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HCC Risk Value

Structure, Organization and Concepts of the
Hierarchical Condition Categories (HCC)
=15,000 ICD-9 codes were organized into 189 HCCs.

= 5,243 ICD-9 Codes, contained in 70 HCCs, were
included in the HCC/RxHCC list.

= A coefficient (a number) was assighed to each
selected code, which translated into an enhanced
payment for the diagnosis.

= Most of those excluded were for various reasons most
commonly because of potential for abuse or because
they did not add to the cost of care of the patient.



HCC Risk Value

= Established in 2004 to reward Medicare + Advantage
programs who do not “cherry-pick” only well Medicare
beneficiaries.

The HCC/RxHCC Codes have value in Medicare
Advantage, Medical Home and ACO.

= |t is anticipated that practices which are Medical
Homes will be paid based on the level of MH
recognition and on the total value of the HCC/RxHcc
coefficient aggregate.

*The highest per member per month reimbursement
will be fore NCQA Tier lll and a coefficient aggregate of
2.0 and higher.



General Concepts

*In 2007, Medicare Advantage programs were funded
by CMS using both demographics (AAPCC) and the
Hierarchical Conditional Codes known as HCC.

= 2007 was the year that RX HCC codes were added to
complement the reimbursement for managing
patients with other ilinesses which while they did not
rise to the level of complexity and cost-for-care, as the
HCC diagnoses, they did qualify for a lower additional
payment due to increased medication costs.



General Concepts

*The RXHCC designations cover many diagnoses not
covered in the HCC. They represent an enhanced
payment due to the medication cost of treating the
condition.

= Almost all HCC diagnoses are also RXHCC codes, but
NOT all RxHCCs are also HCCs.

= While HCCs have a greater value, there are so many
more RXHCCs than HCCs, the total revenue from
RxHCCs will typically exceed the total revenue from
HCCs.



HCC Risk Value

CMS identified ten principles which guided
the creation of Hierarchical Conditions
Categories. The following of those
principles should impact provider

documentation of these codes...



HCC - Principle 1

* Diagnostic categories should be clinically meaningful.

= Conditions must be sufficiently clinically specific to
minimize opportunities for gaming or discretionary
coding.

= Clinical meaningfulness improves the face validity of
the classification system to clinicians, its
interpretability, and its utility for disease management
and quality monitoring.



HCC - Principle 5

= The diagnostic classification should encourage specific
coding.

=Vague diagnhostic codes should be grouped with less
severe and lower-paying diagnostic categories to
provide incentives for more specific diagnostic coding,
i.e., “CAD” grouped with CHF, Acute MI, Chronic Stable
Angina, etc.



HCC - Principle 6

= The diagnostic classification should not reward coding
proliferation. The classification should not measure
greater disease burden simply because more ICD 9-CM
codes are present.

* Hence, neither the number of times that a particular
code appears, nor the presence of additional, closely
related codes that indicate the same condition should
iIncrease predicted costs.



HCC - Principle 7

" Providers should not be penalized for recording
additional diagnoses (monotonicity).

= This principle has two consequences for modeling:

1. No condition category should carry a negative
payment weight, and

2. A condition that is higher-ranked in a disease
hierarchy (causing lower-rank diagnoses to be
ignored) should have at least as large a payment
weight as lower-ranked conditions in the same

hierarchy.



HCC - Principle 10

= Discretionary diagnostic categories should be
excluded from payment models.

= Diagnoses that are particularly subject to intentional
or unintentional discretionary coding variation or
iInappropriate coding by health plans/providers, or
that are not clinically or empirically credible as cost
predictors, should not increase cost predictions.

= Excluding these diagnoses reduces the sensitivity of
the model to coding variation, coding proliferation,
gaming, and up coding.



HCC Risk Value

* The coefficients from different categories accumulate
to add additional payments for the patient's care.

* For example, a male with heart disease, stroke, and
cancer has (at least) three separate HCCs coded, and
his predicted cost will reflect increments for all three
problems.

= However, the HCC model is more than simply additive
because some disease combinations interact. For
example, the presence of both Diabetes and CHF could
increase predicted cost by more than the sum of the
separate coefficients for people who have diabetes or
CHF alone.



HCC Risk Value

=Also, the patient’s age and gender will play a
part in the HCC/RxHCC coefficient aggregate.
For instance, unrelated to any diagnosis, a 74
year old female will have an HCC coefficient of
.46 added to the total coefficient aggregate
score based simple on age.



HCC vs. RxHCC

= Here are some examples of diagnoses which are not HCC but are
RxHCC codes:

= Hypertension is not an HCC (i.e., 401.1 or 401.9, etc.) but
hypertension is an RxHCC.

= Osteoporosis, another common illness, is not a medical HCC
but is an RxHCC.

= CAD in itself is not a medical HCC, but it is an
RxHCC. Because CAD is a general term, it is imperative that if
the patient has angina or an old MI, the chronic problem list

should include angina or old Ml as they are HCC diagnoses.
(Note : in 2014 “old MI” is being dropped as an HCC.)



HCC Risk Value

= HCCs are assigned using hospital and healthcare
provider diagnoses from any of five sources:

1. Principal hospital inpatient
Secondary hospital inpatient
Hospital out-patient

Physician , CFNP, PA

o &~ 0N

Clinically trained non-physician (e.g., psychologist,
podiatrist)



New Auditing Policy

New Auditing Policy Announced 2008

= CMS issued a new audit policy regarding HCCs. They
have also announced a substantial change in what
they will do when they find a problem with coding. In
the past, any coding problems were fixed for just the
specific codes that were in error in the audit - i.e. the
exposure was minimal. Going forward the percent of
error will be applied to the total HCC/RxHCC report.



