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OBJECTIVES METHODS

= Caveats

e data visualization software —

e program efficacy

ot | ¢ « graphical data must still be validated at a granular level
*appropriate enrolimen

« automated process for alerting on data integrity issues
 implement evidence-based principles

 muted colors, reserve high-alert colors

* conserve white space, minimize cognitive overload

« design flow based on data priorities & analytical needs

* access to specifications (lists data elements & criteria) « data capture mirrors actual user & system workflows
J » status feed of expected deliverable against timeline

program

 measured approach in using graphical features
« robust product, allowing both high-level & detailed views
« daily data refresh; data downloads & printing available

*identify high-risk patients
prompt intervention

sl Project documentation - Microsoft

*identify program, clinic, provider trends
callocate resources & alleviate bottlenecks

- delineates process for requesting changes and support CONCLUSION

Utilize best-practice principles when uplifting raw data to
product development visualized solutions. Ensure underlying data is valid and stable,

and promote informed decision-making through shared
governance. Data visualization software can reveal critical insights,
enabling staff to proactively intervene. As information gatekeepers
we have a responsibility to communicate accurate data and
consume information with caution.

*maintain project records
econtinuous improvement & data validation

«focused working sessions
eversions released after each phased set of updates/ edits
eprocess for vetting and reviewing changes prior to release
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