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Abstract

Health information technology is an emerging area of focus in clinical medicine with the potential
to improve injury and violence prevention practice. With injuries being the leading cause of death
for Americans aged 1-44 years, greater implementation of evidence-based preventive services,
referral to community resources, and real-time surveillance of emerging threats is needed.
Through a review of the literature and capturing of current practice in the field, this paper
showcases how health information technology applied to injury and violence prevention can lead
to strengthened clinical preventive services, more rigorous measurement of clinical outcomes, and
improved injury surveillance, potentially resulting in health improvement.

Introduction

In 2010, unintentional and violence-related injuries took more lives of people aged 1-44
years than cancer, heart disease, liver disease, HIV, stroke, diabetes, and birth defects
combined.! Injury and violence prevention is complex owing to variations in cause,
intentionality, risk factors, and intervention points. Individual-, family-, school-, and
community-based public approaches have demonstrated preventive effectiveness; however,
clinical preventive services also have the potential for the primary and secondary prevention
of injury, particularly in the areas of older adult falls, prescription drug overdose, and
intimate partner violence.2 Clinical preventive services include clinical interventions to
reduce the risk of an adverse health condition, screening to identify and treat a condition
early to reduce severity and duration, and clinical interventions to reduce complications
from a condition or recurrence of a condition.> Although there have been few investigations
of injury clinical preventive services with RCTSs, assessment and referral for injury concerns
are promising—particularly when based upon behavior change principles.5”

Professional organizations and societies recommend clinical preventive services for injury
and violence, with recent policy changes facilitating implementation. For example, the
American Geriatrics Society and British Geriatrics Society developed a clinical practice
guideline for prevention of falls in older persons,® and the US Preventive Services Task
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Force (USPSTF) recommends exercise or physical therapy and vitamin D supplementation
to prevent injuries from falls in community-dwelling adults aged 65 years or older.® The
USPSTF also recommends screening of women of childbearing age for intimate partner
violence, including referral for women who screen positive to needed intervention
services.19 Now, the Patient Protection and Affordable Care Act (PPACA)! provides
coverage for USPSTF-recommended preventive services, including the Annual Wellness
Visit (AWV) for Medicare Part B beneficiaries that incorporates a Health Risk Assessment
with questions on older adult fall risk.12

Organizations, societies, and states invest in the development of clinical practice guidelines
to improve injury outcomes. For example, professional societies (e.g., American College of
Emergency Physicians, American Pain Society/American Academy of Pain Medicine!3.14)
and states (e.g., Washington, Utah!>16) have promulgated guidelines on the prescription of
opioids for treatment of non-cancer pain to reduce prescription drug overdoses.

Unfortunately, only 20% of adults visiting healthcare providers receive injury prevention
counseling.1718 The burgeoning of health information technology (IT) offers an opportunity
to improve injury prevention services. Health IT is “the use of computer hardware and
software to privately and securely store, retrieve, and share patient health and medical
information.”1® Electronic health records (EHRs) are one form of health IT, within which
other tools can be embedded, such as computerized clinical decision support (CDS).20 Other
technologies, such as devices that assist in interviewing patients about their condition (e.g.,
computer-assisted self-interviews [CASIs]) can further assist in private sharing of health
information. Well-designed and -implemented health IT can increase guideline adherence,
improve disclosure rates for sensitive issues, enhance monitoring, and lead to health
improvements.?1

Now is the time to take advantage of evolving health IT to improve injury prevention. New
advances in Health Information Exchange (HIE) are making it possible to enhance the utility
of health IT tools, like EHRs. Widespread availability of secure electronic data transfer can
allow: (1) providers to coordinate patient care by sharing information electronically between
each other through interoperable health record systems; (2) patients to manage their own
care by having access to electronic health information that can be reviewed and shared with
new providers; (3) systems to improve the quality of care by rapidly deploying emerging
clinical decision support within the EHR; and (4) health departments to conduct improved
surveillance by accessing data from outpatient and inpatient settings through HIE data
hubs.22:23