New Auditing Policy

= The new procedure will assume they have audited an
appropriate sample of codes and correct the entire
payment amount by the sample error rate - i.e.
extraordinary exposure. So a 5% error rate in the
sample will result in a 5% reduction in premium - big.

= No one has seen detailed audit regulations yet. They
may be having difficultly putting such a policy into
place - but they strongly believe there is significant
over coding going on across the industry - hence the
reason for the new policy.



Requirements

=The requirements for successfully benefiting from the
HCC Risk program are:

1. You must have a robust ICD-9 code list which is
intuitively accessible by healthcare providers in
the context of a patient encounter.

2. You must have a means of identifying which
codes are HCC, RxHCC, or both.



Robust ICD-9 Codes

Search IMO
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fx CHF (congestive heart failore) (42807 368

Rx CHF (congestive heart failure), NYHA class I (4280) 368

fx CHF (congestive heart faihmre), NYHA class IT (4280) 368

Rx CHF (congestive heart failure), NYHA class III (4280} 368

fx CHF (congestive heart failure). NYHA class IV (4280) 368

Rx CHF (NYHA class I, ACC/AHA stage B) (4280) 368

Rx CHF (NYHA class II, ACC/AHA stage C) (4280) 368

Rx CHF (NYHA class III, ACC/AHA stage C) (4280) 368

Rx CHF (NYHA class IV, ACC/AHA stage D) (4280) 368

Rx CHF due to vabular disease (4280) (specify) 368

fx CHF exacerbation (4280) 368

R CHF NYHA class [ (4280) 368

fx CHF NYHA class I (no symptoms from ordinary activities) (42807 368

R CHF NYHA class IT (4280) 368

fx CHF NYHA class IT (symptoms with moderately strenuous activities) (4280) 368
Rx CHF NYHA class III (4280) 368

fx CHF NYHA class I1I (symptoms with mildly strenuous activities) (4280) 368

Rx CHF NYHA class [V (4280) 368

fx CHF NYHA class IV (svmptoms with any physical activity and at rest) (4280) 36E
Rx CHF with cardiomyopathy (4280) (specify) 368

fx CHF with left ventricular diastolic dysfimction, NYHA class 1 (42830) (specifi) 368



Robust ICD-9 Codes

 Depending upon how you count, there are over
15,000 ICD-9 codes available to be used. However,
the descriptions of those codes are either obscure or
incomprehensible in the electronic versions published
by CMS.

= Physicians typically utilize two hundred codes.

= |n that there are 5,243 ICD-9 codes that are
HCC/RXHCC, that leaves a great deal of value
untapped.



Requirements

= You must have a system which audits the validity of
assigning those ICD-9 codes to a particular patient to
avoid the potential for abuse in over-diaghosing
patients for financial benefit.

= You must have a means for aggregating this
information for reporting to the health plan and by the
health plan to CMS.

You must have a means of evaluating each of the HCC
and/or RXHCC diagnoses and documenting that
evaluation.



Robust ICD-9 Codes

HURSE HISTORIES HEALTH QUIZES HPI ROS PE. X-RAY ASSESS PLAN PROCS
Wisit Type Facility Payor
| Larry OTest B5vears | M [ | |
Chief Complaints Comment |
1] BP [ 120 EE |
2| Patient Goal This Visit Fulse Pressure | 40
9 Temp
| Pulse | 60.00
4| Resp
5] Weight (Ib)
E| BMI
Body Fat | 38.9
Chronic Conditions Archive Re-Or Evaluated BMR _
1| DM (diabetes melitus) type Il cont HRI-1.2 | Cardiac Rigk Ratio | 1.0%
2| Diastolic CHF, chronic Fall Risk Assessment 08/21/2013
3| Chronic renal disease, stage | HPI-3,4 | Functional Assessment 0212013
4| Hypertension Pain Azzessment 10312012
5| Metabolic syndrome HFI-5.,6 | Stress Aszessment 04/19/2013
6| Hypertensive retinopathy of both VWellness Assessment 0222013
7| Myocardial infarct, old HFITE | Nutrition Assessment ]
B| Coronary artery dizease Sleep Questionnaire 10312012
9| Elevated homocysteine HPI-2.10 | Depression Screen 041072013
1{]'| Elevated C-reactive protein Karnofsky/Lansky i
11 | Meniscus, lateral, derangement HPI-11.12| Palliative Perf Scale I
12| Elevated blood uric acid level Braden Scale 051472013
13| Obesity, morbid HPI-13,14 FAST Assessment It
14| Elevated sed rate =
- - - Clinic Performance Measures
15| BPH without urinary obstruction HPI-15.1E-|
X Alert
18| Gout
- a=m -




