


Appendix B: Example user scenarios developed by TN Community Health Record project stakeholders. 
Methodist Le Bonheur Healthcare (MLH)
User Scenario 1: From the perspective of the Chief Financial Officer at MLH, wanting to focus on prevention and improving overall health status of the community at large, as well as protecting our margin.
Fast forward to 2014, when the readmission penalties are at full force.  You are the CFO of a large, multi-hospital health system, with many hospitals in the urban core of a city of people with multiple co-morbidities, poverty, and overall poor health status, including obesity and cardiovascular disease (particularly congestive heart failure).  Your health system provides more than its share of care for the indigent and under-insured population and the majority of your patients have Medicare as a payer.  You are at risk, especially in light of the non-payment for readmissions that has already started and will increase over the next two years.  You have “gone lean” in all the ways you can in terms of the operating of both your inpatient and ambulatory care sites and have acquired numerous primary care practices in the past 18 months, with a huge outlay of capital, to try to position your system for the future of bundled reimbursement.  You need solutions from outside the hospital and community alignment to maintain financial solvency with these new reimbursement structures. 
You get a call from your new CEO, asking how we are doing about preventing readmissions in zip code A, one of “hotspots” in terms of acuity of illness, high levels of readmissions and high amounts of write off or charity care.  Due to the creative development of the CHR in 2012-2013, you can quickly go to the CHR dashboard and pull up the last quarter’s stats on not only our readmission, charity write off and acuity of illness in that zip code, but also, what percentage of persons there have a regular primary care home, what percentage come in to the hospital via the ED or through ambulatory care offices, as well as what percent of net income is spent on healthcare per household.  You log in, select the Access column on the dashboard and then zoom in to zip code A.  You are pleased to see, thanks to the effort of this group, that MLH has greatly reduced readmissions and can quickly calculate for your CEO what that means in dollar savings to the system, as well as avoiding further penalties going forward.  
Additionally, you see some other metrics there that make you feel more confident about keeping the hospital bottom line more robust, that relates to prevention efforts.  On this dashboard, you can see the number of people in the community who are getting regular wellness visits, charted by age, as well as the number of people trained  in disease self-management through the Congregational Health Network (CHN) a 500+ church and hospital partnership designed to improve access and health status of all. Approximately 10 local churches have been strong partners in that zip and surrounding areas since 2006 and have worked intentionally with MLH to offer mobile clinical services and navigation to local safety net clinics on a monthly basis since Jan. 2013.  Lastly, you scroll through to quickly ascertain the % of those graduating from high school and those employed, which are social determinant proxies for improved health status in the future.  You are pleased to see big changes in those social determinants, with more persons employed and completing a HS equivalency.  Also, you see an increase in home ownership, always a good sign for a neighborhood, in terms of rebound and growth AND ability to get insurance coverage and/or pay healthcare expenses.
User Scenario 2: From the perspective of a Congregational Health Network Partner, wishing to improve their church’s neighborhood, help with housing and economic and workforce development, as well as education and health status of zip code A residents.
It’s 2014 and you are a dedicated, 65 year old pastor, with a well-established health ministry in zip code A. You and your parishioners and health ministry staff have been working in zip code A for over 15 years, to improve the health status and overall quality of life, admittedly a “tough” neighborhood, with higher than usual incidence of violence, poverty, sub-standard housing, blight and environmental toxins.  You have been working with local, state, and federal community health partners to create a Community Health Record (CHR) that is meaningful and useful to you and the local residents, not just to hospital or public health or other stakeholders.  Through a series of participatory conversations, you and your staffers and local residents helped create a record that answers your questions and really helps you and the residents in improving quality of life and health status.  
You get a call from the city Office of Faith Based Initiatives, who need to know how many of your local residents have had an annual wellness exam (as they are applying for Federal funding) and you quickly log in to the CHR, select access and zoom to zip code A, and further to neighborhood B and give them an answer on prevalence.  You are so pleased to see that percent rise over 10% since this metric was first monitored in 2013 and take that as a good sign that MLH staff are doing a better job of navigating residents to appropriate safety net clinics and other mobile clinical services, for improved continuity of care and follow-up.  The CHN training in navigating the health system has also “demystified the process” for local residents and increased their level of trust in the hospital, local clinics and their providers.  You also can go to the CHR and pull out how many of zip code A residents are getting preventive services, like mammograms, as this area was one of the areas in Memphis or any other city with the highest percentage of breast cancer mortalities for African-American women in 2010, which you can see has changed significantly for the better now in 2014.  Happily, you note that over 500 people have been trained in self-management of disease through the Congregational Health Network (CHN) training administered in this zip code. 
While you are pleased with these improvements in health status, you are pleased that MLH, Shelby County Health Department, CDC and other partners are planning in 2015 to “cross-walk” or add other indicators to this record, like percent of blighted property deeded to clergy or others for community gardens and percent of acreage containing organizations which have been fined for high levels of toxic waste, which is another metric that reflects the improving health of your beloved Memphis and local community.  With the addition of even more proxy measures for overall quality of life in zip code A, accessible to all via the open source and publically accessed CHR, everyone in Memphis is part of the solution to improve our city and our life and well-being.
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SUMMARY STATEMENT
At the end of the week, you have accamplished much, but you know next week, thereis more to do. BUt, you
kniow that the CHR was defiritely worth all of the time, resorces, energy, frustrations, learning that it took to get

