CTC-RI – Data and Evaluation Committee

Minutes
	Date:  Tuesday, April 4, 2017 
	
	Start/End Time: 7:30 to 9:00 am
	

	Location:  RIQI (50 Holden Street, Providence) Washington Conference Room
	
	Call in number: 508-856-8222 Code: 4574;  https://global.gotomeeting.com/join/226521989

	

	MEETING INFORMATION:
	
	Attendees

	Meeting Purpose/Objective: Planning and coordination of CTC data and performance-related activities.
Attachments: 
· CAHPS: access and communication measure comparison 

· NCM reporting template and measurement specifications 

· Updated measurement specifications (Adult and Pediatric) 
	
	Peter Hollmann, Co-Chair        Jay Buechner, Co-Chair

Pano Yeracaris CTC                 Andrea Galgay Co-Chair Practice Reporting 

Susanne Campbell CTC           Patty Kelly-Flis Co-Chair Practice Reporting 

Elaine Fontaine                         Marie Sarrasin RIQI 

Jennifer Capewell CTC             Alyssa Harrington

Tanya Bernstein                        Gail Meisner

Bill McQuade                             Ron Seifer
Onpoint Team:  Brian McGuire, Joanna Duncan, Janice, David

	
	
	

	

	  Item #
 
	Statement / Owner / Time
	Comments
	Action #

	1
	P. Hollmann

J. Buechner

(5 minutes)
	Welcome and Review of Agenda 
	

	2
	T.Bernstein 

(5 minutes)

Group discussion 

(20 minutes)
	All-Payer Claims Database

· Follow-up on comparison group: 

· OB/GYN are excluded (so not a reason for difference).

· Out-of-state providers are not currently excluded, (and Onpoint will be including them in the attribution).

· Urgent care facilities and providers are not currently excluded.

· Discussion of Onpoint’s Review of APCD Data for CTC Contract Adjudication presentation on 3/27/17: 

[image: image1.emf]CTC Adjudication  Report Update 2017-03-27.pdf


· Onpoint can apply the methodology to exclude urgent care and out of state providers with no increase to the contract or timeline.

· The reason for almost double the member months in the comparison group is because the underlying source of data that Onpoint and RTI used is different. According to Onpoint, many unattributed lives (approx. 25%) are excluded from the analysis and comparison group.

· Next steps:  Reanalyze data for risk adjustment at another time for next year’s contract adjudication for utilization measures.
· Next steps:  Onpoint will exclude out-of-state providers (after attribution has been completed) and use the methodology (using revenue codes and place of service) to exclude urgent care facilities and providers in the attribution methodology and will rerun the data for pivot tables and adjudication reports. P.Yeracaris to provide T.Bernstein with timelines for first adjudication report and first pivot table quarterly report and when they need to be refreshed.

· Not looking at risk adjusted utilization data right now. Waiting for newly rerun data.
	1

2

3

	3
	M.Sarrasin 

(15 minutes)
	CAHPS survey information 2015 and 2016 composite measures for access and communication 

· Access and Communication measures looking at Adult practices and PCMH Kids practices 
· Discussion of Analysis for contract adjudication:

[image: image2.emf]CAHPS Access  communication 04032017.pdf


[image: image3.emf]Revised Measure  Specifications Adult and Pedi CTC-OHIC March 2017.pdf


· The worksheet shows Access and Communication composite changes between 2016 and 2017. The access median went up considerably when the measure was recalculated using the same questions that are used for the composite score in 2016. The decision was made to use the recalculated Access score to compare to the 2017 score and change the target to 69%. Formal notice needs to be communicated to the practices.
· Communication on CAHPS for Adults had 2 quality measures on the 2017 survey where 2 questions were removed and the median went from 84% to 86% in 2017. Using the usual methodology, it was decided that the 2017 target would be changed to 86%.
· KIDS Comparison of re-calculated Access 2016 score to 2017 score - there were no targets set. In 2016 survey, the only baseline was from 3 sites and 2 BCBS 2015 sites. Based on the median of sites being 79%, the threshold was set at 75% for next year.
· KIDS Comparison of re-calculated Communication 2016 score to 2017 score – the threshold was set at 90%.
· Next steps:  Discuss the measures language of the PCMH Kids contract in Contracting Committee.

	4

5

	4
	A.Galgay 

P.Kelly-Flis 

Co-Chairs Practice Reporting 

(5 minutes) 
	Follow up issues: 


[image: image4.emf]CTC NCM Measure  Definition Document updated 3.30.17 - v2.pdf


· Edited measurement specifications: quality measures and NCM measures 
· PCMH Kids follow up regarding option of re-running 4th quarter data for developmental screening done at Practice Reporting committee; practices will report back at April meeting if they want to re-run developmental screening based on changes to the measurement specifications.  
	

	5
	P.Hollman 
J.Buechner
Co-Chairs 

(15 minutes)
	Discuss CTC Contract topics below and develop plan to address reports needed for: 

[image: image5.emf]Contract  requirements January 2017 Adult 3 31 17.docx


· Reporting 3rd next available appointment
· Reporting medication reconciliation

· OHIC metrics regarding NCM review insurance lists, assessment and care planning
· Next steps:  
· Wait for Contract to be finalized. Put milestones in and have time to develop specifications. This is only for new sites starting in January and July, getting ready for OHIC.

· Find out how are the sample audits. Develop measurement specifications based on reports from changes from OHIC audit.
· Send email to C.King, E.Hittner, L.Bunzli and OHIC SIM about taking these on eventually.
	6

7

8

	6
	P.Hollman 
J.Buechner
Co-Chairs 

(10  minutes)
	 SIM 

· Contractual process quality measures (related to above) - Does SIM need to approve changes to quality measures and only that methodology to be used? 

· OHIC recommendation on obtaining baseline information on colorectal cancer screening and eye exams for patients with diabetes.
· Next steps:  Write specifications for them. Coding needs to be done. 2 new measures for the CTC and OHIC requirements with exact HEDIS measurements into the format. 10/1/17-9/30/18 for the 2018 baseline. Prepare practices in advance. Need standard template from Practice Reporting.
	9


	7
	P. Hollmann

J. Buechner

(5 minutes)
	Next Meeting/Next Steps

· Next meeting:  Tuesday, May 2, 2017, Healthcentric Advisors, 235 Promenade Street, Suite 500, Providence RI 
	


	ACTION ITEM LOG

	Date Added    
	Action
Number
	Assignee
	Action /Status
	Due 
Date
	Date 
Closed

	4/4/17
	1
	Group
	Reanalyze data for next year’s contract adjudication for utilization measures.
	TBD
	

	4/4/17
	2
	P Yeracaris 
	Provide T.Bernstein with deadlines for first adjudication report and first pivot table quarterly report and when they need to be refreshed.
	4/5/17
	

	4/4/17
	3
	Group
	Look at risk adjusted utilization data when newly rerun data has been provided.
	TBD
	

	4/4/17
	4
	CTC
	Formal notice of 2017 targets of Access and Communication measures looking at Adult practices and PCMH Kids practices needs to be communicated to the practices.
	TBD
	

	4/4/17
	5
	CTC
	Discuss the measures language of the PCMH Kids contract in Contracting Committee.
	April 11 2017 
	

	4/4/17
	6
	CTC
	Once Contract is finalized for new sites starting in January and July, put milestones in.
	TBD
	

	4/4/17
	7
	CTC
	Develop measurement specifications based on reports from changes from OHIC audit.
	TBD
	

	4/4/17
	8
	CTC
	Send email to C.King, E.Hittner, L.Bunzli and OHIC SIM about taking these on eventually.
	TBD
	

	4/4/17
	9
	CTC
	Need standard measurement specifications for Colorectal Cancer and eye exams for patients with diabetes from Practice Reporting.
	TBD
	


1

_1554130189.pdf
Active Patients:

Outpatient Visit
Criteria:

Encounter Types:

Practices using
shared EHR
systems:
Value Set
Information:

March 2017 CTC/OHIC Measure Specifications

Out patients seen by a primary care clinician of the PCMH anytime within the
last 24 months

Definition of primary care clinician includes the following: MD/DO, Physician’s
Assistant (PA), and Certified Nurse Practitioner (CNP).

The following are the eligible CPT/HCPCS office visit codes for determining
Active Patient status:

99201-99205; 99212-99215; 99324-99337; 99341-99350; 99381 — 99387;
99391-99397; 99490, 99495-99496, G0402; G0438-G0439

Acceptable Exclusions:

Patients who have left the practice, as determined by one or more of the

following:

1. Patient has asked for records to be transferred or otherwise indicated that
they are leaving the practice

2. Patient has passed away

3. Patient cannot be reached on 3 consecutive occasions via phone or
emergency contact person

4. Patient has been discharged according to practice’s discharge policy

Please refer to the HEDIS® Outpatient Value Set.

