The Science and Art of Improvement
March 6, 2020 ~ Two Rivers Convention Center

7:30-8:00AM

Registration and Continental Breakfast

Opening
8:00-8:05AM

Opening Remarks
Team-based Care Strategies to Improve Job Satisfaction
Facilitator
Heather Steele, MHA

Rocky Mountain Health Plans

Scribes
Joshua Hulst, MD
Plenary
8:05-9:05AM

Western Colorado
Physicians Group

Integrated Behavioral
Health
Vanessa McClellan, DO

Western Valley Family Physicians

APEX Model
Kyle Knierim, MD

University of Colorado Health
AF Williams Family Medicine
Clinic

Care Management
Greg Reicks, DO
Foresight Family
Physicians

The shift from a provider-patient model of care to a team based care model requires changes in practice
operations and organizational culture. In the team-based care model, practice managers and clinicians
must decide which roles may need to be adjusted or added to care for the whole health of patients. In
this panel discussion, we will hear about four different strategies practices have implemented that
enable each team member to work at the top of his or her licensure. Physician panelists will discuss how
the addition of these innovative roles has influenced their job satisfaction in a positive way.
Target Audience: all members of the care team, especially practice managers and physicians

Break

9:05-9:15AM

Measurement to Support Integrated Behavioral Health in Primary Care
Alexandra Hulst, PhD, LMFT
Rocky Mountain Health Plans

A
Gunnison

Data doesn’t have to be a four letter word for integrated care teams. This interactive
workshop will provide an overview of measures that primary care practices can collect and
analyze to track clinical, operational, and financial progress of integrating behavioral health.
Discussion will include metrics embedded within practice transformation programs, payer
initiatives within Rocky Mountain Health Plans, and internal program evaluation elements
for the clinic. Participants will work in groups to (a) identify meaningful measures that they
are currently collecting or plan to collect and (b) brainstorm interventions to improve
performance on these measures.
Target Audience: behavioral health providers, care managers, practice managers, quality improvement directors, medical
providers, medical assistants, nurses

Breakout #1
9:15-10:15AM

Electronic Clinical Quality Measures (eCQM) Overview and 2020 Updates
Bronte Smith, BS, MHA

Douglas Bolton, MSN, RN

Rocky Mountain Health Plans

B
Creek

Rocky Mountain Health Plans

This session will focus on the basic structure, elements, and criteria of Eligible
Professional/Eligible Clinician eCQMs. In addition, the Centers for Medicare & Medicaid
Services have updated eCQMs for the 2020 reporting period. This session will give an
overview of pertinent updates that may affect practice workflows. 2020 RAE benchmark
changes are covered. This session will also provide guidance on where to find up-to-date
information and resources.
Target Audience: office managers, quality improvement staff, electronic medical record administrators, medical assistants

10:15-10:25AM

Break

Provider and Payer Perspectives Regarding the Use of
Alternative Payment Models to Support Advanced Primary Care
Heather Steele, MHA

Rocky Mountain Health Plans

Plenary
10:25-11:25AM

Kyle Knierim, MD

University of Colorado Health
AF Williams Family Medicine Clinic

Joe Adragna, MD
Peak Family Medicine

In 2015, the Health Care Payment Learning & Action Network (HCPLAN) developed a common
framework classifying Alternative Payment Models (APMs) to inform and connect the public and
private sectors as fee-for-service payment structures shift to value-based payment models. In 2019,
the HCPLAN Roadmap was developed based on the three domains of APM design, payer-provider
collaboration, and person-centered care. This session will begin by providing a brief overview of the
2019 HCPLAN Roadmap.
To provide real-world context, we will also hear the perspective from two primary care physicians
regarding how participation in alternate payment models (APM) has enabled their practices to develop
a strong infrastructure to move team-based care strategies into action. In addition, they will discuss the
necessary operational changes they have made to achieve high performance in the population health
measures often associated with value-based payment models.
Target Audience: medical providers, practice managers

Break

11:25-11:35AM
Roundtables
11:35-12:25PM

Table#

Roundtables
Participants will choose three of the following roundtables to attend for small group discussion and
rotate between tables for cycles of 15-minute discussion.

Topic

Discussion Facilitator

1

Utilizing Communication Channels via QHN to
Reduce Duplication

2

RMHP Attribution Reports

3

Data Analytics Portal

4

Using Data in Care Management

Kris Hubbell, MHA, RN, CPHQ

5

Using Data as a Medical Assistant

Rae Sanchez, BHA, MSA

6

Using Data for Clinical and Operational Success
in Integrated Behavioral Health

7

Sharing Data as a Leader

8

2020 Clinical Quality Measures Update

9

Coordinating Referrals

12:25-1:10PM

Sherri Corey

Quality Health Network

Annie Schudy, BSN, BA, RN
Rocky Mountain Health Plans

Chelsea Watkins, MHA, BS, CHES
Rocky Mountain Health Plans

Roaring Fork Family Practice

Rocky Mountain Health Plans

Alexandra Hulst, PhD, LMFT
Rocky Mountain Health Plans

J. Steven Lavengood, MD
Mercy Family Medicine

Bronte Smith, BS, MHA
Rocky Mountain Health Plans

Mary Beckner

Rocky Mountain Health Plans

Lunch

Implementation of Screening, Brief Intervention, and Referral to Treatment
(SBIRT) in Primary Care: Successes and Barriers
Kevin Hughes, BS, CAC II

Adam Musielewicz, MPA

Peer Assistance Services, Inc.

Peer Assistance Services, Inc.

Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-based early
intervention practice to prevent, identify, and reduce misuse of alcohol, marijuana,
prescription, and illicit drugs. SBIRT is recommended by the Centers for Disease Control,
U.S. Preventive Services Task Force, American Academy of Pediatrics, SAMHSA, Veterans
Administration, and others. As a program of Peer Assistance Services, Inc., the goal of SBIRT
in Colorado is to support screening as a standard of care throughout Colorado’s health and
mental health care systems.

A
Gunnison

Breakout #2
1:10-2:10PM

What does SBIRT implementation look like, from concept to practice? In this one hour
session, you will receive a primer on SBIRT – its effectiveness in primary care settings and
the steps that make SBIRT a flexible approach to systematically identifying risky substance
use, engaging patients in meaningful ways, and promoting behavior change. From best
practices in the use of validated screening tools, to foundational brief intervention strategies
rooted in Motivational Interviewing, this training will provide the background needed to
understand SBIRT.
Further, the session will provide a case study example of the successes and challenges of
SBIRT implementation in Colorado. Highlighting the real life experience of SBIRT practice
facilitators who work with primary care clinics across the state, the session will offer
pragmatic suggestions and resources for participants to utilize as they consider SBIRT
implementation in their own primary and/or behavioral health care settings.
Target Audience: medical providers, behavioral health providers, care managers, nurses, office managers

Strategies for Controlling Hypertension
Annie Schudy, BSN, BA, RN

Douglas Bolton, MSN, RN

Rocky Mountain Health Plans

B
Creek

Rocky Mountain Health Plans

Hypertension is one of the nation’s most prevalent chronic diseases. This interactive session
will provide an overview of blood pressure, hypertension, and its effects on health. It will also
provide tips for improving blood pressure measurement. Lastly, it will offer a deep-dive into
the electronic clinical quality measure CMS 165 Controlling High Blood Pressure, including
specific strategies to improve performance with the measure.
Target Audience: office managers, quality improvement directors, medical assistants, medical providers, nurses

Break

2:10-2:20PM

Embedding Trauma-Informed Practices in Healthcare
Debi Landoll, MS, LPC, LAC

Western Colorado Physicians Group

Breakout #3
2:20-3:20PM

A
Gunnison

This workshop will describe why trauma-informed practices are relevant in primary and
specialty care, explaining how they impact clinical care, operational processes, and quality
metrics. Specific attention will be paid to the relationship between trauma history and
patients’ mindset about healthcare activities such as mammograms, colonoscopies, dental
procedures, and in-office visits. The presenter will share guiding principles of traumainformed care, as well as recommendations for embedding trauma-informed practices in
healthcare. Finally, the presenter will describe how trauma-informed care impacts providers’
and staff members’ experiences and offer suggestions on how health care teams can identify
and address vicarious trauma in their own teams.

Target Audience: medical providers, behavioral health providers, care managers, nurses, medical assistants, office
managers

Electronic Clinical Quality Measure (eCQM) Reporting for Practices with QHN
Emma Flores, RN, BSN
Quality Health Network

B
Creek

This session will give practices a chance to learn about the eCQM reporting solution work
available to practices in collaboration with QHN. We will give an overview of how the
process works, the value that is provided to the practices and the programs from this
solution with lessons learned in 2019. There will also be an overview of how this solution will
assist practices with their reporting requirement for the RAE and Medicaid APM programs.
Target Audience: Anyone from practice who is responsible for or works on quality measure reporting

Break

3:20-3:30PM

Aha Moments
Facilitator
Alexandra Hulst, PhD, LMFT
Rocky Mountain Health Plans

Plenary
3:30-4:00PM

In this closing session, we will review key points that led to aha moments throughout the day for
attendees. Key points will be presented orally, visually, and…dare we say….musically. Plus, there will be
a drawing for prizes; those who submitted aha moments will be eligible to win, so you will want to stay
until the end!
Target Audience: all attendees

TEAM BASED CARE
STRATEGIES IMPROVE
JOB SATISFACTION
APEX MODEL TO SUPPORT
PRIMARY CARE PHYSICIANS
Kyle Knierim, MD

MEDICAL SCRIBES TO
SUPPORT PRIMARY CARE
PHYSICIANS

INTEGRATED BEHAVIORAL
COMPLEX CARE
HEALTH SPECIALISTS IN
MANAGEMENT SERVICES IN
PRIMARY CARE
PRIMARY CARE

AF Williams Family Medicine Center

Joshua Hulst, MD

Vanessa McClellan, DO

Greg Reicks, DO

Denver, CO

Western Colorado Physicians Group

Western Valley Family Practice

Foresight Family Physicians

Grand Junction, CO

Fruita, CO

Grand Junction, CO

WHAT IS TEAM BASED CARE?
Moving From “I” To “We”
• The National Academy of Medicine:
“ The provision of health services to individuals, families and/or their communities by at least two health providers who
work collaboratively with patients and their caregivers to accomplish shared goals within and across settings to
achieve coordinated, high quality care”

