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Workshop Slide Presentation
1. Make an argument that teaching QI effectively is important (Dave Kroll, 

MD)
2. Explain the ACGME requirements for a QI project during a C-L Psychiatry 

fellowship (Sejal Shah, MD)
3. Describe the growth of a national program to help support C-L fellows 

and faculty on their QI projects (Lisa Rosenthal, MD)
4. Describe the experience of learning QI through this national program 

(Brady Lonergan, MD)
5. Review the progress of the National QI Project and workshop next steps 

(you)

This slide deck is from a workshop presented at the ACLP Annual meeting in 
2019. We developed a national quality project for trainees, and the workshop 
describes what quality improvement is, and how it was applied to our project
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David Kroll, MD
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Harvard Medical School



Academy of Consultation-Liaison Psychiatry

Problem Statement

The Accreditation Council for Graduate Medical Education (ACGME) requires 
all trainees in accredited medical training programs in the United States to 
complete a quality improvement (QI) project over the course of their training. 

However, many training programs have struggled to provide the right 
mentorship for QI projects, and many trainees do not find their experience 
with QI projects to be meaningful. 

Consultation-Liaison (C-L) psychiatry programs face additional obstacles to 
providing high-quality mentorship for trainee QI projects because no widely 
agreed-upon quality measurement strategies for consultation-liaison 
psychiatry exist. 
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QI is critical for our survival

This Photo by Unknown Author is licensed under CC BY-SA

http://commons.wikimedia.org/wiki/File:2008_Toyota_Yaris_1.5S_in_Cyberjaya,_Malaysia_(01).jpg
https://creativecommons.org/licenses/by-sa/3.0/
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First, we have to figure out what’s important

VALUE =
OUTCOMES

COST
QUALITY =   1 -

# DEFECTS

# PRODUCED
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Background

 Why is QI such a “hot topic?”
 Why do I need to understand this?
 Why do I need to ensure that my CL fellows are adept in QI strategies?
 How do I begin to participate?
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ACGME Common Program Requirements
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ACGME Common Program Requirements
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ACGME Common Program Requirements
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Consultation-Liaison Psychiatry Milestones

Patient Safety and the Health Care Team
A. Medical errors and improvement activities
B. Communication and Patient Safety
C. Regulatory and educational activities related to patient safety
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CL Fellowship Pitfalls

 Motivation of fellows to understand and participate in QI
 Expertise of faculty in QI

– Mentorship

 TIME!
 Resources
 Practice Setting

– “I do inpatient CL.  They aren’t my patients!”
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Lisa J. Rosenthal, MD, FACLP, DFAPA
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Department of Psychiatry and Behavioral Sciences
Northwestern University, Feinberg School of Medicine
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Consultation-Liaison Psychiatry Milestones

Patient Safety and the Health Care Team

A. Medical errors and improvement activities

B. Communication and Patient Safety

C. Regulatory and educational activities related to patient safety
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ACGME Common Program Requirements

 FAQ from ACGME: ”is the expectation that individual data 
regarding clinical performance must be provided?“

 Answer:  “Providing individual, specialty-specific data is desirable, 
but not required. The requirement seeks to ensure that quality 
metrics used by the institution are shared with residents/fellows 
and faculty members. Examples of metrics include, but are not 
limited to, those provided by the following: Hospital Consumer 
Assessment of Healthcare Providers and Systems (HCAHPS), 
Centers for Medicaid and Medicare Services (CMS), Press Gainey, 
and National Surgical Quality Improvement Program (NSQIP).”

[Common Program Requirement: VI.A.1.b).(2).(a); 
One-Year Common Program Requirement: VI.A.1.b).(2).(a)
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Common Program requirements:  ACGME

 “Background and Intent: Practice-based learning and improvement is one 
of the defining characteristics of being a physician. It is the ability to 
investigate and evaluate the care of patients, to appraise and assimilate 
scientific evidence, and to continuously improve patient care based on 
constant self-evaluation and lifelong learning.”

 “The intention of this Competency is to help a fellow refine the habits of 
mind required to continuously pursue quality improvement, well past the 
completion of fellowship.”

 Is the way you, and those around you, practice effective?

https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_2017-07-01.pdf
https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/409_Consultation
LiaisonPsychiatry_2019_TCC.pdf?ver=2019-03-27-090719-270

Presenter
Presentation Notes
Background and Intent: Quality patient care is safe, effective, timely, efficient, patient-centered, equitable, and designed to improve population health, while reducing per capita costs. (See the Institute of Medicine [IOM]’s Crossing the Quality Chasm: A New Health System for the 21st Century, 2001 and Berwick D, Nolan T, Whittington J. The Triple Aim: care, cost, and quality. Health Affairs. 2008; 27(3):759-769.). In addition, there should be a focus on improving the clinician’s well-being as a means to improve patient care and reduce burnout among residents, fellows, and practicing physicians.