Through a review of the literature and current practice, this paper showcases how health IT
applied to injury and violence prevention could lead to strengthened preventive services. A
focus is placed on areas in which a return on investment is possible through the use of
EHRs, CDS, and CASIs: older adult falls, prescription drug overdose, and intimate partner
violence. Other innovative technology may contribute to reduced morbidity and mortality
from injury, such as electronic wearable devices to enhance fall detection. However,
reviewing such technology is beyond the current scope. Opportunities for sharing data
between public health departments and primary care providers through health information
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exchanges are also highlighted. Advancements are possible through enhanced patient
assessment and referral, rigorous service documentation and monitoring across time, and
improved injury surveillance with use of external cause of injury codes (Figure 1).

The Promise of Meaningful Use of Electronic Health Records

The advent of the meaningful use of EHRs and associated incentive programs established by
the Centers for Medicare and Medicaid Services (CMS) in response to the Health IT for
Economic and Clinical Health (HITECH) Act? has provided an infrastructure to enhance
the quality and consistency of preventive services. The CMS EHR Incentive Programs
include a series of “core” and “menu” objectives that must be met for providers to receive
Meaningful Use (MU) incentive payments; eligible professionals are required to report on
core and “additional” Clinical Quality Measures (CQMs) through the EHR (more
information is available at www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/). Objectives are evolving in stages of MU implementation from
2011 to 2016: Stage 1 (data capture and sharing), Stage 2 (advance clinical process), and
Stage 3 (improved outcomes). CMS incentives have spurred the adoption of MU-certified
EHRs: among family physicians, EHR adoption grew from 37% in 2006 to 68% in 2011 and
was projected to exceed 80% in 2013.25

Three aspects of MU requirements have potential for improving injury preventive service
quality and informing public health approaches to injury prevention at the population level:
the core objective of implementing CDS, the CQM requirement, and the menu objective of
submitting electronic syndromic surveillance data to public health agencies. Other ways in
which the meaningful use requirements can assist injury and violence prevention activities
are listed in Table 1.

Injury-Related Clinical Decision Support

A CDS system is “any electronic system designed to aid directly in clinical decision making,
in which characteristics of individual patients are used to generate patient-specific
assessments or recommendations that are then presented to clinicians for consideration.”26
These systems can be embedded within an EHR, and use alerts, reminders, and decision
algorithms in real time to increase adherence to preventive service recommendations.2” EHR
CDS for injury preventive services is in its infancy, with development in older adult fall
assessment and opioid prescribing. Technologic innovations have also been made in
intimate partner violence screening. Future innovations are promising in areas where
reimbursement is available without patient cost sharing or CQMs are reportable.

Electronic Health Record Alerts and Reminders for Older Adult Fall Prevention

To enhance adherence to the American and British Geriatric Societies’ guideline for fall risk
assessment, CDC developed the Stopping Elderly Accidents, Deaths, and Injuries (STEADI)
toolkit.28 STEADI provides tools for healthcare providers who treat older adults at risk of
falling, and supports clinicians in conducting fall risk assessment, treatment, and referrals. It
assists clinicians in conducting fall risk assessment with standardized gait and balance
assessment tests, case studies, and conversation starters, and educates patients about fall
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prevention with self-assessment brochures, including the Stay Independent brochure. The
Oregon Health & Science University (OHSU) is now integrating STEADI into an EHR to
enhance implementation in internal medicine and geriatric clinics. Results from the Say
Independent brochure, a vision screen, Timed Up and Go (TUG) test, orthostatic blood
pressure measurements, and a medication review are entered into an Epic© EHR. The
physician uses the Epic© STEADI order set to review medications and medical conditions
and develop a fall reduction plan of care (e.g., adjusting high-risk medications, referral to
exercise or physical therapy). The provider can provide electronically generated referrals in
a discharge packet to A Matter of Balance (a program that reduces fear of falling and
increases activity) and a community-based Tai Chi program (an exercise that has been
shown to reduce the risk of falling).