• Fundamental to this approach is the belief that, when practices draw on the expertise of a variety of
provider team members, patients are more likely to get the care they need.
• Berlin Health in Green Bay Wisconsin implemented the team based care model in 2014 and today 92% of
physicians and staffed surveyed stated they are satisfied with their jobs
AHRQ: Creating Patient-centered team based primary care: https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care#tocIntro
AMA: Job Satisfaction at this health system is 92% Find out why: https://www.ama-assn.org/practice-management/physician-health/job-satisfaction-health-system-92-find-out-why

THE APEX MODEL OF CARE

(ALSO KNOWN AS PRIMARY CARE REDESIGN)

• Increased MA-to-Provider ratio
• Expanded scope of practice for
Medical Assistants

• Implementation of standing orders
• Review of preventive care gaps
• Additional in-room documentation
support
A Team-Based Care Model That Improves Job Satisfaction
https://www.thehappymd.com/hubfs/Documents/Journal%20Articles/FPM-APEX-CareRedesignarticle-2018.pdf

MEDICAL SCRIBES AS PART OF THE CARE TEAM

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2701617

INTEGRATED BEHAVIORAL HEALTH
SPECIALISTS IN PRIMARY CARE
Handing this patient
off to a behavioral
health specialist gives
me reassurance!

COMPLEX CARE MANAGEMENT SERVICES
IN PRIMARY CARE

TEAM BASED CARE:
A KEY DRIVER IN ADVANCING THE QUADRUPLE AIM

Measurement to Support Integrated Behavioral
Health in Primary Care
ALEXANDRA HULST, PHD, LMFT

MARCH 2020

DATA

USE FUL NE SS O F D A T A
Internal program evaluation
Clinical quality measure (CQM) reporting
Other program deliverables

T YPE S O F D A T A

Process
Outcome

USE YOUR PEOPLE
Brainstorming
Strategizing
Action planning

OUTLINE

What do we know about the
evidence for integrated
behavioral health (IBH)?

Point #1

Point #2

IBH reduces wait times for new
appointments and improves clinician
productivity and evaluations of new
referrals

IBH is associated with more rapid
and improved treatment for
depression for patients who
screened positive for depression in
primary care.

(Pomerantz et al., 2008)

(Cite)
(Watts et al., 2007)

Point #3

Point #4

Most primary care behavioral health
providers treat primarily mental
health issues, as opposed to
broader behavioral medicine issues.

IBH enhances medical provider
efficiency, reduces amount of time
with individual patients, and
generates additional revenue.

(Beehler et al., 2016)

(Cite)
(Gouge et al., 2016)

Why bother with collecting
more data at my clinic?

Entity
Patients

•
•
•

Members of
healthcare team

•
•
•

Stakeholders

•
•

Benefits
Can facilitate deeper conversation about specific symptoms
& impact on day-to-day life
Heightened awareness of patterns for patients
Analysis of trends can highlight areas for improvement to
meet patients’ needs
Can help guide clinical decision making and reduce
uncertainty
Common language/reference point for team members
Anchor point to see how patients are improving  fulfillment
for care team members
Helpful for aggregating data across practice sites
Essential piece of developing value proposition

(Fortney et al., 2016; National Council on Behavioral Health, 2019)

INT E RNA L PRO G RA M E VA L UA T IO N &
MO NIT O RING

THE
WHY

• How open is our access to BH services?
• How often are our BH apt slots filled?
• How do we need to deal with no-shows and
cancellations?
• Are our BH services effective? (measurement-

based care)
• Am I ready to expand staffing?

LEVERAGE FOR EXTERNA L FUND ING
• Demonstrate value for financial incentives (RAE
KPIs; CPC+ CQMs for CPC+, RAE tiering; Prime
shared savings, etc.)
• Increase competitiveness for grant funding

What types of data should I
consider?

P

R
O
C
E

S
S

Fidelity to brief
model

Access

Reach

# days from
referral to open
slot

% total pts seen
by BHP

% BH slots
filled/week

% of BH appts
scheduled for
30 min

# no
shows/week

% high risk pts
seen by BHP

# warm hand
offs/co-visits

% of BH appts
billed for 30
min

# cancellations/
week

% PCPs
referring to BHP

Average # BH
visits/pt

% pts screened
for BH
condition

Ratio
established to
new pts

Productivity

O

U
T
C

O
M
E

CQMs

Satisfaction
with IBH

Reduction in
PHQ-9 score

Patient
experience

A1c control

Staff experience

Hypertension
mgmt

Provider
experience

Functional
assessments

Use Your People

Current Data Being Collected

Groups
of Three

• What data points could you look at to demonstrate value
of IBH services?
• Process
• Outcome
• Mental health diagnoses
• Beyond mental health diagnoses
• What process changes would need to happen
to reinforce the connection between BHPs’
work and these data points?

New Data to Collect
• What data points would strengthen your value proposition
for IBH?
• What steps can you take to collect this data?
• What will be the source of this data?
• What team will you need to assemble to make this
happen?

Here to Help!
Alex Hulst
Integrated BH Advisor
Alexandra.Hulst@rmhp.org

eCQM Overview and
2020 Updates
Douglas Bolton, MSN, RN
Bronte Smith, BS, MHA

Objectives


Electronic Clinical Quality Measures – Basics



Locate relevant resources to aid in understanding
and comprehension of electronic Clinical Quality
Measures



Review 2020 eCQM reporting requirements



Highlight significant 2020 eCQM changes

Clinical Quality Measure- Basics


Provide data-driven improvement to enhance
practice transformation/quality
improvement work



Monitor process changes to ensure
improvement efforts are sustained



Assists in closing the gap between current
performance and desired performance
“Clinical quality measures, or CQMs, are tools that help
measure and track the quality of health care services
provided by eligible professionals, eligible hospitals and
critical access hospitals (CAHs) within our health care
system.” (www.cms.gov)

Clinical Quality Measure- Basics


Measure description



Initial patient population- Denominator



Numerator



Denominator exclusions and exceptions



Numerator exclusions



Measure type- Process vs. Outcome



Clinical Recommendation Statement



Guidance



Rationale

eCQM Supporting Data


Value set



eCQM Specifications



Health Information Knowledge Base

eCQM Supporting Data


Template for RAE benchmarks



MIPS 2019 Quality Benchmarks

2020 CPC+ eCQM Reporting
Requirements


Practices no longer set targets – targets now align with RAE
benchmarks



Track 1 and 2 must report at least 6 eCQMs quarterly



Track 1 – must meet or exceed RAE benchmark on 3 measures
annually



Track 2 – must meet or exceed RAE benchmark on 5 measures
annually

2020 RAE eCQM Reporting Requirements


No change from 2019 (except benchmarks)



Tiers I-III must submit 6 eCQMs from RAE eCQM suite quarterly



Tier IV – no eCQM reporting requirement



Tier III – 2/6 eCQMs must meet or exceed the RAE benchmarks
annually



Tier II – 4/6 eCQMs must meet or exceed the RAE benchmarks
annually



Tier I – 6/6 eCQMs must meet or exceed the RAE benchmarks
annually

2020 Rocky Program eCQM Reporting
Requirements


No change from 2019



Practices must report as many eCQMs as possible quarterly



Practices must choose 6 eCQMs to focus QI efforts on (complete
PDSA cycle)




Adult Practices:


Required: CMS 002 (Depression), CMS 122 (HbA1c), CMS 137 (SUD)



3 elective measures

Pediatric Practices:


Required: CMS 002 (Depression), CMS 137 (SUD), NQF 1799 (Asthma)



3 elective measures

2020 (Y6) PRIME eCQM Reporting
Requirements


No change from 2019 (except targets)



Quarterly reporting with annual evaluation in SPLIT:
 CMS

002 (Depression) – adult and pediatric practices

 CMS

137 (SUD) – adult and pediatric practices

 CMS

122 (HbA1c) – adult practices only

2020 (Y6) PRIME Regional Targets
 CMS

002 Preventive Care and Screening: Screening for
Depression and Follow-Up Plan– 70% (RAE 56.83%)

 CMS

122 Diabetes: Hemoglobin A1c (HbA1c) Poor
Control (> 9%) – 19.5% (RAE 25.87%)

 SUD

ER Utilization – 17.5 per 1000 per year

2020 APM eCQM Reporting Requirements


Practices have already selected the measures that they want to be
evaluated on



Health Data Colorado will collect eCQM data directly from each
practice



Each eCQM measure is assigned a point value





Practices get 50% of possible points just for submitting measure



Practices get 100% of possible points if they exceed the department
goal



Otherwise practices are evaluated using the Close the Gap Calculation

For more information: Primary Care APM

2020 APM eCQM Reporting Requirements

CQM Updates

2020 Significant eCQM Updates


CMS 002: Preventive Care and Screening: Screening for Depression
and Follow-Up Plan



CMS 137: Initiation and Engagement of Alcohol and Other Drug
Dependence Treatment



CMS 159: Depression Remission at Twelve Months



CMS 165: Controlling High Blood Pressure



Institutional/frailty exclusion added to multiple measures

CMS 002: Preventive Care and Screening:
Screening for Depression and Follow-Up Plan


2019 RAE Benchmark: 42.31%



2020 RAE Benchmark: 56.83%



Significant change: Screening can now take place on the day of the
encounter or up to 14 days prior. Previously, screening had to take
place on the day of the encounter.

