[bookmark: _GoBack]Practice Transformation Committee 
Minutes

	Date:  Thursday, June 16, 2016 
	
	Start/End Time: 7:30 to 9:00 am
	

	Meeting Location:  Washington Conference Room, RIQI
    50 Holden Street, Providence, RI 02908
	
	Call-in number: 508-856-8222 Code: Participant code 2525  (Host 2116)
Go to meeting connection: https://global.gotomeeting.com/join/802482501

	Meeting Information:
	
	Co-Chairs and Speakers

	Meeting Purpose: To Share Practice Transformation “Best Practice” 

Attachments/handouts
· Integrated Care Initiative 
· CCAP A-3 
· Quality Measures aligned with SIM 
· Learning Collaborative Flyer (draft) 
· NCQA 2017 Draft standards 



	
	Charlotte Crist, Co-Chair 
Joanna Brown, Co-Chair
Hannah Hakim, PCMH-Kids
Deb Hurwitz, CTC 
Pano Yeracaris, CTC 
Susanne Campbell, CTC 
Candice Brown, CTC
Gina Eubank, CCAP 
Ed Westrick, CCAP 
Andrea Galgay, RIPCPC 
Diana Eaton, EOHHS 
Jen Bowdoin, EOHHS 
Chris Furey, Brown
	Kimberly St. Jean, CCMA
Chrystal Boza, BCBSRI
Jillian Sanchez, BCBSRI
Ralph Chartier, PCHC
Betsy Dennigan, EBCAP
Scott Hewitt, Brown
Suzanne Herzberg, Brown
Lynn Ho, North Kingstown Family Practice
Hannah Hakim, EOHHS
Denise Arcand, Arcand Family Medicine
Mary Hickey, Prospect Medical
Victoria Lamoureux, Thundermist
Lisa Fogler, 

	
	
	
	

	

	#
	Owner / Time 
	Topic
	Action Items

	1. 
	J Brown
Charlotte Crist
5 minutes
	Welcome, Introductions, and Review of Agenda 
	

	2. 
	Jen Bowdoin ICI Project Lead 
Diana Eaton 
EOHHS 
30  minutes 
	
Integrated Care Initiative  
Presentation : 20 minutes 
Discussion 10 minutes 
· Fee schedule for patients
· NHP develops fee schedule and can share same with Providers
· Intention is to combine Medicaid with Medicare payments
· Benefits
· Providers have one place to call for Claims and Prior Authorizations
· Patients have one insurance card, and one place to call
· Patients no longer have to wait to qualify for preventive services
· NHP has flexibility before patient qualifies for long term care
· NHP has housing specialists to help practices with housing issues, coordinate with NCMs at the Practice and CHTs to provide additional support needed
· For home modifications (grab bar), Practice can call the patient care manager to coordinate, or call NHP. The service can also be completed for patients that are not currently enrolled too.
· NHP will find someone to do the work
· Ombudsman Program to go live within the next month for Enrollment, Appeals, Benefits Questions, etc.
· Medicare Advantage participants are allowed to switch

	

	3. 
	Gina Eubank 
Ed Westrick 
CCAP 
30 minutes 
	Best Practice Sharing 

CCAP: Improvement in customer experience : Access Gina Eubank 
· Project began due to access issues and complaints regarding unanswered phone call
· Reviewed issues with the phone vendor and completed analysis of phone capacities and call movement
· Human Problems – those answering the phones
· More calls going into the line then were being sent to their call center
· Technical – abandoned calls
· Currently has dedicated staff for calls – every call is being answered and overflow calls are being handled by the entire team
· No more complaints about unanswered calls from patients
· No voice mail for providers or nurse staff
· Automated system in place with limited answer options
· Group Discussion
· Online Options for those that can use their cell phone
· Issues – Track Phones and Free Phones run out of minutes quickly

Lean Training Initiative: ED Plan Ed Westrick 
· Project Name: Emergency Department Visit follow-up
· Chosen due to higher risk
· Goals for staff to work to the limit of their licenses
· Determine who to contact due to doctor rotations, and update patient charts accordingly
· Outcomes
· Better Communication
· NCM is now a member of the core team
· Determines high risk patients and who can come off of the high risk list
· Group Discussion
· All communication issues have not been resolved yet
· NCMs complained they are not receiving what they use to
· Could be result of how the PCP is identified in the ER
· Re-work occurs too
· Dr. Westrick reaches out to the NCM to ask what happened to the electronic communications
· Project intentions were to design ED notifications to go to NCMs directly
· CurrentCare is terrific and only one staff member should receive the notifications, not the team
	