https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_2017-07-01.pdf
https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/409_Consultation
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The National Quality Strategy Aims
“The extent to which health care services provided to individuals and 

patient populations improve desired health outcomes” - WHO

Better Health
Health of Populations

Better Care
Patient Experience

Better Value
Reduce Cost

Presenter
Presentation Notes
National and international goals. WHO definition of quality of care is “the extent to which health care services provided to individuals and patient populations improve desired health outcomes. In order to achieve this, health care must be safe, effective, timely, efficient, equitable and people-centered

APA website: https://www.psychiatry.org/psychiatrists/practice/quality-improvement

In both the public and private healthcare sectors, there is a push to encourage the use of performance measures as a means of improving healthcare quality, which has been found to be lacking by several high profile reports such as the Institute of Medicine’s To Err is Human (2000); Crossing the Quality Chasm (2001); and Improving the Quality of Health Care for Mental and Substance-Use Conditions (2006). A clinical performance measure delimits an aspect of clinical care such as patient outcome, patient experience of care, or clinical process (adherence to evidence-based guidelines specific activities such as diagnosis, assessment, and treatment). Physician-level performance measures are incorporating into healthcare in a number of ways, including: physician-initiated practice review and quality improvement; financial incentives from healthcare payers tied to performance (i.e. pay-for-performance or P4P); board certification; and, public recognition of physicians based on performance. Several concerns about performance measurement have been raised. Field testing of measure validity and reliability is not always thorough. Evidence that performance measurement improves quality care is still limited. Overlapping, redundant measures from multiple initiatives may introduce extra administrative burden for clinicians and their staff. It is important that Psychiatry remain abreast of and involved in performance measure activities to ensure that these efforts are clinically sound and reflect the values of the field.
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6 Aims for Improvement by Institute of Medicine

Safe: Avoid injuries to patients 

Effective: Use evidence-based services and treatments, and avoid 
those with unlikely benefit

Patient-centered: Care that respects individual patient 
values, engaging the patient as a partner in treatment decisions 

Timely: Reduce delays in the delivery of care 

Efficient: Avoid waste 

Equitable: Provide high quality care to all, eliminate disparities in 
care regardless of gender, ethnicity or socioeconomic status 

IOM Committee on Quality of Health in America: Crossing the Quality Chasm: A New Health 
System for the 21st Century: 1–337. Washington, DC, National Academies. 2001. 

Presenter
Presentation Notes
Make patient care:
Safe: Avoid injuries to patients. 
Effective: Provide care based on sound evidence; using services and treatments that are evidence- based and avoid those that are unlikely to benefit patients. 
Patient-centered: Provide care that respects individual patient values and engages the patient as a partner in treatment decisions. 
Timely: Reduce delays in the delivery of care. 
Efficient: Avoid waste. 
Equitable: Provide high quality care to all and eliminate disparities in care regardless of gender, ethnicity or socioeconomic status. 

IOM Committee on Quality of Health in America: Crossing the Quality Chasm: A New Health System for the 21st Century: 1–337. Washington, DC, National Academies. 2001. 

Also the WHO:  WHO definition of quality of care is “the extent to which health care services provided to individuals and patient populations improve desired health outcomes. In order to achieve this, health care must be safe, effective, timely, efficient, equitable and people-centered



Academy of Consultation-Liaison Psychiatry

APA: Preferred Domains for Quality Improvement

Measurement Based Care

Evidence-Based Treatment

Care Experience 
APA https://www.psychiatry.org/psychiatrists/practice/quality-improvement/measure-development

Presenter
Presentation Notes
Measure Concept Titles
Target Population
MBC Domain
Initial assessment
Monitoring of symptoms, functioning, and recovery
Treatment adjustment
All patients seen for mental health and substance use (MH/SU) care
Improvement or maintenance of symptoms, functioning, and recovery
Patients with psychosis, suicide risk, opioid misuse (for symptoms); and all patients seen for MH/SU care (for functioning/recovery)
Evidence-Based Treatment Domain
Safety plan for individuals with suicide risk
Initiation of antipsychotic treatment among individuals with first-episode psychosis (FEP)
Initiation of medication-assisted treatment (MAT) among individuals with OUD
Patients with suicide risk, psychosis, opioid misuse
Care Experience Domain
Patient experience with MH/SU care
All patients seen for MH/SU care
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Proposed National Quality Project

 Idea to develop a quality improvement project that could be completed at any 
institution. 