In addition to following CPT/HCPCS code level of service guidelines to establish
an eligible population, report writers should ensure encounter types are limited
to include only face to face encounter types for those measures requiring a face
to face encounter.

Example: Depression screening: Patient turns 18 in July 2016. In the record they
have two “encounters” in 2016 — a well visit in April and a nurse care manager
phone call in August. Failure to limit encounter types correctly could result in
the nurse care manager visit erroneously triggering this patient in the eligible
population.

Denominator calculation are based upon encounters in the PCMH unless
otherwise specified. Numerator events may be from any source (e.g. a recorded
BMl or lab value).

HEDIS® measures reference Value Sets are available for download at
store.ncga.org under the search term: “2016 Quality Rating System (QRS)
HEDIS® Value Set Directory.” See attached “Instructions for Obtaining “2016
Quality Rating System (QRS) HEDIS® Value Set Directory.”

Revised March 21, 2017





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:
Acceptable
Exclusions:

Look back Period:

Source:

March 2017 CTC/OHIC Measure Specifications

The percentage of patients 18-74 years of age who had an outpatient visit and
whose body mass index (BMI) was documented using the age acceptable
format (percentile versus numeric) during the measurement year or the year
prior by any provider

Eligible population is determined as 18 as of the beginning of the year prior to
the measurement year and 74 as of the last day of the measurement year.

Example:

Measurement year 2016
18 as of 1/1/2015

74 as of 12/31/2016

Note: An added age criteria must be applied to determine if the correct format
was used for the patient’s age at the time of the visit. Since only one recording
is required and multiple will likely occur during the reporting period, reporting
on the most recent value is easiest.

For patients 20 years of age or older on the date of service, BMI (BMI Value Set)
documented during the measurement year or the year prior to the
measurement year

For patients younger than 20 years of age on the date of service, BMI percentile
(BMI Percentile Value Set) documented during the measurement year or the
year prior to the measurement year

Documentation must include not only the BMI Value or Percentile, but also
height and weight.

Patients meeting the above age criteria who had an outpatient visit defined by
Outpatient Visit Criteria during the measurement year or the year prior
Patients with a diagnosis of pregnancy (refer to HEDIS® Pregnancy Value Set)
during the measurement year of the year prior to the measurement year

Outpatient visit codes 99324-99337; 99341-99350; 99495-99496 due to lack of
ability to measure height and weight in home setting

24 months

HEDIS®
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Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

Follow-Up Plan
Requirements:

Adult Screening
Tools:

Look back Period:
Source:

March 2017 CTC/OHIC Measure Specifications

The percentage of active patients 18 years of age and older screened for clinical
depression using an age appropriate standardized tool AND, if positive follow
up plan is documented on the date of the screen

Eligible population is determined as 18 at the date of encounter.

Example 1:

Patient turns 18 on 4/15/2016
Date of encounter 4/12/2016
Patient is NOT IN denominator

Example 2:

Patient turns 18 on 4/15/2016
Date of encounter 6/12/2016
Patient is IN denominator

Active patients 18 years of age and older at the date of encounter screened for
clinical depression at least once during the measurement period using an age
appropriate standardized tool AND, if positive, follow up plan is documented on
the date of the screen

Active patients 18 years of age and older on the date of encounter. Encounter
must meet the outpatient visit criteria

1. Patient has active diagnosis of depression
2. Patient has a diagnosed bipolar disorder
3. Patient has a diagnosis of dementia
Documented follow-up for a positive depression screening must include one or
more of the following:
1. Additional evaluation for depression (e.g. continuation to PHQ-9 if PHQ-
2 is abnormal)
2. Suicide Risk Assessment
3. Referral to a practitioner who is qualified to diagnose and treat
depression
4. Pharmacological interventions
5. Other interventions or follow-up for the diagnosis or treatment of
depression
Acceptable tools include the Patient Health Questionnaire (PHQ-9), Beck
Depression Inventory (BDI or BDI-1l), Center for Epidemiologic Studies
Depression Scale (CES-D), Depression Scale (DEPS), Duke Anxiety-Depression
Scale (DADS), Geriatric Depression Scale (GDS), Cornell Scale Screening, and
PRIME MD-PHQ2. The tool used must be documented in the record.
12 months
PQRS
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Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

Identifying
Diabetics:
Diabetics without

A1C Documented:

Look back Period:
Source:

March 2017 CTC/OHIC Measure Specifications

The percentage of active diabetic patients between 18 and 75 years of age
whose most recent HbA1C value was less than 8

Eligible population is determined as 18 or 75 at the end of the measurement
period.

Example:

Measurement period end date 12/31/2016

Patient age between 18 as of 12/31/2016 to 75 as of 12/31/2016

Active diabetic patients between 18 and 75 years of age at the end of the
measurement period whose most recent HbA1C value in the measurement year
was less than 8

Active diabetic patients between 18 and 75 years of age at the end of the
measurement period with documentation of diabetes during the measurement
year or the year prior
1. Patients who do not have a diagnosis of diabetes (Diabetes Value Set) in
any setting during the measurement year or year prior AND who had a
diagnosis of gestational diabetes or steroid induced diabetes (Diabetes
Exclusions Value Set) during the measurement year or year prior
2. Patients who joined the practice less than 6 months prior to the end of
the measurement period

Practices may identify diabetics in multiple ways including problem lists,
encounter diagnoses, and/or active medications.

If no A1C reading was rendered during the measurement year, patient counts
as non-adherent.

12 months

HEDIS®
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Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

March 2017 CTC/OHIC Measure Specifications

The percentage of active patients between 18 and 85 years who had a diagnosis
of hypertension and whose BP was adequately controlled during the
measurement year based on the following criteria:

e Patients 18-59 years of age whose BP was <140/90
e Patients 60-85 years of age with a diagnosis of diabetes whose BP was
<140/90 mm Hg
e Patients 60-85 years of age without a diagnosis of diabetes whose BP
was <150/90 mm Hg
Eligible population is determined as 18 or 85 at the end of the measurement
period.

Example:

Measurement period end date 12/31/2016

Patient age between 18 as of 12/31/2016 to 85 as of 12/31/2016

Active hypertensive patients between 18 and 85 years of age at the end of the
measurement period whose BP was adequately controlled during the
measurement year based on the following criteria:

e Patients 18-59 years of age whose BP was <140/90 mm Hg

e Patients 60-85 years of age with a diagnosis of diabetes whose BP was
<140/90 mm Hg

e Patients 60-85 years of age without a diagnosis of diabetes whose BP
was <150/90 mm Hg

Active hypertensive patients between 18 and 85 years of age at the end of the
measurement period. Patients are identified as hypertensive if there is at least
one outpatient visit (Outpatient Without UBREV Value Set) with a diagnosis of
hypertension (Essential Hypertension Value Set) or active problem list diagnosis
during the first six months of the measurement year.

1. Patients with ESRD (ESRD Value Set: ESRD Obsolete Value Set) or kidney
transplant (Kidney Transplant Value Set) on or prior to December 31 of
the measurement year. Documentation in the medical record must
include a dated note indicating evidence of ESRD, kidney transplant, or
dialysis.

2. Patients with a diagnosis of pregnancy (Pregnancy Value Set) during the
measurement year

3. Patients who had a non-acute inpatient admission during the
measurement year. (This exclusion is much more feasible for a health
plan to apply than a practice). To identify non-acute inpatient

admissions:
a. lIdentify all acute and non-acute inpatient stays (Inpatient Stay
Value Set).

b. Confirm the stay was for non-acute care based on the presence
of a non-acute code (Non-acute Inpatient Stay Value Set) on the
claim.
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March 2017 CTC/OHIC Measure Specifications

c. ldentify the discharge date for the stay.

BP The most recent BP reading during the measurement year (as long as it

Documentation: occurred after the diagnosis of hypertension). If multiple BP measurements
occur on the same date, or are noted in the chart on the same date, use the
lowest systolic and lowest diastolic BP reading. If no BP reading is recorded
during the measurement year, assume that the patient is “not controlled.”

