’ to reflect differences in
treatment availability during inpatient
admissions and documentation feasibility.

Definitions

Both antidepressant medications and evidence-
based psychotherapies (such as cognitive
behavioural therapy or interpersonal therapy)
can be effective treatments for major depression.
This indicator measures the percentage of people
who receive evidence-based psychotherapy
during their hospital stayz.

Evidence-based psychotherapy: includes
cognitive behavioural therapy and interpersonal
psychotherapy (see below). Other
psychotherapies that may be effective include
behavioural activation therapy, short-term
dynamic psychotherapy, and mindfulness-based
cognitive therapy.

Cognitive behavioural therapy and interpersonal
therapy:

e Delivered on a one-to-one or
group basis

e Delivered over 16 to 20 sessions
over 3 to 4 months

e Delivered by an appropriately
trained therapist in accordance with
a treatment manual

Education and
support

E2P Process Indicator

Percentage of people with major depression
who are offered information regarding
community supports or crisis services during
their hospital visit
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Numerator and Denominator

Numerator: # of patients with major depression
who are offered information regarding
community supports or crisis services during
their hospital visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

Definitions

People with major depression and their family
members and caregivers can benefit from
information on services and local supports
available in their communities and information
on signs and symptoms of relapse:

E2P Process Indicator

Percentage of people with major depression
who are offered education about major
depression during their hospital visit (optional).

Numerator and denominator

Numerator: # of patients with major depression
who are offered information regarding
community supports or crisis services during
their hospital visit

Denominator: # of patients with a main diagnosis
of major depression

See “Major depression denominator inclusion
criteria” for details

E2P Update: This process indicator has been
updated as ‘optional’ to reflect differences in
treatment availability during inpatient
admissions and documentation feasibility.

Definitions

Education includes the following topics::
e Signs and symptoms of
depression
e Treatment options and their side
effects
e Self-management strategies
such as monitoring symptoms and
suicide risk, participating in
meaningful activity, eating well,
practicing sleep hygiene, performing
physical activities, and reducing
tobacco and alcohol use
e Family self-care and resilience
e Local resources for support
e Risk of relapse, and early signs

and symptoms of relapse
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Anxiety Indicators - Inpatient

Overall approach
The below includes a compilation of process indicators that can be measured for people
with a main diagnosis of an anxiety disorder. These indicators focus on the inpatient
setting and were created based on the Anxiety Disorders Quality Standard. These
indicators are relevant to the main quality statements implemented, or E2P Ontario pilot
sites have deemed that the indicator is measurable within Health Information Systems and
valuable to collect for quality improvement opportunities. Reasons for not including
indicators include them being patient self-reported, beyond the time frame of this project,
not documented in HIS’ and more.
Anxiety disorders denominator inclusion criteria

. For diagnosis type, use Q2A with DSM-V to reflect the principal diagnosis.

. Age =18 years

« During the hospital visit: between registration and discharge

« Your indicator denominator/patient cohort can be pulled from the data captured

in the RAI
Diagnosis ICD-10-CA
Phobic anxiety disorders F41.0
Generalized anxiety disorder F41.1
Mixed anxiety and depressive disorder: F41.2
Anxiety Disorder, unspecified F41.9
Screening E2P Process Indicator Percentage of people with an anxiety disorder
who receive a minimum of one PHQ-9 during
Comprehensive their hospital visit
assessment Numerator and Denominator ~ [Numerator: # of patients with an anxiety

disorder who have 1 PHQ9s completed

Denominator: # of patients with an anxiety
disorder as their main diagnosis

See “Anxiety Disorder Denominator” for
details.

E2P Update: Beginning December 2024, E2P
sites have elected to include a minimum of
‘one’ PHQ-9 during the hospital visit
(previously 2 included). This update reflects the
preference by clinical teams to utilize the PHQ-
9 for screening (all patients) and establish a
baseline in relation to shorter inpatient length

Evidence2Practice
Il Ontario

Accessible. Actionable, Adaptable.



https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-anxiety-disorders-quality-standard-en.pdf

of stay and likelihood of community-based care
following admission.

