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Organizational Profile

Southwest Medical Associates (SMA, smalv.com/en), part of
OptumCare, is a subsidiary of UnitedHealth Group. Established
in 1972, the organization has a large footprint in the southern
Nevada (Las Vegas) area and is a recognized Patient-Centered
Medical Home (PCMH) and also a patient-centered specialty
practice.

Powered by 345 medical providers—including 168 physicians
and 177 advanced practice clinicians—SMA offers 10
specialties across 21 practice sites. Primary care accounts

for about half of SMA's provider population, as 170 of SMA’s
providers are primary care clinicians. These clinicians see more
than 308,000 patients who logged nearly one million arrived
visits in 2018.

Executive Summary

According to the 2017 National Diabetes Statistics Report

from the Centers for Disease Control and Prevention (CDC), an
estimated 30.3 million Americans had diabetes. Approximately
5% had Type 1 diabetes and the remaining 95% had Type 2
diabetes. Over the last 20 years, the number of adults with
diabetes has more than tripled, and the total direct and indirect
estimated cost of diagnosed diabetes in the United States in
2012 was $245 billion !

Due to factors such as high blood sugar, high blood pressure,
and obesity, cardiovascular disease (CVD) is the leading
cause of death for people with diabetes. The American Heart
Association (AHA) considers diabetes to be one of the seven
major controllable risk factors for CVD. However, statistics
indicate that people with diabetes are two to four times more
likely to die from heart disease than people without diabetes.
At least 68% of people age 65 or older with diabetes die from
some form of heart disease; and 16% die of stroke.?

SMA elected to participate in the AMGA Together 2 Goal®
(T2G) Innovator Track CVD Cohort (CVD Cohort) to better
identify and manage CVD risk in Type 2 diabetes patients. As
part of the CVD Cohort, the organization implemented new
initiatives and guidelines, including:

- Embedding an atherosclerotic CVD (ASCVD) risk
calculator in the organization’s electronic health
record (EHR) to calculate the identified patient’s risk of
developing heart disease or stroke

+ Formation of a CVD Risk Reduction Subcommittee
which meets monthly and aims to provide guidelines and
management to the identified patient population

- Education of providers and patients aimed at changing the
mindset of the organization’s providers, e.g., appropriately
prescribing high-intensity statins and patient resistance to
perceived issues with statin use

Adopting these interventions led to an increase in compliance
during the measurement period for most of the measures that
align with management of ASCVD and ASCVD risk, including
lipid management for secondary prevention.

Existing Diabetes Population
and Care Structure

SMA serves 20,000 patients with Type 2 diabetes, and
roughly 32% (6,400) of them have a history of ASCVD. To
better manage these patients, SMA links all practice sites
and specialties through the information in Allscripts, the
organization'’s EHR.

Individual patients are assigned to a care team led by a primary
care provider (PCP) that manages his or her primary medical
needs. Following the PCMH approach to healthcare, the PCP/
care team coordinates and collaborates with the in-house
endocrinology and cardiology specialists to manage the
referred patient’s diabetes and any associated CVD.

Enrolled patients are referred to the in-house specialty—
endocrinology for diabetes management and cardiology

for ASCVD—via an application in the shared EHR following
organizational protocol using evidence-based guidelines.
Once accepted, the referring provider is notified via an “EHR
task” of the patient’s upcoming appointment and also of the
availability of the post-visit consultation note, which includes
any updates and plan of care in the shared EHR (see Task
Process in Appendix).



Program Goals and
Measures of Success

The primary goal of the CVD Cohort was to improve
cardiovascular management in patients with Type 2 diabetes.
Measures of success (see Appendix) were set forth by the
AMGA Foundation based on industry-standard measures
including: NCQA-HEDIS; United States Preventive Services
Task Force; 2013 American College of Cardiology/American
Heart Association (ACC/AHA) Prevention Guidelines; and 2018
American Diabetes Association (ADA) Standards of Care.

During the CVD Cohort, SMA aimed as an organization to:

« Assess the ASCVD risk for SMA’s patient population with
Type 2 diabetes

« Achieve improved communication and treatment planning
between diabetes patients and provider care teams to
address CVD risk and risk reduction

- Standardize care by using national guidelines in the
management of at-risk patients

« Integrate a comprehensive Diabetes Management Care
Guide in the EHR, allowing for point-of-care collaboration
between patient and the treating provider that is driven
both by evidence-based guidelines and by patient needs
and preferences

Interventions

To achieve Cohort and organizational goals, SMA implemented
numerous interventions during the year-long initiative focused
in the areas of provider and patient education, information
technology, and clinical support.