Look back Period: 12 months

Source: HEDIS®
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Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:
Tobacco Use and
Intervention
Definitions:
Patients Not
Assessed:

Look back Period:

Source:

March 2017 CTC/OHIC Measure Specifications

The percentage of active patients 18 years and older and who were screened
for tobacco use one or more times within 24 months AND who received
cessation counseling if identified as a tobacco user

Eligible population is determined as 18 at the date of encounter

Example 1:

Patient turns 18 on 4/15/2016
Date of encounter 4/12/2016
Patient is NOT IN denominator

Example 2:

Patient turns 18 on 4/15/2016
Date of encounter 6/12/2016
Patient is IN denominator

All active patients 18 and older at the date of encounter who were screened for
tobacco use at least once within 24 months and were either identified as a non-
smoker OR identified as a smoker AND received tobacco cessation intervention
All active patients 18 and older at the date of encounter with at least two visits
(see Outpatient Visit criteria) OR one preventive visit during the measurement
period

None

Tobacco Use — Includes use of any type of tobacco
Tobacco Cessation Intervention — Includes brief counseling (3 minutes or less),
and/or pharmacotherapy
If tobacco use status of patient is unknown, the patient does not meet the
screening component required to be counted in the numerator and should be
considered a measure failure.
There are two different lookback period for this measure:
e Documentation of cessation counseling — 24 month look back from
most recent office visit
e Count of encounters — 24 month look back from end of measurement
period to determine if patient has been seen twice for any type of visit
or for one preventive visit

NQF/PQRS
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Description:

Age criteria:

Numerator
Statement:

March 2017 CTC/OHIC Measure Specifications

Percentage of active patients 3-17 years of age who had an outpatient visit in
the last twelve months with a primary care clinician of the PCMH who had
evidence of the following during the measurement year:

e Body mass index (BMI) percentile documentation,

e Counseling for nutrition, AND

e Counseling for physical activity
Eligible population is determined as 3-17 at the end of the measurement year.

Example:
Measurement period end date 12/31/2016
Patient age between 3 as of 12/31/2016 to 17 as of 12/31/2016

Patients in the denominator who had evidence of a Body mass index (BMI)
percentile documentation, counseling for nutrition, and counseling for physical
activity during the measurement year

e BMI percentile: documentation must include height, weight, and BMI
percentile during the measurement year. The height, weight, and BMI
must be from the same data source.

o Either of the following meets criteria for BMI percentile:
=  BMI percentile, or
= BMI percentile plotted on age-growth chart
o Ranges and thresholds do not meet criteria for this indicator. A
distinct BMI percentile is required for numerator compliance.
Documentation of >99% or <1% meet criteria because a distinct
BMI percentile is evident (i.e., 100% or 0%).

e Counseling for nutrition: documentation of counseling for nutrition or
referral for nutrition education during the measurement year.
Documentation must include a note indicating the date and at least one
of the following:

o Discussion of current nutrition behaviors (e.g. eating habits,
dieting behaviors)
Checklist indicating nutrition was addressed
Counseling or referral for nutrition education
Patient received educations materials on nutrition during a face
to face visit

o Anticipatory guidance for nutrition

o Weight or obesity counseling

e Counseling for physical activity: documentation of counseling for
physical activity or referral for physical activity during the measurement
year. Documentation must include a note indicating the date and at
least one of the following:
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Denominator
Statement:
Acceptable
Exclusions:

Look back Period:

Source:

March 2017 CTC/OHIC Measure Specifications

o Discussion of current physical activity behaviors (e.g., exercise
routine, participation in sports activities, exam for sports
participation)

Checklist indicating physical activity was addressed

Counseling or referral for physical activity

Patient received education materials on physical activity during
face to face visit

o Anticipatory guidance for physical activity

o Weight or obesity counseling

All active patients 3-17 at the end of the measurement year with a documented
encounter during the measurement year

Patients with a diagnosis of pregnancy (Pregnancy Value Set) during the
measurement year

12 months

HEDIS®
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Description:

Age criteria:

Numerator
Statement:

March 2017 CTC/OHIC Measure Specifications

The percentage of active patients screened for risk of developmental,
behavioral and social delays using a standardized screening tool in the first
three years of life. This is a measure of screening in the first three years of life
that includes three, age-specific indicators assessing whether children are
screened by 12 months of age, by 24 months of age and by 36 months of age.
Children who turn 1, 2, or 3 years of age during the measurement year.

The numerator identifies children who were screened for risk of
developmental, behavioral and social delays using a standardized tool. National
recommendations call for children to be screened at the 9, 18, and 24- OR 30-
month well visits to ensure periodic screening in the first, second, and third
years of life. The measure is based on three, age-specific indicators.

Numerators 1-3 are for your understanding of the measures. Only Numerator 4
is required to report to PCMH-Kids.

o Numerator 1: Children in Denominator 1 who had screening for risk of
developmental, behavioral and social delays using a standardized
screening tool that was documented by their first birthday

e Numerator 2: Children in Denominator 2 who had screening for risk of
developmental, behavioral and social delays using a standardized
screening tool that was documented after their first and before or on
their second birthday

e Numerator 3: Children in Denominator 3 who had screening for risk of
developmental, behavioral and social delays using a standardized
screening tool that was documented after their second and before or
on their third birthday

e Numerator 4: Children in Denominator 4 who had screening for risk of
developmental, behavioral and social delays using a standardized
screening tool that was documented by their first, second or third
birthday, i.e., the sum of numerators 1, 2, and 3.

Documentation in the medical record must include all of the following:
e A note indicating the date on which the test was performed, and
e The standardized tool used (see below), and
e Evidence of a screening result or screening score

Tools must meet the following criteria:

1. Developmental domains: The following domains must be included in
the standardized developmental screening tool: motor, language,
cognitive, and social-emotional.

2. Established Reliability: Reliability scores of approximately 0.70 or above

3. Established Findings Regarding the Validity: Validity scores for the tool
must be approximately 0.70 or above. Measures of validity must be
conducted on a significant number of children and using an appropriate
standardized developmental or social-emotional assessment
instrument(s).

10
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Denominator
Statement:

Acceptable
Exclusions:

Look back Period:

March 2017 CTC/OHIC Measure Specifications

4. Established Sensitivity/Specificity: Sensitivity and specificity scores of
approximately 0.70 or above

Current recommended tools that meet these criteria:

1. Ages and Stages Questionnaire (ASQ) - 2 months — 5 years

2. Ages and Stages Questionnaire - 3rd Edition (ASQ-3)

3. Battelle Developmental Inventory Screening Tool (BDI-ST) — Birth — 95
months
Bayley Infant Neuro-developmental Screen (BINS) - 3 months — 2 years
Brigance Screens-1l — Birth — 90 months
Child Development Inventory (CDI) - 18 months—6 years
Infant Development Inventory — Birth — 18 months
Parents’ Evaluation of Developmental Status (PEDS) — Birth — 8 years
Parent’s Evaluation of Developmental Status - Developmental
Milestones (PEDS-DM)
10. Survey of Wellbeing of Young Children (SWYC)

KOOSO

Tools NOT included in this measure: It is important to note that standardized
tools specifically focused on one domain of development [e.g. child’s socio-
emotional development (ASQ-SE) or autism (M-CHAT)] are not included in the
list above as this measure is anchored to recommendations focused on global
developmental screening using tools that focus on identifying risk for
developmental, behavioral and social delays.

Active patients who have been seen by the primary care clinician at the
PCMH in the previous 12 months who meet the following eligibility
requirement based on child’s age at end of measurement year

Denominator 1: Active Patients who turn 1 during measurement year

e Denominator 2: Active Patients who turn 2 during measurement year
e Denominator 3: Active Patients who turn 3 during measurement year
e Denominator 4: All Active Patients who turn 1, 2, or 3 the
measurement year, i.e., the sum of denominators 1, 2, and 3
None

Screenings must be completed prior to the patient’s birthdate. In order to
account for patients with birthdates at the beginning of the measurement year,
reports should account for these encounters accordingly and place a lookback
period on the patient’s DOB rather than the measurement period. In order to
account for age appropriate screenings, this look back should not exceed a 6
month lookback from the DOB in order to avoid erroneously counting
developmental screenings used for prior years of age.

Example:
Patient 1 DOB: 1/15/2013

11
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March 2017 CTC/OHIC Measure Specifications

Patient 2 DOB: 5/31/2013
Measurement period for both Patient 1 and 2: 1/1/2016 — 12/31/2016
Lookback period for Patient 1: 7/15/2015 -1/14/2016
Lookback period for Patient 2: 11/15/2015 — 5/30/2016

Source: Oregon Pediatric Improvement Partnership at Oregon Health and Science
University (OHSU)

12
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CTC NCM MEASURE DEFINITION DOCUMENT

7~ CARE
COLLABORATIVE

NCM Measure Specifications for Engagement with Complex/High Risk Patients:

CTC, together with practices and health plans, formulated a common definition of high risk patients and interventions.