CMS 137: Initiation and Engagement of
Alcohol and Other Drug Dependence
Treatment


2019 RAE Benchmark: 2.72%



2020 RAE Benchmark: 2.24%



Significant changes:


The initiation visit can now be satisfied by an intervention or a
medication. For patients who initiated treatment with a medication, at
least one of the two engagement events must be a treatment
intervention. Previously, this measure required treatment interventions
only.



The 2 additional interventions now must occur within 34 days of the
initiation visit. Previously it was 30 days.

CMS 159: Depression Remission at
Twelve Months


2019 RAE Benchmark: N/A



2020 RAE Benchmark: 7.14%



Significant change: Patients may be screened using PHQ-9 and PHQ-9M
up to 7 days prior to the office visit (including the day of the office
visit). Previously screening had to take place on the day of the visit.

CMS 165: Controlling High Blood Pressure


2019 RAE Benchmark: 70.94%



2020 RAE Benchmark: 72.01%



Significant change:


The diagnosis of hypertension can now be made at any point
during the measurement period to have patients included in the
denominator. Previously, only diagnoses make during the first 6
months were included.



Readings from a remote monitoring device are now acceptable to
satisfy this measure.

Institutional/Frailty Exclusion


New Denominator Exclusion added to several measures


Exclude patients 66 and older who are living long term in an
institution for more than 90 days during the measurement period.



Exclude patients 66 and older with advanced illness and frailty
because it is unlikely that patients will benefit from the services
being measured.

Institutional Exclusion
 Added
 CMS

to:

122: Diabetes Hemoglobin A1c (HbA1c) Poor
Control (>9%)
 CMS 125: Breast Cancer Screening
 CMS 130: Colorectal Cancer Screening
 CMS 131: Diabetes: Eye Exam
 CMS 134: Diabetes Medical Attention for
Nephropathy
 CMS 165: Controlling High Blood Pressure

Resources


2020 RAE Resource Guide



1.21.20 VBC Office Hours Slide Deck


Highlights CPC+ Program Requirements and Updates



HCPF APM Website



eCQI Resource Center



Health Information Knowledge Base

Measure Name
Measure ID
Screening for Clinical Depression and Follow-Up Plan
cms2
Body Mass Index (BMI) Screening and Follow-Up Plan
cms69
Primary Caries Prevention Intervention as Offered by PCP's and Dentists
cms74
Maternal Depression Screening
cms82
Childhood Immunization Status
cms117
Diabetes: Hemoglobin A1C Poor Control
cms122
Diabetes: Foot Exam
cms123
Cervical Cancer Screening
cms124
Breast Cancer Screening
cms125
Pneumonia Vaccination Status for Older Adults
cms127
Anti-Depressant Medication Management
cms128
Colorectal Cancer Screening
cms130
Diabetes: Eye Exam
cms131
Diabetes:Medical Attention for Nephropathy
cms134
ADHD Follow Up Care for Children Prescribed ADHD Medications-30 days
cms136a
ADHD Follow Up Care for Children Prescribed ADHD Medication-9 months
cms136b
Initiation and Engagement of Alcohol and Other Drug Dependence Treatment- 14 days
cms137a
Initiation and Engagement of Alcohol and Other Drug Dependence Treatment- 30 days
cms137b
Tobacco Use: Screening and Cessation Intervention- screened in 24 months
cms138a
Tobacco Use: Screening and Cessation Intervention- tobacco user with intervention
cms138b
Tobacco Use: Screening and Cessation Intervention- screened and intervention for users
cms138c
Falls: Screening for Future Fall Risk
cms139
Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction
cms144
Appropriate Testing for Children with Pharyngitis
cms 146
Chlamydia Screening for Women
cms153
Apprropriate Treatment for Children with Upper Respiratory Infection (URI)
cms154
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- BMI
cms155a
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- Nutritioncms155b
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- Physical cms155c
Activity
Use of High-Risk Medications in the Elderly- 1 medication
cms156a
Use of High-Risk Medications in the Elderly- 2 medications
cms156b
Depression Remission at Twelve Months
cms159
Depression Utilization of the PHQ-9 Tool
cms160
Controlling High Blood Pressure
cms165
Use of Imaging Studies for Low Back Pain
cms166

QHN Reporting Status
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able to report for most
get denom only, so far no numerator hits
get denom only, so far no numerator hits
able to report for all
able to report for all
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eCQM Measure Validation Process Flow
eCQM Data Driven Improvement (RMHP & practices)

PRACTICE

QHN
Data
Validation

1

EMR

Practice
Sign-off

Measure
Validation

Pass

2

Pass

Fail

Fail

REPORTING
AGENCIES
Pass

3

Pass

Fail

Gate 1 and 2 the cycle continues
until the measure passes through
the gate

Stop

Pass

Important Note: Each measure for a practice goes through this process independently each submission

1

2

3

RMHP

Medicaid

CMS
Signoff is obtained for each
reporting agency before
submission

Data Validation: QHN

Measure Validation: QHN and RMHP

Practice Sign-Off

- Data Completeness
- Data inclusiveness in CCD
- Data coded correctly in CCD
- Patient/Provider/Facility identifiers
* Work with EMR Vendor and/or Practice as
needed to fix

- Numerator/Denominator Validation per measure
technical specs (QHN)
- Clinical Mapping/Normalization (QHN)
- Practice Measure Report Comparison (QHN and
RMHP)

- Practice confirms that measures are accurate
and can be reported to agencies
- Practice can confirm some or all measures to
be reported
- Practice indicates agency per measure for
submission

QHN and RMHP Process Workflow
Practices
EMRs
EMRs
EMRs

Patient
Centered
eCQM’s

CCD
CCD

CCD

QHN

Practice
Sign-Off
RMHP

Enhanced
HEDIS
data

Value for Practice

Value for QHN

Value for RMHP:

- Measure validation done by QHN in
coordination with RMHP
- Patient Centered eCQM calculation
- Potential increased eCQM availability
- Less dependence on EMR vendor for
eCQM
- Decreased HEDIS chart reviews
- Apples to Apples ecqm comparison
with other practices

- Increased clinical data in QHN for
longitudinal patient health record
- Increased ability to report for other
payers (Medicaid, CMS)
- Coordination with RMHP for measure
technical assistance to practices

- Measure validation done by QHN following
standard framework
- Patient centered eCQM calculation
- Potential increased eCQM availability
- Less dependence on EMR vendors for eCQM
- Apples to apples eCQM comparison amongst
practices to use for payment
- Decreased HEDIS chart reviews

Do Alternative Payment
Models (APM) support
Advanced Primary Care?
KYLE KNIERIM, MD

JOE ADRAGNA, MD

UC HEALTH, DENVER, CO

PEAK FAMILY MEDICINE

AF WILLIAMS FAMILY
MEDICINE CLINIC

MONTROSE, CO

Let’s Level Set


HCP-LAN: Healthcare Payment Learning and Action Network



APM: Alternative Payment Model



Advanced Primary Care: The 10 building blocks of improving
primary care. Based on the concepts of Bodenheimer’s building
blocks



PMPM: Per Member Per Month

http://hcp-lan.org/workproducts/apm-factsheet.pdf

35.8%

APM Framework

39.1%

25.1%
http://hcp-lan.org/workproducts/apm-factsheet.pdf



Patients MUST be partners



Incentives should reach care teams that deliver care



Incentives should allow for investment and adoption of new
approaches to care delivery without subjecting them to
unmanageable financial and clinical risk



Centers for excellence and NCQA Patient Centered Medical Home
(PCMH) are DELIVERY models not payment models.


In other words they enable APMs and need the support of APMs but
they are not specific with and APM category

A Roadmap for Driving High
Performance in Alternative Payment Models

https://hcp-lan.org/apm-roadmap-tool/

Access to
Payer Data

Coordinate
CM
Services

Transparent
Utilization
and
Attribution
reports

Established
benchmark
performance

Provide Flexible
Funds to Address
SDoH or BH needs

Invest in
Practice
Transformation
Support

Offer Data
Analytic
Support
Provide Care
Management
Fees

Timeliness
of
payments

Benefit
designs
that steer
members
to highquality
providers

Multi payer
Alignment:
Data, CQM
documentation

Risk
Adjusted
Fees

Primary Care Infrastructure development to support
Advance Primary Care Strategies

Participating in Value Based
Programs – The View From a
System-Based Practice

Kyle Knierim, MD
Assistant Professor
Associate Director Practice Innovation Program
Department of Family Medicine

A.F. Williams Family Medicine Clinic
•

46 providers covering ~11 FTE; 24
MD faculty, 2 APP, 20 residents

• 18,900 patients empaneled

•

1.0 integrated practice coach

• 40,000+ visits annually

•

3 BH providers covering 1.0 FTE plus
trainees

•

1 clinical pharmacist faculty
covering 0.5 FTE plus trainees

•

2.5:1 MA: provider ratio (ideal)

•

4 RNs

•

1.5 FTE RN Care Management

•

1.0 FTE Social Work

• Avg 9 providers/session; 9.5 pts/prov/session

A Complex System
• 9 hospitals (UCH
and UCHMG)
• 50+ outpatient
clinics in Denver
metro area
• 60+ outpatient
clinics in UCHMG

UCHealth
•Epic
•Nonbillable Staffing
•Facilities management

Affiliated
Medical Groups

CU Medicine
•Payer Contracts
•HOPD clinics

•UCHMG
•Associates in FM

School of Medicine
•Dept of Family Medicine
•Division of General IM
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and UCHMG)
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UCHealth
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Affiliated
Medical Groups

CU Medicine
•Payer Contracts
•HOPD clinics

•UCHMG
•Associates in FM

School of Medicine
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•Division of General IM

Transformation Has Been A Long Process
Onsite CM

PCMH Level 3 – First
residency practice in US
Epic
2008

2011

Residency PCMH Project

P4 Residency Redesign

Centralized Pop Health Outreach
Social Needs
Pt Navigators
APEX Primary Screening
Care Redesign
MAT for OUD
2015

2017

SIM

2019

CPC+
MSSP

ACC 1.0/2.0

Participating in APM’s
• Maximizing Benefits
• Better teams (CM, BH, pharmacy,
coach, SW)
• Better reporting – numbers we
trust
• More visibility
• Primary care compensation
support

• Minimizing Burden
• Adjusting to low number of local
payers truly participating
• Committees – countless system
meetings
• System changes have railroaded
local efforts

APM’s in a large system - Not a passive
endeavor
• Parallel analytics to verify quality and attribution
• Transparency with funding
• Allocation of resources and distribution of funds
• CU Medicine holds the payer contracts

Shifting to Value Based Health Care

Shifting to Value Based Health Care
• Can’t go back – APM’s are now essential for our teambased care model
• Payers can provide a softer landing
• Chose the right (and same) metrics
• Get rid of disease specific measures for primary care
• Example: Patient Centered Primary Care Measure (Etz, et al.)

