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. Opening/Welcome - LVillani

. PCMH: Update - LVillani 5 mins
Il. ~ Hixny and HTN and A1C metrics -RACraven 15 mins
V. Quality Metrics and eCQM Planning Grid- BStiles, LVillani 15 mins
V. Practice Input and Feedback 15 mins
VI.  Open Forum 5 mins



 Have you started the Tracker Grid ?

* New year — Forever Coding and Annual Wellness Visits

 Any questions?



eCOQMs — Controlling
Hypertension &
Blood Sugar (Alc)
Poor Control




OBJECTIVES

ODbjectives

e eCQM Measure Specification

e Share Practical Tools To Address
Hypertension and Blood Sugar
Control

e Documentation & Health
nformation Sharing

 Pro Tips to Improve Performance
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E-CQOM MEASURE SPECIFICATION
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https://ecqi.healthit.gov/ecqm/ep/2021/cms165v9
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https://ecqi.healthit.gov/ecqm/ep/2021/cms122v9
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E-CQOM MEASURE SPECIFICATION
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PRACTICAL TOOLS




PRACTICAL TOOLS

Quality Indicators

@ Needs Colon Cancer Screening
Diabetic, Needs Eye Exam Screening

Diabetic Uncontrolled
v ensive, BP Controlled
v Diabetic, HbA1c Tested

v Has Qual':_frin%Breas( Screening
as Nephrop

v Diabetic,

athy Screening

+ Has Qualifying Cervical Screening

Quality Indicators

COovID-19

Patient Record Snapshot

Needs Breast Cancer Screening

Needs Colorectal Cancer Screening
e ——

Hypertensive, Needs BP Reading

R —

Needs Cervical Cancer Screening

Diabetic, Needs Nephropathy Screening
Diabetic, Needs Eye Exam Screening

Diabetic, Needs Lab Test

Compliant
Has Qualifying Breast Screening

Has Qualifying Colorectal Cancer Screening

Diabetic, Has Nephropathy Screening

Has Qualifying Cervical Screening

Diabetic, Has Eye Exam Screening

Hypertensive, BP Controlled

Diabetic, HDA1c Tested

Hixny’s “Hypertensive, Needs BP Gap List” Workflow for
Care Coordinators

Locate "Hypertensive, Needs BP Gap List" in Hixny Provider Portal

For Each Patient On List - Call Patient

| Schedule Office Visit Prior to 12/31 |

!

Inquire About Barriers That May Prevent Patient from Keeping Appointment, And Resolve

During Patient's Visit, Document Blood Pressure Reading

| If Blood Pressure is Controlled (< 140/90) Send Documentation to Health Plan |

=|| | =

If Blood Pressure is Not Controlled, Schedule Follow Up Visit for Patient

Contact No Shows to Reschedule, If Applicable




PRACTICAL TOOLS

Hixny’s Hypertensive, BP Controlled Compliant Report
Workflow for Care Coordinators

Locate "Hypertensive, BP
Controlled Compliant Report"
in Hixny Provider Portal

Compare Payer Gap Lists to
Hixny's Compliant Report

If Patient Shows As Compliant If BP is Controlled (<140/90)
on Hixny's Report, Note the Check Hixny's Portal
Date & Facility Where Reading (Documents Tab for Patient)
Was Done, Along with BP for Progress Note or Other
Reading Documentation

If Progress Note or Other
Documentation is Not Found in
Portal, Contact Facility to
Obtain Documentation

Send Documentatation of
Controlled BP Reading to
Health Plan

HIXNY



PRACTICAL TOOLS

Hixny’s “Diabetes, Needs Lab Test Gap List” Workflow
REPORTS TAB for Care Coordinators

Click on the tab along the
top of the provider portal
screen labeled Reports.

FIND REPORTS

Once you are in the
reports tab, you will notice
alist of seven categories on
the left-hand side of the
page. Within each of these
categories, you will find
reports that are populated
uging the near reak-time
data available in Hixmy.

Locate the "Diabetes, Needs Lab Test Gap List" in Hixny Provider Portal

)=

For Each Patient On List - Call Patient

Send the Patient an Order for Bloodwork and/or Schedule Office Visit Prior

1 C

Inquire About Barriers That May Prevent Patient from Keeping Appointment (if applicable), And Resolve

During Patient's Visit, Review the HbAlc Result

Needs Breast Cancer Sareening Has Qualifying Breast Screening

Needs Colorectal Cancer Screening Has Qualifying Colorectal Cancer Screening

Hypertensive, Needs BP Reading Has Qualifying Cervical Screening . . . : .
If Glucose Level is Controlled (< 9%) Maintain Documentation to Send to Health Plan

=) )=

Needs Cervical Cancer Screening Diabetic, Has Nephropathy Screening

Diabetic, Needs Nephropathy Screening Diabetic, Has Eye Exam Screening

If Glucose is Not Controlled, Educate on Lifestyle Changes & Schedule Another Test in 3 Months