Practices may continue to use these common definitions for internal reporting purposes to meet Rl Office of the Health

Insurance Commission Cost Containment Strategies and NCQA PCMH requirements.
Effective 4/15/17, CTC has simplified the CTC requirements for reporting on NCM activity with complex/high risk

patients.

1) For CTC, Practices provide summary information on health plan identified high risk patients and NCM

engagement with those high risk patients, together with other required practice information. The CTC Summary

Report on Engagement with High Risk Patients can be found on page 6; Reporting is done through the website:

https://ctc-ri.org . Reports are due at the same time as quality reporting.

2) Practices provide health plans (BCBSRI, Tufts, and NHPRI) with patient specific information on NCM engagement
activity. United expects practices to access the information on United high risk patients (Commercial and

Managed Medicaid), outreach and engage but does not require practices to submit patient specific information

directly to the health plan.
CTC expects practices to include NCM engagement activity with United identified high risk patients in their summary

report.
Definitions:
Term Definition
Active Patient 18+  Any patient age 18 and older as of the last day of the reporting period

Active Patient

Engagement as
defined by the
health plans and
CTC

Full time
equivalent (FTE)

Practice Identified
High risk patients

All patients age 18+ years who were identified as being a high risk complex patient through the
most recent reports from the insurers
Practices provide patient specific report to health plans (BCBSRI, Tufts and NHPRI) on NCM
engagement activity with health plan identified high risk patients and an aggregated summary
report to CTC; engagement information is identified as:
1) NCM last encounter date (which would be the date of the NCM most current assessment)
2) Patient intervention : Type is based on NCM assessment of frequency of intervention :
a) High intensity /Complex: NCM activity more than once a week over a 60-90 day time
period
b) Moderate intensity : NCM activity once a week for 30-60 day time period
c) Low intensity/short term : NCM activity for less than 30 day time period;
NCM may provide oversight of other team members interventions with complex patients; When
such NCM oversight is provided (i.e. patients referred to CHT for added intervention; patients
referred for behavioral health intervention as part of complex/care team meetings), NCM may
document on this engagement activity as part of follow up intervention.
Full time equivalent is calculated as 40 hours per week.

Using information from a variety of sources including payer and practice clinicians, method practice
uses for identifying patients at high risk for future avoidable high cost services. Risk assessment
methodology includes at a minimum consideration of the following factors:

a) Assessment of patient based on co-morbidities
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Health plan

identified high risk

patients

b) Inpatient utilization
c) ED utilization

Each health plan uses its own predictive modeling methodology to identify complex/high cost patients based
on cost, utilization and/or chronic conditions

For reference purposes:

Encounter

Any documented activity that was performed with the patient.

Face-to-Face
Encounter
Telephone
Encounter

Web Encounter

Home Visit

Office visit
Encounter
Active Patient 18+

Active Patient
Category 3

An encounter that occurred between the patient and the healthcare clinician. This encounter may
have occurred in an office visit and/or at the patient’s home.

An encounter that occurred between the patient and the healthcare clinician over the phone.

An encounter that occurred between the patient and the healthcare clinician via a secured
electronic exchange (i.e. portal).

An encounter that occurred between the patient and the healthcare clinician that took place at the
patient’s home.

An encounter that occurred between the patient and the healthcare clinician that took place as a
face to face encounter in the office setting

Any patient age 18 and older as of the last day of the reporting period

All patients age 18+ years who were identified as being a high risk complex patient through the
most recent reports from the insurers (see details in “Notes” on identifying patients
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Practice Patient Specific Report to Each Health Plan on Health Plan Referred
Complex/ High Cost Patients

Health Plan | Each health plan uses its own predictive modeling methodology to identify complex/high cost patients based on
Referred cost, utilization and/or chronic conditions. Health plans provide CTC practices with patient specific complex/high
Complex/ cost information on at least a quarterly basis.
High cost The below criteria must be used to identify complex/high cost patients referred from the health plans:
Patients 1. For Blue Cross and Blue Shield of Rhode Island:
a. Patients highlighted in Red and Orange on the monthly panel reports that are distributed the last
week of thee calendar month
b. Blue Cross Blue Shield also provides transition in care reports; it is expected that high risk
patients on this lists would receive timely follow up;
2. Neighborhood Health Plan of Rhode Island (NHPRI):
a. Distributes list to practices that have 200 attributed patient lives the 22" of each month.
b. NHPRI provides a list of identified high risk patients. All patients on this file must be included.
3. Tufts:
a. Distributes list the end of the month for each quarter (January, April, July and October).
b. Tufts provide a list of identified high risk patients. All patients on this file must be included.
4. United Medicaid:
a. Distributes a prioritized list of patients on a quarterly basis (January, April, July and October) and
calls the practices when a Top 5% member who is on their panel is in the hospital
b. Practice must use the quarterly report and provide information on patients that are in the
highest, higher and high priority category and those members on the top 5% report that the
health plan has contacted the NCM to report a hospital admission.
5. United Commercial:
a. Distributes a list on all patients with a prospective risk score that reflects the relative resources
expected to be required for patient care on a quarterly basis (January, April, July and October)
b. Practice must report on patients that are in the top 5% of the commercial report.
NCM Case Nurse care manager case load for each full time staff is expected to be 150 active patients; it is anticipated that
load NCM will outreach to patients on the high risk lists and successfully engage (inclusive of care plan) with 40% of
Reconciliati patients high risk patients on the high risk lists
on
Practice Practices are responsible for providing each health plans with a list of identified complex/high cost patients based
Report to on the above criteria with the identified fields below on a monthly basis. The practice uses the health plan report
the health from the previous 30 day period. For example, the April report would be based on health plan list received by the
plan end of February.

Practices are advised to send any patient information through a secure email account that is HIPPA compliant.
Practices may ask health plans to send information through a secure email and then respond back to the health
plan through that same secure email process.

Practices are responsible for providing a list of identified complex/high cost patients with the following columns:
1) Demographic Data: Patient Name, DOB, Insurance

2) Practice Information: NCM Name, Practice Name

3) _NCM last Encounter Date: (which would be the date of NCM most current assessment)

4) Patient Intervention: Type is based on nurse care manager assessment of frequency of intervention is
offered as a general guideline with the NCM making the final determination of intensity based on patient
assessment :

a) High Intensity/Complex: Nurse Care Manager activity more than once a week over a 60-90day time

period
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b) Moderate intensity: Nurse Care Manager activity once a week for 30-60 day time period

c) Low Intensity/Short Term : Nurse Care Manager activity for less than a 30 day time period
5) Closed:

a) Discharged from practice (i.e. patient transferred care to another provider; patient has re-located to
long term care (SNF) as permanent location) )

b) Patient expired

c) Goals met

d) Patient refused

e) Patientis followed for complex care management due to pregnancy

f) Unable to reach patient after three attempts and there has been consultation with health plan

around locating patient.
For each health plan: number of patients on NCM caseload

Notes Practice site is responsible for assigning responsibility to a non-clinical practice resource to obtain the health plan
referred complex/high cost patient list per health plan posting mechanism and providing NCM with the patient
data so NCM can work to outreach and engage complex high cost patients

Health plans are expected to provide practices with actionable mechanism for removing complex/high cost
patients from the health plan list based on patient status (deceased, discharged).

Blue Cross and Blue Shield of Rhode Island require monthly reporting.

Practice Practice provides health plan with patient specific report generated from electronic health record and/or through
report to reporting mechanism identified by health plan. Practices provide health plan with patient specific data by 20" of
health plan | €very month. Blue Cross is expecting monthly reports; other health plans (Tufts and NHPRI require quarterly
reporting.
e  Tufts: Secure email to: Michele Wolfsberg - michele_wolfsberg@tufts-health.com (617 972 9400 x 59747)
e  BCBS: Established Secure File Transfer Portal (SFTP) connection and/or Population Health Registry Portal;
Files should be returned via the same mechanism as received by the practice. If submitting via secure
email, submit via secure/encrypted email according to organizational requirements for exchanging PHI to
PCMH@bcbsri.org with the email subject line in the same format as the file name (file format: Contracted
Group_Practice Site_NCM Engagement MMYYYY For clinical questions call 401 459 CARE (2273).
e United Commercial: Secure email to: ctcincmreportsc-uhc@uhc.com For questions on portal, contact
Amy Larochelle Amy.larochelle@uhc.com 952-406-5674
e  United Medicaid: Secure email to: mcaidreports@uhc.com
e NHPRI: Secure email to: YFreeman@nhpri.org 401-459-6186

Data Health Plan generated high risk patient lists;

Source Nurse Care Manager engagement information: Practice generates from EHR or through other mechanism such as
NCM reporting on share point site. When NCM provides oversight of other team member high risk intervention,
(i.e. referral and conferencing with Community Health Team, behavioral health complex care conferencing), NCM
may document on this activity as part of the engagement report.