Provider and Staff Education

Prior to the CVD Cohort, SMA had in place a monthly PCP
meeting (i.e., internal medicine, family practice) and monthly
lunch-and-learns for providers and staff. The management of
diabetes and ASCVD are often topics of discussion at these
meetings, and specialty providers (e.g., endocrinology and
cardiology) are invited to give updates on the latest guidelines
for management of both diabetes and CVD. Each year, the
organization also allots providers a generous allowance for
continuing medical education (CME), where they can partake

in conferences geared toward the management of diabetes
and ASCVD.

To bolster these existing efforts, during the CVD Cohort,

SMA created an ASCVD Risk Reduction Subcommittee
comprised of PCPs, cardiology and endocrinology specialty
providers, and clinic operations personnel. The subcommittee
meets monthly to discuss and set guidelines to improve the
management of the diabetes patient population.

Patient Education

Prior to the CVD Cohort, SMA offered free classes to
patients, called Healthy Interactions and Health Education
and Wellness classes. These are specific offerings aimed
at diabetes management and prevention and also classes
geared towards addressing ASCVD risk and management.
Patients are referred to these classes by their attending
provider or have the option of self-referral.

During the CVD Cohort, SMA made additional efforts to reach
patients by placing patient-facing posters and brochures in
waiting and exam rooms aimed at fostering dialogue between
provider and patient during the appointment around diabetes
and the associated CVD risk (see Appendix).

Health Information Technology (HIT)

Prior to the CVD Cohort, SMA did not have a defined process
in place to identify at the point-of-care diabetes patients at
risk for CVD at the point of care. As a result, the organization
prioritized the implementation of an ASCVD risk calculator in
the organization’s EHR to better identify and assess patient
risk.

Another HIT initiative was updating the Care Guide in the EHR
to improve management of diabetes and ASCVD by using

the latest ADA guidelines. This was done as part of a pilot
program with the Healthy Interactions platform. When using
this tool, providers are guided through the management of the
identified patient population (via alert in the EHR), including
medication/lab management and lifestyle modifications.

SMA implemented an initiative to close gaps that existed
within the at-risk population by asking its robust Health
Informatics Department to add the ability to produce a “chase
list” that identified patients with ASCVD or were at risk for
ASCVD who are missing labs or have other gaps. An assigned



team is then charged with contacting the identified patients to
encourage a provider visit so deficiencies can be addressed
and missing labs can be ordered to achieve compliance.

Clinical Support

Prior to the CVD Cohort, SMA did not have a standardized
treatment guideline at the point-of-care level to assist
providers in managing patients diagnosed with chronic
medical conditions (e.q., diabetes) who are now at risk for the
development of ASCVD or who have already been diagnosed
with ASCVD.

As a result of the CVD Cohort, SMA added a definitive protocol
for evaluating and managing patients who have been diagnosed
with or are at risk of developing ASCVD (see Appendix for
protocol). This is now part of the standard operating procedure
for all PCPs at the organization.

Outcomes and Results

Performance data was reported on a quarterly basis during the
12-month duration. SMA improved in five of the six selected
measures (see Appendix).

Daily Aspirin/Antiplatelet Therapy
(primary prevention)

SMA observed a 3% increase in patients without a history of
ASCVD who were prescribed daily aspirin/antiplatelet therapy.

Tobacco Free

SMA noted a 2% improvement in the number of patients
who were tobacco free, which means that 400 more patients
moved to a tobacco-free status during the yearlong period.

Lipid Management for Secondary Prevention
(any statin)
Among the approximately 6,000 patients with a documented

history of ASCVD, SMA saw a 2.8% increase in those who have
a documented use of statins.

Lipid Management for Secondary Prevention
(high-intensity statin)
Among the approximately 6,000 patients with a documented

history of ASCVD, SMA saw a 3.7% increase in patients
prescribed a high-intensity statin.

Lipid Management
(measured LDL less than 70 mg/dL)

During the CVD Cohort, SMA observed a 6% increase in
patients whose LDL cholesterol measured less than 70mg/dL.

Along with the five measures, SMA also tracked daily aspirin
or antiplatelet therapy for secondary prevention and observed
a 1% decrease in this measure. Potential reasons for the
decrease could be a decline in documentation within the EHR
or steady performance during the yearlong period with an
increase in the total patient population.