• Keep primary care payments flexible
• Seeing decline in prospective PC payments
• Trend toward only short term shared savings often do not line up with
longer-term primary care expansion

Participating in Value
Based Programs –
The View From an
Independent Practice
Joe Adragna, MD, MHA, MGH, FAAFP
CEO, Peak Professionals

The Family

San Juan
Urologic
Associates

Peak Family
Medicine

Peak Wellness
Center

Peak Pediatric
Psychology

Peak
Aviation
Medicine

Peak
Chiropractic
Peak
Occupational
Wellness

Peak Family Medicine-2015


1 MD


2 MAs



Office Support


A receptionist



An office manager

Peak Family Medicine-2020


6 medical providers; 2 MD; 1 NP; 3 PA



1 fully integrated adult behavioralist PhD



Project Coordinator



Medically Supported by:



Director of IT, Facilities, & Marketing



Office Support



1 PhD pediatric psychologist



Director of Operations



1 EdS (school psychologist) intern



Accounts receivable dept



1 DC (chiropractor)



Accounts payable tech



2 integrated urologists



Nursing supervisor



Front office supervisor



Records supervisor & medical records
dept



Worker’s Compensation Coordinator



Behavioral Health Coordinator



Board of Directors

APM Participation-The Why


2016:




APM vs MIPS

2019


PFM



CPC+ vs



CPC+



ACO



RAE Tier 1



Human resource capital?



Buy in?



Return versus preservation?



SJU


MIPS


TCPi

Overarching
Theme

 Better

Patient Care

A1c Success 2019

Flu Vaccination-2019

Breast Cancer Screening-2019

Financials


APMs


Trading time and energy for money - > fundamental to the service industry



Refresh or actual enhancement?


CPC+: doesn’t pay for CCM codes but gives prospective payments instead




Appropriate incentives?

Payers offering incentives but dropping FFS while you put more services in place?



Alignment of payer, provider-the professional, provider-the business, and societal
interests?



Payers and government using this as a mechanism to drive higher value or really
driving lower cost? Or, does high value automatically lower cost? Or, does high
value drive higher cost?


Supply v demand, primary care utilization impact, ancillary service use, and consultants

CPC+


CPC+ is a national advanced primary care medical home model, tested under the authority
of the Center for Medicare & Medicaid Innovation (Innovation Center), that aims to
strengthen primary care through multipayer payment reform and care delivery
transformation.


RMHP and Medicare?



CPC+ aims to improve beneficiaries’ health and quality of care and decrease total cost of
care.



Track 1:3 payments


Chronic care management (CMF)



Performance based incentive payment (PBIP)






Quality metrics, patient experience, utilization measures (cost)

Fee for service (FFS)

Track 2: 3 payments


Chronic care management (CMF)



Performance based incentive payment (PBIP)



Hybrid fee-for service and Comprehensive Primary Care Payments (CPCP)

Payer
CQM
Alignment

Resource
Support

APM

Provider

Business

Workflow
Optimization

Implementation of SBIRT in Primary Care:
Successes and Barriers
Peer Assistance Services, Inc.
RMHP Learning Collaborative Session
March 6, 2020

Kevin Hughes, B.S., CAC II
Adam Musielewicz, MPA

Agenda
1. Discuss Substance Use Disorders in Colorado
2. Review the evidence for SBIRT
3. Explore Screening, Brief Intervention & Referral to
Treatment (SBIRT) for prevention of alcohol and drug
problems
4. Examine Case Studies
5. Discuss resources
6. Allow time for discussion
© Peer Assistance Services, Inc. 2019

The
Big
Three
Substance Use in Colorado
• 5 deaths each day due to excessive
drinking
• 1 in 5 adults binge drink
• $5 billion in economic costs
Lost work productivity
Healthcare costs
Criminal justice
Vehicle crashes
Property damage

The
Big
Three
Substance Use in Colorado
• More than 1/3 of suicide deaths in
Colorado had alcohol in their system
• In 2018, 974 people died of a drug
overdose in Colorado, 431 of which
were not opioids

Substance Use in RAE Region 1

Why screen for alcohol in health care?
Risks
• Cancers of breast,
colon, liver, head and
neck
• Stroke
• Accidents and injuries:
falls, intimate partner
violence, child abuse
• Unintended pregnancy
& sexually transmitted
infections
• Birth defects
• Suicide

Causes

• Medication
interactions

• Alcohol use disorder
• Fatty liver
• Cirrhosis and
cardiomyopathy

• Pancreatitis

Worsens
• Hypertension

• Diabetes
• Depression and Anxiety
• Insomnia

• Gastrointestinal
conditions
• Atrial Fibrillation
• Weight gain

© Peer Assistance Services, Inc. 2019

In addition, excessive substance use…
• Negatively affects work productivity
• Interferes with healthy relationships and family
life
• Increases negative emotions and anger
• Disrupts academic achievement
• Hinders ability to successfully manage stress and
sleep problems
• Increases the risk of early childhood exposures to
substance use for children of heavy drinkers

© Peer Assistance Services, Inc. 2019

What about Marijuana?
Clinical guidelines for addressing marijuana in
adolescents, adults, pregnant and
breastfeeding women

•

https://www.colorado.gov/cdphe/marijuanaclinical-guidelines

Responsibility Grows Here Campaign

•
Source: Colorado Department of transportation
Source Shutterstock and rawpixel

https://responsibilitygrowshere.com/

© Peer Assistance Services, Inc. 2019

Other Benefits of SBIRT
Cost Saving

• Health care savings of $2,074 to $6,504 per patient per year
• (Pringle et al. 2018; Estee et al. 2010)

Effectiveness
• Evidence-based, validated screening questions
• Quickly assess a patient’s level of risk and need for further
assessment and services
• Universal application of SBIRT reduces stigma around alcohol
and drug use
• Increases staff morale and satisfaction when staff are able to
help patients commit to change and find services

Lower-Risk Drink Limits
• Why different limits
for women?

Adapted from CDC

• There is no “safe”
amount.
• Alcohol is a toxin.

© Peer Assistance Services, Inc. 2019

What is SBIRT?
Screening: Using validated questions

Brief Intervention: Brief conversation to enhance
motivation to change
Referral to Treatment: Assessment and services for the
person with a more severe alcohol or drug use problem

© Peer Assistance Services, Inc. 2019

Screening
• Use validated questions exactly as worded
• Self-administered preferred (paper or electronic
forms the client fills out alone)
• Enhanced comfort for patient
• Potentially more accurate results
• More efficient

• Two-step process
1. Brief screening
2. Further screening when brief screen positive
*Most efficient approach: brief screening = vital sign

© Peer Assistance Services, Inc. 2019

Brief Screening
1. “How many times in the past year have you had X or more
drinks in one day?”
Positive Response

Men < 65 years

Women
Anyone ≥ 65 years

(1 or more times)

5 or more drinks/day

4 or more drinks/day

2. “How many drinks do you have on average each week?”
Positive Response

Men < 65 years

Women
Anyone ≥ 65 years

(1 or more times)

15+ drinks/week

8+ drinks/week

*Any alcohol use by pregnant women or < age 21 = positive score
© Peer Assistance Services, Inc. 2019

Further screening for alcohol: AUDIT
• Alcohol Use Disorders Identification Test
• Developed for primary care

• Identifies low/no-risk, hazardous or
harmful use and possible severe alcohol
use disorder
• Self-administer whenever possible
© Peer Assistance Services, Inc. 2019

Brief Screening for Marijuana Use
“In the past year, how many times
have you used marijuana?”
Positive screen = 1 or more times

Next steps:
•

•
•
•

Further assessment to determine quantity and
frequency of use
Further screening may be indicated: CUDIT-R
See Marijuana Clinical Guidance document for more
information
Daily or near daily use: corresponds to greater risk for
Cannabis Use Disorder
© Peer Assistance Services, Inc. 2019

Brief Negotiated Interview
1. Raise the subject
2. Provide feedback
3. Enhance motivation

4. Negotiate a plan and
Source: Shutterstock

advise
© Peer Assistance Services, Inc. 2019

Step 1: Raise the Subject
“Would you mind taking a few minutes to talk
with me about your screening results?”
Ask permission to have the conversation

Source: PNG

© Peer Assistance Services, Inc. 2019

Step 2: Provide Feedback
• Review reported alcohol use; compare to lower risk limits
• Connect alcohol to presenting concerns or risk for future
health conditions
• Express concern

• Advise to quit or cut back
Don’t give too much information
Always elicit the person’s response
Source: Rawpixel

© Peer Assistance Services, Inc. 2019

Step 3: Enhancing Motivation
Assess Importance or Readiness
“On a scale of 0 -10, how important is it to you to decrease
your drinking?”
“On a scale of 0-10, how ready are you to cut back on how
much alcohol you drink?”
Then Respond:

“What makes you a X and not a lower number?”

