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Welcome and thank you for joining the Qualis Health change management EHR conference call. Your host, Dr. Jeff Hummel will now begin. 

>>> Good morning, good afternoon. This is Jeff with the WIREC Webinar series on meaningful use. Today's program is going to be on change management. We’ve actually done this topic before from a slightly different angle. I think you will find our program today very interesting because we have three speakers some of you will recognize as WIREC consultants. 

>> We will go over ground rules.  The slides will be posted on our website after the presentation so you don't have to worry about that. You won't be breaking any laws. And there is one cardinal sin which is putting us on hold because then we will have to listen to your music. We will have a question and answer session at then of the presentation at which time we will unmute your phones and give you a chance to ask your questions verbally if you choose. Or you can go ask it through the question and answer screen on the right lower right hand part of your screen. I also want to say that our next Webinar is on Tuesday January 24. During that we will be highlighting the statewide health information exchange plans for Washington and Idaho with representatives from one health port in Washington and Idaho health data exchange. We were looking forward to that. 
So today's program is -- this is actually as you probably know is not our first Webinar we have done on change management and I doubt it will be the last. In fact, I would bet that most of you on this call are leading change in the organization in which you work on some level. And often this is in the context of implementing EHR or maybe working to realign the focus of the systems which you are working away from just helping providers run from one exam room to the next seeing one patient at a time and change that into a system which you are helping to share the care among multidisciplinary team members, measure quality outcomes, plan and coordinate care and increase the focus on engaging patients. But it doesn't take long no matter what kind of change you are trying to manage to figure out there are some techniques that work better than others. There is a kind of a tension as I see it between the fact that we desperately need physician providers of other types and in fact all kinds of clinicians to be leading this change if it's going to be successful. There is very little in the training of physicians at least. I think in PAs this is the case. May not be the case as much with nurses but very little in our training that prepares us with the core competencies in change management. Most of us don't realize there is a core competency until we failed at managing some important change and then hopefully we are motivated to learn. So we are very fortunate to have as our presenters three people that are all seasoned WIREC consultants they have been doing this for years. All of them are observant students of human behavior. Not only are they really good at what they do but they are gifted and organizing their observations into a conceptual framework to explain what they do on the front lines where there is a difference between success and failure plays itself out. With that I will hand it over to Katie who will start us off. 
Thank you very much. I'm one of the HIT consultants and it's possible I worked with some you. One of the things I want to do before we go further is to establish a consistent definition for the word change management. We can come up with a whole bunch of different ones but for purposes of this conversation I just want to make sure we are on the same page. The change management is assisting in the process of change which is often moved forward by a change agent or a person who facilitates the change. And it's likely as was alluded to you that some of you are change agents in some capacity. What I was thinking about this-- is what the key to change management success? What things have I seen in my career have worked and what things have not. The one word that came up for me was communication. I -- communication I think we think of as a downward thing. We telling people what we are doing it's good enough. Would challenge that and have you think of communication as definitely bi-directional. Up communication and down communication. In a minute I will talk about the down communication. So when you have an idea that you need to have spread throughout your organization about how to handle that. And I'm going to use the acronym of ROPER. This is what Katie invented and family ROPER from threes company. If you don't do this correctly you will wind up like him. ROPER communication works well for downward communication. It's reliable. Often. Predictable. Early. And repeat. When I say reliable it's consistently done and it has a tremendous A Integrity. You say what you do and you do what you say. I expect what's going to happen and the message is written in a consistent and reliable fashion. It also happens often. You will tell me what you will do. You will tell me when you do it. And then you will come back and tell me what you did. The message itself should feel consistent in the frequency and delivery. It's also predictable. There was a communication process that was set up before any change or change management activities occurred and I was told about it. Time frame on messaging were set up and communicated and based on the temperature of the organization and the needs of whom ever is receiving the change, the frequency was increased or decreased based on that need. It also should happen early. Tell me what's going to happen before it happens. This is critical in establishing trust. And then tell me what you know when you know it. If the message later changes, whatever message you sent out, let me know what changed and tell me why. And finally should be repeat. You have to tell me more than once and there is a few of you that might giggle at the next one but you cannot expect that I read everything you send me. As much as in a good world you like I would read every single E-mail you send, I can't always do. That I don't have the capacity. So maybe you need to communicate in more than one way. Maybe E-mails aren't enough. If it's been made clear to you as a change agent I'm not getting your messages no matter how many ways you tried to give them to me, it would behoove you to pull me aside in a safe fashion and say I have been trying to get this message across. It seems like a lot of other folks got it. Is there something I can do to make this work for you? Hold me accountable for that and then let's work together on a solution. Something that gets tip Kel left -- left out of let's say an EHR implementation which is a significant change management activity is a communication with the vendor and setting up expectations prior to doing implementation. My recommendation would be you a need to work