Robust ICD-9 Codes

HURSE HISTORIES HEALTH QUIZES HPI ROS PE  X-RAY ASSESS PLAN PROCS

Acute Assessments Status Chief Complaints
| Hypertension | Control, fair Use Chronic (|
| Diastolic CHF, chronic | Control, fair |I=e Chronic |
| | Use Chronic |
| | Use Chronic |
| | Use Chronic |
| | Use Chronic
| | Use Chronic
- Acute HCC Score
| | Use Chronic
\Additional &cute Azsessments Detailed Comments Acute RxHCC Score
Chronic Conditions Archive Re-Order  Status HCC R Total Acute Score
| DM (diabetes melitus ) type Il controlh | ¥ | v | HRI-1.2 |
| Diastolic CHF, chronic | ¥ o[
| Chrenic renal disease, stage | | v |[ v | Hri-2.4| BF Chronic HEC Score
| Hypertension | Y Chronic RxHCC Score
| Metabolic syndrome | HPI-56 |
| Hypertensive retinopathy of both eye | Total Chronic Score
| Myocardial infarct, old | ¥ | v || HRI-78 |
| Coronary artery dizease | b HEC Not This Year
| Elevated homocysteine | Y HPI-5,1-::I| : =
| Elevated C-reactive protein | ir e St e ek
| Meniscus, lateral, derangement | HFI -11.12| Total Not Assessed This Year 0.0430
| Elevated blood uric acid level |
| Obesity, morbid | ¥ | Hel- 13...|




Robust ICD-9 Codes

NURSE HISTORIES HEALTH QUIZES HPI ROS PE. X-RAY ASSESS PLAN PROCS

Acute Assessments Status Chief Complaints
| Hypertension | Control, fair U=e Chronic
| Diastolic CHF, chronic | Control, fair |lse Chronic
| | Use Chronic
| | Use Chronic
| | Use Chronic
| | Use Chronic
| | Use Chronic

) Acute HCC Score
| | Use Chronic
Additional Acute Assessments Detailed Comments Acute FxHCC Score
Chronic Conditions Archive He-Order  Status HCC Rx Total Acute Score
| DM {diabetes melitus) type Il controlh | v | v || HRI-12 |
| Diastolic CHF, chronic | Yy
| Chronic renal disease, stage Il | Y | ¥ || HPI-3.4 | Chronic HCC Score
| Hypertension | e Chronic RXHCC Score
| Metabolic syndrome | HP| - 5,6 —
| Hypertensive retinopathy of both eye | | Total Chronic Score
| Myocardial infarct, old | ¥ | ¥ | HPI-T.8 |
| Coronary artery dizease | ¥ HEC Not This Year
|EI3-;ated homocysteine | Y HPI-5.1-:I| :
| Elevated C-reactive protein | RARCE WOk ceepceod IRe ot
|r.1eniscus, lateral, derangement | HFI1 -11.12| Total Not Azzes=ed This Year 0.0430
| Elevated blood uric acid level |
|Dbes'rt5.r, morkid | h'd HF'I-13...|
| Eoile bl | Assessments into Problem List |
|EIF‘H without urinary obstruction | HFPI - 15 |




Robust ICD-9 Codes

HURSE HISTORIEZS HEALTH QUIZES HPI ROS PE X-RAY ASSESS PLAN PROCS

Acute Assessments Status Chief Complaints

| Hypertension | Control, fair U=ze Chronic |

| Diastolic CHF, chronic | Control, fair U=e Chronic |

| | Us=e Chronic |

| | Uge Chronic |

| | Use Chronic |

| | Use Chronic |

| | — Chrnn!c Acute HCC Score
| | Use Chrenic

Additional &cute Azsessments Detailed Comments Acute FxHCC Score
Chronic Conditions Archive Re-Order  Status HCC Rx Total Acute Score
| DM (diabetes melitus) type Il controll | Y | v | HRI-12 |

| Diastolic CHF, chronic | ¥

| Chronic renal dizsease, stage |l Y | ¥ | HPI-3.4 | Chronic HCC Score

| Hypertension Y Chronic RxHCC Score

| Metabolic syndroms HF| - 5,6 |

| Hypertensive retinopathy of both eye Total Chronic Score

| Myocardial infarct, old ¥ || ¥ | HPI-T.8 |

|
|
|
|
|
| Coronary artery disease | Y HEC ot This Vear
| Elevated homocysteine | Y | HPI -5.1{.‘-| _ ;

| RxHCC Not Asssessed This Year

|

|

|

|

|

| Elevated C-reactive protein

| Menizcus, lateral, derangement HFI -11.12| Total Not Azses=zed This Year 0.0430

| Elevated blood uric acid level

| Obesity, morbid Y || HPI - 13...|
| FENSE e N Aszszessments into Problem List |
| BPH without urinary obstruction HPI - 15 |




SETMA’s Strategy

= At each visit, providers can view the patients
HCC/RxHCC status for both the acute visit and the
patient’s chronic conditions.

= Chronic conditions which are an HCC or RxHCC, that
have not been evaluated during the year, are
highlighted in red to alert a provider to assess them
before the end of the payment year.



Robust ICD-9 Codes

HURSE HISTORIES HEALTH QUIZES HPI ROS PE. X-RAY ASSESS PLAN PROCS

Acute Azsessments Status Chief Complaints

| Hypertension | Contraol, fair UU=e Chronic |

| Diastolic CHF, chronic | Control, fair =& Chronic |

| | Use Chronic |

| | Uge Chronic |

| | Use Chronic |

| | Use Chronic |

| | = Chrnn!c Acute HCC Score
| | Use Chronic

Additional Acute Assessments Detailed Comments Acute FxHCC Score
Chronic Conditions Archive Re-Order  Status HCC Rx Total Acute Score
| DM {diabetes melitus) type Il controlh | ¥ | v | HRI-12 |

| Diastolic CHF, chronic | Y

| Chronic renal dizease, stage |l ol Y | HPI-3.4 | Chronic HCC Score
| Hypertension Y Chronic RxHCC Score
| Metabolic syndrome HFP| - 5,6 pr—
| Hypertensive retinopathy of both eye | Total Chronic Score
| Myocardial infarct, old ¥ | ¥ | HPI-T.8 |

|Curunar'_,r artery dizease Y

HCC Mot Asssessed This Year

|
|
|
|
|
|
| Elevated homocysteine I Y ||HPI -5-1ﬂ'| e o
|
|
|
|
|

| Elevated C-reactive protein

| Menizcus, lateral, derangement HFl -11.12| Total Not Azsezzed This Year 0.0430

| Elevated blood uric acid level

| Obesity, morbid Y || HPI - 13...|
| FENGE R N Aszsessments into Problem List |
| BPH without urinary obstruction HFI - 15 |




Robust ICD-9 Codes

= The following are examples of coding so as to
maximize valid HCC/RxHCC codes rather than using
nhon-specific diagnhostic codes which are not
HCC/RxHCC.