Definitions

The PHQ-9 is a validated tool for assessing the
severity of symptoms and degree of functional
impairment. As people with anxiety have
depression as a co-occurring diagnosis, it is
recommended that the PHQ-9 be administered
to people with an anxiety disorder in
conjunction with the GAD-7. The PHQ-9 is one
component of a comprehensive

assessmentt. Frequent measurement of
symptoms using the PHQ-9 allows providers to
know when the patient is having a full
response, partial response, or no response to
treatment. This information helps in making
decisions about how to adjust treatment.
There are no strict guidelines on how often the
PHQ-9 should be re-administered in an
inpatient settingz. The Evidence2Practice
Ontario program suggests that the PHQ-9 be
completed at least once during the person’s
hospital stay.

E2P Process Indicator

Percentage of people with an anxiety disorder
who receive a minimum of one PHQ-9 during
their hospital visit

Numerator and Denominator

Numerator: # of patients with an anxiety
disorder who have 1 PHQ9s completed during
their hospital visit

Denominator: # of patients with an anxiety
disorder as their main diagnosis

See “Anxiety disorders denominator inclusion
criteria” for details.

E2P Update: Beginning December 2024, E2P
sites have elected to include a minimum of
‘one’ PHQ-9 during the hospital visit
(previously 2 included). This update reflects the
preference by clinical teams to utilize the PHQ-
9 for screening (all patients) and establish a
baseline in relation to shorter inpatient length
of stay and likelihood of community-based care
following admission.

Definitions

The GAD-7 is both a screening and validated
severity-rating tool. By itself, identification
does not provide a diagnosis of an anxiety
disorder; however, it does provide preliminary
documentation of symptoms and quantify

severity in a time-limited setting, and it

31


https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-All-Quality-Standards/Major-Depression/Quality-Statement-1-Comprehensive-Assessment
https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016-07-01_phq_2_and_9_clean.htm#ix.

indicates who may need further assessmentz
The GAD-7 is a validated severity-rating tool
that can be used as one component of a
comprehensive assessment. The E2P Ontario
program focuses on the administration of the
GAD-7 as it can be used for general anxiety
disorder, and often a starting point for
measurement-based care in people with other
anxiety disorders. The Anxiety Quality Standard
has a list of other validated severity-rating
tools that can be used for other anxiety
disorders in conjunction with the GAD-7. The
Evidence2Practice Ontario program suggests
that the GAD-7 be completed at least once
during the person’s hospital stay.

Transitions in Care

E2P Process Indicator

Percentage of people with an anxiety disorder
who have a patient discharge summary upon
transitioning from one care provider to
another

Numerator and Denominator

Numerator: # of patients with an anxiety
disorder who have a patient discharge
summary completed

Denominator: # of patients with an anxiety
disorder as their main diagnosis

See “Anxiety disorders denominator inclusion
criteria” for details

Definitions

It is important for people with an anxiety
disorder transitioning from hospital to home to
have a care plan that is shared with them. A
patient discharge summary is a form of written
communication that accompany the patient
after discharge from the hospital. The
Evidence2Practice Ontario program mental
health discharge summaries sought to align
with the principles as outlined by the Patient
Oriented Discharge Summary (PODS) best
practice guideliness. PODS is endorsed by
Health Quality Ontario as a recommendation
for innovative practices and evidence-informed
best practices to improve transitions between
hospital and home:.

E2P Process Indicator

Percentage of people with an anxiety disorder
who have their provider discharge summary
completed within 48h of discharge

Numerator and Denominator

Numerator: # of patients with an anxiety
disorder who have a provider discharge
summary completed within 48h
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Denominator: # of patients with an anxiety
disorder as their main diagnosis

See “Anxiety disorders denominator inclusion
criteria” for details

Definitions

It is important for people with an anxiety
disorder to have a care plan that is shared
between providers. A provider discharge
summary is a form of written communication
for care providers that will provide follow-up
care. Created by the most responsible
physician (MRP) from the inpatient stay,
discharge summaries should be available to the
primary care provider (PCP) within 48 hours of
hospital discharge. This communication is
critical to a patient’s transition because it is
relied upon to make ongoing clinical
recommendations in their cares.

Cognitive behavioural
therapy

E2P Process Indicator

Percentage of people with GAD who receive
cognitive behavioural therapy during their
hospital visit (Optional)

Numerator and Denominator

Numerator: # of patients with an anxiety
disorder who receive cognitive behavioural
therapy during their hospital visit

Denominator: # of patients with an anxiety
disorder as their main diagnosis

See “Anxiety disorders denominator inclusion
criteria” for details

Definitions

Psychological treatments play an important
role in the management of anxiety disorders.
Cognitive behavioural therapy (CBT), a type of
psychotherapy, is an effective treatment for
anxiety disorders when delivered by a trained
health care professional. See Quality
Statement 6: Cognitive Behavioural Therapy,
for a more detailed description of CBTz.