with a vendor before you implement and talk about a process. What are you going to do if something is broken? You are in training. Maybe you turned system on and people are a go and something breaks. What will you do? Are you on the same page with what you consider a priority fix or change? How will you contact a vendor in an emergency? How can you long run the long emergent request for change. How will that be handled? I want to go back to this side about communication being down and up. We know the ROPER model works well for telling people what you are doing. But there is the portion which I think is left out of most -- of most communication in change management. It's the asking, I told you now I'm going to wait and I'm going to ask and I'm going to listen. So I'm going to give you a tool, offer you a tool that can help manage some of this up communication especially during an implementation. I will give you an example. I was at a clinic who this fabulous clinic administrator was not only played role of a -- she had a clinical role and had an appointment with patients that she supervised somewhere between five and eight people and there were three sites and was trying to do all of this and be the change agent for the EHR implementation. I’ve never seen anybody work so hard. It was an amazing thing. One of the things that was really challenging for her was every site she would go to people would come up and drop these basically these either golden nuggets or bombs on her of ideas. And they sort of would drop it and walk away. Which left her trying to figure out which ones on the fly to prioritize it. How does she write it down and organize that really, really valuable information that when things settled down we need to come back and look at. How you capture those golden nuggets and those big bombs and organize them and make decisions that make sense around them. 
This thing I'm going to talk about next is one way you can do that. And all it takes are a couple of flip charts and a pen and some post-its. And you know how WIREC feels about post-its. Somebody comes to you and has some urgent need that the sky isn't falling the system isn't broken but would like something to be different. You will direct them -- I will step back. You will direct them back to the change idea board. Hand them a post-it and a pen. You will have them be responsible for writing their idea down. Write down their idea in a very short format and then they will put on their name and the date. For example, this is for that structured format for the Omni gram needs. For example Sally on November 2 says every time I access a problem -- it kicks me out. It's only for nurses. And Fred here could hemoglobin be added to the diabetes panel? Then your staff instead of coming to you to drop that on you and expect you to do something with it is now responsible for taking their really good idea and putting it somewhere. And they are going to put that post-it on the change ideas board and walk away. This is never appropriate for emergency like systems down. There should be another process for that. At whatever you have established, whatever time frame you established, that change agent or that person in charge of the implementation will come and do a perusal by the change ideas board and try to prioritize that on the priority board which is next to it. I would suggest having them one through four. One being stuck, we will do this week. Two maybe within a month and four not at this time. If you get one of those crazy fabulous wild ideas about how someone would like a glitter ball to come down every time they do something right, that's obviously going to do -- not at this time board which means never going to happen. That is one where I would actually take it back to the participate to the person who put it on the board and have an open conversation with them in private but have a discussion about why it's not going to happen so they don't feel like you dismissed them all together and then put it on the not at this time board. Part of what this does for you is a -- as a change agent is it takes people from coming up to you and saying where is my idea? What did you do with it? You can direct them back to the priority board and take a look and see where your idea is organized and that will tell you about when it's going to happen. We will do our best. Also again if I have an idea I don't understand what the idea means I now have the name and I have the date and I can go and find that person and say can you tell me more about this because I'm not sure I understand and I can't priorities it it unless I understand. This does a number of things for people and empowers them to put up their own ideas. It makes them responsible for the ideas they put up. They can see what's happening with them. You can if you want at some point put up another board and says ideas implemented ideas and move those post-its over so some people have feeling of closure. When the dismal days when things aren’t working right I can walk over and say this is working right and we do have a process that works. Of course, I'm going to turn on the ROPER model. Before you make my fabulous changes to the problem list or whatever, tell me before you do it. And you probably need to do this in more than one way. One way a team works consistently well is something maybe called a daily flash or an updated news report that happens every day and is posted on bright colored paper the things that happened overnight. During implementation there are things that happen overnight. Let me know what to expect when I turn my computer in the morning and these can be put on people's computers. Post them somewhere where people would expect them to be, maybe in the cafeteria, just not somewhere where patients can see them. Verbally tell me. There is a change that needs to be made quickly or send E-mail. Whatever is expected. And the last part of this is making sure that you are actually tracking in a more formal way. There is a tremendous advantage to doing this. I have given you a quick sample of excel sheet to put together and I seen more elaborate ones and your WIREC consultants can help you with it. It's a way to give issue of numbers so you can refer to it later. Who is contributor to summarize it. What did you do to it and what's status. What happens in a year when somebody comes to you and says I want the golden glitter ball to come down again. You can go back to the report and say here is why we decided to set the time but things have changed and we realize this isn't an appropriate request but glitter ball should drop down every time. You can now document we changed our mind. Here is why. Here is our supporting information. You have a history what happened and the changes that have been made to your system. With that I will go ahead and hand this over to Carolyn and she will talk to you about another tool you can use in order to help with change management with a dress rehearsal. 