 Options and assistance is needed because it is difficult to complete a meaningful 
project for Fellows in a 1 year program

 Idea that a group project or single idea at many sites would be helpful, 
particularly with resources such as coaching or pre-vetted topics

 Opportunity for CL psychiatrists to test and trial opportunities for best practices 
in multiple settings

We would like the ACLP to be the leaders for Quality and Safety parameters in 
CL 

 Proposed national project with online resources and possibly mentorship
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What is QI, how do you do it?
 Identify a small and specific aspect of clinical practice for improvement

 IHI (Institute for Healthcare Improvement) recommends asking three 
questions during planning: 

1. What are you trying to accomplish? 
 SMART (specific, measurable, achievable, realistic and time-framed)

2. How will you know that a change is an improvement?  
3. What changes can we make that will result in improvement?  

 Test changes: the ‘plan, do, study, act’ (PDSA) cycle 

Ewins E, et al. Training in quality improvement for the next generation of psychiatrists. BJPsych Bull 
2017;41(1):45–50. 

http://www.ihi.org/ 

Presenter
Presentation Notes
The first step in developing a QI project is identifying a specific aspect of clinical practice that could be improved. This may be something that has been highlighted by an audit or identified by the wider team. It may be aligned to the local trust's quality and safety agenda, something that has been identified as a clinical incident or near-miss, or raised by patients or their families as a problem or idea to test. Finally, it may simply be an area recognised by local clinicians as something which is time consuming or frustrating and which could be improved. The project has a small focus initially, so rather than looking at 100 patient notes one might begin with just a single patient, or instead of trying to improve a whole hospital the focus may be on a single ward. Once an improvement has been proven to work on a small scale, it can be then tested on another patient or another ward, gradually being systematically scaled up and spread to become embedded in an entire hospital or trust. Depending on complexity, the projects can be undertaken within a 6-month training post.
The Institute for Healthcare Improvement recommend asking three questions9 based on the ‘model for improvement’ when planning a project: 
What are you trying to accomplish? This helps to set the aim of the project, which should be SMART (specific, measurable, achievable, realistic and timely).
How will you know that a change is an improvement? This helps to think about what can be measured to illustrate the impact of the change. What would be an easy measurement? This needs to be done at baseline and then repeated at regular intervals so that the change can lead to learning and to show that it works.
What changes can we make that will result in improvement? Possible ideas of changes to implement to make an improvement can be brainstormed. The current sequence of events already used can be examined and areas for improvement identified, for example by eliminating unnecessary tasks or steps, clarifying roles within the process, or by reducing delays and duplication.
Testing changes: the ‘plan, do, study, act’ (PDSA) cycle
The ‘plan, do, study, act’ (PDSA) cycles can be used as a way to develop, test and then implement a change on a small scale and in a real work setting (Fig. 2).9,10 Multiple PDSA cycles will be required to fully implement a QI project.
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SMART – safety and business practice

 SMART Mnemonic was developed for business managers to assess 
practice

 Reviewed in Arbuckle and Cabaniss Curriculum, a great resource for 
psychiatry trainees

 Specific
Measurable
 Achievable
 Relevant
 Time-Framed

Arbuckle MR, et al. Training psychiatry residents in quality improvement: an integrated, year-long 
curriculum. Acad Psychiatry. 2013 Jan 1;37(1):42-5.  

Doran, G. T. (1981). "There's a S.M.A.R.T. way to write management's goals and objectives". 
Management Review. 70 (11): 35–36.
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What quality measure is:  clinically relevant, 
measurable, definable, and owned by the CL 
service?

Use the PDSA Cycle outlined in GREEN to follow a 
standard QI process
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PLAN:  What quality measure is:  clinically relevant, 
measurable, definable, and owned by the CL service? 

 Brainstorming group – CL clinical team and quality representative

 Ideas for projects:
– Restraints - LOS
– Withdrawal protocol - Consultee satisfaction
– Timeliness of consult for suicidal patients - Medication 

recommendations 
– Referral to follow up care

• Problems with each…
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PLAN:  What quality measure is:  clinically relevant, 
measurable, definable, and owned by the CL service? 

 Brainstorming group – CL clinical team and quality representative

 Ideas for projects:
– Restraints - LOS
– Withdrawal protocol - Consultee satisfaction
– Timeliness of consult for suicidal patients
– Medication recommendations 
– Referral to follow up care

• Problems with each…

• SMART
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Is Medication Recommendation SMART?

SMART Mnemonic in the PLAN stage (PLAN DO STUDY ACT)
 Specific – Improve documentation of medication rationale and 

duration of prescriptions
Measurable – Can be extracted from the EMR
 Achievable – CL team can OWN the process and outcome
 Relevant – Patients and regulators increasingly demand this 

information, highly clinically relevant, may prevent errors
 Time-Framed – within the next academic year

Arbuckle MR, et al. Training psychiatry residents in quality improvement: an integrated, year-long curriculum. 
Acad Psychiatry. 2013 Jan 1;37(1):42-5.  
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PROJECT 1
We decided to use medication recommendations as the year’s opportunity 

for improvement
Medication recommendation and justification was a prior inpatient 

psychiatry national core measure, and may be focused on again in the near 
future
 It is clinically highly relevant to patients
Medication recommendations are a standard  part of the CL process, 

entirely controlled by the CL team, and could be searchable in the EMR
We hypothesized that we generally do well with names and doses of 

recommended medications, but probably less so with clear documentation 
of duration of treatment or rationale by diagnosis

 Trainee project: poll our colleagues to find out current state, and review 
current documentation:

32
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Jackie Hirsch MD, Aspiring CL Fellow and Northwestern 
PGY2: abstracted Current State Data - PLAN