E2P Update: This process indicator has been
updated as ‘optional’ to reflect differences in
treatment availability during inpatient
admissions and documentation feasibility.
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Depression & Anxiety Process Indicators - Outpatient

The below includes a compilation of process indicators that can be measured for people
with an anxiety disorder or mood disorder. These indicators focus on the outpatient
setting and were created based on the Major Depression Quality Standard and Anxiety
Quality Standard. These indicators are relevant to the main quality statements
implemented and are relevant for people with anxiety disorders and/or other mood
disorders. The outpatient setting does not leverage the Resident Assessment Intake form
or use CIHI's coded diagnoses, so the patient cohort will include all patients who had an
outpatient visit at a clinic that supports people with anxiety and/or mood disorders. These
metrics will provide insight into clinic services as a whole, instead of being stratified
according to people with major depression and anxiety disorders.
Outpatient clinic inclusion criteria:

« Clinic supports people with anxiety and/or mood disorders

. The total number of unique patients who had a registered visit at the outpatient

clinic

. Use the most recent visit for the unique patient
Comprehensive E2P Process Indicator Percentage of people who had a registered
assessment visit for the [outpatient clinic] that received a

PHQ-9 at least once in the past 6 weeks

Numerator and Denominator Numerator: # of people who received a PHQ-9
at least once in the past 6 weeks

Denominator: # of people who had a
registered visit at the [outpatient clinic] during
the month of reporting

See outpatient clinic inclusion criteria for more
details

Definitions The PHQ-9 is a validated tool for assessing the
severity of symptoms and degree of functional
impairment. It is one component of a
comprehensive assessment.. Repeated
measurement of symptoms using the PHQ-9
allows providers to know when the patient is
having a full response, partial response, or no
response to treatment. This information helps
in making decisions about how to adjust
treatment. There are no strict guidelines on
how often the PHQ-9 should be re-
administered in an outpatient setting.
However, there is some guidance on re-
administering the tool at 4-6 weeks to measure
response to treatment.2 The PHQ-9 may be
administered more frequently based on
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organizational policies and clinical judgment,
but the Evidence2Practice program will
measure that a PHQ-9 score has been done
within 6 weeks of the patient’s outpatient
Appointment.

E2P Process Indicator

Percentage of people who had a registered
visit for the [outpatient clinic] that received a
GAD-7 at least once in the past 6 weeks

Numerator and Denominator

Numerator: # of people who received a GAD-7
at least once in the past 6 weeks

Denominator: # of people who had a
registered visit at the [outpatient clinic] during
the month of reporting

See outpatient clinic inclusion criteria for more
details

Definitions

The GAD-7 is both a screening and validated
severity-rating tool. As people with depression
may have anxiety as a co-occurring diagnosis, it
is recommended that the GAD-7 be
administered to people with depression in
conjunction with the PHQ-9. The
Evidence2Practice program will measure that a
GAD-7 score has been done within 6 weeks of
the patient’s outpatient appointment.

Transitions in Care

E2P Process Indicator

Percentage of people discharged from the
[outpatient clinic] who have a patient
discharge summary/patient treatment plan
upon completion of treatment (Optional)

Numerator and Denominator

Numerator: # of people who have a patient
discharge summary/patient treatment plan
upon completion of treatment

Denominator: # of people discharged from the
outpatient clinic during the month of reporting

See outpatient clinic inclusion criteria for more
details

E2P Update: This process indicator has been
updated as ‘optional’ for organizations who
may not have outpatient discharge summaries.

Definitions

It is important for people with depression
transitioning from hospital to home to have a
care plan that is shared with them, and the E2P
program recommends that patients who
complete treatment in an outpatient setting

receive a patient discharge summary or patient

35



treatment summary as well 3. Though there will
be nuanced differences between an outpatient
discharge summary and inpatient discharge
summary, the document is still a form of
written communication that accompanies the
patient after they complete their treatment.
The Evidence2Practice Ontario program
outpatient mental health discharge summaries
sought to align with the principles as outlined
by the Patient Oriented Discharge Summary
(PODS) best practice guideliness. PODS is
endorsed by Health Quality Ontario as a
recommendation for innovative practices and
evidence-informed best practices to improve
transitions between hospital and home-.