Diabetic, Needs Eye Exam Screening Hypertensive, BP Controlled

Diabetic, HbATc Tested ‘ I -

‘ l | Diabetic, Needs Lab Test

Contact No Shows to Reschedule, If Applicable

AR



PRACTICAL TOOLS

Hixny’s “Diabetic, A1c Tested Compliant Report
“Workflow for Care Coordinators

Locate the "Diabetic, Alc
Tested Compliant Report” in
Hixny Provider Portal

Send Documentatation of
Controlled Glucose to Health
Plan

Compare Payer Gap Lists to
Hixny's Compliant Report

e 00y R & https://www.cde.gov/diabetes/prevention/index.html = = @ o
A-Z Index
(@ B | @ Centers for Disease Control and Prevertion
CDC 24/7: Saving Lives, Protecting People™ Search Q

Advanced Search
If Documentation is Not Found on Hixny's Report, Note the
in Portal, Contact Laboratory to Date & Facility Where The Lab © 00 O
Obtain Documentation Testing Was Done, Along with
Alc Result

Espafiol (Spanish)

NATIONAL

If Glucose is Controlled (<9%)
Check Hixny's Portal (Lab DIABETES
Results Tab for Patient) for PREVENTION
Documentation PROGRAM

The National Diabetes Prevention Program (National DPF) is a partnership of public and private organizations warking to prevent or delay type 2 diabetes. Partners make
it easier for people at risk for type 2 diabetes to participate in evidence-based lifestyle change programs to reduce their risk of type 2 diabetes.



DOCUMENTATION TIPS




DOCUMENTATION TIPS

Structured Data Fields

¢ Check with your EHR vendor regarding how to document to ensure the
screening and results is shared with the health information network

Standard Codes

e Level 2 CPT - Procedures section of Portal
¢ LOINC codes - History section of Portal
e SNOMED codes - Conditions section of Portal

HIXNY



DOCUMENTATION TIPS
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Hergles L]

extended

Higtary
Documents
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-10-1959 - 61 Yes - Female
d Lob Results > IAGsss e e @ Haads Colon Cancer Screming Consolidated GEDA R21 Struclur
@ Heeds Breast Cancer Scrpening ﬁ a4 S0
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HIXNY



DOCUMENTATION TIPS

e Systolic Blood Pressure

e 3077F — greater than or equal to 140
e 3074F - less than 130

* 3075F — between 130 and 139 E
 Diastolic Blood Pressure
e 3080F — greater than or equal to 90 =
e 3078F — less than 80

e 3079F between 80 and 89

e HbAlc Level

e 3044F - less than 7%

e 3051F-7%to 8%

e 3052F 8% to 9%

Cl L202'I

HIXNY



DOCUMENTATION TIPS

e Systolic Blood Pressure
e 8480-6
e Diastolic Blood Pressure

Tosae2d How do you say glucose?
e HbA1c Lab Test _;_.*. .a .u-
s LOINC
e 4548-4

the l'mguafmnca of clin exchange

e 4549-2

HIXNY



DOCUMENTATION TIPS

e Systolic Blood Pressure

e 271649006

e Diastolic Blood Pressure
e 271650006

e HbA1c Lab Test

e 43396009

e 313835008

e HbA1c Lab Test Not Done @®
e 4501000175108 126

a7

Seriously Elevated

Non-Diabetic

HIXNY
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PRO TIPS

Only those patients who have provided Consent for you to view their healthcare information through Hixny will
appear on Hixny’s Quality Reports. Consider a waiting room display or exam room signage explaining to patients
how “Consenting to Hixny allows your Team to be aware of the care they receive in other settings — resulting
in more comprehensive, better coordinated care”

Complete pre-visit planning to identify all gaps — at every visit. Periodically review Hixny’s Quality Reports and
call patients with care gaps and work with them to get the care needed.

Consider how telehealth visits can close gaps for these measures. Refer to the most recent guidance regarding
use of telehealth for eCQMs

Coordinate lab testing prior to the office visit so that results can be reviewed and treatment plans adjusted as
needed.



https://ecqi.healthit.gov/sites/default/files/2021-eCQM-Telehealth-Guidance-Document_0.pdf

PRO TIPS (CONTINUED)

Repeat abnormal lab tests later in the year to assess for improvement (is Alc at goal?)

Repeat BP readings during an office visit if initial readings are high; monitor BP status at each visit and adjust
medications as needed for control.

Communicate with patients throughout the year to ensure all tests are completed. During monthly or quarterly
care manager calls, review recommended care and determine what measures are met — and develop a plan to
ensure remaining measures are completed by year end.

Problem solve to resolve barriers to getting care (eg, difficulty getting to laboratory, no access to healthy food).




PRO TIPS (CONTINUED)

Educate patients on evidence-based standards of care, as well as lifestyle changes to manage their
conditions. Offer handouts and tools on self-management support; consider entering into a patient
compact with treatment goals. Provide tangible reminders of care needed.

The American Diabetes Association offers free resources

The Centers for Disease Control’s National Diabetes Prevention Program has free curriculum and resources
to share with patients.