Robust ICD-9 Codes

= Chronic Kidney disease (CKD) vs. Renal insufficiency:

= Review GFR levels on labs and re-run labs within 3 months if
GFR less <60. When GFR levels are consistently <60, use CKD
unspecified 585.9, or use specific level CKD Ill 585.3 (GFR 30-
59), CKD IV 585.4 (GFR 15-29), or CKD V 585.5 (GFR less than

15). Do not use Renal insufficiency 593.9 if level is
consistently <60.

= Cardiac arrhythmia vs. specified arrhythmia:

= Atrial Fib/PAF (427.31), Atrial Flutter (427.32), SSS/Sinoatrial
Node Dysf (427.81), PSVT (427.0), Parox. Tachycardia (427.2),
Parox Ventric Tachycardia (427.1) are specific and risk-
assessed. Cardiac arrhythmia 427.9 is not risk-assessed.



Robust ICD-9 Codes

= Abuse vs. Dependence:

= Alcohol dependence 303.90 is risk-assessed. Alcohol or
drug abuse is not.

*The word “chronic” makes some diaghoses risk-
assessed:

= Chronic Hepatitis 571.40 is risk-assessed vs. Hepatitis
573.3, which is not.

= Chronic Hepatitis B 070.32 is risk-assessed vs. Hepatitis B
070.30, which is not.



Robust ICD-9 Codes

= Major, recurrent depression is risk-assessed:

= 296.X Episodic mood disorder (Mild 296.1, Moderate 296.2, Severe
296.3) 296.80 Bipolar disorder, unspecified

= 296.90 Mood disorder, episodic, unspecified

= 296.2 Major depression, single episode

= 296.3 Major depression, recurrent episode

= Definition of mood disorder from Ingenix ICD-9-CM for Physicians 2009
Expert: “Mood disorder that produces depression, may exhibit as sadness,
low self-esteem, or guilt feelings; other manifestations may be withdrawal
from friends and family, interrupted sleep.”

= Unspecified depression is not risk-assessed:
= 311 Depression, not otherwise specified

= Must document the characteristics of the depression and it’s current status,
i.e. Major depression - stable on meds, Bipolar disorder - not controlled,
referred to Dr. Smith.



Robust ICD-9 Codes

= Code higher level DM and code manifestation:
= 250.00 DM w/0 Complication

= 250.40 DM w/Renal Manifestations + CKD 585.9, Nephropathy 583.81, or
Nephrosis 581.81

= 250.50 DM w/Ophthalmic Manifestations + Glaucoma 365.44, Macular Edema
362.07, Retinopathy 362.01-362.07, Cataract 366.41, or Retinal Edema 362.07

= 250.60 DM w/Neurological Manifestations + Polyneuropathy 357.2, Gastroparesis
536.3, Peripheral Autonomic Neuropathy 337.1, Neurogenic Arthropathy 713.5

= 250.70 DM w/Peripheral Circulatory Disorders + PVD 443.81

= 250.80 DM w/Other Specified Manifestations + DM w/Ulcerations 707.10, 707.9,
Bone Changes 731.8, or Hypoglycemia (no add’l code)

= 250.90 DM w/Unspecified Complication

= You may document the manifestation immediately without listing the higher
level of manifestation category.

= j.e. instead of writing “DM with Renal manifestations”, which does not specify the
manifestation, use “DM w/CKD” to be more concise.



Robust ICD-9 Codes

= |f a patient is currently being treated for a condition, do not use “History of”,
even if condition is stable. Instead document as “CHF - compensated, Angina -
stable, COPD - compensated, SSS - stable with pacemaker, A-fib on
Coumadin, Old Ml w/CAD”.

= “History of”, “S/P”, or “H/0” refers to conditions the patient had in the past,
which could be resolved, i.e. H/O DVT, H/0 Angina w/CABG, H/O Prostate CA
w/Prostatectomy. The exception to “History of” is Old MI, which is a risk-
assessed diagnosis (ICD-9 code 412).

= DO NOT use ICD-9 code 436 for “History of” CVA. Instead diagnose as: “Old
CVA” (ICD-9 code V12.54); OR “Old CVA with late effects’, i.e. aphasia, slurred
speech, gait problem, etc. (ICD-9 code 438.9); OR “Old CVA w/hemiplegia”
(ICD-9 code 438.20). Please note that ICD-9 code 436 is acute, but ill-defined,
cerebrovascular disease, which is okay if cerebrovascular disease is
documented but not CVA. Acute CVA is coded 434.91 and should only be used
in @ hospital setting.