Lessons Learned and
Ongoing Activities

SMA learned several lessons during the course of the CVD
Cohort, including the following:

« The addition of the ASCVD risk calculator in the EHR
proved to be one of the most worthwhile interventions
in management of the Type 2 diabetes and CVD risk.
Providers are now able to accurately identify the at-risk
patient and intervene in timely fashion

- Another approach that showed great promise was the
update to the Diabetes Care Guide, which was embedded
in the EHR. The guide, which serves as a blueprint for
the provider, allows for the utilization of evidence-based
guidelines (ADA guidelines) in the comprehensive
management of the patient population with diabetes

« The patient-facing posters developed as part of this
initiative have proven to be a valuable resource, as they
encourage more patient-centric dialogue aimed at
addressing diabetes and ASCVD

Challenges

As is common during the implementation of new processes,
there were some challenges—predominately related to the
disruption of the status quo—including difficulty changing the
mindset of providers regarding the appropriate prescription
of high-intensity statins; patient resistance to statins and
perceived issues with their use; and standardization of the
documentation on aspirin in the EHR.



Next Steps

To address the challenges and continue improving the
management of ASCVD risk among the diabetes population,
SMA plans to take the following steps:

« Train and re-train providers and staff in the management of
diabetes via mandatory training sessions (e.g., lunch-and-
learns, PCP meetings).

 Develop additional patient education materials (e.qg.,
brochures and pamphlets) centered on diabetes and
its proper management, with the goal being to change

attitudes and beliefs based on evidence-based guidelines.

SMA will also use its social media platforms (Facebook
and Twitter) and referral-based diabetes classes to
address the topic.

 Update organizational guidelines to allow for the proper
documentation of over-the-counter medications (aspirin).
The function is now part of the pre-visit rooming process
and is documented in a structured format allowing for
accurate measuring.

SMA will continue with these initiatives, addressing any
challenges that may arise. The organization recognizes that
the process takes time, adhering to the mantra that “quality
improvement is a process, not a destination.”
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Appendix

Measures of Success for Cohort

Measure Measure Description

1 Non-tobacco user Proportion of T2G patients whose most recent tobacco
status is determined to be “tobacco-free”.

2a Daily aspirin or antiplatelet in patients age > 50, Proportion of T2G patients eligible for secondary
secondary prevention prevention with documentation of daily aspirin or another
antiplatelet, or documented exception or contraindication
during the measurement period.

2b Daily aspirin or antiplatelet in patients age > 50, Proportion of T2G patients eligible for primary prevention
primary prevention with documentation of daily aspirin or another antiplatelet,
or documented exception or contraindication during the
measurement period.

3a Any statin, secondary prevention Proportion of T2G patients eligible for secondary
prevention on a statin during the measurement period.

3b High-intensity statin, secondary prevention Proportion of T2G patients eligible for secondary
prevention on a high-intensity statin during the
measurement period.

3c LDL cholesterol <70 mg/dL, secondary Proportion of T2G patients eligible for secondary
prevention prevention with a measured LDL <70mg/dL.
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Patient-Facing Posters and Brochures
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Appendix

ASCVD Assessment and Management Protocol

Diagnosing Peripheral Vascular Disease versus Atherosclerosis

QuantaFlo for Criteria: « Advanced Age
Select Population || * Hypertension
- Dyslipidemia
- DM
« Tobacco Use
If Positive
QuantaFlo

Criteria: + ASCVD Score >7.5%

Evaluate for ASCVD | * Physical Findings .
- Imaging with Atherosclerosis

+ H/o CVA, MI, CAD, CABG, FO, Other
/ \ Revascularization Procedures

No ASCVD Presence of ASCVD
(does not meet criteria (ASCVD score >7.5% AND
above for ASCVD) one or more of the criteria
above for ASCVD)
Diagnose Periferal Diagnose + 170.0 Atherosclerosis, Aorta
Vascular Disease Atherosclerosis [ ¢ 170.2 Atherosclerosis, Native Artery
(173.9) (170,171,177.81) Extremity
« 171.2 Aneurysm, Thoracic w/o Rupture
« 171.4 Aneurysm, Abdominal Aorta w/o
l l Rupture
Discuss Primary Discuss Secondary 177.819 Ecstasia, Aorta
Prevention Prevention
- Lifestyle — heart-healthy diet, exercise, - Lifestyle — heart-healthy diet, exercise, smoking cessation,
smoking cessation,stress reduction stress reduction
- Discuss aspirin/antiplatelet > 70 years old - Aspirin/antiplatelet if not contraindicated
- BP<130/80 - High-intensity statin preferred; moderate-intensity acceptable
« Discuss high — or moderate — or low if not contraindicated, Fibrate to LDL cholesterol < 70mg/dL
intensity statin >70 years old » IfDM and ASCVD, start SGLT-2 inhibitor or GLP1 agonist (A
« Discuss SGLT-2 inhibitors or GLP1 agonist level recommendation)
« IfDM,ASCVD and CHF, start GLP1 agonist (C level
recommendation)




Appendix

Southwest Medical Associates Outcomes
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