She reviewed 32 patient charts that had a total of 82 
medication recommendations
Of these, she found the following documentation present:
Medication Name: 97.6% 
Rationale:  61.0%
Dosing:  85.4%
Frequency:  80.5%
Future Plan:  15.9%
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Jackie Hirsch MD, Aspiring CL Fellow and Northwestern 
PGY2: polled our Medicine Colleagues   PLAN

 We performed a poll of consultees, asking their impression of 
our CL team performance  
The chart on the following slide shows their impressions of our 

recommendations
As found with chart review, we did well with medication name 

and dose, but poorly with rationale or duration
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86 hospitalists and APPs: Response Rate = 29 (33.7%)

Presenter
Presentation Notes
E-mail survey to all NMH hospitalists and APPs. Total of 86 people, 29 responded, 33.7% response rate

Answer Choices 
Responses 
I am an attending physician 
86.21%
25 
I am an advanced practice practitioner 
13.79%
4 
TOTAL29



0-5 years 
58.62%
17 
6-10 years 
17.24%
5 
11-15 years 
13.79%
4 
> 16 years 
10.34%
3 
TOTAL29
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We created an Epic smart phrase:  “.clmed”
– DO component of PDSA

Choose “none” if no med
recommended

View of dotphrase
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Smart phrase:  .clmed view in Epic

Choose from list
for medication rationale

Major DSM categories and 
Common consultation problems
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Epic smart phrase:  .clmed – DO component of 
PDSA

The Dot phrase (or smarttext) is now available
in the national Epic Library!
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QI process – STUDY the data
 1 month of data - not a failure or success

 128 patients seen 

 351 notes by 24 psychiatrists

 Smart text used in 32% (114/351)

Why?

 Hypothesis:  MD documentation usually copies and pastes 
– is it a true yes (MD completed all 3 fields in Epic tool)? 
– copy/paste doesn’t work…

Presenter
Presentation Notes
After 1 month of data, not a failure or success
128 patients with 351 notes by 24 psychiatrists
smart text used in 32% (114/351)
Hypothesis is that MD documentation usually copies and pastes – is it a true yes (all 3 fields, epic as built) copy/paste doesn’t work
So focused on initial CL notes – 128 notes, 54% Yes
Chart review of “no” for first notes to elucidate reasons for failure
Patient location/smart text present (any component vs copy/paste vs complete)
References to medication in note (prior meds or current meds)

59 charts reviewed manually (all no’s)
11 – patient refused consult /didn’t get consult or physically still in ED, but there was some error in report, way the data defined an initial consult note was incorrect. False negative/excluded
18 (37.5%) included the smart text – copy/paste
7 (14.5%) had smart text frame but no medication recommended and “none” not selected
Remaining 23 (48%) were true failures. 

From this sample, what do we want to measure (painful documentation), to capture all notes, should we focus on first note only. Strength – success of learning – soft launch, no formal education, sent an e-mail to learn more AUDIENCE QUESTION
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QI process – STUDY the data and adjust methods

Initial CL notes 
128 notes, 54% success

Chart review of “failures” 
for first notes to elucidate 

etiology

Possible errors:
Patient 

definition,
copy/paste, 

“no medication”

59 charts reviewed 
manually

11 (8.6%) no consult – EMR definition of 
CL consult was incorrect 

18 (14.1%) included the smart text –
copy/paste

7 (5.4%) had smart text frame - no med 
rec and “none” not selected

Remaining 23 (18%) or were true 
failures 

Presenter
Presentation Notes
After 1 month of data, not a failure or success
128 patients with 351 notes by 24 psychiatrists
smart text used in 32% (114/351)
Hypothesis is that MD documentation usually copies and pastes – is it a true yes (all 3 fields, epic as built) copy/paste doesn’t work
So focused on initial CL notes – 128 notes, 54% Yes – 69 n
Chart review of “no” for first notes to elucidate reasons for failure
Patient location/smart text present (any component vs copy/paste vs complete)
References to medication in note (prior meds or current meds)

59 charts reviewed manually (all no’s)
11 – patient refused consult /didn’t get consult or physically still in ED, but there was some error in report, way the data defined an initial consult note was incorrect. False negative/excluded
18 (37.5%) included the smart text – copy/paste
7 (14.5%) had smart text frame but no medication recommended and “none” not selected
Remaining 23 (48%) were true failures. 

From this sample, what do we want to measure (painful documentation), to capture all notes, should we focus on first note only. Strength – success of learning – soft launch, no formal education, sent an e-mail to learn more AUDIENCE QUESTION

59 charts reviewed manually (all no’s)
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Challenges we faced and thank you to Teresa Pollack, 
our Quality Leader at Northwestern Memorial Hospital

 IT communication was a process to build the smart phrase
 Building a report through quality department to gather data required 

significant effort
 Rebuild with improvements (option for “no medication”, appearance, 

alphabetical listing for rationale)
 The smart text remains cumbersome to fill out
 It is a “failure” when notes are copied 
 Report currently counts completed vs not completed rather than each 

medication 
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QI process – ACT - adjust method

 From this sample, what do we want to measure?  