2013 CMS HCC Weights

http://www.univhc.com/docs/Doctors
Hospitals/MRA/2013_CMS-HCCs_Weights.pdf

=This is a list of nhew codes for 2013 which have
extraordinary coefficient values, some as high as 2.7.


http://www.univhc.com/docs/Doctors-Hospitals/MRA/2013_CMS-HCCs_Weights.pdf

Guiding Principles

1. The risk adjustment diagnhosis must be based on
clinical medical record documentation from a face-
to-face encounter,

2. Coded according to the ICD-9-CM Guidelines for
Coding and Reporting;

3. Assigned based on dates of service within the data
collection period,

4. Submitted from an appropriate risk adjustment
provider type and an appropriate risk adjustment
physician data source.



Validation Guidelines

 The medical record documentation must support an
assigned HCC.

= Beneficiary HCCs and risk adjustment records are
selected based on risk adjustment diaghoses (ICD-9
codes),

" Provider type, Health Insurance Claim (HIC) humber
that is submitted to the Risk Adjustment Processing
System (RAPS).



Provider Signhatures on Progress Notes

1. All hand written Progress Notes must be sighed by
the provider rendering services.

2. Provider credentials must either be pre-printed on
the Progress Note as a stationary or the provider
must sigh all Progress Notes with his/her credentials
as part of the signature.



Provider Signhatures on Progress Notes

3. Dictated notes and consults must be sighed by the
provider. The provider’s credentials must either
follow the sighature or be pre-printed on the
stationary.

4. Stamped signatures are no longer acceptable as of
January 1, 2009, as stated by the Centers for
Medicare & Medicaid Services (“CMS?”).



Provider Signhatures on Progress Notes

4.

S.

EMR Progress Notes must have the following
wording as part of the sighature line: “Electronically
signed”, Authenticated by”, “Signed by”, “Validated
by”, Approved by”, or “Sealed by”.

The sighed EMR record must be closed to all
changes.

Any additional information or updates can be added
as a separate addendum to the DOS, i.e. lab result
returned which confirms diagnosis within 30 days of
the initial DOS.



Requirements for Progress Notes

1. CMS wants an evaluation of each diagnosis on the
Progress Note, not just the listing of chronic conditions,
i.e.. DM w/Neuropathy - meds adjusted, CHF -
compensated, COPD - test ordered, HTN - uncontrolled,
Hyperlipidemia - stable on meds.

2. CMS considers diagnhoses listed on the Progress Note
without an evaluation or assessment as a “problem list”,
which is unacceptable for encounter data submission.

3. Each Progress Note must be able to “stand alone”. Do
not refer to diagnoses from a prior Progress Note,
problem list, etc.



Areas of Concern - Active vs. History

= Coding errors predominately often fall into two
categories:

1. CVA submitted as a current condition instead
of as “History of”.

2.Cancer submitted as a current condition
instead of as “History of”.



Areas of Concern - Active vs. History

=CVA becomes “history of” when the member is
discharged from the hospital after the acute episode.

=At the point of PCP follow-up, post-CVA with no residual
effects is coded as V12.54. It is not coded as 434.91 or
4306.

=Residual effects of CVA should be coded using ICD-9-
CM codes from the 438 section of ICD-9-CM.



Areas of Concern - Active vs. History

=Cancer becomes “history of” when all current and
adjunct treatment has been completed.

sHistory of Cancer is coded using V-codes from the V10
section of ICD-9-CM.

=Use a V-code from the V67 section in ICD-9-CM for
ongoing surveillance following completed treatment.



SETMA'’s Strategy

Evaluating Each Problem Annually

SETMA has ways of documenting the evaluation of an
HCC/RxHCC which are discussed at length in the
tutorial which has been passed out to you. They are:

1.
2.
3.

Disease management tools;
Chronic Conditions evaluation pop-ups;

“Detailed Comment” pop-ups which launch from the
Assessment Template;

The main body of the patient encounter in GP Master.



What Documentation Is Necessary?

=Because all of the HCC and/or RxHCC are Chronic
Conditions, the following would be required:

*"They must be identified in the E&M coding event for
that encounter and they must appear on the Chronic
Problem list for that patient.

=l ab, x-rays and procedures should be appropriate to
that condition, when required.



What Documentation Is Necessary?

* Medications should be reviewed and appropriate
medications for the condition should be present in the
documentation for the encounter

= Physical examination should be specific for that
condition - for instance if you state the patient has CHF
and do not document the lungs and heart, it would not
be a valid evaluation. If you say the patient has cancer
of the prostate and you do not comment whether they
are currently in treatment or are in surveillance, that
would not be valid.

= Documented History (CC, ROS, PMH) should be
appropriate for that condition.



What Documentation Is Necessary?

What steps must be taken take to qualify a diagnosis as an
HCC? The diagnosis must be:

= Established as applying to this patient.

"Documented in the patient’s record in the Chronic
Problem list

= Evaluated at least once in the year prior to the
qualification as an HCC or RxHCC and reported in the
Acute Assessment of the record.

=" Reported to the HMO and via the HMO to CMS



Provider Responsibility

Providers simply need to pay attention to the needs and
condition of the patient and

= Add any HCC or RxHCC which you diaghose to both your
chronic problem list and to the acute assessment.

= Update your Chronic Problem list so that the HCC and
RxHCC are displayed on your diagnhoses.

= Evaluate each of the HCC and RxHCC at least once during
the year.

= Pay particular attention to specialty consultations or
reports and make sure the capture those diaghoses in
your problem list and that you evaluate them at least
once a year.



What Documentation Is Necessary?

The best way to evaluate whether you have identified
ALL of the HCC and/or RxHCC is to review:

=Scanned documents particularly under cardiology,
discharge summaries, radiology, specialty
correspondence, pulmonary, echo’s, x-rays, etc.

