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EHR Integration for BMI Follow-Up Documentation
Redwood Community Health Coalition
Promising Practice
PROMISING PRACTICE OVERVIEW
With a combination of staff buy-in and efficient electronic health
record (EHR) data fields, OLE Health has been able to maintain and
improve high levels of BMI Screening and Follow-up. Their EHR has
included robust data fields for several years (outlined in the below
“workflow” section).
This allows an intuitive workflow to be the norm, making it simple
for providers to document both screening and follow-up for each
patient. The documented specifics are reliable and can easily be
located by staff to review during a patient’s future appointment.

AIM
To increase the number and quality of documented BMI screenings
and follow-ups.

ACTIONS TAKEN
 Built space into their EHR for documenting BMI and follow-up.
 Developed efficient workflow for MAs to screen for BMI out of
range. Providers complete follow-up, though MAs may
complete part of follow-up if decided by provider.
 Classes (e.g. Wellness, Diabetes, Healthy Cooking) made
available for patient through the health center’s nutrition
department.
 Reminders of classes sent to all staff through SharePoint and
newsletters, making providers and MAs aware of options for
referring patients.
 Living healthy handouts placed in all patient rooms for patients
to look at while they wait and for providers to remember the
resources available.
 Workflow developed for providers to refer patients to health
center’s Registered Dietitian (RD). This can be a warm handoff,
when applicable. The RD’s schedule is always very full.

MEASURES

WORKFLOW

Measure: BMI screening and follow-up for all patients 18 years and
older seen in the reporting year.

MA takes patient’s height/weight to
determine BMI.

Denominator: Patients 18 years of age or older on the date of the
visit with at least one medical visit during the measurement
period.

If BMI is out of range, provider completes
the following in the patient’s EHR:

Numerator: Patients with a documented BMI (not just height and
weight) during their most recent visit or during the previous six
months of that visit, and when the BMI is outside of normal
parameters, a follow-up plan is documented during the visit or
during the previous six months of the current visit. Normal
parameters are:
• If aged 18-64: 18.5 ≤ BMI < 25
• If aged 65+: 23 ≤ BMI < 30

1. “Assessment”: Documents codes for
out of range vitals
2. “Plan”: Documents in the “notes” what
type of follow-up was conducted (e.g.
Appointment with RD, plate handout
given), as well as in the “preventive”
section detailing the care goal follow-up
plan (e.g. “Quick steps for a healthy you”
handout provided).
3. ICD codes for preventative medicine
are noted and provider selects either
“education provided” or “literature
provided”.
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LESSONS LEARNED
OLE has found the following key to this measure’s success:
 Provider buy-in
 Building space for follow-up documentation in the EHR.
 Having patient resources easily accessible in both the EHR
and patient rooms
 Continual reminders and updates sent to staff from the health
center’s nutrition department on classes offered and
scheduling updates via SharePoint and/or weekly newsletter

Provider sets goal with
patient, and may review goal
at future appointment. MA
may also review goal with
patient, depending on how
roles are allocated.

RESULTS TO DATE
Over the past several years OLE has seen a steady upward trend in
their BMI screening and follow-up rate. This is in part due to the
culture that has been created, expecting all providers and MAs to
follow the established workflow for screening and follow-up.