Promote the use of the patient portal, so patients can be messaged frequent reminders about overdue
care or sent disease-specific newsletters about evidence-based care recommend

Managing Your
Diabetes

MAINTENANCE



https://www.diabetes.org/resources
https://www.cdc.gov/diabetes/prevention/resources/curriculum.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fdiabetes%2Fprevention%2Flifestyle-program%2Fcurriculum.html

Questions?




Thank You




Brenda Stiles, RN
Louann Villani, RN



Diabetes Poor A1C Control

60%

55.97%

50% 47.38%

ADK ACO Performance

29.55%

40%

35.07% 34.14%

32.46%
29.78%
30% 28.23%
24.64%
20%
13.15%
10.13%
10%
0.00%
0%

Measure Title Decile 3 Decile 4 Decile 5 Decile 6 Decile 7 Decile 8 Decile 9 Decile 10

Diabetes: Hemoglobin Alc (HbAlc) Poor Control (>9%) 69.42 - 53.59 53.6-42.1 53.6-42.1 42.11-34.05 34.06 - 28.31 28.32-23.55 23.56 - 19.09 <=19.1

CkJ a'H'I 32




Controlling Hypertensi

ADK ACO Performance

80% 65.51%

o . % 74.83%

73.08% 72.59%

0% 71.20% 69.96%

(]

64.95% 63.80%
60.57%

60%

’ 55.08%
50%
40%

30.77%

30%

° 25.20%
20%
10% 6.67%

. 0.00%
0%
Measure Title Decile 3 Decile 4 Decile 5 Decile 6 Decile 7 Decile 8 Decile 9 Decile 10
Controlling High Blood Pressure 0.07-51.68 51.69-57.07 57.08 - 61.32 61.33-64.79 64.8 - 68.44 68.45 - 72.03 72.04-76.35 >=76.36

C‘J a'H'I 33



Depression Screening

100% 95.02%

ADK ACO Performance
90% 53.32%
79.17%

80%

70.25% .
70% 64.98% 66.72% 67.75%
60% 55.43%

51.52%
50%
39.80%
40%
0% 24.79%
20% 16.26%
10% 5.00%
- 0.00%

0%

Measure Title Decile 3 Decile 4 Decile & Decile & Decile 7 Decile 8 Decile 9 Decile 10

Freventive Care and Screening: Screeningfor
Depression and Follow-Up Flan 0.01-7F.67 FE2-1462 1462-232.4223.49-2322.97 32.98-456245.64-59.8359.84 -T2 85>= 73.86
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eCQM Planning Tracker

eCQOQVI Timeline Implementation

Define Team
a.) ldentify the primary Lead for the organization/practice
b.) Define Steering Committee/team (stakeholders, IT, staff)

Download eCQIVlI measures guidance and supporting documentation
Diabetes Poor Control
Controlling HTN

Depression Screening

Review of each measure to ensure appropriate capture of data and barriers
a.) Structured data fields to capture clinical data required for measure
b.) Identify workflows and potential impact
c.) Verify appropriate codes are being utilized to capture and report appropriate population and data
points
d.) Identify and define reports that are being pulled
Design and develop process
a.) Design "best practice workflow'" for capturing data and accurate codes
b.) Assure required reports are defined and process is mapped out
c.) Define monitoring process and timelines
d.) Work with EMR vendor to ensure that appropriate measure specification are being utilized for 2021
eCcCamMm
Education and Communication
a.) All Staff: 3 main metrics, documentation changes and opportunities, coding requirements and
workflows

b.) Attend Practice Transformation Workgroup, Quality Workgroup, ACO Webinars
c.) Review ACO Newletter and Website
Implementation & Evaluation Process - Continuous Monthly Monitoring
a.) Incorporate into NCQA and quality initiatives
b.) Monitor monthly performance
c.) VValidate reports meeting compliance

Provide measure reports files to the ACO team for aggregation
a.) Send 2020 aggregate data by provider for each of the 3 measures
b.) Send 2021 quarterly aggregate data by provider

RESOURCES
eCqQl Resouce Center - sign up for updates to measures being monitored and built in your system.

Articles for reference:

35



Practice Representatives_

* Are you currently using any electronic submission of data?
* Are you working on any electronic submission?

 What are your thoughts on this?



> Potential EHR vendor

» Suggestions ???7?




«°

chaHI

Additional Resources

AHI website: https://ahihealth.org/

*Recordings and slides from meeting are posted on the site.

AHI COVID newsletter — Mondays
AHInformer newsletter — every other Thursday

ADK ACO website: https://www.adirondacksaco.com/

Adirondacks ACO newsletter - Monthly

38


https://ahihealth.org/

Louann Villani, RN

lvillani@ahihealth.org

Brenda Stiles, RN

bstiles@cvph.org

EEJ aI—II Adirondack Health Institute

e 0 6 O

www.ahihealth.org | 518.480.0111


mailto:lvillani@ahihealth.org
https://www.facebook.com/ahihealth
https://www.linkedin.com/company/9263065?trk=NUS-body-company-name
https://www.youtube.com/channel/UCfDGLf1Ac_3gGiyi-FL4Qdw
https://twitter.com/ahi_health
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