E2P Process Indicator

Percentage of people discharged from the
[outpatient clinic] who have their provider
discharge summary completed within 7 days
of discharge (Optional)

Numerator and Denominator

Numerator: # of people who have a provider
discharge summary completed within 7 days of
completion of treatment

Denominator: # of people discharged from the
outpatient clinic during the month of reporting

See outpatient clinic inclusion criteria for more
details

E2P Update: This process indicator has been
updated as ‘optional’ for organizations who
may not have outpatient discharge summaries.

Definitions

The guidelines state clearly that it is important
for people with depression to have a care plan
that is shared between providers:. A provider
discharge summary is a form of written
communication for care providers that will
provide follow-up care. In an outpatient
setting, this practice is less standardized. As
transitions in care have been identified as an
area of focus and a pain point for people with
anxiety and depression, the E2P program
encourages outpatient settings to standardize
the practice of completing provider discharge

summaries.
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Terminology Mapping Pre-Setup
Reporting CCL Templates

Inpatient:

=]
1_XV_e2p_IP_prg.txt

=
1_XV_e2p_IP_dpb.txt

Outpatient:

=
1_XV_e2p_OP_prg.txt

=|
1_XV_e2p_OP_dpb.txt

SNOMED Summary

The following report guide is intended to support Oracle hospitals in Ontario to map clinical
concepts to Systematized Nomenclature of Medicine — Clinical Terms (SNOMED CT) and
develop a report to measure adherence to the process indicators.

SNOMED CT is a systemically organized computer processable collection of medical
terms. These coded terms can be used within Health Information Systems to capture,
record, and share clinical data. Standardized reporting that pulls from clinical concepts
mapped to SNOMED CT codes enables comparison of standard adherence across different
hospitals and different health information systems, equips organizations with valuable data
that drives quality improvement initiatives, and provides the opportunity to learn from peer
hospitals.

As hospitals have different Health Information Systems (e.g., Oracle, EPIC, and Meditech)
that have different concepts for clinical terms that have the same (or similar) meaning,
mapping clinical concepts to the same SNOMED CT code provides a common link that
enables comparison.

Depending on the organization, this toolkit will serve as a guide for Oracle database
administrators responsible for codesets and Cerner Command Language (CCL) report
writing. Modifications may need to be made to the report at each hospital level. The project
timeframe may vary across hospitals depending on available resources and state of
readiness. The hospitals that participated in the initial SNOMED CT Mapping and
Reporting went live within 6 months of initiation.

Evidence2Practice
Ontario
Accessible

Actionable. Adaptable.
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Terminology Mapping Pre-Setup

Purpose IDEA

Contributor source alias and Design drawn from how NHS
semantic tags are to be used structured their SNOMED CT
in translation reports mapping

CONTRIBUTOR SOURCE Alias (E2P_SNOMED): used to map the SNOMED CT code

e Core Code Buier HOW TO CREATE THE CONTRIBUTOR SOURCE

Task Edit View Help

— e ALIAS: E2P_SNOMED

& Al

Advanced Search ...

Code Value Management | Code Set Management | Cods Valus Group | Code Value Alas | Code Value OutBound | Code Value Extension | Step ] : Create CDF Meaning

Code set 73 : Contributor Source

7 e 28 ' 1.1
T, 7 - - - BB1 1
F1d This action is not recommended Open Core Code Builder
ENg This action is inherently risky and can conflictwith intended behavior of this code set e
50|B Applications that consume this code set may be adversely impacted. TES
s |73 FIR
N 1.2
g This action should be avoided unless you fully understand the impact HU S h f d 7 3
s |» b earch tor code set
T 5 MIC
BN = MYl
K , e e i I3
7 Adding new CDF Meanings may violate the expected behavior of applications that leverage CDF i .
| ™ Meaning values from entire code sets. This action creates only single CDF Meaning values, and does I )
15 |7 notinclude associating them with code value rows. Adding newly created CDF Meaning values to new or RE( S ele Ct | Create CODF Meaning l
% |3 existing rows within a code setwill not be allowed fthose changes violate the logical duplicate indicators
=7 B for the associated code set UM
18 |72 AP 1 1 1
el This opens a new window with a
20 |73 MU . .
EH Create CDF meaning warning
» | Nati
- e a
ad | | woty . | I Create CDF Mearing I 1.4
= i Select Proceedio create e3ning [not recommended

(=] { on on | Enter E2P_SNOMED for CDF Meaning,
display and definition.