	4. 
	Andrea Galgay 
Co-Chair of Practice Reporting 
RIPCPC 
10 minutes 
	
Update: Quality Measures 
· Practices are asked to try to pull measures for July
· At minimum Practices do not report on non-contract measures
· Use annotation fields to denote if you are using old or new measures
· In July, no more reporting on Chlamydia (not a CTC contract requirement) but it could be helpful for NCQA 
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	5. 
	Charlotte 
Joanna 
10  minutes 
	CTC Learning Collaborative October  20, 2016 – Mark Calendars
· Draft flyer 
· Conceptually Designed
· Clinical Team from 7:30AM – 12PM because typically they cannot be away for an entire day
· Data Access and Use for Performance Improvement for Afternoon Session
· Morning session can stay for afternoon sessions
· Theme:  Instead of Pay with Value, we will focus on Practicing with Value
· Maximize Use of the Team and make your job better
· One Keynote Speaker and more time for breakout sessions
· Speakers will be finalized next week
· Followed by Eventbrite announcement for registration
· Discussion: Lean Training: what would be helpful?
· Group Feedback – safer to teach the basics in the Breakout Sessions vs. more advanced lessons
	

	6. 
	Susanne Campbell 
  
5  minutes
	· Medical Assistant Training: Opportunity for internship with Genesis center 
· Tyla McCaffrey-Pimentel <tmccaffrey-pimentel@gencenter.org
· NCQA 2017 Standards: Opportunity for input 

	

	7. 
	
	Next Meeting 7/21/16 at RIQI 50 Holden Street Providence RI 7:30 to 9:00 
	




	ACTION ITEM LOG

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

	6/16
	1
	All 
	Attempt the pulling of measures for July 2016 – use annotations
	7/15/16
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Overview





Align care and financing for and creates new health plan options for: 

individuals with Medicare and Medicaid 

individuals with Medicaid who are receiving long-term services and supports in a nursing facility or the community

Partnership with Neighborhood Health Plan of RI and the Centers for Medicare and Medicaid Services (CMS)

Two phases

Phase 1: Medicaid managed care

Phase 2: Medicare-Medicaid integration
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Started in November 2013

Medicaid managed care

Rhody Health Options/Neighborhood UNITY

Voluntary enrollment 

No impact on Medicare benefits

Will continue after Phase 2 is implemented

Phase 1 overview
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Phase 1 enrollment





Rhody Health Options/UNITY Enrollment (as of April 1)   

Nursing facility LTSS				2,784

Community LTSS         			1,783

Intellectual/developmental disabilities 	2,075

Severe and persistent mental illness		1,746

Community no LTSS    			12,587

Medicaid only	LTSS				560

Total 						21,535
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Federal/state partnership

Financial Alignment Demonstration

Will start in July 2016 

Medicare-Medicaid Plan (Neighborhood INTEGRITY)

Integrates Medicare and Medicaid benefits 

Phase 2 overview
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 Phase 2 eligibility

Rhode Island residents 

Over age 21

Medicare Part A, B, and Part D 

Medicaid


Estimated number of eligible individuals: 25,500
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Phase 2 covered services







Combine Covered Services in Medicare, Medicaid, and Medicaid LTSS (if eligible)
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Medicare-Medicaid Plan benefits for members





Single, integrated benefit package

Medicare Parts A, B, and D and Medicaid benefits

Preventive services (e.g., home care, respite) for people at risk for hospitalization or nursing facility admission

No co-payments for prescription drugs

Care management and care coordination

Assessments to proactively identify members at high risk 

Services vary based on needs, risk level, and preferences of members

One place to call - answer questions, find services, solve problems 

Expanded customer service hours

Nurse advice line 24/7
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Medicare-Medicaid Plan enrollment

Voluntary enrollment

Phased in over several months

Opt-in waves

Not enrolled in Neighborhood Unity

Enrolled in Medicare Advantage

Has other comprehensive coverage

Has been auto-assigned to a Part D plan

Passive or auto-enrollment waves

Enrollment notices sent prior to the health plan start date

Will include an FAQ and an application (opt-in enrollees only)
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Initial enrollment schedule

		Enrollment
Type		Wave		Effective Enrollment Date		1st Notice		2nd Notice		Populations to Receive Letters										Number of
People

												Nursing facility		Community LTSS		Community no LTSS		SPMI		I/DD		

		Opt-In		1		Jul 1		Jun 1				x		x		x		x		x		500

				2		Aug1		Jul 1				x		x		x		x		x		3,693

				3		Sep 1		Aug 1				x		x		x		x		x		3,694

		Total Opt-In Enrollment										x		x		x		x		x		7,887

		Passive Enrollment/
Opt-Out		4		Oct 1		Aug 1		Sep 1		x		 		 		 		 		Up to 17,500

				5		Nov 1		Sep 1		Oct 1		 		x		x		 		 		

				6		Dec 1		Oct 1		Nov 1		 		 		x		 		 		

				7		Jan 1		Nov 1		Dec 1		 		 		x		 		 		

				8		Feb 1		Dec 1		Jan 1		 		 		 		x		 		

				9		Mar 1		Jan 1		Feb 1		 		 		 		 		x		
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Consumer support

MMP Enrollment Line

Dedicated call center for Phase 2

Help consumers opt-in or out-out and answer basic questions

1-844-602-3469 (TTY 711) M-F 8:30am-7pm, Sat 9am-12pm

Medicare-Medicaid Eligible Counselors 

Expansion of SHIP Counselor network

In-person options counseling 

1-401-462-4444 (TTY 711) M/W/F 8:30am-4pm, Tue/Thu 8:30am-8pm, Sat 8:30am-12pm

ICI Ombudsman Program

Advocacy and support for consumers

Will be available in Summer 2016

Neighborhood INTEGRITY Member Services

1-844-812-6896 (TTY 711) Hours: M-F 8am-8pm, Sat 8am-12pm
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For More Information