Measure/ Process
Domain

Type

CTC Summary Report on Engagement with High Risk Patients





Primary care practice:

Date:

Nurse care manager engagement report : Practice provides summary information based on a) health plan identified
high risk patients and NCM engagement with those high risk patients and b) practice identified high risk patients and

patient engagement

Does the practice have a High Risk Registry, including Inpatient Utilization, ED Utilization and co-morbidity as

required by OHIC?

2 Does the practice have a defined methodology for identifying patients at high risk?

3 What is the NCM FTE this quarter? (Assume 40 hour work week)

a. Are there any vacant positions, or months when NCM positions was not staffed in the reporting period?

Comments

(Due to Marie Sarrasin RIQl via CTC Portal — https://www.ctc-ri.org - when quality metrics are submitted)

EXAMPLE
Payor Specific Reporting Payor Specific Reporting
Overall, and by . Overall, and by United
. o . . . p Blue United Overall p Blue .
4 What is the % of engaged High Risk Patients?: ayer Tufts | NHPRI . ayer Tufts | NHPRI |[Medicaid* Overall Totals
Cross* Medicaid** Totals Cross* "
Definition of engagement: , .
# of High Risk i i
1) NCM last Encounter Date: (which would be the date of NCM idj;ntl;]’ied b #fofH{g.h Risk
most current assessment) y identified by 50 150 500 100 800
2) Patient Intervention: Type is based on nurse care manager the Health the Health
assessment of frequency of intervention is offered as a general Plan (D) Plan (D)
guideline with the NCM making the final determination of
intensity based on patient assessment : # Engaged (N) # Engaged (N) 20 100 200 50 370
a) High Intensity/Complex: Nurse Care Manager activity more than % %
once a week over a 60-90day time period E ¢ E ¢ 40% 67% 40% 50% 46%
b) Moderate intensity: Nurse Care Manager activity once a week hgagemen ngagemen
for 30-60 day time period EXAMPLE
c) Low Intensity/Short Term : Nurse Care Manager activity for less Pavor Agnostic Reporting (Practice high risk
than a 30 day time period . Y . & e . ‘g ( 'g . Payor Agnostic Reporting (Practice high risk patients identified from
patients identified from patient panel using practice 3 ) ]
thodology) practice panel using practice methodology)
*Use the NCM active caseload for high risk patients from your methodology
most recent report(s) # of High Risk # of High Risk
identified by This category is not mutually exclusive identified by
*_*U"'te.d Medicaid continues to send practices the list of high the Practice from pa orgbaZed evortin Ay Stient ma the Practice 100 This category is not mutually exclusive from payor-based
risk patients and expects practices to engage with these patients (using pay . p g. P y (using reporting. A patient may appear in both categories.
but does not require practices to provide patient specific report appear in both categories. h I
N - . methodology methodology
on engagement with high risk patients to United ,
in #2) (D) in #2) (D)
# Engaged (N) # Engaged (N) 50
% %
0 i 50%
Engagement Engagement
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For Reference Purposes: Category 1a - ED High Utilizers: Percentage of Emergency
Department High Utilizers who had a Nurse Care Management Activity (Phase 1)

Definition

Percentage of patients age 18+ who had 3 or more Emergency Department (ED) visits during the 6 months
prior to one month before the last day of the quarter, and who had a Nurse Care Manager activity during the
past 7 months.

Numerator 1

Patients in the denominator who had any Nurse Care Manager activity documented within the EMR during
the past 7 months (7 month look back is to allow for time for the NCMs to outreach to the patients seen near
the end of the quarter). i.e. if quarter ends on 9/30 then numerator is 3/1 — 9/30.

Numerator 2

Patients in the denominator who had a face-to-face encounter with the Nurse Care Manager documented
within the EMR during the past 7 months (7 month look back is to allow for time for the NCMs to outreach to
the patients that visit the ED near the end of the quarter). i.e. if quarter ends on 9/30 then numerator is 3/1
—-9/30.

Face-to-face encounters may include any office visit and/or home visit the NCM has with the patient.

Denominator

Patients age 18+ years who were identified as part of the PCMH practice and who had 3 or more
Emergency Department visits in the most recent 6 months ending 1 month prior to the last day of the
quarter. i.e. if quarter ends on 9/30 then denominator is 3/1 — 8/31. You may include patients that visited
the ED and were subsequently admitted as an inpatient. Do not include patients that visited Urgent Care.

Exclusions Patients who have left the practice by the end of the reporting period, as determined by:
e Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice
e Patient has passed away
e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*
e Patient has been discharged
e Urgent Care visits should not be counted as an ED visit
Notes Practice site is responsible for creating a structured way to document and track:

1. Types of nurse care manager activity and encounter type
2. Patients who had an ED event
e  When practice receives notification of patient being seen in the ED via CurrentCare Direct Alert, fax
from hospital, direct access into hospital portal, or via insurance report, each event must be
documented in the practice’s EMR in a trackable, reportable manner.
o All patients identified on the lists from the insurers as attributed to your practice must be included in
the report unless an exclusion applies.
* |If the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to the health
plan (if the patient has insurance) to see if the resources of the health plan can be utilized to engage the patient
3. NCQA 2014 Guidelines: 4.1: Care Management and Support
Practices establish a systematic process for identifying patients who may benefit from care management support
(such as patients who are high cost/high utilizers, poorly controlled or complex conditions, referred by outside
organizations) . The care team and patient/family collaborate at relevant visits to develop and update an individual care
plan that includes the following features:
e Incorporates patient preferences and functional lifestyle goals
e Identified treatment goals
e  Assesses and addresses potential barriers to meeting goals
e Includes a self-management plan
e Is provided to the patient/family/caregiver
Practices will want to consider these NCQA standards and elements with the development of the documentation
system for clinical staff, including the NCM.

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure/Domain

Process
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For Reference Purposes: Category 1b — Hospital High Utilizers: Percentage of
Hospital High Utilizers who had a Nurse Care Management Activity (Phase 1)

Definition

Percentage of patients age 18+ who had 3 or more hospital visits during the 6 months prior to one month
before the last day of the quarter, and who had a Nurse Care Manager activity during the past 7 months.

Numerator 1

Patients in the denominator who had any Nurse Care Manager activity documented within the EMR during the
past 7 months. (7 month look back is to allow for time for the NCMs to outreach to the patients seen near the
end of the quarter). i.e. if quarter ends on 9/30 then numerator is 3/1 — 9/30.

Numerator 2

Patients in the denominator who had a face-to-face encounter with the Nurse Care Manager documented
within the EMR during the past 7 months. (7 month look back is to allow for time for the NCMs to outreach to
the patients that are hospitalized near the end of the quarter). i.e. if quarter ends on 9/30 then numerator is
3/1-9/30.

Face-to-face encounters may include any office visit and/or home visit the NCM has with the patient.

Denominator

Patients age 18+ years who were identified as part of the PCMH practice and who had 3 or more
hospitalizations in the most recent 6 months ending 1 month prior to the last day of the quarter. i.e. if
quarter ends on 9/30 then denominator is 3/1 — 8/31. You may include patients that visited the ED and were
subsequently admitted as an inpatient. Do not include patients that visited Urgent Care.

Exclusions Patients who have left the practice by the end of the reporting period, as determined by:
e Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice
e  Patient has passed away
e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*
e Patient has been discharged
e Urgent Care visits should not be counted as an ED visit
Notes Practice site is responsible for creating a structured way to document and track:

1. Types of nurse care manager activity and encounter type
2. Patients who had a hospital/inpatient event
e  When practice receives notification of patient being seen in the hospital for an inpatient stay
via CurrentCare Direct Alert, fax from hospital, direct access into hospital portal, or via
insurance report, each event must be documented in the practice’s EMR in a trackable,
reportable manner.
e All patients identified on the lists from the insurers as attributed to your practice must be
included in the report unless an exclusion applies.
* If the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to the
health plan (if the patient has insurance) to see if the resources of the health plan can be utilized to engage the
patient

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure
Domain/ Type

Process
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For Reference Purposes: Category 2 - Co-morbid Conditions: Percentage of Patients
who are Poorly Controlled and/or have Comorbid Conditions who had a Nurse Care

Management Activity (Phase 1)

Definition

Percentage of active* patients age 18+ who have 3 or more comorbid/poorly controlled conditions and
who had a Nurse Care Manager activity during the past 6 months.