Although findings from the STEADI evaluation are pending, U.S. Veterans Administration
data illustrate the promise of integrating fall risk assessment into the EHR. In response to an
EHR nurse screening reminder, a primary care physician follow-up reminder for gait,
balance, and strength examination, and provision of educational materials and referrals, 75%
of veterans aged 75 years or older were screened; further evaluation was needed for 49% of
the patients who screened positive. Of those patients, 70% had a gait, balance, or strength
problem, and 24% of those with problems were offered physical therapy or exercise.2
Another investigation in an integrated health system employed a randomized design to
evaluate pharmacist and geriatrician review of patient medication records and EHR clinical
practice guideline prompts. Compared to patients who received usual care, patients in the
EHR intervention group were less likely to have fall-related diagnoses during the study
period; however, no changes were seen in the overall number of prescribed medications.
Physicians reported an increased awareness of falls and polypharmacy with 47% reporting
having reviewed the guidelines and 42% reporting changing medical management because
of the messages.30

Provision of Clinical Information and Guidelines for Prescription Drug Overdose

Prevention

CDS has demonstrated improved care and outcomes in prescription monitoring and dosing3!
that may have utility for opioid prescribing and prescription drug overdose prevention.
State-based Prescription Drug Monitoring Programs (PDMPs) track opioid and other
controlled prescription drug prescribing and dispensing. These programs store prescription
information for controlled substances in a centralized database, identifying the drug, dose,
and amount, as well as the prescriber, dispenser, and patient. PDMPs can provide data for
EHR CDS to improve care for patients receiving opioid analgesics from multiple providers,
engaging in possible drug diversion, or obtaining prescriptions for medications that may
pose a problem if co-prescribed with an opioid. At the national level, a Stage 3 MU CQM is
being considered to measure PDMP use in identifying potential narcotic misuse, abuse, and
diversion.32 Further, the Office of the National Coordinator (ONC) led a joint initiative with
the Substance Abuse and Mental Health Services Administration (SAMHSA), CDC, and the
Office of National Drug Control Policy (ONDCP) to establish a standardized approach to
make controlled prescription drug data from PDMPs available directly through EHRs and
health information exchanges.33 Building on the success of this initial work, SAMHSA has
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now funded 16 states to further advance PDMP interoperability and EHR integration. CDC
is conducting an evaluation of the impact of EHR integration in nine of these states;
evaluation findings are pending.

Health systems also have integrated clinical prescribing and treatment guidelines into
provider workflow in the EHR to reduce misuse and abuse and improve pain management.
Group Health in Seattle34 and the U.S. Department of Veterans Affairs (VA) primary care
clinics3® established care treatment plans in their EHRs to facilitate adherence to evidence-
based guidelines through a stepwise algorithm. This includes encouraging non-narcotic
alternatives for chronic non-cancer pain management such as nonsteroidal anti-inflammatory
drugs, physical therapy, or complimentary/alternative medicine approaches.36

Computer-Based Screening for Intimate Partner Violence Prevention

Rates of screening for intimate partner violence are low,3” although numerous organizations
recommend routine screening or assessment.10:38-41 Tg address identified barriers,4243 save
healthcare provider time, and reduce patient reluctance to disclose,*44> CASIs have been
developed. Four randomized and one non-randomized trial comparing a CASI to either usual
care*6-48 or prompted healthcare provider screening*®0 found equal or greater rates of
disclosure. One of these RCTs also found that women were more likely to initiate
discussions with providers after participating in a CASI.#8 An RCT comparing healthcare
provider screening and referral to an audio-CASI and a video of an actor portraying a doctor
who provided interactive risk reduction messages also increased the likelihood of women
discussing intimate partner violence with their provider.>! Finally, an RCT of an audio-
CASI combined with a printout of resources available in response to women’s responses
found that use of computers were more consistent in providing an adequate response to
women who screened positive and generated almost equal rates of use of referral resources
when compared to healthcare provider screening and referral.#® CASIs can allow women to
maintain their autonomy in deciding when and to whom they disclose their experiences and
how to independently access resources while still communicating that intimate partner
violence is a serious health concern.52 Where face-to-face screening is preferred, computers
can prompt physicians to screen, which increases the likelihood that healthcare providers
have discussions about intimate partner violence with women.47:48.53