Website: http://www.eohhs.ri.gov/Initiatives/IntegratedCareInitiative.aspx 

Program updates, factsheets, notices



Email: 	

Jennifer Bowdoin jennifer.bowdoin@ohhs.ri.gov 

General mailbox ohhs.Integratedcare@ohhs.ri.gov



ICI Implementation Council (monthly stakeholder meeting)

Applying to become a council member: Moe Bourdeau (moise.bourdeau@ohhs.ri.gov) 

Meeting notifications/dates/locations: Lauren Lapolla (lauren.lapolla@ohhs.ri.gov)
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Improving Emergency Room Visit Follow-up 12/9/15 Session
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- CARE

COLLABORATIVE

Project Name: Emergency Department Visit follow-up
Date: 1/4/16

Background: Due to staff turnover and new
Nurse care manager deliverables, there are many
opportunities to improve the management of
information related to emergency department
visits bv CCAP- assigned patients.

Current Condition

e Overproduction: redundancy with direct mail
insurance lists, patient calls and hospital
faxes.

Analysis: Defects/waste:

. emergency record not available ;

. Inaccurate medication lists

. No show rate and delay in follow-up

. Knowledge deficit on when patient should be seen.

.No face to face communication between team members

. Inventory-waste: slots in schedule do not get used.

7. Motion: staff taking many steps walking around to gather discharge
information.

8. Waiting: Patients wait for follow-up appointment when

o, WN B

Analysis (continued) See attached current flow
dated 12/9/15.

Action Plan

Objective

Measures of Success

Action
Steps/Responsible
Party

Reduce follow-up time for
High risk ED patients

Cycle time from first
notification to contact

Julie Lemaire?

Reduce follow-up for
patients that go to ED during
CCAP office hours.

Cycle time from fax from ED

to appointment established.

Mark Parece?

Completion of outreach
from insurance lists

Percent of patients
outreached receiving an
appointment

Social Worker

Target Condition Goals

Streamline follow-up by improving staff role
definitions by type of ED.

Follow - Up

Simplified value stream Map to be completed by

each workflow
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Active Patients:

Outpatient Visit
Criteria:

Encounter Types:

Practices using
shared EHR
systems:
Value Set
Information:

Revised June 14, 2016

May 2016 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

The following are the eligible CPT/HCPCS office visit codes for determining if a

patient was seen during the measurement year. These codes are identical to

those identifying active patients, with the exception of 99490 (CCM code) used

in the active patient list, but not outpatient visit codes.

99201-99205; 99212-99215; 99324-99337; 99341-99350; 99381 — 99387,
99391-99397; 99495-99496, G0402; GO438-G0439

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
BMI 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.”





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:
Acceptable
Exclusions:

Look back Period:
Source:

Revised June 14, 2016

May 2016 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®





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

Follow-Up Plan
Requirements:

Adult Screening
Tools:

Look back Period:
Source:

Revised June 14, 2016

May 2016 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-Il), 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





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

Identifying
Diabetics:
Diabetics without

A1C Documented:

Look back Period:
Source:

Revised June 14, 2016

May 2016 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®





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

Acceptable
Exclusions:

Revised June 14, 2016

May 2016 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. ldentify 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.





BP
Documentation:

Look back Period:
Source:

Revised June 14, 2016

May 2016 CTC/OHIC Measure Specifications

c. ldentify the discharge date for the stay.

The most recent BP reading during the measurement year (as long as it
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.”
12 months

HEDIS®





Description:

Age criteria:

Numerator
Statement:

Denominator
Statement:

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

Look back Period:

Source:

Revised June 14, 2016

May 2016 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 who received tobacco
cessation intervention if identified as a tobacco user

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





Description:

Age criteria:

Numerator
Statement:

Revised June 14, 2016

May 2016 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:





Denominator
Statement:
Acceptable
Exclusions:

Look back Period:
Source:

Revised June 14, 2016

May 2016 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®





Description:

Age criteria:

Numerator
Statement:

Revised June 14, 2016

May 2016 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





Denominator
Statement:

Acceptable
Exclusions:

Look back Period:
Source:

Revised June 14, 2016

May 2016 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-Il — 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)

SONCORINC

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
12 months

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