*The patient’s past history template.
= Laboratory results and medications.

* Previous encounters.



Numbers Don’t Lie

All Conditions Coded Appropriately Some Conditions {:ql}de:d _
And With Poor Specificity

76 year female 0.468 76 year female 0.468 76 year female 0468
M edicaid eligible 0.177 M edicaid eligible 0.177 M edicaid eligible 0177
DM w/vascular CC (HCC 15) 0.608 DM w/fo CC [HCC 19) 0.181 DM not coded
Vascular disease w/CC (HCC 104) 0.645 Vascular disease wfo CC (HCC 105) 0.324 Vascular disease not coded
CHF {(HCC 80) 0.395 CHF not coded CHF not coded
Disease Interaction™ 0.204 Mo Disease Interaction Mo Disease Interaction
Total RAF 2.497 Total RAF 1.150 Total RAF 0.645
PMPM Payment 51,873 PMPM Payment 5863 PMPM Payment 5484
Annual Payment 522,473 Annual Payment 510,350




Interesting Cases of HCC/RxHCC

= Altered Mental Status see AOC Altered Mental
Status

= Amputations - including toes

= Attention to all ostomies

= Anheurysms

= Halitosis Choking Sneezing Mouth Breathing
= Death Sudden Unattended

= Decubitus



Interesting Cases of HCC/RxHCC

= Vegetative state Persistent, see, AOC Vegetative State
Persistent

= Decubitus and Ulcers of the skin and extremities
= Difficulty walking due to deranged joints

* Drug Depend and addiction including alcohol

* Fluid and electrolyte balance

= Malnutrition

= Generalized Pain see Pain Generalized



HCC/RxHCC In The Same Category

* HCC/RxHCC codes which are in the same category, will
result in a payment for only one of those codes, but it
will be the highest value code, i.e., the diagnosis of CAD
and Ml are in the same category so you will be paid for
only one, which is the highest, MI.



HCC/RxHCC In The Same Category

* Related Codes from different categories will result in
payment for both, i.e., Diabetes and Diabetic
Neuropathy are related conditions but are in different
HCC categories and will thus both be paid.

 Example...If a patient has CHF Systolic and CHF
Diastolic, you need to document both for clinical
purposes but for HCC purposes you will only be paid for
one.



Important Facts

= Initially, HCCs codes were valuable only in Medicare
Advantage, but now are valuable in Patient-Centered
Medical Home and in Accountable Care Organizations.

*In PC-MH it is the Coefficient Aggregate which is
important while in MA and ACO it is the individual codes
which results in increased revenue.



PC-MH and HCC

=Some payments are being made in some states for
Patient-Centered Medical Home. CMS continues to

discuss such payments but have not yet launch the
program due to the ACA and cost reduction. When that
happens and it will, it will be based on two things:

1. The level of medical home you have
achieved

2. The coefficient aggregate for each
individual patient



PC-MH and HCC

= |f a provider has NCQA Tier lll and if the patient has a
coefficient aggregate of 2.0 or above, then the monthly
payment for that patient will be the maximum.

= Discussions are between $20-100 per member per
month.



Coefficient Aggregates

Each HCC/RxHCC code has a coefficient associated
with it.

= When the total value of the coefficients for each
HCC/RxHCC code is added up, you produce the
“coefficient aggregate.”

= For older patients a coefficient value is added for age.



Coefficient Aggregates and E&M Codes

=SETMA has been experimenting with the auditing of
Evaluation and Management Code distribution in
practice.

= The most subjective aspect of E&M coding is the
complexity of medical decision making.

= |t follows that the higher the HCC Coefficient aggregate
for the acute visit, the more complex the medical
decision making is.



Coefficient Aggregates and E&M Codes

= By implication, we think there is a correlation between
the acute diagnoses’ HCC/RxHCC coefficient aggregate
and the E&M code. The higher the HCC/RxHCC
coefficient aggregate for the acute visit, the higher it is
reasonable to expect the E&M coding to be, IF the
documentation is present in the record related for two
or more chronic conditions.



Coefficient Aggregates and E&M Codes

Because SETMA’s EMR displays whether a diagnosis is
an HCC, an RxHCC or both, and because our system
aggregates the coefficients for all of the diaghoses
which are documented in a patient’s care, it is possible
for a provider to know on each patient he/she treats:

= The coefficient aggregate for the acute diagnoses
documented for each visit.

= The coefficient aggregate for the chronic diagnoses
documented for each patient.

= The coefficient aggregate which has not been
evaluated on a patient for the current year.



Coefficient Aggregates and E&M Codes

The following tables contrast:

* Medicare Fee-for-Service HCC/RxHCC coefficient
aggregates with Medicare Advantage HCC/RxHCC
aggregates

* Medicare Fee-for-Service contrasted with Medicare
Fee-for-Service E&M Code distribution by provider
name

= All Payers HCC/RxHCC aggregates contrasted with
E&M Codes



Coefficient Aggregates and E&M Codes

Acute & Chronic HCC/RxHCC Coefficients Versus E&M Code Distribution
All Payers, January 1, 2013 - July 31, 2013