 How much pain (redoing all med recs daily) is worth it?

 Capture all notes, or first note only? 

 Strengths – successes of implementation! 
 Soft launch - no formal education, sent an e-mail
 Need follow up survey of colleagues  

Presenter
Presentation Notes
One month of data - September 2019 
128 patients - 351 notes - 24 psychiatrists
32% (114/351) use the smarttext 
Top 10 providers with the most notes (8-78 notes) used it 32% of all notes

The number of initial (first) notes with smarttext included is 
54% for all  
6 physicians with the highest volume of initial consult notes use the smarttext 56% (52/93 notes)
This data excludes any notes that copied or pasted
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QI process  PDSA

 Continue PDSA Cycle! Back to DO and STUDY and ACT

- Follow up on survey of colleagues (when?)

- Explore options for capturing data more accurately

- Survey people utilizing the dot phrase

- Patient level data?

- Work with other sites to determine broad applicability

Presenter
Presentation Notes
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Online resources ACLP webpage!

 Opportunity to join a national QI project 

 New webpage with resources!

 https://www.clpsychiatry.org/member-resources/quality-and-safety-
resources/

 Planned:
 Developing online curriculum  
 Dave Kroll video 
 Online showcase of outstanding peer reviewed Quality and Safety 

projects presented at ACLP

https://www.clpsychiatry.org/member-resources/quality-and-safety-resources/
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Project 2: Improving the documentation of 
medication justification on psychiatry consults

Brady B. Lonergan, MD
Clinical Fellow in Psychiatry

Brigham Health
Boston, MA
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Problem Statement

 Hospital credentialing agencies increasingly require clinicians to 
document justification for starting new medications in 
hospitalized patients. 

 In our system, C-L psychiatrists document the indication for 
medications 57% of the time. 

 Failure to document justification may result in downstream 
medication errors, and within the next 2-5 years may impact 
performance in quality payment programs.
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Preliminary Research

 External research
– Literature search

 Internal research:
– Stakeholder analysis
– Baseline documentation rate

Presenter
Presentation Notes
As a fellow what has it been like to go through these steps, thinking about how we would measure
How did we decide on chart audit (?accessible, SMART), other options considered, something embedded in EMR rather than simply within text, surveying residents, fellows, other stakeholders

How many? Determined 20, feasible and reproducible, expecting baseline data to be low but enough to detect a difference
After multiple PDSA cycles up to 100 charts, feasible for a fellow (based on my own experience)

?when/how did go about doing this, pitfalls of the chart audit, took a couple hours, no protected academic time, did during no shows in clinic, something that is feasible within a slow day on a consult service or in a clinic
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Association Between Lack of Documentation 
and Medical Errors

 The National Coordinating Council for Medical Error Reporting and 
Prevention (NCCMERP) recommends that prescriptions include the 
indication to reduce medical errors.

 The Australian Commission on Safety and Quality in Health Care’s 
National Inpatient Medication Chart (NIMC) require prescribers to 
document medication indication when inputting orders so as to 
reduce medical errors.

Presenter
Presentation Notes
https://www.nccmerp.org/recommendations-enhance-accuracy-prescription-writing accessed 9.18.2019
The National Coordinating Council for Medication Error Reporting and Prevention(NCC MERP) is an independent body composed of 27 national organizations.
In 1995, the United States Pharmacopeial Convention (USP) spearheaded the formation of the National Coordinating Council for Medication Error Reporting and Prevention: Leading national health care organizations are meeting, collaborating, and cooperating to address the interdisciplinary causes of errors and to promote the safe use of medications.
USP is a founding member and the Secretariat for NCC MERP.
Member organizations include the Department of Veterans Affairs, the AMA, the FDA, the Joint Commission


https://www.safetyandquality.gov.au/sites/default/files/migrated/NIMC-User-Guide.pdf accessed 9.18.2019

The National Inpatient Medication Chart (NIMC) is a standardised tool for communicating patient medication information consistently between health professionals. It is based on standardised processes for medicines prescribing, dispensing, administering and reconciling in health service organisations. A national, standard medication chart ensures that health professionals are familiar with the layout of the chart and the safe medication management principles on which it is based no matter where they practice. Use of the NIMC is mandatory for all Australian public and private health service organisations including day procedure services. The evidence-based principles that guided development of the NIMC are applicable to all healthcare settings. Because it is national standard, the NIMC is incorporated into health professional under-graduate curricula and into safe medication management competency frameworks and materials. Health professionals are familiar with the NIMC from their first day in practice. The NIMC reflects best practice and is evidence-based. It is designed to assist health professionals improve the safety and quality of medication management. It is also intended as a tool to minimise the risk of adverse medication events.