Injury-Related Clinical Quality Measures

Although CDS is used to enhance implementation of recommended practices, CQMs are
used to track the quality of patient care, health outcomes, clinical processes, and population
health. As part of the CMS EHR Incentive Program, eligible professionals are required to
report on core and additional CQMs to fulfill MU requirements. Beginning with MU Stage
1, all professionals must report on three core CQMs, plus three additional that can be
selected from a list of 38 measures. No quality measures in Stage 1 directly address injury
prevention activities; however, one measure does include initiation of treatment for alcohol
and other drug dependence (Table 2). In 2014, implementation of MU Stage 2 will require
providers to choose nine CQMs above and beyond those required in Stage 1. Two of these
CQMs are relevant to injury prevention, and focus on depression and older adult fall risk.>*
Also as of 2014, CMS has aligned CQMs from the Medicare EHR Incentive Program with
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the Physician Quality Reporting System (PQRS) for EHR-based reporting.>® Two PQRS
measures focus on fall risk.56 CQMs selected by CMS for the MU incentive program are
likely to appear in EHRs as vendors seek to maximize provider and hospital federal
Medicare and state Medicaid reimbursement.

EHRs can potentially improve the quality and usefulness of documentation of patient and
healthcare information obtained in clinical settings used for injury-related CQMs, such as by
improving the completeness and specificity of ICD-9-CM and ICD-10-CM external-cause-
of-injury codes (and the who, what, when, where, how, of the incident).5” Timely capture of
brief narratives on injury circumstances in the EHR with subsequent ICD diagnosis and
external cause coding by health information specialists for all injury-related patients could
better provide essential information for decision making.

Injury Monitoring Through Syndromic Surveillance

EHRs facilitate effective coordination and sharing of data between public health
departments and primary care providers. MU requires the exchange of syndromic
surveillance data between hospitals and public health agencies. Although ongoing
transmission of electronic syndromic surveillance data from hospitals to public health
agencies is being developed to provide timely public health information to detect and
respond to outbreaks, natural disasters, and other health events, it also provides useful
injury-related information for public health surveillance and assessment of utilization and
quality of care.®® Public Health Information Network (PHIN) guidelines for syndromic
surveillance® include a standard set of core data elements and functional and technical
requirements for public health information exchange using the certified EHR technology.
One of the PHIN core data elements captures ICD-9-CM/ICD-10-CM?2 diagnosis and
external-cause-of-injury codes. For injured patients, these codes provide useful information
on the mechanism (e.g., motor vehicle crash, firearm) and intent of injury (unintentional,
assault, intentional self-harm), place of occurrence, and activity at the time of injury. The
usefulness of external cause—coded data for injury epidemiology and healthcare utilization in
a local healthcare setting has been demonstrated.®? These data can help characterize injured
patients who are treated and released from the emergency department or urgent care setting,
or who are admitted to the hospital to assess clinical care, length of stay, charges, costs of
clinical/other healthcare services, and health outcomes by external cause and injury-related
diagnoses. Even more comprehensive, with patient medical records from inpatient and
outpatient settings, HIEs could share data with public health agencies, thus providing
longitudinal records on prevention actions and outcomes. No current requirement exists to
share HIE data with public health agencies for CMS MU reimbursement.

aNote: ICD-10-CM will be implemented in the U.S. for morbidity data coding on October 1, 2014. ICD-10-CM will provide much
more detailed information than ICD-9-CM on the body part affected, nature of injury, and external cause of injury.
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Benefits of Health Information Technology for Injury Prevention and
Healthcare Providers