Acute Chronic E&M Code Distribution
Provider Average Deviation Average Deviation 99212 99213 99214 99215
Ahmed, J 0.799 0.447 1.792 1.124 1.9 26.1 71.9 0.1
Anthony, 1.037 0.862 1.560 1.332 1.2 61.1 3T 0.0
Anwar, 5 0.879 0.645 1.812 1.299 1.5 367 61.2 0.5
Aziz, M 0.505 0.573 1.503 1.151 0.0 36.7 63.3 0.0
Cash, C 1.365 0562 2.141 1.141 0.2 1.1 58.6 0.1
Castro, M 0.921 0.710 1.173 1.031 1.5 277 J0.8 0.0
Darden, K 0.359 0485 0.911 0.888 0.0 576 424 0.0
Deiparine, C 0.501 0.545 1.217 1.125 0.0 4.0 96.0 0.0
Deiparine, J 0.253 0.240 1.450 1.189 0.0 0.3 99.5 0.3
Duncan, N 0.339 0468 1.104 1.053 0.5 464 531 0.0
Foster, T 0.629 0427 1.703 1.3214 0.0 10.8 89.2 0.0
George, W 0.789 0495 1.387 0.984 0.0 230 771.0 0.0
Halbert, D 0.318 0477 1.263 1.049 0.5 48.7 50.8 0.1
Henderson, D 0.591 0.658 1.607 1.188 0.3 37.3 624 0.0
Holly, ) 1.099 0.950 1.654 1.360 0.0 2.9 96.6 0.5
Harn, A 0.556 0.546 1.016 0.880 0.4 29.7 69.9 0.0
Kumar, V 0.306 0.344 1.063 0.838 0.4 204 79.1 0.2
Kusnoor, V 0.319 0.392 0.781 1.195 0.0 8.7 91.3 0.0
Le P 0.487 0458 1.050 0.956 0.3 474 52.3 0.1
Leifeste, A 0.721 0.678 1.668 1.273 6.3 159 73.8 0.0
Murphy, V 0.268 0.739 1.245 1.086 0.3 289 J0.8 0.0
Palang, R 0.338 0.327 1.038 0.887 0.9 55.2 43.9 0.0
Qureshi, A 0.664 0.593 1.305 1.200 2.4 421 55.5 0.0
Read, T 0.365 0511 1.293 1.145 0.0 a9.7 50.3 0.0
Shepherd, 1 0.995 0.870 1.392 1.145 1.3 259 72.7 0.0
Thomas, M 1.079 1.173 1.658 1.379 0.5 40.9 58.5 0.0
Vardiman, J 0.181 0.260 1.008 0.966 5.7 60.9 33.3 0.0
Wheeler, M 0.612 0.699 1.176 1.148 0.1 309 68.9 0.0




Coefficient Aggregates and E&M Codes

Acute & Chronic HCC/RxHCC Coefficients Versus E&M Code Distribution
Medicare Advantage, January 1, 2013 - July 31, 2013

Acute Chronic E&M Code Distribution
Provider Average Deviation Average Deviation 99212 99213 99214 99215
Ahmed, ] 0.780 0.467 2033 1.229 3.0 23.5 73.0 0.0
Anthony, J 1.419 0.811 1.993 1.162 0.0 53.8 46.2 0.0
Anwar, 5 1.000 0.656 1.787 1.157 04 23.1 75.6 0.9
Aziz, M 0.611 0.642 1677 1.188 0.0 308 69.2 0.0
Cash, C 1.497 0.5373 2484 1.135 0.0 377 62.3 0.0
Castro, M 0.913 0.638 1.090 0.821 14 234 73.2 0.0
Darden, K 0.501 0.567 1403 0.965 0.0 54.0 46.0 0.0
Deiparine, C 0.639 0.6503 1.705 1.263 0.0 2.8 97.2 0.0
Deiparine, J 0.266 0.323 1.741 1.075 0.0 0.3 99.5 0.2
Duncan, N 0.565 0.661 1.752 1.224 04 41.8 57.7 0.2
Foster, T 0.797 0.462 14973 1.074 0.0 4.8 95.2 0.0
George, W 0.768 0.577 1.650 1.132 0.0 35.6 64.4 0.0
Halbert, D 0.330 0.634 1574 1.185 0.3 46.4 534 0.0
Henderson, D 0.769 0.708 2.130 1177 0.0 30.2 69.6 0.1
Holly, 1 1.123 0.839 1.838 1.277 0.0 3.0 96.4 0.6
Horn, A 0.730 0.674 1434 1.165 0.0 17.0 23.0 0.0
Kumar, V 0.456 0.268 1.653 1.095 0.0 25.4 74.0 0.6
Kusnoor, V 0.6138 0.416 2.160 1.247 0.0 21 97.9 0.0
Le, P 0.570 0.531 1.793 1.209 0.0 53.2 46.8 0.0
Leifeste, A 0.681 0.663 1.798 1133 79 18.2 739 0.0
Murphy, W 1.140 0.811 1.723 1.213 0.1 25.0 749 0.0
Palang, R 0.466 0.574 1543 1.355 0.0 56.0 44.0 0.0
Qureshi, & 0.788 0.379 1448 1.103 0.6 29.5 70.0 0.0
Read, T 0.453 0.570 1.643 1.158 0.0 44,1 55.9 0.0
Shepherd, J 1.052 0.732 1491 1.021 09 23.7 73.3 0.1
Thomas, M 0.917 0.767 1553 1.062 04 36.0 63.5 0.0
Vardiman, J 0.329 0.356 1.030 0.871 4.2 56.3 39.6 0.0
Wheeler, M 0.956 0.797 1.692 1.032 0.0 13.4 86.4 0.2




Coefficient Aggregates and E&M Codes

Acute & Chronic HCC/RxHCC Coefficients Versus E&M Code Distribution
Medicare FFS January 1, 2013 - July 31, 2013