How Ready are You to Change?

© Peer Assistance Services, Inc. 2019

Step 3: Enhancing Motivation

Assess Confidence
“On a scale of 0 -10, how confident are you
that you could make a change if you decide to?”
Then Respond:

“What could help you feel more confident?”

Not Confident

Confident

How Confident Are You?

© Peer Assistance Services, Inc. 2019

Step 3: Enhancing Motivation when readiness is low
Explore the pros and cons
“What do you like about your current level of drinking?”
Followed by:

“What are the not so good things about your current level of
drinking?”
Then summarize both sides:

“So, on the one hand _________, and
on the other hand, ________.”
© Peer Assistance Services, Inc. 2019
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Step 3: Elicit “Change Talk”
Exploring Ambivalence
“Why might you want to consider making a change in
your alcohol or drug use?”
“Let’s say you did decide to quit or cut back,
how would you go about doing it?”
“What are some of the best reasons you can think of
to make a change?”
“How does your current alcohol use fit with
what matters most to you in your life?”

Credit: Christine Marie Larsen

© Peer Assistance Services, Inc. 2019

Step 4: Negotiate and Advise
Elicit response:
“What you decide to do is up to you.”
“What steps could you take to make a
change?”
Negotiate a goal and specific next steps:
Offer input with permission.
Assist with developing a plan:
“What will be challenging?
“How will you approach this?”
“How can we help?”
Source: Rawpixel

Summarize:
“Your plan and next steps are…”
Arrange follow-up:
Depending on level of risk and
circumstances.

Thank them:
For their honesty and willingness to have
the conversation.

© Peer Assistance Services, Inc. 2019

Referral to Treatment
Who?
• A pattern of binge drinking
• Serious consequences of alcohol or
drug use
• Continuation of alcohol or drug
use despite awareness of harmful
consequences
• Unsuccessful attempts to cut back
or abstain from alcohol or drugs
Source: ShutterStock

© Peer Assistance Services, Inc. 2019

Management of Alcohol or Other Drug Use Disorders
Collaborative Shared Decision-Making
• Implemented in conjunction with Motivational
Interviewing and repeated brief counseling

Management includes:
• Medications and counseling
• One-on-one behavioral treatment
• Peer support groups
• Group-based treatment

• Resources and support for selfmanagement
• Patient preferences, values,
priorities

© Peer Assistance Services, Inc. 2019

Treatment Locators

• Colorado LADDERS:
https://www.colorado.gov/ladders
Office of Behavioral Health Licensing
and Designation Database and
Electronic Records System (LADDERS)

• SAMHSA Treatment Locator
https://findtreatment.gov/
© Peer Assistance Services, Inc. 2019

 Established 1997
 16 counties of eastern rural
and frontier Colorado
 54 primary care practices
 16 hospitals
 30,000 sq. miles
 150,000 people
Colorado

Why SBIRT now?
 Partnership with Peer Assistance
Services, Inc. and Signal Behavioral
Health Network
 Practice Based Research Network
(PBRN) infrastructure offers practices
access to locally-based practice
facilitators (NE, SE, and SLV regions)
 Beneficial to IT MATTTRs practices
working to deliver medication-assisted
treatment (40 in region)
Colorado drug overdose death rates: 2014

 Great opportunity to support overall
wellness in our rural communities

Practice Participation
 10 practices currently engaged

o 2 federally qualified health centers (6 practices)
o 2 hospital-based clinics
o 2 private practices
 Recruiting 10 more practices over next three years

Screening
Starting Line:

Successes:

 Not screening

 Developing protocols, starting to screen

 Screening but not using validated tool

 Switching from “Do you drink?” to using
a validated tool (AUDIT, DAST-10)

 Screening but not doing
systematically in practice
 Screening but not able to pull data
from EHR

 Implementing protocols for screening:
All patients or subgroup of patients?
Every visit or wellness visits or other?
 Finding a location in EHR to store and
access data

Brief Intervention (BI)
Starting Line:

Successes:

 No brief intervention occurring

 Recognizing BI behavior (Hey, we are
doing BIs!)

 Doing some BI somewhat regularly

 Learning motivational interviewing and
other brief intervention techniques
 Engaging behavioral health coaches,
nursing staff, others in BI – not just
clinicians

Referral to Treatment
Starting Line:

Successes:

 Not screening, no referrals
 Screening, no referral protocol

 Meeting with local behavioral health
practices and/or substance use counselor
to determine referral protocol

 Referring everyone (skipping over BI)

 Actual referrals occurring!
 Referrals made for those with most
need for treatment

What’s Happening?
1. We are telling the story for each practice.
o Demonstrate practice SBIRT behavior through monthly
data reports.
o “Every cup of tea” approach using the new Practice
Information Form. (Recently adopted by Signal Behavioral
Health for all SBIRT sites.)

2. Practices are having more of those potentially
difficult conversations around topics very
important to health…but so easy to avoid.
3. Aiming to work with 10 more practices!

Practice Name
Number of Providers
(MD, PA, NP)
Demographic focus
SBIRT team within
clinic
EHR brand
Services Provided

Northeast Colorado Family Medicine – Sterling, Colorado
1 NP, 1 PA, 1 MD
Families, all ages
Name
Tony Gerk
Megan Ringlein
Practice Partner
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Role at practice
MD/Owner
Practice Manager

Newborn and Well Child Care, including vaccinations and sports physicals
Obstetrical Care, including in-office ultrasound and surgical care/cesarean section
Complete Physicals and Well Woman Exams
DOT Medical Exams and Commercial Driver Medical Certification (all four providers certified)
Cancer Screening including colonoscopies performed at Sterling Regional Med Center
Weight Loss Counselling and Obesity Treatment
Care of Minor Psychiatric Illnesses with evaluation and referral if needed
Drug and Alcohol Addiction Counselling and Treatment
Smoking Cessation
Skin Exams and removal of skin lesions and warts
Joint and Trigger Point Injections
Chronic Disease Management, including high blood pressure, diabetes and high cholesterol
Care of minor injuries and trauma, including fractures, lacerations, sprains and strains and concussion care
Family planning services, including No-Scalpel Vasectomy, Essure, Nexplanon
and IUD Insertion
http://www.necofammed.com/

Practice Name
Number of
Providers (MD, PA,
NP)
Demographic
Focus
SBIRT team within
clinic

Akron Clinic – Akron, CO
1 NP, 1 PA, 1 MD (several part time)

Family Practice

Name
Heather Gaines, RN
Caitlyn Ahern, MD
EHR brand
NextGen
Services Provided • Laboratory
• X-Ray
• Physical Therapy
• Home Health Care
• Wellness visits

Role at practice
Nurse
Provider

https://yumahospital.org/clinics/akron/

Northeast Colorado Family
Medicine

Akron Clinic

Starting Line:

Starting Line:

 No initial screening. When screening
commenced in Spring 2018, it was
done via paper.

 Providers talk to patients about
alcohol use, but there is not universal
screening

 “Who will do what?”, work flow
undefined

 Workflow was undefined for SBI with
EHR transition

 All staff needed basic SBIRT training

 Staff turnover at onset of
implementation

 Screening results were not able to
seen in EHR reports

 Brief Interventions?
 Referrals to treatment?

For Further Information
See our website!

Other useful tools

www.sbirtcolorado.org
• Screening and clinical tools
• Pocket cards
• Posters
• Clinical Guides

• Patient education materials
• Posters
• Wallet Cards

• Schedule of all upcoming community trainings
• Information on Parity Law

• SBIRT Reimbursement and FAQ
• https://www.colorado.gov/pacific/hcpf/sbirt-benefit

• Substance Use & Mental Health Screening Tool Site
• http://screeningtools.peerassistanceservices.org/

• Office of the Ombudsman
• https://www.colorado.gov/pacific/behavioralhealth
ombudsman

© Peer Assistance Services, Inc. 2019

The One Degree app allows anyone to practice
difficult conversations about substance use
with those they care about:

Practice learning to:
• Ask open-ended
questions: discuss
stress or worries
they may be
facing.
• Listen with
empathy: make
sure they know
you are there to
listen.

Available online and as a mobile app (Apple and Android)
at www.shifttheinfluence.org

• Problem-solve:
instead of giving
advice, ask
questions.
© Peer Assistance Services, Inc. 2019

The Women’s Health &
Alcohol app and website is
designed to educate women
on the impact alcohol can
have on their physical, mental,
and social well-being.
Users interact with Maria, a
virtual nurse practitioner, to
learn about how alcohol can
impact their lives. Available
online and via the app stores
at no cost.

http://www.sbirtcolorado.org/womens-health-alcohol
© Peer Assistance Services, Inc. 2019

No-cost Online SBIRT Training

© Peer Assistance Services, Inc. 2019

Thank you!
Kevin Hughes, B.S., CAC II- khughes@peerassist.org
Adam Musielewicz, MPA- amusielewicz@peerassist.org
http://www.sbirtcolorado.org/

© Peer Assistance Services, Inc. 2019

Question & Answer
• Do you view SBIRT as an effective model to address patient
substance misuse and related health problems?

• In your view as a healthcare practitioner and as a community
member, is substance use and related health problems
important to ask about and address in primary care?
• In your view or in the health setting you work, are there more
pros or cons associated with implementing SBIRT in your
setting?