Indication Most NIMC order spaces require the prescriber to document the indication. Indication is critical clinical information for other health professionals involved in medicines management. It allows the order to be reviewed in the context of why the medicine was prescribed, reducing the risk of misinterpretation of the order e.g. medicines with look-a-like names or incorrect doses and for medicines which have different doses for different indications.
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Literature Review

Schiff, Seoane-Vazquez and Wright
 Positives

– Improve safety
– Better educate patients
– Improve communication within health 
care team
– Facilitate medication reconciliation
– Improve documentation
– Improve appropriate use of medications

 Negatives
– Documentation/time burden
– Limited evidence base
– Complexities in defining/creating indications

Baysari et al.
 Positives
 Improved communication 
among staff
 Prompt for medication review

 Negatives
 Time limitations
 Cross coverage
 Risk of workarounds

Presenter
Presentation Notes
No literature was found regarding inpatient psychiatric consultation and documentation of indication, but there is some limited data looking at documentation of indication for inpatient medical providers.
Risk of workarounds because of the time limitations
Cross coverage meaning sometimes people are cross covering patients with whom they are less familiar and so may not know the exact indication of a medication.

Schiff GD, Seoane-Vazquez E and Wright A. Incorporating Indications into Medication Ordering- Time to Enter the Age of Reason. NEJM 375;4 306-309 July 28 2016
Potential Benefits
Improve medication safety
Help recognize and prevent wrong-patient medication errors
Identify, intercept, or avoid wrong-drug errors (e.g., errors due
to pull-down menu or name confusion)
Ensure proper dosing regimen for particular condition
Better educate and empower patients about medications
Allow patients to understand and keep their various medications
straight
Facilitate patient adherence by improving understanding
Enhance shared decision making and facilitate patients’ asking
questions
about their medications
Improve health care team communication (physicians, pharmacists,
patients, family, home care nurses)
Recognize roles and importance of entire team and teamwork in
managing medications
Reduce need for pharmacist interventions and calls to and from
pharmacy
Aid care transitions by communicating reasons for medications
Provide information to help counsel patients or help them take their
medications
Facilitate medication reconciliation
Organize medication list by indication to help all participants reconcile
therapy
Knowing reason why medication was started permits evaluation of
whether safe to discontinue
Increase speed and efficiency of prescribing by presenting drug
choices for that indication
Improve documentation of health problem list
Allow integration of problem list with medications prescribed
Support reorganizing medication list for more logical grouping
Improve appropriate use of medications by prescribers
Support selection of right and targeted medication choices
Reduce use of “never-indicated” drugs
Identify, support, learn from off-label use
Facilitate reimbursement coding, streamline prior authorization
process
Support quality, outcomes, and effectiveness research
To evaluate outcomes need to know reason medication given

Challenges
Concerns about potential for extra prescriber time and effort
Added burden with paper prescriptions, requirements to add diagnosis
to laboratory orders
Patient privacy concerns
Limited evidence base to support change
No randomized trials; only limited data showing that selected use of
indications has been beneficial
Complexities in defining and creating indications
Empirical treatment when no definite diagnosis exists
Which terminologies to use (symptom, health problem, diagnosis,
ICD-10, SNOMED-CT)
Complexities in differentiating billing diagnosis codes for reimbursement
versus drug indication
Standardizing and maintaining indications knowledge databases
Drugs being given for multiple indications (e.g., ACE inhibitor for
both congestive heart failure and blood pressure control)
Complexities in creating “smart” drug recommendations based
on indications
Need to incorporate patient allergies, contraindicated coexisting
conditions
and laboratory values
Ensuring choices that avoid current medications and drugs previously
used that have failed
Insurance and formulary requirements need to be incorporated and
are often complex
Competing options for alternative ways to capture or infer
indications
Complexities in transmitting indication information from CPOE
to pharmacy, then to patient
Interoperability between EHRs and pharmacy systems
Medications are typically prescribed without structured record of indication
in the EHR
Limited real estate for placing indication on prescription bottle labels
Legal and billing issues
Potential for inhibiting legitimate off-label use, reimbursement
Clinical autonomy concerns
Overcoming policy and market fragmentation (EHR/knowledge
vendor/
PBM/payer differing indications)

Baysari M, Del gigante J, Moran M, Lehnbom E, Day R. Mandatory Medication Indications in Electronic Systems – The Prescriber Perspective. Context Sensitive Health Informatics: sustainability in Dynamic Ecosystems R. Marcilly et al. (Eds.)

Abstract. As hospitals transition from paper to electronic medication charts, an
opportunity exists to ‘nudge’ prescribers to document medication indications by
making this data-entry field mandatory. The aim of this study was to explore hospital
doctors’ perceptions of mandatory documentation of indications in an electronic
medication management (EMM) system. Ten junior doctors took part in brief semistructured
interviews. Participants identified improved communication among staff
as a key benefit of indication documentation. Recording indications was also seen
to act as a prompt for medication review. Despite these benefits, indication
documentation for all medications would be challenging to implement in practice.
Users of the EMM system (i.e. junior doctors) explained that they are time poor and
are often tasked with transcribing medication orders into the electronic system with
limited knowledge of why medications are being prescribed. Determining the
indication for use would require additional time and effort, and prescribers reported
a high risk of working around the system if indication documentation was made
mandatory.
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Stakeholder Analysis: soliciting input from those involved on all 
sides (attendings, trainees, primary teams, etc.)