Enhancing Quality of Care

The use of health IT can improve injury prevention practice by prompting physicians to
complete recommended screenings, adhere to clinical guidelines, and fulfill the CQM
reporting requirements. Reviews of EHR data can measure injury morbidity, identify areas
where patients need counseling on lifestyle modification, illustrate guideline adherence, and
identify where improvements are needed in group practice.5 Health 1T also allows for the
distribution of tailored health education materials to patients and assists in improved
bidirectional communication between patients and providers. IT systems can also facilitate
referral of patients to community-based agencies that provide injury prevention services.
Many injury prevention activities occur outside the health system; health IT can assist in
providing linkages to public health programs sponsored within other systems, such as
nonprofit community-based organizations or schools. EHRs could automatically generate
referral lists to coordinated care centers or community service providers. For example,
providers using the STEADI toolkit within EHRSs provide patients autogenerated discharge
packets that contain referrals to local community exercise programs with contact
information, making it easier for patients to comply with provider recommendations
independently. As yet, a limitation of EHRSs is the inability to make automated direct
referrals to community groups, given concerns about protected health information. Thus, the
debate has moved from whether EHRSs could be used to improve injury prevention to how
research can further ways they can be used efficiently, while protecting individuals’ health
information.

Enhancing Data Sharing and Identifying the Epidemiology of Injury

Sharing of injury data through EHRs can improve the usefulness of data from emergency
departments and inpatient facilities to identify patterns and characteristics of injuries by
diagnosis and external cause of injury in the patient population at the local level. Analysis of
local data can improve understanding of injury epidemiology of the patient population
served by specific hospitals, their patterns of care, and their impact on healthcare resources,
and can be used in hospital and citywide decision making concerning allocation of resources
and treatment/prevention strategies.5°

EHR and HIE data sharing can improve the timeliness of data used at the state and national
levels to identify patterns and characteristics of injury-related emergency department visits
and hospitalizations and track trends in nonfatal injuries and injury rates by diagnosis and
external cause of injury using population-based morbidity data. Currently, emergency
department and hospitalization data are transmitted to state health departments or other state
entities (e.g., state hospital associations) and are aggregated into statewide emergency
department and hospital discharge databases. These data are not only used for administrative
purposes and billing, but also for injury surveillance and prevention program planning and
evaluation. Data from most of these statewide administrative data systems also are
transmitted to the U.S. Agency for Healthcare Research and Quality and made available for
analysis through the Healthcare Cost and Utilization Project (HCUP).52 HCUP includes
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state data sets and nationally representative data sets used for health services and
epidemiologic research. For example, injury-related HCUP data have been used to examine
the prevalence and characteristics of injury patients by diagnosis and external cause of injury
(e.g., traumatic brain injury, fall-related injuries among older adults), as well as estimating
the medical care costs of injury.1:63-65

Sharing of injury data through EHRs can improve timeliness of the availability of statewide
hospital discharge and emergency department data for use in injury surveillance and
prevention program planning and evaluation at the state and national levels. To examine
current trends and the effectiveness of injury prevention programs, more timely, de-
identified data are needed on injury morbidity outcomes associated with external causes of
injury. Currently, there is a 2-year lag in the availability of statewide emergency department
and hospital discharge data for population-based analysis. Efforts to improve timeliness in
the availability of state and national death data through state-based electronic death
registration systems are under way.%6 These parallel efforts should help to provide more
timely injury mortality and morbidity data for use in injury surveillance, epidemiologic
research, and assessment of injury prevention activities.