*Active Patient 18+

Any patient age 18 and older as of the last day of the reporting period, and seen by a primary care clinician

of the PCMH anytime within the measurement year or year prior. Definition of primary care clinician

includes the following: MD/DO, Physician’s Assistant (PA) and Certified Nurse Practitioner (CNP).

Exclusions:

Patients who have left the practice by the end of the measurement year, as determined by:

e Patient has asked for records to be transferred or otherwise indicated that they are leaving the
practice

e  Patient has passed away

e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*

e Patient has been discharged

Numerator 1

Active Patients ages 18+ in the denominator who had any Nurse Care Manager activity documented within
the EMR during the past 6 months.

Numerator 2

Active Patients ages 18+ in the denominator who had a face-to-face encounter with the Nurse Care
Manager documented within the EMR during the past 6 months.
Face-to-face encounters may include any office visit and/or home visit the NCM has with the patient.

Denominator

Active patients ages 18+ at any time in the last 24 months who were seen by a primary care clinician of
the PCMH during the past 24 months and who has 3 or more of the below conditions as of the last day
of the quarter:

1. Poorly Controlled Diabetes (>9.0)

e Active patients between the ages of 18-75 years at any time during the past 24 months
who are listed in the registry or problem list as diabetic or diagnosed as diabetic via the
following codes:

e ICD9 Code Groups: 250.xx, 357.2, 362.0x, 366.41, 648.0
e |ICD10 codes: See excel spreadsheet, Tab2 - Diabetes

e  AND their most recent A1C HcAlc level >9.0% in the past 12 months.

e Exclusions: Patients with gestational diabetes, steroid—induced diabetes, or polycystic
ovary syndrome during the last 12 months, as identified by one of the following:

e ICD-9 codes:
e Steroid induced diabetes: 249.xx, 251.8x, 962.0x
e  Gestational diabetes: 648.8x
e PCOS: 256.4x
e |CD-10 codes:
e See excel spreadsheet, Tab3 — DM Exceptions
2. Asthma

e Active patients ages 18+ at any time during the past 24 months who are listed in the
registry or problem list as asthmatic via the following codes:

e ICD9 Code Groups: 493.0, 493.22, 493.80-493.82, 493.90-493.92

e |ICD10 codes: See excel spreadsheet, Tab9 - Asthma
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3. COPD

e  Active patients ages 18+ at any time during the past 24 months who are listed in the
registry or problem list as having COPD via the following codes:
e |CD9 Code Groups: 492.xx, 494.xx, 496.xx
e ICD10 codes: See excel spreadsheet, Tab10 - COPD
4. CHF
e Active patients ages 18+ at any time during the past 24 months who are listed in the
registry or problem list as having CHF via the following codes:
e ICD9 Code Groups: 425.x, 428.x
e ICD10 codes: See excel spreadsheet, Tab11 - CHF
5. Depression
e Active patients ages 18+ at any time during the past 24 months who are listed in the
registry or problem list as having depression via the following codes:
ICD9 Code Groups:
o ICD-9 codes: 296.20-296.25, 296.30-296.35, 298.0x, 311.xx
e |CD-10 codes: See excel spreadsheet: Tab 6 — Depression

6. Hypertension BP Uncontrolled
e Active patients ages 18-85 at any time during the past 24 months and who are listed in
the registry or problem list as having hypertension via the following codes:

e ICD9 Code Groups: 401.0, 401.1, 401.9

e |[CD10 codes: See excel spreadsheet, Tab3 - Hypertension

e  AND their most recent blood pressure (both systolic and diastolic) is uncontrolled in
the past 12 months defined by:

o Members 18-59 years of age as of the last day of the reporting period whose
BP was >140/90 mm Hg.

e Members 60-85 years of age as of the last day of the reporting period and
diagnosed with diabetes (ICD 9 Code groups for diabetes: 250.xx, 357.2x,
362.0x, 366.41, 648.0x ) whose BP was >140/90 mm Hg.

o Members 60-85 years of age as of the last day of the reporting period and
flagged as not having a diagnosis of diabetes whose BP was >150/90 mm Hg.

e Exclusions: Patients who are pregnant or are diagnosed with ESRD, as identified by one
of the following:

e |CD-9 codes:

e  Pregnant: 630.xx-679.xx, V22.xx, V23.xx, V28.xx
e  ESRD: 585.6x
e ICD-10 codes:
e See excel spreadsheet, Tab1 — Pregnancy, Tab5 - ESRD
7. Schizophrenia or Bi-Polar Disorder
e Active patients ages 18+ at any time during the past 24 months who are listed in the
registry or problem list as having schizophrenia via the following codes:
e |CD9 Code Groups: 295.xx
e |[CD10 codes: See excel spreadsheet, Tab12 - Schizophrenia
e OR who have bi-polar disorder via the following codes:
e ICD9 Code Groups: 296.0x, 296.1x, 296.4x, 296.5x, 296.6x, 296.7

10
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e |[CD10 codes: See excel spreadsheet, Tab13 — Bi-polar

Exclusions

None

Notes

Practice site is responsible for creating a structured way to document and track: Types of nurse care
manager activity and encounter type

* If the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to
the health plan (if the patient has insurance) to see if the resources of the health plan can be utilized to
engage the patient

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure Domain/
Type

Process

11
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For Reference Purposes: Category 3 — Complex/High Cost: Percentage of Complex/High Cost

Patients who had a Nurse Care Management Activity (Phase 1)

Definition

Percentage of complex/high cost patients age 18+ identified by health insurance companies based on risk
status and who had a Nurse Care Manager activity during the last 6 months.

Numerator 1

Patients in the denominator who had any Nurse Care Manager activity documented within the EMR during the
last 6 months.

Numerator 2

Patients in the denominator who had a face-to-face encounter with the Nurse Care Manager documented
within the EMR during the past 6 months.
Face-to-face encounters may include any office visit and/or home visit the NCM has with the patient.

Denominator

Patients age 18+ years who were identified as part of the PCMH practice and who are identified as being a
high risk/complex patient through the most recent reports from the insurers (details in notes on identifying
patients). Note: Health plan provides timeframe for the identified patient list.

Exclusions Patients who have left the practice by the end of the reporting period, as determined by:
e Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice
e Patient has passed away
e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*
e Patient has been discharged
Notes Practice site is responsible for creating a structured way to document and track:

1. Types of nurse care manager activity and encounter type
2. Patients who are identified as complex from health insurance plans:
e  Blue Cross: Patients identified in red and orange on panel listing
e United Commercial: Top 5% of patients identified as having the highest prospective risk score
e United Medicaid: All patients on high-risk patient list
e  Tufts: All patients on high-risk patient list
e NHPRI: All patients on high-risk patient list
* |f the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to the
health plan (if the patient has insurance) to see if the resources of the health plan can be utilized to engage the
patient

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure
Domain/ Type

Process

12
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For Reference Purposes: Percentage of Total High Risk Patients who had a Nurse
Care Management Activity

Definition Percentage of unduplicated high risk patients who had any Nurse Care Manager activity during the last 6
months.

Numerator : Patients in the denominator who had any Nurse Care Manager activity documented within the EMR during the

Any type of NCM time specified for the given measure.

Activity

Denominator

Unduplicated patients who were identified as part of the PCMH practice (for timeframe see definition of
active patient) and who are identified as being a high risk patient by meeting any of the denominators for the
below measures:

e  ED High Utilizer

e Hospital High Utilizer

e  Patients who are Poorly Controlled and/or have comorbid conditions

e Complex/High Cost Patients from Insurers

Exclusions Patients who have left the practice by the end of the reporting period, as determined by:
e Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice
e Patient has passed away
e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*
e Patient has been discharged
Notes Practice site is responsible for creating a structured way to document and track: Types of nurse care manager

activity and encounter type
* If the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to the
health plan (if the patient has insurance) to see if the resources of the health plan can be utilized to engage the

patient

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure
Domain/ Type

Process

13
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For Reference Purposes: Percentage of Non-High Risk Patients who had a Nurse
Care Management Activity

Definition

Total numbers of non-high risk patients who had any Nurse Care Manager activity during the last 6 months
Total Patient Panel minus the number of high risk patients)

Total Encounter
Numbers

Total number of NCM encounters, during the last 6 months

Numerator 1:
Any type of NCM
Activity

Patients in the denominator who had any Nurse Care Manager activity documented within the EMR during the
last 6 months.