This Photo by Unknown Author is licensed under CC BY-
SA

This Photo by Unknown Author is licensed under CC BY-NC-
ND

This Photo by Unknown Author is licensed under CC BY-ND
This Photo by Unknown Author is licensed under CC BY-SA

This Photo by Unknown Author is licensed 
under CC BY

Presenter
Presentation Notes
Findings from the stakeholder analysis echo sentiments from the literature review.

Use pictures/visuals instead
Talk to co fellows, service director
Check in with medicine residents
C-L psychiatry service leaders
C-L psychiatry faculty
C-L psychiatry trainees
Consulting inpatient teams
Billing compliance teams
Patients
Outpatient providers
Quality teams

https://commons.wikimedia.org/wiki/Category:Sigmund_Freud
https://creativecommons.org/licenses/by-sa/3.0/
http://transgriot.blogspot.com/2009/06/3rd-annual-transgender-health-fair-in_03.html
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://francisdroy.wordpress.com/category/radical-feminism/page/2/
https://creativecommons.org/licenses/by-nd/3.0/
http://moldvictim.org/
https://creativecommons.org/licenses/by-sa/3.0/
http://www.flickr.com/photos/jdhancock/6227478999/
https://creativecommons.org/licenses/by/3.0/
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Stakeholder Analysis Findings

 Symptom rather than condition
 Indication subject to change 
Medication with multiple indications
 Built into EMR
 Often omit unless evident uncertainty
 Burdensome/time limitations
 Home medications
 Incorrect indication

Presenter
Presentation Notes
Symptom rather than condition (agitation rather than delirium, withdrawal symptom rather than use disorder, etc.); also the source of the agitation may not always been clear (psychosis vs delirium vs intoxication)
Indication subject to change (ie Zydis for nausea vs agitation in setting of delirium)
Medication with multiple indications (ie Gabapentin for anxiety, RLS, AUD, neuropathic pain, etc.)
Built into EMR (would make documentation of indication easier if prompted/facilitated by EMR)
Often omit unless evident uncertainty from primary team as to the indication of a medication (if consulting for depression, recommending an antidepressant for depression may seem redundant and so not documented whereas using Depakote for agitation in the setting of delirium and prolonged QTc may be less intuitive and so may warrant explicit documentation of indication
Burdensome/time limitations; already burdensome documentation requirements leave consultants feeling less inclined to consistently document indication.
Home medications: already difficult enough verifying/reconciling home meds, patients often do not know them, pharmacies only document by date so difficult to confirm if active or not, multiple indications for any individual medication
Incorrect indication; better to document no indication rather than an incorrect indication, particularly relevant for continuation of home medications
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Cause and Effect Diagram

Failure to document med 
justification

Psychiatrist factors

Consulting team factors

EHR factors

Medication factors

Burdensome

Redundant

Patient factors

Variable training

Variable style
Variable experience

Variable questions

Variable adherence

Indication assumed by consult question

Multiple indications Med
class

Home 
meds

Diagnosis 
uncertain

Pt un-
familiarity

Presenter
Presentation Notes
Intervening on any one of these could make a difference on the problem, Pareto’s rule is about identifying a high yield and accessible area
Would also include ideas in stakeholder analysis
Could also mention what was heard from other institutions/participants

EHR factors: already burdensome and redundant documentation requirements

Psychiatrist factors: variable training/guidance around documentation
Variable documentation style
Variable amount of time on service (rotating on/off service)-variable experience

Consulting team factors: variable questions (not always related to medication changes)
Differing degrees of adherence to recommendations

Other?
Assumptions: continuing patient’s home medications
Assumptions: indication may be assumed by class of medication (ie antipsychotic for psychosis, antidepressant for depression, anxiolytic for anxiety, etc.)
Assumptions: indication may be assumed by consult question (for substance use, substance withdrawal, depression, delirium, etc.)
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Chart Audit

 Inclusion Criteria: initial evaluations 9.9-9.11.2019 on the BWH 
CL service

 Total: 24 initial encounters

 Exclusion Criteria: no medication recommendations
– 3 encounters screened out for no medication 

recommendations
– Complete Indication: 57.1% (12 of 21)
– Partial Indication: 28.6% (6 of 21)
– No Indication: 14.3% (3 of 21)
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Chart Audit

Medications with indications for agitation, sleep, anxiety or 
substance related processes were more likely to be outlined in 
the note

 Complete Indications
– Agitation: 33.33% (4 of 12)
– Sleep/Anxiety: 16.67% (2 of 12)
– Substance: 58.33% (7 of 12)

 Partial Indications
– Agitation: 50% (3 of 6)
– Sleep/Anxiety: 16.67% (1 of 6)
– Substance: 33.33% (2 of 6)
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Chart Audit