Implementation Challenges of Health Information Technology for Injury

Prevention

Expectations for clinical preventive service delivery are rapidly growing. One estimate is
that it would take more than 7 hours per day for a primary care physician to fully satisfy the
clinical recommendations of the USPSTF.87 Adding multiple practice guidelines within
EHR CDS to assist in implementation could result in prompt and alert fatigue. Further,
providers must already report on multiple CQMs through MU requirements; adding new
injury prevention CQMs could be seen as increasing burden on providers and systems, and
would likely result in low adoption. It is important to assist providers (and EHR vendors) in
prioritizing which preventive service algorithms are coded within EHRs, and which CQMs
are reported on. Prioritizing clinical preventive services, and in turn associated CDS and
CQMs, based on clinically preventable burden and cost effectiveness® could assist in
reducing concerns about provider fatigue and compliance. Unfortunately, lack of strong
evidence of effective injury preventive services based on RCTs with economic evaluation
and few injury preventive services recommended by the USPSTF make it difficult to
provide a strong case for EHR vendors to build in related CDS. Also, organizational bodies,
such as the ONC, face challenges in selecting CQMs associated with such services and
encouraging reimbursement. Further research is needed to develop the evidence base for
injury preventive services using rigorous research designs that examine both health
outcomes and costs. Following new evidence-based research findings, quality measures can
then be introduced to the National Quality Forum for wide endorsement, a repository used
by CMS to select MU CQMs.

Another challenge could be getting patients comfortable using technology and ensuring
technology access to share information with their providers about their condition, receive
information about risk and treatment options, and manage their own care. Technology in the
medical setting has been found to be acceptable to patients under some conditions. In the
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area of partner violence, for example, patients may actually prefer self-administered
questionnaires (including CASIs) over face-to-face interviews for answering
questions.#6:48-50.69 However, some patients may have concerns about privacy and
technology interfering with the emotional connection formed between the patient and
provider.46:70

Finally, data sharing between hospitals and public health agencies through syndromic
surveillance is just beginning. Data use agreements for sharing of data between
organizations are in their infancy, and state health department capacity is limited for receipt
of clinical data. A standard algorithm for pulling injury data information from syndromic
surveillance systems to make such data useful has not yet been developed. Thus, critical
innovations are still needed as the stages of MU unfold and HIE mechanisms are established
so that injury data can be exchanged and used to inform epidemiology and practice.

Conclusions

Health IT is an emerging area in clinical medicine with the potential to improve practice
across the health system. It can also serve as a critical link between evidence-based clinical
medicine and improved public health. There is much promise for reducing practice
variability, engaging broad healthcare teams, facilitating patient-centered care, improving
injury epidemiology, and supporting evaluation of prevention practice. Although the
primary examples provided here focus on older adult falls, prescription drug overdose, and
intimate partner violence, other areas of injury prevention could benefit greatly from the
application of health IT—in particular, the recognition and management of mild traumatic
brain injury and concussions, as clinical guidelines are becoming more sophisticated,
enabling electronic CDS algorithms and coordinated care. As health IT integrates injury
prevention into systems alongside chronic and infectious conditions, greater advancements
in reducing the burden of injury at a population level are possible.
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Figure 1.

Health IT logic model for injury prevention
EHR = Electronic Health Record; ICD = International Classification of Diseases; CM =

Clinical Modification; PH = CMS = Center for Medicare and Medicaid Services; IT =

Information Technology
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Table 1

Core and menu objectives for CMS EHR MU incentive payments— injury prevention potential

Objectives Examples of Injury Prevention Potential

CORE OBJECTIVES

Computerized provider Track type, quantity, and dose of drugs that increase risk for

order entry overdose (e.g., opioids) or falls (e.g., psychoactive drugs, drugs
with anticholinergic side effects); Order assessments for injury
preventive screening (e.g., tests for fall risk)

Drug-drug and drug-allergy Reduce co-prescribing of medications that increase overdose risk
checks (e.g., opioids and benzodiazepines) or fall risk (e.g., psychoactive
drugs, drugs with anticholinergic side effects)

Maintain an up-to-date Track injury-relevant diagnoses (e.g., poisoning, traumatic brain
problem list of current and injury, self-injury)
active diagnoses

E-Prescribing Track type, quantity, and dose of drugs that increase risk for
overdose (e.g., opioids) or falls (e.g., psychoactive drugs, drugs
with anticholinergic side effects)