>> Thanks, Katie. Hi, everyone. I'm Carolyn Brill, Health IT consultant for the WIREC program. And I absolutely love the dress rehearsal because it's such a great tool for go live readiness. Of clinics that I have worked with who find out about the dress rehearsal long after their go-live have said that they wished they would have known about the dress rehearsal because they see the value of how it can make a go-live go much smoother and other clinics that I worked with who have used the dress rehearsal tell me that they couldn't schedule enough of them. That they wished they could have done more dress rehearsals prior to their go live. They say that it's the best tool for getting the whole office ready for go-live. I intend to -- I tend to agree with that. Many clinics who know that they have to do EHR testing but they really aren't sure how to go about the testing, the dress rehearsal gives you the opportunity to see what's working, what's not working and identify the outstanding issues, and it's a fun and safe exercise. It builds a lot of enthusiasm and reduces a lot of the anxiety of what's going to happen on go-live day. What everyone gets to see is how the tasks are working in the EHR. How the future state work flows that you have been working on prior to implementation are coming together and it also builds a trust for the system. Is somebody really getting the task to do this test? Is somebody really getting the order to process this lab or this reverse -- referral. As you do your dress rehearsal you will see these things working together and you will see how everyone in the team is really linked together and how the communication has changed. One of the greatest things about dress rehearsal is that it forces the providers to practice. So in my past experience there have been a lot of times the providers just aren't able to practice whether they are too busy or not able to participate in certain training. And the dress rehearsal kind of forces everyone to schedule the time to come together and practice together with the EHR in this -- and this boosts a lot of confidence in using the EHR for go-live. What is a dress rehearsal? Enacting a typical visit in a test environment prior to go-live. So use a test patient in the system. Never practice with real patient records. I always stress that because a lot of people want to just go in and do things with patient records. A few of your staff will assume the role of patients. Then you will take the patient through the entire visit using the EHR system and predefined script and that's your future state work flows. Keep carrying future state work flows and we want to keep our eye on that one. All of these work flows that you developed prior to your implementation are during your implementation prior to go-live should be tested out during this dress rehearsal. Each clinic would have to design their own dress rehearsal and this is because all of your clinics have different physical layouts. Using different EHRs so your steps are going to be totally unique to you. You will set up appointments in your practice management system and you will be sure those are coming over to your EHR correctly. You will begin with your check-in at the front desk and you will end with a check-out. You will choose chief complaints on reasons for visit that are common to your clinic and you will be expecting to see in your first and second weeks of go-live. Avoid using new patients visits during dress rehearsal. You should probably not schedule new patients during your first week of go-live. And they take a lot longer. And so you want to take about an hour. You want to make sure that you don't schedule new patient visit for that. While you are designing your dress rehearsal, you are going to be looking at your future state work flows and your ordering. And you want to know what you are going to be using the EHR for. You may be using paper for some things. And you want to know what your signals are for handing off. So this is all part of your work flow. And your ordering side, just still ordering some things on paper. That's okay. You want to know how that's getting processed and if you are ordering that in the system as well. All of these things will be practiced during your dress rehearsal. How are you getting your results? Does the provider know where to look for the results or how they will be alerted. And who is processing your referrals and your follow-ups? All of these processes are part of how the smooth flow of the day is going to go and so we are going to be looking at everything. One of the benefits of dress rehearsals is that you can test your equipment and so as you are designing your dress rehearsal you want to take it to the end to what's getting printed out. If you have a fax system in your EHR where you can click on medical records and fax them from the system, you want to be testing that out as well. Your printed prescriptions, there is always seems issues with what's pulling from what paper drawer and you want to get all of that worked out and tested during your dress rehearsal. Now I had one clinic who actually went live and discovered during when a certain number of people got logged on to the EHR they no longer could log on any more people and other people were dropped off of the system. Logging into all of the computers at the same time and test your system performance is really important. You don't want to have something like that popping up on your go-live day. There can also be licensing issues and other technical issues you run into and you want plenty of time to address those technical issues. Some reminders or tips are to make sure that everyone gets hands on time. There is nothing more important than everyone actually doing the job and not just observing. You schedule your dress rehearsals up to six weeks prior to your go-live. Clinics have told me that they wished they had more time to schedule more dress rehearsals. This will be something you have to coordinate with your vendor to make sure that you have the training and the functionality in place ahead of time before you start doing your dress rehearsals. Don't forget the front desk and the administrative team. They have -- they play a huge part in how smooth the treatment of the patients and the follow-up, you know. So we want to test those tasks and make sure we know where the follow-ups are going. We know where the referrals are -- referrals are going and so that they are getting processed. That's a part that I seen a lot of clinics focusing on the clinical piece and kind of forgetting about the front desk and that is really evident on go-live day and the front desk is not ready to receive some of the requests that they do. When your providers are charting in the room, make sure that you have somebody there to assist them. During dress rehearsal and providers in the room and charting, make sure there is someone there to help them find their templates. To help them do the searching and make sure that they are able to find what they need to get through that practice experience. The people who take the time to practice will be your super users and we want everyone to be super users. How great would it be if everyone was a super user at go-live. Ready to help each other with whatever task they are doing. The dress rehearsal gives everyone a format that kind of a stage of work flow to practice before go-live. You will have time to make any adjustments that you need to make to your work flows. You will be able to move that printer, add a scanner. The providers and the team will have more confidence and will have realistic expectations for go-live day. No one is ever 100% ready to go live because every project I worked on I will tell you that things pop up and you just have to deal with them. The dress rehearsal -- I love it so much because it can filter out a lot of the small stuff. A lot of the big stuff. A lot of things can be identified during dress rehearsal. A lot of work flows can be transitioned and you can just be so ready. So we talked about fine tuning adjustments or changes that can be identified prior to go-live and how communication between all the roles is very important. And sometimes those -- that communication is driven just by the EHR tasks. So the dress rehearsal will help you solidify all of these things prior to go-live. And so Helen is going to give you a deeper understanding of change management after you have gone live and the dust settles. Helen, are you ready? 