Numerator 2:
Face-to-Face NCM
Activity

Patients in the denominator who had a face-to-face encounter with the Nurse Care Manager documented
within the EMR during the past 6 months.
Face-to-face encounters may include any office visit and/or home visit the NCM has with the patient.

Denominator

Patients age 18+ years (for timeframe, see definition of active patient) who were identified as part of the
PCMH practice and who are not identified as being a high risk patient by meeting any of the denominators
for the below measures:

e  ED High Utilizer

e  Hospital High Utilizer

e Patients who are Poorly Controlled and/or have comorbid conditions

e  Complex/High Cost Patients from Insurers

Exclusions Patients who have left the practice by the end of the reporting period, as determined by:
e Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice
e Patient has passed away
e Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person*
e Patient has been discharged
Notes Practice site is responsible for creating a structured way to document and track: Types of nurse care manager

activity and encounter type

* |f the patient has an exclusion based on unable to reach, it is recommended that the NCM outreach to the
health plan (if the patient has insurance) to see if the resources of the health plan can be utilized to engage the
patient

Data Source

All data must be extracted from practice’s EMR or a practice based registry

Measure
Domain/ Type

Process
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Care Transformation Collaborative of Rhode Island

CARE DELIVERY REQUIREMENTS: EXHIBIT 1: PAYMENT APPENDIX

		[bookmark: _GoBack]Practices agree to fulfill CTC’s Program care delivery requirements as described on line (www.ctc-ri.org). 

All reports and measures identified in the Care Delivery Requirements use methodology as defined and approved by the CTC Data and Evaluation Committee.



		Measurement Period

		Care Delivery Requirement for Adult Practices

		Date Due (if applicable)



		Start Up (MP 1)

		

		





		Care Management 

		Hire 1.0 Nurse Care Manager/Care Coordinator for every 3,000 attributed patients ($2.50 pmpm)

		Month 4 



		

		Develop High Risk Registry and reportable fields for care management.  Confirm completion with CTC 

		Month 6 



		

		NCM /CC completes standardized learning program as defined by CTC

		Month 7 



		

		Report level(s) of engagement of high risk patients provided high risk patients as defined 

		Month 9 



		

		Submits to  OHIC Cost Management Attestation 

		Month 10 



		Planned Care: Population Health /Quality Reporting 

		Submit clinical quality data as defined in Performance Incentives Exhibit 3

		Month 6



		

		Submits to  OHIC quality measure information

		Month 10 



		Access and Continuity 

		Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status and 3rd next available appointment 

		Month 6 



		

		Submits to CTC before and after hours protocol, as defined by CTC

		Month 9



		Patient/Family Engagement 

		CAHPS survey: Submits patient panel to approved data vendor (or “How’s Your Health” option to be determined)

		Timeframe determined by CTC 



		Comprehensiveness and Coordination 

		Submits Transition of Care Policy and Procedure 

		Month  6



		

		Identifies high volume specialists serving patient population and submits compacts: a) high volume specialist b) behavioral health

		Month 9 



		Practice transformation 

		Submits budget and staffing plan and use of funds to support care delivery model to CTC 

		Month 3 



		

		Submit NCQA PCMH work plan to CTC

		Month 9 



		

		Meets with Practice Facilitator 1-2 x a month 

		Month 1 and on-going 



		

		Attends 50% of learning network meetings 1

		Month 1 and on-going 





1 Learning Network Meetings: Orientation, Best Practice Meetings, Breakfast for Champions, and Large Learning Collaborative 


		Measurement Period

2 (MP 2) 

		Care Delivery Requirements for Adult Practices 

		Due Date (if applicable)



		Care Management 

		Submits reports on high risk patients, as defined by CTC  and achieves 40% engagement rate 

		Quarterly (January/April/July/October) 



		

		Submits to  OHIC Cost Management Strategy Attestation 

		Month 10



		

		Submits report that demonstrates 75% of high risk patients who were hospitalized receive a follow up interaction including medication reconciliation within 2 business days. 

		Month 12 



		Planned Care: Population Health /Quality Reporting

		Submits quarterly quality data 

		January/April/July/October 



		

		Submits to OHIC quality data information 

		Month 10 



		Access and Continuity 

		Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status and 3rd next available appointment

		Quarterly 



		

		Submit to CTC screenshots demonstrating patient access to a secure web portal, enabling secure messaging, appointment requests, referrals, and prescription refills.

		Month 3 



		

		Submits schedule demonstrating that it has expanded office hours as defined by OHIC Cost Management Strategies 

		Month 6



		Patient/Family Engagement 

		Submits patient panel for CAHPS survey to data vender (or How’s Your Health option to be determined) 

		Timeframe determined by CTC 



		

		Provides report that demonstrates that 75% of high risk patients who were hospitalized receive a follow up interaction including medication reconciliation within 2 business days

		Month 9



		Practice Transformation

		Submits quality improvement activity  for improving a performance measure (quality/customer experience/utilization)

		Month 3



		

		Submits quality improvement activity demonstrating improvement in a performance measure (quality/customer experience/utilization)

		Month 9 



		

		Meet with practice facilitators at a minimum of once per month

		 On-going 



		


		Attends 50% of Learning Network Meetings 

		 On-going 








		Measurement Period

MP 3 

		Care Management Requirement

		Due Date (if applicable)



		Care Management 

		Submits reports on high risk patients, as defined by CTC and achieves 40% engagement rate

		Quarterly (January/April/July/October)



		

		Provides report that demonstrates that  75%  high risk patients with ED visit receive a follow  interaction including medication reconciliation within 1 week of discharge

		Month 6



		

		Submits attestation  to OHIC and demonstrates achievement  80% of Cost Management Strategy elements 

		Month 10 



		Planned Care: Population Health /Quality Reporting

		Submits quarterly data 

		January/April/July/October 



		

		Submits to OHIC quality data measurement report 

		Month 10 



		Access and Continuity 

		Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status and 3rd next available appointment

		Quarterly 



		Patient/Family Engagement 

		Submits patient panel for CAHPS survey to data vender (or How’s Your Health option to be determined)

		Timeframe determined by CTC



		Comprehensiveness and Coordination 

		Submits 2 additional  compacts as defined by   OHIC Cost Management Strategies 

		Month 6 



		Practice Transformation

		Submits NCQA application 

		Month 3 



		

		Achieves NCQA PCMH recognition

		Month 9



		

		Meet with CTC practice facilitators once per quarter

		Quarterly 



		

		Attends 50% of Learning Network meetings 

		Quarterly 







3 31 17




_1554131393.pdf
CAHPS Access and Communication 2016 - 2017

Comparison of re-calculated CTC
Access 2016 score (where 2016
composite = 2017 composite) to
2017 score

Re calculated
2016 Quartile
Range

2016 #
Practices
in Quartile

2017 Quartile
Range

2017 #
Practices
in Quartile

Comparison of re-calculated
Communication 2016 score
(where 2016 composite = 2017
composite) to 2017 score

Recalculated 2016

Quartile Range

2016 # Practices in

Quartile

2017
Quartile
Range

2017 #
Practices
in Quartile

25-50th percentile 62.1-69.1 18 60.6 - 68.2 9 25-50th percentile 82.2-86.1 18 81.5-86.0 8

50th-75th percentile 69.2 -78.0 19 68.4-77.6 9 50th-75th percentile 86.2-92.1 17 86.2-91.3 9

Median 69.1% 71 68.1% 37 Median 86.1% 71 86.0% 37

Original 2016 Comunication

Original 2016 CTC Access median 61.8% median 84.0%

Removed in 2017 Access Q18. Always Removed in 2017 Q22. Provider Q23. Provider always
saw provider Communication always gave you seemed to know the
within 15 easy to understand important
minutes of information about information about
appointment health questions or your medical history
time concerns

KIDS Comparison of re-calculated KIDS Comparison of re-calculated

Access 2016 score (where 2016 Re calculated | *2016 # 2017 # Communication 2016 score 2017 2017 #

composite = 2017 composite) to 2016 Quartile | Practices | 2017 Quartile | Practices (where 2016 composite = 2017 |Recalculated 2016| *2016 # Practices | Quartile | Practices

2017 score Range in Quartile Range in Quartile composite) to 2017 score Quartile Range in Quartile Range [|in Quartile

[25th percentileorless [ 585-636 | 2 | 596-731 | 3 | [2Sthpercentileorless  [811929 [ 2 [86-86 [ 3 |