Controlling Hypertension Intervention Strategies
Doug Bolton and Annie Schudy
March 6, 2020

Objectives
• Answer the questions…
• What is blood pressure?
• What do the numbers mean?
• What are the categories of blood pressure?
• Why does it matter?
• Explain potential outcomes of high blood pressure
• Explain potential outcomes of incorrect blood pressure
• How to take a proper blood pressure
• Demonstrate outcomes of correctly and incorrectly taken
blood pressures
• When, why and how to recheck a blood pressure
• CMS 165
• Case Studies
2
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Blood Pressure 101

Terms to know:
• Hypertension or high blood pressure is when your blood
pressure, the force of blood flowing through your blood
vessels, is consistently too high.
• Systolic blood pressure (the first number) – indicates
how much pressure your blood is exerting against your
artery walls when the heart beats.
• Diastolic blood pressure (the second number) –
indicates how much pressure your blood is exerting against
your artery walls while the heart is resting between beats.
• mmHg means millimeters of mercury. Mercury was used in
the first accurate pressure gauges and is still used in
medicine today as the standard unit of measurement for
pressure.
• Sphygmomanometer – BP Cuff
5
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Know the numbers:

This chart represents the recommendations by the American Heart Association
The Facts About High Blood Pressure. (2019). In heart.org. Retrieved
from https://www.heart.org/en/health-topics/high-bloodpressure/the-facts-about-high-blood-pressure

6
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Why does this Matter?
Left
undetected
or
uncontrolled
hypertension
can lead to:

Heart Attack

Stroke
Heart Failure
Kidney Disease or Failure

Vision Loss
Sexual Dysfunction
Angina

Peripheral Artery Disease (PAD)
7
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The Importance of Accurate
Measurement

Did you know?

The AMA estimates half of Americans have high blood pressure

Underestimating blood pressure by 5 mm Hg would mislabel more than 20 million
Americans with prehypertension

The consequences of an untreated 5 mm Hg of excessive systolic blood pressure would
be a 25% increase over current levels of fatal strokes and fatal myocardial infarctions

Overestimating true blood pressure by 5 mm Hg would lead to inappropriate treatment
with antihypertension medications in almost 30 million Americans

Handler, MD, J. (2009). The Importance of Accurate Blood
Pressure Measurement. In The Permanente Journal (Vol. 13, pp.
51-54).

9
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Errors in Measurement
About that chance for error …
At a 2015 American Medical Association meeting, 159 medical students were given a
blood pressure check challenge with a simulated patient. Only one – one! – performed
all 11 elements they’re trained to do. The average number of steps performed correctly
was 4.1.
One of the biggest mistakes: Failing to have a patient rest for five minutes in a chair
before the measurement. Only 11 of these doctors-in-training did that.
The study was published in JAMA, includes a sobering message from Raymond R.
Townsend, M.D., a study co-author and director of the hypertension program at the
Hospital of The University of Pennsylvania. Townsend was named the AHA’s Physician
of the Year in 2016.
“I used to have a standing challenge on rounds at Penn: ‘If you can do a blood pressure
correctly in my presence, I will buy you a dinner [at a] restaurant of your choice in
Philadelphia,’” Townsend said. “After 10 years, not a single person – resident, fellow or
student – ever could do it.”
For patients, there’s a lot more than a free meal riding on an accurate reading.
Abbasi J. Medical Students Fall Short on Blood Pressure Check Challenge.
JAMA. 2017;318(11):991–992. doi:10.1001/jama.2017.11255

10
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Errors in Measurement
Terminal Digit Preference:

A common source of error during manual BP measurements, is the
rounding off of numbers to the nearest zero. This can result in an increase
in the diagnosis of hypertension because systolic pressures in the upper
130s are rounded up to 140.
In one survey, 22% of recorded BP numbers ended in zero (the expected
occurrence would be 10%).
One literature survey reported that 78% of recorded BP numbers
terminated in zero.

Handler, MD, J. (2009). The Importance of Accurate Blood
Pressure Measurement. In The Permanente Journal (Vol. 13, pp.
51-54).

11
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Taking a Proper Blood Pressure

Proper technique:
Choose the right equipment
•
•
•

Quality stethoscope
Appropriately sized blood pressure cuff
Sphygmomanometer

Prepare the patient:
•
•
•
•
•
•
•
•

5 minutes to relax prior to the first reading
Upper arm positioned so it is level with the
heart
Feet flat on the floor
Upper arm free of clothing
Avoid talking during the reading
Empty bladder first
Arm Health History
Avoid nicotine, alcohol, caffeine and
exercise 30 minutes prior

Choose proper blood pressure
cuff:
•
•
•
•

13

Arm circumference 22 to 26 cm, 'small adult'
cuff, 12 x 22 cm
Arm circumference 27 to 34 cm, 'adult' cuff: 16
x 30 cm
Arm circumference 35 to 44 cm, 'large adult'
cuff: 16 x 36 cm
Arm circumference 45 to 52 cm, 'adult thigh'
cuff: 16 x 42

Proper placement of b/p cuff:
•
•

•
•
•

Bare Arm
Place the ARTERY marker point over the
brachial artery
Support arm at heart level.
Keep legs uncrossed.
Support back and feet

Position stethoscope:
•

Locate pulse at the antecubital fossa and place
stethoscope

Inflate the b/p cuff:
•

Begin pumping bulb; inflate cuff to 160-180 mm
Hg.

Slowly deflate the cuff:
•

Begin deflation; 2-3 mmHg per second

Listen for systolic reading:
•

The first occurrence of sound heard is the systolic
reading

Listen for diastolic reading:
•

Continue to listen, the reading on the gauge where
the sound stops is the diastolic reading

Double check for accuracy:
•

To check for accuracy wait 5 minutes between
readings

rmhp.org

Cuff Size

Muntner, P., Muntner, P., Shimbo, D., Daichi Shimbo Search, Carey, R. M., Carey, R. M., … Heart Association. (2019, March 4). Measurement of Blood Pressure in
Humans: A Scientific Statement From the American Heart Association. Retrieved from https://www.ahajournals.org/doi/full/10.1161/HYP.0000000000000087

14
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Factors affecting BP

Handler, MD, J. (2009). The Importance of Accurate Blood
Pressure Measurement. In The Permanente Journal (Vol. 13, pp.
51-54).

15
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Proper Technique

16
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Proper Technique

SDFTGH
+
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Improper Placement

18
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Doctor’s Visit
What does the intake look like at your provider’s
office?
• Does the MA ask you questions while checking your vital signs?
• Do they check your vital signs immediatley upon entering the
room?
• Do you cross your legs when sitting?
• Do you empty your bladder prior to having your vital signs
checked?
• Does the MA remove clothing from your arm prior to placement
if the cuff?
• Is your arm supported at heart level?
• Are they using the correct suff size?
19
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PT BP Tests
• PT Test Subject 1 – 113/70 at rest, proper technique. Several repeat measurements
yielded similar results +/- 3 mmHg. Then the subject walked three fast laps around
the building. The BP was 127/76 after walking.
• PT Test Subject 1 – Different day, BP measurement was 120/78 with proper
technique. Several repeat measurements yielded similar results. We then had the
subject sit still/meditate for 5 minutes. After 5 minutes of quiet time/meditation,
the BP was 112/74.
• PT Test Subject 2 – has a history of surgery in one arm arm. They had a +22/+10
rise in BP in the affected arm!!

20
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Recheck
•

•
•

The American Heart Association recommends repeating a BP measurement at the
same clinic visit with at least 1 minute separating BP readings,2 yet in busy primary
care practices BP often is measured only once.
This study evaluated the effect of a second BP measurement on the rate of BP control
among more than 38 000 patients with diagnosed HTN and followed in primary care.
Among all patients with a repeated BP measurement, whose initial BP was greater
than 140/90, 9358 (36%) of final BP readings were lower than 140/90 mmHg with a
repeat measurement.

Einstadter D, Bolen SD, Misak JE, Bar-Shain DS, Cebul RD. Association of Repeated Measurements With Blood Pressure Control in Primary Care. JAMA Intern Med. 2018;178(6):858–860. doi:10.1001/jamainternmed.2018.0315
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CMS 165 Controlling High BP
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CMS 165 - 2020 Updates
• 2019 RAE/CPC+ Benchmark: 70.94%

• 2020 RAE/CPC+ Benchmark: 72.01%
• Significant change:
• The diagnosis of hypertension can now be made at any point
during the measurement period to have patients included in the
denominator. Previously, only diagnoses make during the first 6
months were included.

• Readings from a remote monitoring device are now acceptable to
satisfy this measure.

Note: If there are multiple blood pressure readings on the same day,
use the lowest systolic and the lowest diastolic reading as the most
recent blood pressure reading.
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Case Study Peak Professionals
• Increased BP rate from 58% in Dec ‘18 to 74% in Dec ‘19
• Do manual rechecks on any result over 140/90

• Care Manager do competency checks on medical
assistants and retrain medical assistants if necessary on
how to perform manual checks
• Put framed posters in each exam room reminding of best
practices for blood pressure checks
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Proper Technique
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Other Clinics
• Lunch and learn education session
– Discuss techniques for properly taking BPs
– Review data on current performance rates
• Competency checks
– Non-threatening environment for teaching and
competency checks
» Staff began to request help if needed
– Quarterly competency checks
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TRAUMA INFORMED
PRIMARY CARE
Debi Landoll, LPC, LAC

What is Trauma?
• “…trauma is not just an event that took place sometime in the
past; it is also the imprint left by that experience on the mind,
brain, and body. This imprint has ongoing consequences for how
the human organism manages to survive in the present.
• “…it changes not only how we think and what we think about,
but also our very capacity to think”.
Bessel Van Der Kolk, M.D.