>> I'm here, we’ll shift our discussion now to the post go-live period where your change management strategies are focusing on stabilizing the use of EHR and optimizing outcomes as a result of that use. Often times we will see clinics plan extensively for their go-live, but they actually fail to plan for that post go-live period. There are several aspects to that post go-live planning that I will be talking about. The first is actually -- I might slide ahead. The first aspect is having a structure for that stabilization period. And that structure needs to specify accountability within the practice. And in other words, who is the guiding team that charged with making sure that change management is -- happens during that post go-live period. Secondly, the communication plan element of that. Again that frequent and reliable communication that Katie has talked about. The second aspect is what is the process going to be for making improvements. I will be talking about the model for improvement and PDSA cycles as strategy for that improvement process. And then thirdly, having a specified time line for full adoption. Oftentimes EHRs are full of functionality that will bring efficiencies to the work flows within a clinic, but it's impossible especially when you go live with full functionality. We call that big bang with functionality. And expect the staff to try to take advantage of all that functionality at the initial go-live. Often times that full use of the functionality doesn't happen for a protected period. An example would be where you got an EHR committee that works very diligently and regularly during the implementation planning phase. They thoroughly test each component. They have change management in place, change control strategies in place. And then after the go-live, the committee meets once and dissolves and the clinic fails to optimize their EHR use and fails to realize the population health management and care coordination kinds of supports that EHRs can provide. The Gartner Hype Cycle actually provides a nice view of house technology and applications will evolve over time. So with EHR implementation, we tip -- implementation we see that peak of inflated expectations. Following go-live, however, and oftentimes over the next year we see clinics in what we call the trough of disillusionment. They have failed to realize the benefits this pre-anticipating with their EHR implementation. That period for climbing that slope of enlightenment to the plateau of productivity where they standardizing care processes in place and they are using the information in their EHR to drive improvement. Either doesn't happen or happens in a very delayed fashion. What I'm going to be talking with you about is a strategy an approach to avoid that protracted slump in the trough of disillusionment. And allow your clinic to climb to that plateau of productivity in a very timely manner. A mnemonic that's helpful in this strategy is focus. And the "F" in focus stands for find a process that needs improvement. And there are many ways or opportunities that may be abound in your clinic for a process that can benefit from improvement. It is very, very helpful to actually have a formal post go-live assessment. That can include reviewing that issues list. That priority board and issues list that Katie talked about earlier. It can actually be revisiting goals that you may have set for your impment -- implementation. Perhaps you had a goal of reducing the turnaround time for communicating lab results to a patient. You might go back and measure what is that turnaround time and have we achieved our goal or not. Other opportunities for improvement present with bottlenecks and pain points that may still persist in your work flows post go-live. Oftentimes these may come up on the issues and priority list that Katie was talking about earlier. And finally looking at your meaningful use member reports and critical quality member reports. Most EHR products have standardized canned reports for each of the meaningful use objectives that allow you to measure by provider performance on those particular activities and the same thing with clinical quality measure reports. Those are all places that you can look to find a process that could benefit from improvement. Once you identified a process problem, it's appropriate then to decide on what tool or strategy you're going to deploy to resolve that particular problem. And pulling from the Toyota car industry's lean principles, a way to go about this is asking the question when you identify a problem, did we follow a standardized process? And if the answer to that question is we have no standardized process. We have 50 ways of doing it within our clinic, then your approach would be to use process mapping to identify your current state and your future state your more ideal process. If the answer to that question is no because something is broken, a link in the he R isn't working or a piece of equipment isn't working the way it's supposed to, then the appropriate strategy would be to track that on your issues log and fix what's broken. If the answer to did we follow a standardized process is no, the standardized process was not followed, then it's helpful to explore what was going on that has contributed to that process problem. And you can do that by asking why five times. To get at the root cause. So this allows you to get deeper and deeper into understanding the problem and the root becomes apparent. Sometimes it's not necessary to ask why all five times but if you push yourself toward that, it will help you get to the real cause of the problem. An example here might be a patient is unhappy. Why is that patient unhappy? The lab results weren't communicated in the time frame that was specified. The -- why did that happen? The nurse didn't get the message from the doctor to call the results to the patient. Why did that happen? The nurse was looking for tasks in the EHR but the doctor wrote the message on a paper copy of the lab results. Why did that happen? The doctor felt it