Medications listed without complete or specific indications outlined were 
frequently home medications

– Partial Indication Home Meds: 50% (3 of 6)

– No Indication Home Meds: 33.33% (1 of 3)
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Chart Audit

 Trainees spending a majority of their clinical time on the CL service 
were more likely to outline indications for medication 
recommendations

– CL Fellows
 Fellow 1: Complete Indication 100% (5 of 5)
 Fellow 2: Complete indication 50% (1 of 2); Partial Indication 50% (1 of 2)
 Fellow 3: Complete Indication 100% (3 of 3)

– Addiction Fellow: Complete Indication 100% (1 of 1)

– Residents
 PGY2: Complete Indication 33.33% (1 of 3); Partial Indication 33.33% (1 of 3)
 PGY3: Complete Indication 0% (0 of 2); Partial Indication 50% (1 of 2)
 Neurology Rotator: Complete Indication 20% (1 of 5); Partial Indication 60% (3 of 5)
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Outcomes to Measure

 Process: % audited charts with medication justification

 Balance: trainee satisfaction

Presenter
Presentation Notes
Outcome: Downstream medication errors?
Outcome: Medication adherence 1 month later?
Outcome: consultee satisfaction?
We thought about looking at possible outcome measures like med errors, med adherence, consultee satisfaction; however, felt that those would be less feasible to measure. So in thinking about what would be more realistic, we decided to focus on the process measure and will consider a possible balance measure of consultant/trainee satisfaction.
Process: % audited charts with medication justification (who will measure, what are criteria for successful documentation, what is measurement schedule, etc)

Probably not realistic/feasible to do the outcome measures
Feasible enough to measure the process measure

Balance measure of time required for documentation/fellow satisfaction
Balance, could consider satisfaction survey but takes time
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Aim Statement

Specific, Measurable, Achievable, Relevant, Time-Specific

We plan to increase the % of audited charts with correct 
documentation of medication justification from a baseline 
of 57% to 80% by March 1, 2020. 

Presenter
Presentation Notes
Point out how SMART; talk about how the AIM statement fits the SMART model
Specific in terms of percent, Measurable in terms of ability to measure the percent of charts with medication justification documented. Achievable in that the choice to audit a small number of charts is manageable. Relevant in that it relates to the topic of medication justification documentation. Time specific in that we gave ourselves a specific timeframe to implement.
Could talk about how initially expected a much lower starting percentage closer to 0% but found to be higher, so had to create a higher bar because problem not as great as initially expected



Academy of Consultation-Liaison Psychiatry

Priority/Payoff matrix

Easy Difficult

High-Impact

Low-Impact

Dot phrase in EMR containing template 
and pre-populated rationales

Adjust template for initial evaluations

Indication prompt in EMR

E-mail notification to trainees and 
staff

In person training for trainees and 
staff

Presenter
Presentation Notes
Think of things for other squares
High impact, difficult, something embedded in EPIC, hard stop prompt without indication requirement

Adjust template, so it says
Please, start XXX for YYY.
Or
Problem based template
Problem 1 XXX
Please, start YYY.
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Proposed Intervention

Stage Description

Intervention  Adjust template for initial evaluations 12.1.2019

PDSA Cycle #1  Chart audit post intervention 3.1.2020

PDSA Cycle #2  TBD

Conclusions  TBD

Presenter
Presentation Notes
Could think about how this project is different from Hirsch (and/or other participants).
?try again for 1 month to see if sustainable
Intervention
Post intervention chart audit looking at partial and complete indication documentation rates
If reached goal of 80%, no subsequent intervention; if remains low, consider reiterating vs reshaping intervention and perform second post intervention chart review to reassess.
Conclusion determining whether medication indication documentation is really an issue and if the intervention led to higher rates.
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The National QI Project

How we’re doing so far
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Our aim 
statement:

By March 30, 2020, at least three 
participating fellows will have completed at 
least 2 PDSA cycles on the project entitled, 
“Improving the documentation of 
medication justification on psychiatry 
consults.”
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Our data so far:
Trainee Problem 

Statement 
Stakeholder 

Analysis
Baseline 

Data
Fishbone 
Diagram

Pareto 
Chart

Aim 
Statement

Priority/Pa
yoff Matrix

PDSA 
Cycle #1

PDSA 
Cycle #2

Brady x x x x x x
Victor x
Jackie x x x x x x x

Successes:
• People are excited about the idea
• We are on track to achieving our aim

Pitfalls:
• Getting everyone on a call at the same time has not worked out well 

coordination and teaching have not materialized effectively (i.e., are we 
really filling a gap?)

• Not all prospective participants are interested in the problem 
recruitment has not been high
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“Act” for AY2020

 Video QI didactic to go on the ACLP website

 Give participants a choice about which problem they want to tackle in 
their projects (collectively)

 Schedule monthly phone conferences in advance and share minutes

 Other ideas?
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Our Website

https://www.clpsychiatry.org/member-resources/quality-
and-safety-resources/

65
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