• Trauma is relative ~ each individual
responds differently
• Trauma is cumulative ~ a trauma
experience can be an isolated event or
compounded by repeat trauma events
over the course time
• Trauma is complex ~ physical, social, and
cultural factors apply

Negative Affects of Trauma on Brain ~
“The neurotransmitter epinephrine, codes
memories into the hippocampus, and so the
trauma-related experience is locked in there,
whereas other details kind of drift.”
~ Dr. Christine Blasey Ford

Trauma in Primary Care
• Amputations
• Cancer
• Chronic Illness—RA, Diabetes, ALS, Asthma, MS

• Chronic Pain
• Dementia
• Fertility Issues
• Heart conditions/Stroke

• Hypertension
• Labor and Delivery
• Life End stages

Addiction
Adoption
Cultural/Language
Death
Discrimination/Profiling
Divorce
Domestic Violence

Neglect
Religious Bias
Sexual Assault
Social/Economic
Verbal/Emotional Assault
Violence

Adverse Childhood Experiences
(ACEs)

https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.htm
l

ACEs Survey:
BEFORE YOUR 18TH BIRTHDAY…
• Did a parent or other adult in the household often or very often swear at you, insult you, put you down, humiliate you
or act in a way that made you afraid that you might be physically hurt?
• Did a parent or other adult in the household often or very often push, grab, slap, or throw something at you or ever hit
you so hard that you had marks or were injured?
• Did an adult or person at least five years older than you ever touch, fondle or have you touch their body in a sexual
way or attempt or actually have oral, anal, or vaginal intercourse with you?
• Did you often or very often feel that no one in your family loved you or thought you were important or special, did not
look out for each other, feel close to each other or support each other?
• Did you often or very often feel that you didn’t have enough to eat, had to wear dirty clothes, and had no one to protect
you, were your parents too drunk or high to care for you or take you for medical care?
• Did you lose a biological parent through divorce, abandonment or other reason?
• Did you ever witness your mother (or father or sibling) often or very often pushed, grabbed, slapped, or have
something thrown at them, kicked, bitten, hit with a fist or weapon repeatedly for a few minutes, or threatened with a
gun or knife?
• Did you live with anyone who had a problematic drinking problem or used illicit drugs, or prescription drugs
inappropriately?
• Did you live with a household member who was depressed or mentally ill, or did a household member attempt
suicide?
• Did a household member go to prison or had extensive periods of being in jail.

Adverse Childhood
Experiences

Source: Centers for Disease Control
and Prevention

Source: Centers for Disease Control
and Prevention

Negative Affects of Trauma on Body
BODY SYSTEMS:

CHRONIC ILLNESS:

• Gastrointestinal

• Emphysema

• Cardiovascular

• Chronic Bronchitis

• Immune

• Diabetes

• Reproductive

• Obesity

• Musculoskeletal

• Heart Disease

• Neuroendocrine

• Stroke

• Brain

• Cancer

Individuals with four
or more ACEs were ~

2 times more likely to
smoke
7 times more likely to
misuse alcohol

10 times more likely
to inject illicit drugs
12 times more likely
to attempt suicide

National Council For Behavioral Health

Cognitive Distortions ~
Biased ways of thinking about oneself or the world

Filtering
Black and White Thinking
Overgeneralization
Jumping to Conclusions
Catastrophizing
Personalization
Control Fallacies
Fallacy of Fairness
Blaming
Shoulds
Emotional Reasoning
Fallacy of Change
Global Labeling
Always Being Right
Heaven’s Reward Fallacy

Trauma is often misdiagnosed
Trauma ~ with children
• Attention Deficit Hyperactivity Disorder
o Child may be impulsive
o Child may struggle with regulating emotions and
behavior
o Child may seem inattentive or withdrawn in
school

Trauma ~ with adults
• Posttraumatic Stress Disorder, Bipolar
Disorder, Borderline Personality Disorder
o Trouble sleeping
o Thoughts of suicide
o Not able to maintain relationships
o Feeling worthless
o Racing thoughts
o Inability to focus
o Low energy
o Feeling heightened emotions.

WHAT IS TRAUMAINFORMED CARE?

• https://www.bing.com/videos/search?q=bob+newhar%2c+therapist&view=detail&mid
=781FFB1D7E7CB45A796A781FFB1D7E7CB45A796A&FORM=VIRE

http://childrenshopeinitiative.com/resilient-youth-of-somerset-county

Trauma Informed Approaches:
• Safety
• Trust and Transparency
• Peer Support/Mutual SelfHelp
• Collaboration and Mutuality
• Empowerment, Voice and
Choice
• Cultural, Historical and
Gender Issues
©2020 National Council for Behavioral Health

Safety ~
• Safety for staff and patients.
• Avoiding re-victimization
•Waiting areas and exam spaces
• Vicarious trauma
• Understanding our own ACES and triggers
©2020 National Council for Behavioral Health

Trust and Transparency ~
• Provide clear information about services.
• Ensure informed consent.
• Schedule appointments consistently.

©2020 National Council for Behavioral Health

Peer Support/Mutual Self-Help ~
• Establish group peer interactions for sharing
recovery and healing from lived experiences.
• Include peer supporters in health teams as
navigators.

©2020 National Council for Behavioral Health

Collaboration and Mutuality ~
•Make decisions with patients and encourage
shared power between patient and provider.
• Motivational Interviewing

©2020 National Council for Behavioral Health

Empowerment, Voice and Choice ~
• Allows patients to feel validated and affirmed
with each contact.
• Offer clarity about patient rights, responsibilities
and service options.
•Patient is fully informed about treatment options,
but decision-making, choice and control are
respected and honored by providers.
©2020 National Council for Behavioral Health

Cultural, Historical and
Gender Issues ~
• Protocols and processes meet racial, ethnic,
cultural, religious, sexual orientation, and gender
needs of patients served.
• Display messages in multiple languages to ensure
everyone feels welcome.
• Hold sensitivity to fears regarding legal
status/immigration.
©2020 National Council for Behavioral Health

• Diagnosis
• Labels
• Treatment
• Industries:
• Medical – Metrix/Preventative
Care
• Pharmaceutical - The cost of a vial of

the short-acting insulin lispro (Humalog)
increased 585% (from $35 to $234) between 2001
and 2015. By January of 2017, it reached $270
(GoodRx.com)

• Insurance – Federal Protections/Specific
Plans/Not Insured

THE BOTTOM LINE
Costs vs Cost Savings

Estimate of Costs: Healthcare
2018 Health Cost Institute, Health Care Costs and Utilization Report
• “…the average price of an emergency room (ER) visit increased from $1,700 in 2014 to $2,096
in 2018.”
• “…medical admissions…grew from $17,097 in 2014 to $19,672 in 2018.”
• “…for a simple visit to the urgent care, without any sort of vaccination, procedure, or
medication, the costs for a single urgent care visit can range anywhere from $75 to $250
without health insurance.” (SolvHealth, 2019).

Estimate of Costs: Inpatient psychiatric
treatment in community hospitals
• “…schizophrenia treatment, $8,509 for 11.1 days and $5,707 for 7.4 days…”

• “…bipolar disorder treatment, $7,593 for 9.4 days and $4,356 for 5.5 days…”
• “…depression treatment, $6,990 for 8.4 days and $3,616 for 4.4 days…”
• “…drug use disorder treatment, $4,591 for 5.2 days and $3,422 for 3.7 days…”
• “…alcohol use disorder treatment, $5,908 for 6.2 days and $4,147 for 3.8 days.”

(US National Library of Medicine, National Institutes of Health)

Behavioral Health Intervention
Within Primary Care

Medicaid
Medical—
Chronic Obstructive Pulmonary Disease, Atrial Fibrillation, Pulmonary Hypertension, Coronary Artery Disease
Mental Health—
Delusional Disorder, Bipolar Disorder, Major Depression Disorder, Severe, Recurrent

Emergency Room/Urgent Care/Inpatient
Psychiatric Care
• 2016

11 ER

1 Inpatient

• 2017

7 ER

18 Urgent

4 Inpatient

• 2018

12 ER

12 Urgent

2 Psychiatric

• 2019

10 ER

1 Urgent

1 Inpatient

*Other: Behavioral Health, Office Visits with Primary Care
Provider, Nurse, Care Coordinator, HET Worker, Home
Health, Crisis, Cardiology, Pulmonary, Orthopedics,
PT/OT/SP, Smoking Cessation. Criminal Justice system—
prosecution, defense, incarceration/probation…

COSTS/SAVINGS
• ER

$ 83,00.00

• URGENT (125.00)

$

• HOSPITALIZATION

$ 118,032.00

• IINPATIENT PSYCHIATRIC

$

• ER = 2096.00 x 40
• Inpatient = 19,672.00 x 6
• Urgent = 125.00 x 31
• Psychiatric = 8,509 x 44 days

3,875.00
34,036.00

2017 ~ 22 ER
2018 ~ 8 ER
2019 ~ 18 ER

5 Inpatient
2 Inpatient
4 Inpatient

2017 – 2018
• Narcotics: Fentanyl, Oxycodone, Naloxone
• Narcotic/Acetaminophen: Hydrocodone
• Benzodiazepines: Clonazepam
• Beta Blocker: Propranolol
• Antihistamines: Diphenhydramine, Ranitidine
• Sedative/Antihypertensive: Clonidine
• Antiemetic and Antihistamine: Promethazine
• Anesthetic: Lidocaine
• Steroids: Dexamethasone
• Antidepressants: Nortriptyline

5 week stay

2019
• Narcotics: Oxycodone, Naloxone,
• Benzodiazepines: Clonazepam
• Antihistamines: Diphenhydramine
• Sedative/Antihypertensive: Clonidine
• Antiemetic and Antihistamine: Promethazine
• Anesthetic: Lidocaine
• Antidepressants: Nortriptyline

“In 2017, there were 578 overdose deaths involving opioids in Colorado—a rate of 10.0 deaths
per 100,000 persons compared to the average national rate of 14.6 deaths per 100,000 persons.”

“…prescription opioid-involved deaths doubled from 176 to 300 cases.”

National Institute on Drug Abuse, March 2019

MVA

May 2019 ~
Increased depression

Tearful
Anxiety/Worry

2018 - 2019 MVA Patient ~

Hypervigilance with driving

• Duloxetine

December 2019 ~

• Prazosin

Decreased Depression

• Propranolol

Anxiety Mitigated
Hypervigilance mitigated

2020 ~ Zero Medications
Reported using calming skills.