“CDF Meaning : | E2P_SNOMED ] 16
0K |

“Display - [E2P_SNOMED ] Select

Definition : E2P_SNOMED| ]

JJ[Eitensanvseiins

Accessible. Actionable. Adaptable.
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Terminology Mapping Pre-Setup

Codesets used

/2 Event

s Code Value Management =

(Code Set 73 Contributor Source . .
e s————— Step 2: Create a new alias codevalue in codeset
— s ’ 73: Contributor Source

il — 2

D e Open Corecodebuilder

i - 2.2

oo, } Create the codevalue E2P_SNOMED and
N e attach the created CDF meaning of

Gl T E2P_SNOMED

[V] Active

New | ok [ [ e | HOW TO CREATE THE CODE VALUE

EXTENSION: E2P

Open Corecodebuilder
Load the codeset (i.e., )

Click on the Code Value Extension tab

Click Code Set Extension button

Type:
Field Name: E2P

Field Type: AlphaNumeric

Select @ ok

III Evidence2Practice
nturlo
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Terminology Mapping 4

Codesets used

72 Event 72 Event

PRE-REQUISITE

Step 1: See table with the terminology,
corresponding SNOMED CT code, and
semantic tags

MAPPING STEPS

Step 2: Follow the steps below to execute
terminology mapping to SNOMED CT

in Cerner

1.1
Open CoreCodeBuilder

1.2
Load the codeset where the term is

found (e.g., )
On the Code Value Management tab:

Search for the code value that
requires SNOMED CT code mapped
and double click to open the Code
Value Management window

1.5
Click on Code Value Outbound tab
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Code Value 2556467915 : furosemide

Code Value

Terminology Mapping

MAPPING STEPS continued on page 8

Codesets used

Code Value Management

| CodeVauehbound |  CodeVaeOutbound | Code Value Bxtension |

[ [contrbutor Source |

L=

Alias | Alias Type Meaning |

(3}

MAPPING STEPS (continued)

Outbound Alias

“Contbutor Sure

Click Add Alias

T —

Contributor Source:

Select |e2r_snomen

New 0K Cancel

z 1.5-1.9

Code Value 2556467915 : furosemide

Code Value

Alias: type in the SNOMED CT Code

1.
Select | ok |

| Field Name | Field Type | Field Value |

EEE R

(© FEODYPAR'Z
Colonoscopy 2
(S DURATON 1
= e
@ IMMUNIZAT 1
PMADMITD 1

@ PMWLFIELl 2
(© [STARTDAT2
(© STOPDATEZ

Click on the Code Value Extension tab

> 1]

On the E2P row, map the semantic
S¢ tag on the Field Value
Value Management window

1.10-1.11

Evidence2Practice

Accessible. Actionable. Adaptable.



Viewing Mapped SNOMED CT code and Semantic Tags®

Viewing mapped codes and semantic tags can be easily viewed in
the main window of corecodebuilder

Code Value Management | Code Set Managemert | Code Value Group | Code Value Alas | Code Value OutBound | Code Value Exension

Code set 72 - EVENT_CODE
Fiter by

(® Contributor Source : | E2P_SNOMED

| O Code Value Display v Clear Fiter

| CodeVaue | de Value Display | CDFMeaning | Act
415

®

()

leasured

7

e
e
] 1.1-
e '
(Code Value Managemert | Code Set Management |  Code Value Group |  Code Value Alas | Code Valus OutBound | Code Value Exenson |
Code set 72 - EVENT_CODE
[Code Set tension ..~ |
Code Value I Code Value Display | €20 [T
1 - RECORD ARTIFACT @
2 PROCEDURE =)
3 OBSERVATION =)
[a | OBSERVATION =)
5 OBSERVATION
6 OBSERVATION 2.1-2.2

VIEWING SNOMED CT CODE

1.1
Load the codeset

1.2
Click on the Code Value Outbound tab
1.3
Filter by Contributor Source:
E2P_SNOMED
1.4
Click on the Alias column to sort
the codes to the top
VIEWING SEMANTIC TAG
2.1
Click on the Code Value Extension tab
2.2

Click on the E2P Column to sort the
semantic tags to the top

Ontario

Accessible. Actionable. Adaptable.