would take too much time to enter the task and forward it to his MA. And didn't feel confident in how to perform that task in the EHR. Why was that? The doctor had missed EHR training on forwarding tasks in the EHR. In that situation the problem resolution would focus on providing some additional training for the doctor to resolve that particular process problem. Finally if the answer to did we follow a standardized process was yes, we did follow the standardized process but we realized that our standardized process is not ideal in terms of ideal in the perspective of your customer or your patient. And here again using process mapping to identify your current state and your more ideal future state would be the appropriate strategy to deploy. So coming back to our focus. Once you found a process that needs improvement and you identified the appropriate way to address that problem as process mapping, the "O" in focus stands for organize a team that knows the process. Here you want to have representation from each staff role that is involved with this process either their performing a part of the process or impacted by that process. In larger organizations you may also want to include the person who coordinates quality improvement work within your organization. As well as your EHR project manager and your clinical champion. But bring together a team that knows the process. So the "C" and the "U" in focus clarify the current knowledge of the process and understand the variance in the process. Here again using that current state process mapping technique is very appropriate. So this involves large sheets of Butcher paper with our favorite little sticky notes and markers and you simply write a task on a sticky note and then arrange them in sequential order on the Butcher paper to represent the flow of work within your clinic. Your current state map reflects how the work is flowing currently. And it's important in your current state map to capture all of that variance that occurs in how that process is completed in your current environment. Once you identified your current state process and you mapped it out on Butcher paper, it's helpful to go back and identify the problems in that current state. Sometimes again asking those five why questions helps you get at what some of the root causes of those problems are. Once you fully understand that current process, then you can turn your attention to developing a future state process and mapping that out as the process by which you are going to standardize in the future going forward. We will talk a little bit about the model for improvement because this is really the best practice for improvement health care and improving processes. So the model for improvement starts with three foundational questions. The first is what are we trying to accomplish with this process? So before you actually start mapping out the process it's helpful to identify what the aim of that process is and to actually come up with the aim statement that reflects what you are trying to accomplish with that particular process. The second question is how will we know that a change in the change that you would incorporate in your future state will actually be an improvement? So identifying a way to measure to determine whether your new process is actually an improvement or not. So identifying a metric and then the third foundational question is what are the changes that we can make that will result in improvement and these are the changes that you are capturing in your envisioned future state or more ideal process. That you develop. So some examples. Say you are focusing on the process for how the after visits clinical summary is going to be provided to a patient during the visit. Say you would identify the process aim as all patients will receive an after visit clinical summary for each visit. A way to measure whether that change is an improvement is to measure the percentage of visits where the patient actually did receive an after visit summary. There is some additional examples here of immunizations and documentation of smoking status and how mammography is addressed among women. So once you addressed those three foundational questions of what are we trying to accomplish, how will we know it's an improvement and what change can we make, then it's important to plan for testing that future state process. And this is where using the PDSA, plan do, study, act, will help you move forward in this in a very structured way. The plan part of that is identifying who is going to do what by when in order to test out your new process. So developing an implementation plan that outlines each task that needs to be performed who is going to do it and by when. So here in our example Sally is going to modify the after visit summary form to reflect consensus among the clinicians as to what they want to have included there and she was going to do that by December 5 so that along with some of the other tasks they can actually test out this new process with Dr. "A" and his nurse starting on December 16. Once you planned for your test, then do is carrying out that plan and that test. So you will be gathering some data about how that test is working. Speaking of testing, it's important to start small. You might plan your first PDSA cycle as testing your new process with just one patient. And then evaluating studying it. Did that process work? And then making a decision, okay? We are going to adopt that process. We think it worked well. We are now going to test it out with patients for a full day with Dr. A and his nurse. Or you may say, gosh, we need to tweak it a bit. We will adapt it. Or you may say, gosh, this didn't work at all. Let's go back to the drawing board and you abandon. With that cycle you are going to PDSA cycle one after another just gradually expanding your test of that new process so going from testing it with one patient to testing it with one team for one day, evaluating making a decision then deciding to test it with a full care team for a week. You get the notion there. 

