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Methods

The Pieces ™ software was integrated with the EPIC™ electronic health record systems, and a Pieces ™-like M ET H O D S

algorithm deployedto non-EPIC ™ systems through FTPS sites. Pieces ™ identifies eligible patients attending
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clinics randomized to intervention arm and notifies providers of upcoming visits through EHR-embedded ‘Best « ICD-Pieces(NCT02587936) uses a stratified cluster randomized trial designwith HCS as strata.
ica’ i i i i ili i Figure Four. Data Flow
Prgctlce Alerts or F?harmamst note§, linked to ”."ef’ |§:al orde.r sets and CKI.D protocals. Practlce’ fa_C|I|ta_1tors assist . Pieces™facilitates identification of eligible patients, randomization into intervention and control groups, notification ent albuminuria categores
Primary Care Providers (PCPs)to implementsix ‘Kidney Disease Improving Global Outcome’ guideline-concordant , , : : . : : : . Description and range.
: . S L : : : of providers, establishment of management plan including provision of evidence based intervention, monitoring of AL e A=
interventions: 1) medication titration to maintain BP below 140/90mmHg, 2) use of angiotensin-converting-enzyme : . Normal
L . : ) : . : : : care provided to patients and progresstowards treatment goals. to misdly S T el
inhibitor or angiotensin receptorblocker, 3) treatment with statins, 4) meeting hemoglobin A1C targets for patients C L I N I CAL W O R K F LOWS ngreeseo A S
comorbidities, 5) avoiding nephrotoxic medications, 6) CKD education. «  Practice Facilitators supporteligible patient care planning, patient education, and monitoring to ensure that patients = <3 g ol 330 ma/ mrnot > 30 e/ ol
- receive the necessary intervention within the course of normal clinic operations and that they progress to care Improving Chronic Disease Management with Pieces - EPIC Based Clinical Workflow g S et de = - = =
Flndlngs targets. | i R R 1 :—ég G2 | milaly decreased 6089 ss = 10
At the end of the 3rd year of this 5-year study, 1142 patients (>20% of the target) are enrolled Preliminary analysis R asiy e i B O a5 so s1 11 e
of data from one HCS show the proportion of CKD documentation according to CKD stage G2 - 23%, G3a - 62%, *  Technologicinfrastructure and workflow integrating evidenced based care pathways were tailored to the electronic Tl 1’;“%::5 i § cab | Noderately to severely | 30 44 s= 17 13
G3b-88%, G4 - 98%. Gaps in consistentdocumentation of early stage CKD demonstrated the benefitof a medical record (EMR)available at each site, as well as to the cadre of Practice Facilitator = —— ——— Pacicn 1= £Z | ot | severety secreasea 15 29 24 s 7
technology assisted efforts to implement evidence based care forreducing progression of CKD. M Parkland 71 Texas Health Jealth \V\: & ggﬁe:éfjeng L Spaneoraer ehanes sfé’:é%{é"}" | .§ = e B i s - - -
o L/ Resources” PHYSICIANS =y e i patient chart pellaialile
Implication for D & | Research S ——— —
1. Persistentgapsin documenting early stage CKD are barriers to long term strategies for reducing CKD - Safety-net - Practices — HCS «ACO * Veterans pz,jent e (Patien: sy N— Figure Seven. Distribution of Intervention Patients on the KDOQI 2012 Progression Paradigm and
progression. « Public « Private Non-profit « Private for profit * Federal Shesven - hRTnART 'En{fs%:"d%_é‘m - Tanem ERE e Frequency of Problem List Documentation®
2. Achieving recommended care standards for multi-morbid chronic disease patients requires process-of-care * Dallas County * North Texas * Connecticut * North Texas 2 - == e | e C O N C L U S I O N
improvements « EPIC « EPIC - Allscripts * CPRS = - | S e San e,
3. Technology supportfor PCPs could potentially optimize care for comorbid chronicillnesses Figure Two. Features of the four HCS participating in the ICD-Pieces trial - gjﬁ%guggﬂ?}f}:{zj"g 3
e 1. The use of an IT-enhanced collaboratory model of primary subspecialty care was
e successfullyimplemented and well received in all clinics/practices randomized to
County pad Texas Improving Chronic Disease Management with Pieces - Non-Epic Clinical Workflow I t t I f d I h Ith t
B o - | | intervention in four diverse health care systems.
B e Healihcaresystem eabeare e | swawm || Heatnasyem | Dcae? LR . 2. Technology enhanced detection of early stage CKD in patients with type 2 diabetes
ellis & EHR @ . . . . .
hopkins Bnes i N B e ' and hypertension has a potential for improving care for these patients
o B — e ARy S e o
2 > 130/90 mm/Hg -f, ené?(a:::aess list SChedl'.'le(.j Lo ViSIE l:)r:a?:;—g:\?:?zsa?\ger\gsl\:,es durngioffice YiSit fOl:gV;nF;itrleent
='::c:v‘:: ( 1 i ﬁ = ﬁ DRI o E #or patians o ranasmiy . > recommendations ———— a“d;ﬁg%‘;?ir??‘e”t —— they received Acknowledgements
[ e o ﬁ:p ﬁ .. = R " Frarmac o Pharmacist Notes titration for bp W 1. This pragmatic study was supported by NIH Collaboratory NIDDK grant 4UH3DK104655-02.
20- . - fong OND S ONERET T : " ' control 2. We are grateful to the patients, staff and health care professionals at Parkland Health & Hospital System, Texas
] Jlong ] o _ ] _ _ e Health Resources, ProHealth Physicians of CT and the VA of North Texas for their participation in this pragmatic
References Figure One.Distribution of clustersin the four HCS within Two States: Texas and Connecticut Figure Three. Study Design Figure Five. Two Types of Work Flows Depending on Practice Facilitator’s Credentials study.
1. Ravera M, Noberasco G, Re M, FilippiA, Gallina AM, Weiss U, Cannavo R, Ravera G, Cricelli C, and Deferrari G. Chronic kidney disease and cardiovascular risk in hypertensive type 2 diabetics: a primary care perspective. Nephrology, dialysis, transplantation : official publication of the European Dialysis and Transplant Association - European Renal Association. 24(5): p. 1528-33 20009.
2. Tangri N, Kitsios GD, Inker LA, Griffith J, Naimark DM, Walker S, Rigatto C, Uhlig K, Kent DM, and Levey AS. Risk prediction models for patients with chronic kidney disease: a systematic review. Annals of internal medicine. 158(8): p. 596-6032013.
3. HoergerTJ, SimpsonSA, Yarnoff BO, Pavkov ME, Rios Burrows N, Saydah SH, Williams DE, and Zhuo X. The Future Burden of CKD in the United States: A Simulation Model for the CDC CKD Initiative. American journal of kidney diseases : the official journal of the National Kidney Foundation. 65(3): p. 403-112015.
4. LoudonK, Treweek S, Sullivan F, Donnan P, Thorpe K, Zwarenstein M:The PRECIS-2tool: designing trials that are fit for purpose BMJ 2015, 350(2147).
5. National Kidney Foundation. KDIGO 2012 Clinical Practice Guideline forthe Evaluation and Management of Chronic Kidney Disease. Vol 3 | Issue 1 | January (1) 2013