Maintain active medication Reduce unnecessary polypharmacy to decrease risk for older adult

list falls, or misuse of controlled prescription drugs

Maintain active medication N/A

allergy list

Record demographics Enable alerts for fall risk screening for adults age 65 years or

older, or injury prevention counseling for children at specific
developmental milestones

Record and chart changes in =~ N/A

vital signs

Record smoking status for N/A

patients 13 years or older

Report ambulatory clinical Monitor initiation and engagement of alcohol and other drug
quality measures to dependence treatment to reduce risk for overdose; Monitor
CMS/states screening for suicide risk among patients with depression, or fall

risk among older adult patients

Implement clinical decision Follow screening and treatment guidelines (e.g., opioid
support prescribing, fall risk assessment and referral, intimate partner
violence screening)

Provide patients with an Inform patients about their injury risk and recommendations for
electronic copy of their prevention/treatment

health information, upon

request

Provide clinical summaries Inform patients about their injury risk and recommendations for
for patients for each office prevention/treatment

visit

Capability to exchange key Exchange information about opioid use with other providers to
clinical information reduce risk for overdose

Protect electronic health N/A

information

MENU OBJECTIVES (Select 5, 1 from Public Health list)

Submit electronic data to N/A
immunization registries (PH)

Submit electronic syndromic ~ Conduct surveillance on nature, external cause, characteristics,
surveillance data to public and burden of injury; identify local injury epidemics
health agencies (PH)

Drug formulary checks Monitor type, quantity, and dose of drugs that increase risk for
overdose (e.g., opioids)

Incorporate clinical lab-test N/A
results
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Objectives

Examples of Injury Prevention Potential

Generate lists of patients by
specific conditions

Send reminders to patients
for preventive/follow-up care

Patient-specific education
resources

Electronic access to health
information for patients

Medication reconciliation

Summary of care record for
transitions of care

Understand the percentage of patients with specific forms of
injury risk (e.g., fall, overdose, intimate partner violence, or
suicide risk) to inform resource and referral needs

Provide referrals to community-based resources (e.g.,
community-based exercise programs for older adults at risk for
falling, domestic violence resources)

Provide specific recommendations tailored to each patient’s
injury risk

Allow patients to better track their medication use and identify
injury risk (e.g., for falls or overdose)

Monitor type, quantity, and dose of drugs that are prescribed by
all providers to better identify injury risk (e.g., opioid overdose,
falls)

Share information across care settings including the emergency
department, primary care, and substance abuse treatment
facilities for patients using prescription opioids inappropriately
to implement a coordinated care plan

Page 16

CMS = Center for Medicare and Medicaid Services; EHR = Electronic Health Record; MU = Meaningful Use; PH = Public Health; N/A = Not

Applicable to injury
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Table 2

Injury-related clinical quality measures

Source

Clinical Quality Measure

Meaningful Use Stage 1

Meaningful Use Stage 2

Physician Quality Reporting
System

NQF0004: Percentage of adolescent and adult patients with
a new episode of alcohol and other drug (AOD)
dependence who initiate treatment through an inpatient
AOD admission, outpatient visit, intensive outpatient
encounter or partial hospitalization within 14 days of the
diagnosis and who initiated treatment and who had two or
more additional services with an AOD diagnosis within 20
days of the initiation visit.

NQF0104: Percentage of patients = 18 years of age with a
new diagnosis of recurrent episode of major depressive
disorder who had a suicide risk assessment completed at
each visit during the measurement period.

NQF0101: Percentage of patients = 65 years of age who
were screened for future fall risk during the measurement
period.

PQRS154: Risk Assessment: Percentage of patients aged
65 years and older with a history of falls who had a risk
assessment completed within 12 months

PQRS155: Plan of Care: Percentage of patients aged 65
years and older with a history of falls who had plan of care
for falls documented within 12 months

NQF = National Quality Forum; PQRS = Physician Quality Reporting System; AOD = Alcohol and Other Drug dependence
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