>> So putting all of that into kind of a perspective and coming back to talk about how important it is to identify the accountability for how change is going to be managed in the post EHR go-live period. So identifying that guiding team and putting accountability to that guiding team for leading that change management. The importance of communicating that vision for change going forward in your practice and making sure that those communications are frequent and reliable. So identifying the particular process in the planning phase that you are going to improve and what your aim and metrics are going to be for those particular process. And then assessing base line performance on those metrics. Identifying what your performance goals are. In other words do we want 100% of our patients to get the after visit summary or do we want 80% of them to get the visits summary. Do we want to make an improvement in a particular clinical quality measure by some X-percent, et cetera. The work flow redesign part of that is identifying that current work flow so your current state process mapping. Identifying the process improvements that you will incorporate into your future state work flow and then through repetitive PDSA cycles testing out that new process starting small with cycles of one. And then finally measuring your performance to determine okay, did we achieve our aim? Did we achieve the improvement that we set as a goal and reporting it, communicating it throughout the practice. And then becomes an ongoing cycle where you continually identify other processes that are ripe with opportunities for improvement going forward. Katie? 

>> Thank you, Helen. So just a quick summary here we talked about a couple of different parts of change management. First of all it is really important to do communication. That thread throughout this whether or not it is spoken out or not. Dress rehearsal itself is tremendous tool for communication because it allows people to practice, to build confidence, to work out issues beforehand. And the tools that Helen just talked about are just inundated with the communication part because you have to talk to each other in order to do the PDSA cycles at all. That about wraps this up. I will pass this over to Dr. Hummel.. 