Reported using calming skills at
home/work

“Although the world is full of suffering, it is full also of the overcoming of it.”
~ Helen Keller

eCQM Solution

Reporting electronic clinical quality measures via
QHN
Emma Flores, RN, BSN
Quality Measure Program Manager
March 6, 2020

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Objectives
• Review the Purpose of eCQM reporting
• Demonstrate the overall process
• Review of Value provided to practices
and programs
• Reporting for RAE and Medicaid APM
Programs

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Reality of eCQM Reporting
• Time and Effort
• Changing Measure Specifications
• Changing EMR capabilities
• Various Program Requirements
• Lack of Validation

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Vision for eCQM Reporting
• Consistent Validated Output
• Extract once and Report to Many
• Reduce Provider Burden/Stress

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

History
• Colorado State Innovation Model (SIM) ecqm program
• Decrease burden to practices for ecqm reporting
• Started end of 2018- finished July 2019
• Health Data Colorado was created (QHN, CCMCN, CORHIO)
QHN Worked with the following practices:
•
•
•
•
•

St. Mary’s Family Residency
Cedar Point Health (5 SIM locations)
Gunnison Valley Family Practice
Dinosaur Pediatrics
Mountain Medical LLC

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

eCQM Solution

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Data Validation- done by QHN
• Receive data via CCD (Continuity of Care Document)
• Check for:
•
•
•
•

Data Completeness
Data Inclusiveness
Data coded correctly
Proper Identifiers (Patient, Facility, Encounters)

• Work with EMR/Vendor/Practice

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Measure Validation- QHN & RMHP
• Run measures via Diameter- NCQA ecqm certified solution
• Validate measures
• Review sample of patients in each measure
• Denominator• Eligible encounter
• Correct age
• Correct diagnosis

• Numerator• Correct qualifying event (BP within normal range, good BMI, smoking status, etc)

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Practice Sign Off
• Validated measures presented to practice for Sign Off
• Practice can confirm some or all measures to be reported
• Practice indicates agency per measure for submission

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Questions?

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Patient Centered Data
• Patient’s receive care in multiple locations
• EMR’s have the data entered into them in their
practice or their organization

• HIE (QHN) has patient centered data from multiple
sources
•
•
•
•
•

Primary Care Practices
Specialty Practices
Hospitals
Outpatient Centers
Labs

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Patient Centered Data
• EMR Data + QHN Data = Patient Centered Data
• Often shows an improvement in measure performance
• cms122- Hemoglobin A1C Poor Control
• In 2019 Practices rate improved anywhere from 1.7%- 30% with addition of HIE data

• Other Measures we are now testing for improvement:
•
•
•
•
•

cms124- Cervical Cancer Screening
cms125- Breast Cancer Screening
cms130- Colorectal Cancer Screening
cms117- Childhood Immunizations
cms153- Chlamydia Screening

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Validation Lessons Learned
•
•
•
•

Duplicate Patients counted in EMR report
Patients of wrong age for measure in EMR report
Patients without a qualifying encounter in EMR report
Patients without qualifying diagnosis in EMR report

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

EHR Hostages
• Measure Availability
• Report Availability
• Upgrade requirements
• Costs
• Limited reporting timeframes

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

eCQM Reporting Problems
• Certification does not mean standardization
• EHR’s interpret the measures differently for reporting

• Complete Patient Centered Data is not available in EHR
• Missing data to give true measure of Patients care

• Validation takes time
• Clinicians want/need to see Patients- not validate data

• Payment adjustment requires trust from Payers/Providers
• Some EMR’s can only report measures Year to Date
• Not all measures are available in every EMR
©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.
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QHN eCQM Reporting Solution
• Standardized measure methodology certified by NCQA
• Patient Centered Data is included
• Validation work can be done on behalf of Practice
• Trust can be established for Payers/Providers
• Measures to be reported not limited to individual EMR

• QHN- Qualified Registry for CMS Quality Payment Program
©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Reporting for RMHP

©2020 Quality Health Network Ⓡ (QHN) –
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Questions?

©2020 Quality Health Network Ⓡ (QHN) –
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Reporting for Medicaid APM

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Medicaid APM Reporting
• Reporting to Medicaid APM via Health Data Colorado
• Electronic submission (via QHN solution)
OR
• Manual submission (practice provides num/denom to HDCo)

• Partnering with RAE
• Coordinate practice meetings to decrease burden

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Next Steps
• QHN and RMHP 2020 Goals
• Onboard practices for eCQM reporting
• Prioritize with RMHP to include;
• eCQM needs
• Reporting program requirements
• Ease of obtaining CCD’s

• QHN and RMHP will have a coordinated outreach to practices

©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Contact Information:
Emma Flores at QHN
970-248-0033
eflores@qualityhealthnetwork.org
©2020 Quality Health Network Ⓡ (QHN) –
All rights reserved, QHN proprietary and confidential not for further redistribution.

Measure Name
Measure ID
Screening for Clinical Depression and Follow-Up Plan
cms2
Body Mass Index (BMI) Screening and Follow-Up Plan
cms69
Primary Caries Prevention Intervention as Offered by PCP's and Dentists
cms74
Maternal Depression Screening
cms82
Childhood Immunization Status
cms117
Diabetes: Hemoglobin A1C Poor Control
cms122
Diabetes: Foot Exam
cms123
Cervical Cancer Screening
cms124
Breast Cancer Screening
cms125
Pneumonia Vaccination Status for Older Adults
cms127
Anti-Depressant Medication Management
cms128
Colorectal Cancer Screening
cms130
Diabetes: Eye Exam
cms131
Diabetes:Medical Attention for Nephropathy
cms134
ADHD Follow Up Care for Children Prescribed ADHD Medications-30 days
cms136a
ADHD Follow Up Care for Children Prescribed ADHD Medication-9 months
cms136b
Initiation and Engagement of Alcohol and Other Drug Dependence Treatment- 14 days
cms137a
Initiation and Engagement of Alcohol and Other Drug Dependence Treatment- 30 days
cms137b
Tobacco Use: Screening and Cessation Intervention- screened in 24 months
cms138a
Tobacco Use: Screening and Cessation Intervention- tobacco user with intervention
cms138b
Tobacco Use: Screening and Cessation Intervention- screened and intervention for users
cms138c
Falls: Screening for Future Fall Risk
cms139
Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction
cms144
Appropriate Testing for Children with Pharyngitis
cms 146
Chlamydia Screening for Women
cms153
Apprropriate Treatment for Children with Upper Respiratory Infection (URI)
cms154
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- BMI
cms155a
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- Nutritioncms155b
Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents- Physical cms155c
Activity
Use of High-Risk Medications in the Elderly- 1 medication
cms156a
Use of High-Risk Medications in the Elderly- 2 medications
cms156b
Depression Remission at Twelve Months
cms159
Depression Utilization of the PHQ-9 Tool
cms160
Controlling High Blood Pressure
cms165
Use of Imaging Studies for Low Back Pain
cms166

QHN Reporting Status
able to report for some- depends on EMR if data is in CCD
able to report for most
get denom only, so far no numerator hits
get denom only, so far no numerator hits
able to report for all
able to report for all
able to report for some- depends on EMR if data is in CCD
able to report for most
able to report for most
able to report for most
able to report for some- depends on EMR if data is in CCD
able to report for most
able to report for some- depends on EMR if data is in CCD
able to report for all
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
get denom only, so far no numerator hits
get denom only, so far no numerator hits
able to report for most
able to report for most
able to report for most
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
able to report for most
able to report for most
able to report for all
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
able to report for some- depends on EMR if data is in CCD
get denom only, so far no numerator hits
get denom only, so far no numerator hits
able to report for all
able to report for some- depends on EMR if data is in CCD

eCQM Measure Validation Process Flow
eCQM Data Driven Improvement (RMHP & practices)

PRACTICE

QHN
Data
Validation

1

EMR

Practice
Sign-off

Measure
Validation

Pass

2

Pass

Fail

Fail

REPORTING
AGENCIES
Pass

3

Pass

Fail

Gate 1 and 2 the cycle continues
until the measure passes through
the gate

Stop

Pass

Important Note: Each measure for a practice goes through this process independently each submission

1

2

3

RMHP

Medicaid

CMS
Signoff is obtained for each
reporting agency before
submission

Data Validation: QHN

Measure Validation: QHN and RMHP

Practice Sign-Off

- Data Completeness
- Data inclusiveness in CCD
- Data coded correctly in CCD
- Patient/Provider/Facility identifiers
* Work with EMR Vendor and/or Practice as
needed to fix

- Numerator/Denominator Validation per measure
technical specs (QHN)
- Clinical Mapping/Normalization (QHN)
- Practice Measure Report Comparison (QHN and
RMHP)

- Practice confirms that measures are accurate
and can be reported to agencies
- Practice can confirm some or all measures to
be reported
- Practice indicates agency per measure for
submission

QHN and RMHP Process Workflow
Practices
EMRs
EMRs
EMRs

Patient
Centered
eCQM’s

CCD
CCD

CCD

QHN

Practice
Sign-Off
RMHP

Enhanced
HEDIS
data

Value for Practice

Value for QHN

Value for RMHP:

- Measure validation done by QHN in
coordination with RMHP
- Patient Centered eCQM calculation
- Potential increased eCQM availability
- Less dependence on EMR vendor for
eCQM
- Decreased HEDIS chart reviews
- Apples to Apples ecqm comparison
with other practices

- Increased clinical data in QHN for
longitudinal patient health record
- Increased ability to report for other
payers (Medicaid, CMS)
- Coordination with RMHP for measure
technical assistance to practices

- Measure validation done by QHN following
standard framework
- Patient centered eCQM calculation
- Potential increased eCQM availability
- Less dependence on EMR vendors for eCQM
- Apples to apples eCQM comparison amongst
practices to use for payment
- Decreased HEDIS chart reviews