it off theground and runnirg. “Wow, who know this CHR would be so useful?”

Public Health

Prevent. Promote. Protect.

Shelby County Health Department
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INTRODUCTION

Itis a bright, clear, chilly Monday in Memphis. As always, you look forward to a day full of productive
work with people who are committed to their work and who want to have a positive impact on the lives of others.
You know that there will be many surprises throughout the work day —some good and some not so good. You
know that you will not receive an email indicating more funds are on the way. But, you arrive at work with your

sleeves, figuratively, rolled up.

After checking Outlook, you see that you have a week filled with meetings, more strategic planning,
emails, writing reports, guiding and coaching staff members, balancing budgets, dealing with concerned citizens
and any other work you can squeeze into the week. Last month, the Shelby County Community Health Record
(CHR) went live. You have a tingly feeling in the pit of your stomach because now ALL Shelby County residents can
access it. You felt confident throughout its development that it was philosophically a good idea, but now, you are

looking forward to testing out the CHR’s benefit to your daily tasks.

You go to the website where the CHR is located. It is easy to find on your computer because you have a
unique looking icon on your desktop. With a single click, you are in business. As you peruse through the CHR,
your eyes twinkle with delight. It’s pleasing to the eye (colorful, yet not too busy, adequate white space), user
friendly (separate sections for the type of user you plan to be at that moment, sections are education-level
appropriate), and upon glance, something about it captures that soul and feel of Memphis and the Mid-South (our
culture, our values, an appreciation for the many cultures in Shelby County). Your pulse starts racing and you are
exciting about using the CHR. As you examine the CHR, you readily think of many ways it will be used to help you

get your work done this week. Your plate is full this week and right off hand, you plan to use the CHR:
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USES OF COMMUNITY HEALTH RECORD (CHR)
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As a factor in our community health assessment
(M.A.P.P. Phase |V)
w
-
As a feature within our “neighborhood-based”
community health profile
As a method to enhance our epidemiological analysis
o
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As an instrument to integrate our programs for
synergistic action
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As a tool to design or revise our programs and
interventions
w
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As a means of a common platform for data sharing

As a channel to communicate data between multiple
end users

"
As a mechanism to show the application and benefit of
geospatial analysis to the general population

W
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As a vehicle to illustrate the need for non-traditional
collaborations
v
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As an element of decision-making for targeted
programs, services, interventions, etc.

As proof of improvement in health outcomes

As a “bragging right” for grant proposals and
accreditation
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CHR COMPONENTS
The CHR incorporates geographic information:

Neighborhoods
Zip codes
Census tracts
School districts
Mata bus routes

HEsHnns

Roads, bridges, sidewalks, bike lanes
The CHR incorporates demographics and social determinants of health:

Age

"H

Gender
Race
Income

Education

HHEH

Language’
The CHR incorporates factors that may impact health behaviors/choices:

H Parks

B Shopping

H Grocery stores
H Restaurants

The CHR incorporates data related to medical care:

Medical providers/Medical facilities

Diagnoses

Pharmaceutical Utilization

TennCare /TennCare-eligible populations/Utilization of TennCare benefits
Births

Morbidity

Mortality

Boby Mass Index

B A

Hospital diagnoses
The CHR incorporates behaviors that may have negative consequences:

Traffic violations

Arrests

Gang activity
Foreclosures/Abandoned properties
Pawn shops/Predatory lending
Liquor stores

o oE oW oE R

Gambling