>> Thank you very much. That was a really great review of some important change management issues going into we covered pre-implementation. Covered issues that come up during implementation and stabilization periods afterwards and starting to use the EHR to its maximum. What we will do now, Alicia, if you would unmute the phones in the way that you do for I think for a particular combination of keyboard things that you do or number star six or something in order to ask a question, is that correct? 

>> Ladies and gentlemen, if you have a question it's the number one key. Just press the number one key. 

>> While we wait for questions we had a couple that come in on the chat line and I appreciate those of you who typed in your questions while we were doing the presentation. So we will start with those and the first one comes from Bob -- I think we will direct this to Katie mostly because it came in after her portion and it has to do with communication. And his question is, we talked about upward communication presumably upward from the folks on the front lines upward to the people that are planning and implementing the change and then downward communication is that flow Downing to everybody who needs to understand what the plan is and why. But are there any unique considerations in lateral communication. In order how should we think about organizing the communication between peers. 

>> Thank you for the question. I think that in talking about up and down communication a lot has to do with the individual who is organizing and communicating the change. In general a lot of times we find that it is the people who is higher up in the organization that are communicating downward and it's possible that someone in a manager level or even at the ground level could be making the change and we need to communicate downward technically. It has all to do with the person who is communicating. I would apply the ROPER model to everything. Just making sure that folks are -- if you are going to be the person who is the change agent that making sure that if you are communicating downward like out to people that you are using that ROPER model. And then if you are also taking time to stop and listen. And asking questions. So the unique considerations in the lateral peers are really the same for both the subordinate and superiors just making sure that if you are telling a message out that you are also listening back and you are ready to hear feedback and potentially change your messaging if it's appropriate. 

>> Okay. Our next question has to do with measuring quality and the stabilization period afterwards after implementation or after go-live. And the question is, do the quality metrics have to be measured at each visit? I think the implication here is that if there is an ever enlarging set of quality questions that have to be answered at each visit, does this somehow get in the way of our working smarter? So an example might be if we were documenting smoking status at each visit and the patient no longer smokes, do we have to keep documenting that at each of the visits? I think this is a Helen question because it has to do with some of the PDSA issues around points and work flow after EHR go-live. Helen, do you want to offer an opinion about this? 