25-50th percentile 65.3 1 75.1-79.1 2 25-50th percentile 93.9 1 86.8-90.7 2

50th-75th percentile 84.7 1 83.3-87.7 2 50th-75th percentile 95.6 1 92.7-94.2 2

Median 65.3% 5 79.1% 9 Median 93.9% 5 90.7% 9

Original 2016 Comunication

Original 2016 Access median 72.8% median 93.1%

Removed in 2017 Access Q25. Always *2/5 from 2015 Removed in 2017 Q29. Provider Q30. Provider always * 2/5 from
saw provider BC survey Communication always gave you seemed to know the 2015 BC
within 15 easy to understand important survey
minutes of information about information about
child’s health questions or your child’s medical

appointment
time

concerns history
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Notes

« Onpoint analysis included medical eligibility data for:
—Blue Cross Blue Shield of Rhode Island (BCBSRI)
—~Neighborhood Health Plan of Rhode Island (NHPRI)
~Tufts (not included in RTI analysis)
—UnitedHealthcare
—UnitedHealthcare (New England) (Medicaid managed care)
- Data are not risk adjusted
- Maternity and behavioral health claims excluded

- Onpoint’s standard attribution method uses a 24-month look-
back and CMS Evaluation and Management (E&M) codes
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L
CTC Cohort 1: 15 Practice Sites

- Blackstone Valley Community Health Care, Inc.
- Coastal Medical, Inc. - Greenville

- Coastal Medical, Inc. - Hillside

- Coastal Medical, Inc. - Narragansett

- Coastal Medical, Inc. - Wakefield

« Family Health and Sports Medicine

« Kristine Cuniff

- Memorial Hospital Family Care Center

+ South County Hospital Family Medicine

« South County Internal Medicine

 Stuart Demirs

« Thundermist CHC - Wakefield

« Thundermist CHC - Woonsocket

 University Family Medicine

- University Medicine - Governor Street Primary Care
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L
CTC Cohort 2: 21 Practice Sites

- Anchor Medical Associates - Lincoln  University Medicine - 909 North Main
« Anchor Medical Associates - Providence  Street

- Anchor Medical Associates - Warwick < University Medicine - Barrington

- Aquidneck Medical Associates - Newport < University Medicine - East Ave

- Aquidneck Medical Associates - -+ University Medicine - Plain Street
Portsmouth - University Medicine - Warwick Family

- Associates in Primary Care Medicine Medicine

- East Bay Community Action Program - + WellOne Primary Medicine - Foster
East Providence - WellOne Primary Medicine - North

« East Bay Community Action Program - Kingstown
Newport - WellOne Primary Medicine - Pascoag

- Medical Associates of Rl - Bristol

- Medical Associates of Rl - East
Providence

- Ocean State Medical, LLC

« Tri Town Community Action Program

 University Internal Medicine
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L
CTC Cohort 3: 12 Practice Sites

- Affinity Physicians Family Medicine — Pawtucket

- Comprehensive Community Action Program - Family Health Services of Coventry
- Comprehensive Community Action Program - Family Health Services of Cranston
- Comprehensive Community Action Program - Wilcox Health Center

* Internal Medicine Center

* Internal Medicine Partners

- Nardone Medical Associates

- Richard M Del Sesto

- South County Walk-in & Primary Care

« Thundermist CHC - West Warwick

- Women's Primary Care, Women's Medicine Collaborative

- WoodRiver Health Services
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Onpoint’'s Measure Library

- Onpoint Health Data’s library of measures includes:

~-HEDIS (Healthcare Effectiveness Data and Information
Set)

~NCQA (National Committee for Quality Assurance)
~IHA (Integrated Healthcare Association)

—~CCW (Chronic Condition Warehouse)

—~Onpoint custom

Adjudication Report 3/27/2017 6





Approach to CTC Measure Development

- Inpatient Admissions and Emergency Department Visit
measures based on Healthcare Effectiveness Data and
Information Set (HEDIS):

—~Well-defined healthcare measurement standards
» Exclusions — Maternity and behavioral health
» Enrollment requirements

» Value sets are reviewed and updated on a yearly
basis and are used to define members and events to
Include or exclude in a measure result

- Creates an apples-to-apples comparison over time and
across health plans
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Inpatient Admissions per 1,000 Member
Months

iy onpoINT 7/2013 - 6/2014 7/2014 - 6/2015
CTC Cohort 1 5.1 5.6
CTC Cohort 2 6.0 6.9
CTC Cohort 3 6.9 7.3
Comparison Group 5.1 5.8

7/2013 - 6/2014 7/2014 - 6/2015
CTC Cohort 1 58 58
CTC Cohort 2 6.6 6.7
CTC Cohort 3 5.8 6.0
Comparison Group 6.9 7.4
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L
ED Visits per 1,000 Member Months

iy onpoINT 7/2013 - 6/2014 7/2014 — 6/2015
CTC Cohort 1 31.6 34.4
CTC Cohort 2 25.4 27.0
CTC Cohort 3 43.8 46.0
Comparison Group 27.8 29.6

7/2013 - 6/2014 7/2014 - 6/2015
CTC Cohort 1 25 4 27.8
CTC Cohort 2 19.1 21.4
CTC Cohort 3 33.0 36.8
Comparison Group 20.1 22.5
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CTC Cohort 1 & Comparison
Inpatient Admissions per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
(A) ) (B-A)
(1) CTC Cohort 1 5.1 5.6 0.5 9.8%
(2) Comparison 5.1 5.8 0.7 13.7%
Difference (1-2) -0.2 -3.9%

(1) CTC Cohort 1 5.8 5.8 0.0 0.0%
(2) Comparison 6.9 7.4 0.5 7.0%
Difference (1-2) -0.5 -7.0%
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CTC Cohort 1 & Comparison
ED Visits per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
(A) ) (B-A)
(1) CTC Cohort 1 31.6 34.4 2.8 8.9%
(2) Comparison 27.8 29.6 1.8 6.5%
Difference (1-2) 1 2.4%

(1) CTC Cohort 1 25.4 27.8 2.5 9.8%
(2) Comparison 20.1 22.5 2.3 11.6%
Difference (1-2) 0.2 -1.8%
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CTC Cohort 2 & Comparison
Inpatient Admissions per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
(A) ) (B-A)
(1) CTC Cohort 2 6.0 6.9 0.9 15.0%
(2) Comparison 5.1 5.8 0.7 13.7%
Difference (1-2) 2 1.3%

(1) CTC Cohort 2 6.6 6.7 0.1 1.0%
(2) Comparison 6.9 7.4 0.5 7.0%
Difference (1-2) -0.4 -6.0%
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CTC Cohort 2 & Comparison
ED Visits per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
(A) ) (B-A)
(1) CTC Cohort 2 25.4 27.0 1.6 6.3%
(2) Comparison 27.8 29.6 1.8 6.5%
Difference (1-2) -0.2 -0.2%

(1) CTC Cohort 2 19.1 21.4 2.3 12.1%
(2) Comparison 20.1 22.5 2.3 11.6%
Difference (1-2) -0.0 0.5%
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CTC Cohort 3 & Comparison
Inpatient Admissions per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
(A) (B) (B-A)

(1) CTC Cohort 3 6.9 7.3 0.4 5.8%
(2) Comparison 5.1 5.8 0.7 13.7%
Difference (1-2) -0.3 -7.9%
(1) CTC Cohort 3 5.8 6.0 0.2 3.3%
(2) Comparison 6.9 7.4 0.5 7.3%
Difference (1-2) -0.3 -4.0%
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CTC Cohort 3 & Comparison
ED Visits per 1,000 Member Months

Changes 2013 - 2015

July 2013 - July 2014 -
June 2014 June 2015 Difference % Difference
Y (B) (B-A)

(1) CTC Cohort 3 43.8 46.0 2.2 5.0%
(2) Comparison 27.8 29.6 1.8 6.5%
Difference (1-2) -0.6 -1.5%
(1) CTC Cohort 3 33.0 36.8 3.7 11.3%
(2) Comparison 20.1 22.5 2.3 11.6%
Difference (1-2) 1.4 -0.3%
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The Comparison Group

- Definition — All members provided by participating
submitters that were not attributed to CTC practice site

- Member Months
~RTI identified 1.8 million
—Onpoint identified 3.2 million

- Attributes
~Gender: 54% Female, 46% Male

—~Average Age: 35.1
- 3% outside RI
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Inpatient Admission Rate: All Payers

—e—Cohort 1
(mean N=526,614
member months)

—&—Cohort 2
(mean N=594,352
member months)

._-\'\‘—-/ 4.7

—+—Cohort 3
(mean N=200,235
member months)

Events per 1,000 Member Months
o1

==Comparison
(mean N=3,257,382
member months)
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ED Visit Rate: All Payers
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==Comparison
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