II Evidence2Practice
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Choosing the SEMANTIC tag

Consulted with Canada Health Infoway (CHI) and referenced
2-ELP0025_ContentHierarchylntroduction to understand each hierarchy’s content for
correct semantic tag use. See appendix for the guide to understand the hierarchy

Choosing the CODESET
Selected codesets based on clinical workflow and report output

QUALIFIER

Qualifier values represent the values of some of the SNOMED CT attributes, where those
values are not subtypes of another top-level concept. For example, ‘left’, ‘severe’, or
‘capsule’. Qualifier values are used in health record to define the laterality of a diagnosis
or procedure (such as ‘left’, ‘right’ or ‘bilateral’), the severity of a condition (for
example, ‘severe’), the priority of a procedure (for example ‘emergency’), a medication
dose form (like ‘tablet’ or ‘capsule’) and a route of administration (such as ‘oral’ or
‘topical’).

MEDICINAL_PRODUCT

Pharmaceutical/biologic products are medication products or drugs. They include
concepts that describe a type of medication at various levels of detail. The
MEDICINAL_PRODUCT hierarchy falls under the Pharmaceutical/biologic products
hierarchy.

II Evidence2Practice
Ontario

Accessible. Actionable. Adaptable.
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PROCEDURE

Procedures represent activities performed in the provision of health care. This includes
not only surgical procedures (such as Appendectomy), but also the administration of
medicine (such as the administration of anesthesia) , imaging (such as ‘x-rays’ and
‘ultrasounds’), education (such as diabetic care education), therapies (like
physiotherapy) and administrative procedures (like ‘admission’ or ‘discharge’).
Procedures are frequently documented in a health record. The most common reasons
to do so are to record the procedures that have been performed (for example during a
hospital stay), to record the procedures that are planned (such you may find in a care
plan), or to record a procedure that is being ordered or requested.

OBSERVATION

Observable entities are things that can be observed. They represent a question or an
assessment, which can produce an answer or result. Observable Entities and Clinical
Findings often work together, because the Observable Entity represents the question,
while the Clinical Finding represents the answer. Examples of observable entities
include ‘systolic blood pressure’, ‘color of iris’, and ‘gender’. Concepts in this hierarchy
are used to represent the name or type of an observation. Other code systems, such as
LOINC, can also be used for this purpose.

THERAPY

Regime/therapy (subtype of procedure): set of procedures focused on a single purpose
on one patient over time (e.g. repeated administration of drug in a small dose for an
indefinite period of time).

RECORD_ARTIFACT

Record artifacts represent content that is created to provide people with information
about record events or states of affairs. Examples include a ‘patient held record’, a
‘discharge summary’, a ‘record entry’, a ‘family history section on a report’, and a
‘birth certificate’. Record artifact concepts are used in health records to document the
type of identification used by a patient, or to specify the type of document used or
required.

/] U Noua PG

nnnnnnnnnnnnnnnnnnnnnnnnnnnn
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Item or Concept SNOMED CT (EP2) Sample HIS Term CODESET Code Value Extension
or Semantic Tag
PHQ-9 720433000 PHQ-9 score 72 Observable entity
Total severity score
GAD-7 445455005 GAD7 score 72 Observable entity
Patient discharge 38451000087100 Patient discharge note 72 Record artifact
ey Discharge instructions
Inpatient patient
summary
Provider discharge 373942005 Discharge summary (MH) 72 Record artifact
Sty Discharge summary,
psychiatry discharge note
Follow up 1156892006 TBD 72 Procedure
appointment
Suicide risk 3161000175102 Suicide Ideation 72 Observable entity
assessment
Evidence-based 75516001 Therapy name (inpatient) 72 Regime/therapy
psychotherapy Social work
documentation (form)
Community supports 710822009 Special services and 72 Procedure
community resources
Recommended supports
team
Crisis services 408904007 Crisis safety plan (form) 72 Procedure
Mental health care 410224008 Education provided Procedure
education during encounter 72
Ed - depression
Cognitive behaviour 228557008 Social work 72 Regime/therapy

therapy

documentation (text)
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