>> Well, sure. And what I'm hearing in that question is it sounds like it's related to some of the requirements for documentation to demonstrate that you're meaningfully using your EHR. And so this is where mapping out the current process is very helpful. To understand how you're currently doing it and who all is involved with that particular process. So for example with documentation of smoking status, who is actually performing that during the clinic visit because many of these things can be undertaken by support staff allowing the clinicians to devote their time and attention to what they do best which is clinical decision making and talking with patients about options. So mapping out what your current process is for in this example how smoking status is addressed during a clinic visit. And help you identify where there may be ways to modify that work flow and come up with a more ideal work flow that max male uses members of the care team to contribute to that documentation. The second plan on that is that not all of the meaningful use measures require that they be documented each visit. Oftentimes it's that it's documented in the EHR at least once. So then it becomes a matter of determining for your particular practice what is appropriate. How off the Don you want to have that smoking status reviewed and updated in your EHR and it may not necessarily have to be every single visit. Once you identify what your future -- more ideal process would be, then you try it out with a patient. See how it works and then continuing those cycles of one in PDSA testing so that you continuously evaluate and tweak and expand it across more of the practice. 

>>> Thank you, Helen. And I think it is -- there is a couple of issues in there that you alluded to so for example there is a real big difference between someone who never smoked who you might not need to ask more than once and someone who is in the process of quitting where each visit you want to be prepared to intervene if they have been back slid and need help. So it might make sense to be asking that at each point. And as one of our participants has pointed out we have to be careful that by simply loading certain tasks on to our medical assistants we aren't turning the work. I think your point, Helen that we test this stuff out and see what works and there may be a point that we simply trying to do too much in rooming the patient and we have to prioritize. That's what the PDSA cycle is designed to do. I want to pause there and see if any questions have come in through Alicia on the phone lines. 

>> We do have a question: 

>> My main question was regarding the meaningful use guidelines. There is a website or we can go to look at these guidelines for the measure report. Is there anywhere that you can guide me? 

>> Yeah. This is Katie. There is a lot of -- you can look at the WIREC QH site. And you can go on to -- are you in Washington? 

>> Idaho. 

>> Idaho? You can Medicaid is not up and running on that section yet. You can look at the CMS site. They have a lot of information and also if you are a WIREC member you can contact your consultant and we can provide this information as well. 

>> Okay. Thank you. 

>> If there any more questions on the phone line, press the number one key. Again, if you have a question please press the number one key. 

>> Another question came in that I like to direct to the Carolyn because it has to do with the dress rehearsal. How do you test the receipt of laboratory results and the resulting of results in a dress rehearsal? 

>> One thing to do is coordinate with the lab when you do testing of lab results and make sure that they know they are getting test labs and then the lab can process them and result them back. That's testing your interface. Typically during a dress rehearsal we don't always have time to test the interface. But what we can do is test the in-house labs. And how they are being processed like your glucose and your urine tests. The staff will result those and then the provider will be trained on how to see those results. 

>> Carolyn, do you want to comment on the timing of the dress rehearsal? You mentioned about six weeks if possible to go live. But the question came up, if that's -- if how do you keep that going up to go-live? In other words, are you recommending also dress rehearsals at regular intervals up to just right before go-live? Or do you want to comment on how you keep that really current? 

>> Yes, what I seen clinics doing who use the dress rehearsals where they space them out and do for example one on a toss and one on a Saturday and so if any problems come up like a wireless connection or just anything that they would want to try to fix before the next dress rehearsal instead of doing them all in a row they space them out. Some people do them in the morning before shift. Some do a lunch hour. Dress rehearsal. You have to have had your training so the whole staff knows how to use the program in your build needs to be done before you start this. 

>> Great. So we were out of time. I really want to thank our panelists. I think you done a great job in giving us some very real world examples of the types of things that really help avoid some of the difficult outcomes that we have seen. Before we close I want to remind you of the Webinar on January 24 which is the statewide health information exchange plans for Washington and Idaho. We will look forward to having you back for that presentation and thank you all for your participation in this Webinar today. Have a great rest of your afternoon. 

>>>