Acute Chronic E&M Code Distribution
Provider Average Deviation Average Deviation 99212 99213 99214 99215
Ahmed, J 0.867 0422 1.930 1.066 1.3 248 73.5 0.3
Anthony, 1.176 0.844 1.924 1.421 0.0 57.3 42,7 0.0
Anwar, 5 0.884 0.606 1.963 1.312 1.6 41.9 36.0 0.5
Aziz, M 0.492 0534 1.603 1.113 0.0 36.9 63.1 0.0
Cash, C 1.401 0535 2.200 1.113 0.0 39.7 60.3 0.0
Castro, M 0.981 0.724 1.254 1.093 0.6 30.0 69.4 0.0
Darden, K 0.485 0527 1.185 0.939 0.0 45.5 34.5 0.0
Deiparine, C 0.540 0514 1.387 1.126 0.0 1.5 98.5 0.0
Deiparine, J 0.265 0.363 1.540 1.198 0.0 0.0 99.7 0.3
Duncan, N 0.369 0457 1.300 0.976 0.3 46.2 53.5 0.0
Foster, T 0.865 0.341 1.913 1.249 0.0 0.0 100.0 0.0
George, W 0.793 0487 1.368 0.972 0.0 18.8 81.3 0.0
Halbert, D 0.287 0422 1.330 1.004 0.3 46.6 52.9 0.2
Henderson, D 0.679 0.699 1.654 1.083 0.3 304 69.3 0.0
Holly, ) 1.185 1.040 1.624 1.369 0.0 0.0 100.0 0.0
Horn, A 0.635 0561 1.179 0.830 0.0 155 84.5 0.0
Kumar, V 0.367 0446 1.102 0.784 0.5 21.6 77.9 0.0
Kusnoor, V 0.612 0.370 1.445 1.348 0.0 5.8 94.2 0.0
Le, P 0.530 0517 1.149 0.896 0.6 35.8 63.7 0.0
Leifeste, A 0.819 0.709 1.844 1.275 3.5 13.0 77.5 0.0
Murphy, V 0.914 0.699 1.269 0.955 0.0 25.2 74.8 0.0
Palang, R 0.343 0.304 1.034 0.837 0.0 43.0 310 0.0
Qureshi, A 0.794 0.618 1.724 1.280 0.0 31.7 68.3 0.0
Read, T 0.433 0548 1.606 1.162 0.0 43.1 56.9 0.0
Shepherd, 1 1082 05971 1.524 1.238 0.7 25.1 74.2 0.0
Thomas, M 1.314 1505 1.971 1.688 1.0 40.8 58.2 0.0
Vardiman, J 0.156 0.232 1.122 1.004 5.6 69.4 25.0 0.0
Wheeler, M 0.746 0.710 1.523 1.225 0.0 17.2 82.8 0.0




Coefficient Aggregates and E&M Codes

=There has been no official endorsement of this
analysis, but it seems to us to be valid. It has
exposed several coding errors in SETMA'’s work which
has enable us to correct those errors.

= We look forward to other practices experimenting
with this contrast to see if they validate our findings.

= Whether ultimately validated or not, it illustrates how
data analysis and associates should attract our
attention.



*The Healthcare Effectiveness Data and Information
Set (HEDIS) is a tool used by more than 90 percent
of America's health plans to measure performance
oh important dimensions of care and service.

= Altogether, HEDIS consists of 75 measures across 8
domains of care. Because so many plans collect
HEDIS data, and because the measures are so
specificallil]defined, HEDIS makes it possible to
compare the performance of health plans on an
"apples-to-apples” basis.



1. Produced by the National Committee for Quality
Assurance (NCQA).

2. Used by more than 90 percent of America's health
plans to measure performance on important
dimensions of care and service.



3. Altogether, HEDIS consists of 75 measures across 8
domains of care.

4. Because so many plans collect HEDIS data, and
because the measures are so specifically defined,
HEDIS makes it possible to compare the
performance of health plans on an "apples-to-
apples" basis.



The Medicare Advantage STARS and the Accountable
Care Organization Quality Measures are HEDIS.

http://www.jameslhollymd.com/epm-tools/Tutorial-
STARs

http://www.jameslhollymd.com/epm-tools/Tutorial-
Medical-Home-Coordination-Review

= SETMA Deployment of HEDIS can be reviewed at
www.jameslhollymd.com.



http://www.setma.com/epm-
http://www.setma.com/epm-tools/Tutorial-Medical-Home-Coordination-Review
http://www.setma.com/

Why Not Cheat?

1. If you are going to measure the quality of care given
by healthcare providers,

2. If you are going to give a test to healthcare
providers, and

3. If you are going to give them the test questions
before hand, and

4. If the test is open-book, and

5. If there is no time limit for taking the test.



Why Not Cheat?

= Look up the answers before the test so you can know
your performance before you get the test results.

* Don’t wait until a STARS (MA), an insurer, an ACO, or
an agency audits your HEDIS performance.

= Do it yourself and do it at the point of care and share
the results with your patients.



Why Not Cheat?

* The ultimate “game changer” in healthcare is when
the provider knows how he/she is doing in the care of
an individual patient, or a panel of Or population of
patients and then when the provider shares this
information with patients and with the public at large.

The game is changed because the motivation to
Improve is maximized.



Why Not Cheat?

= Of course, ethically there is no “cheating” in this context.

= Unlike traditional medical education, this test is not
measuring what you know; it is measuring what you
have access to; to what you pay attention.

= It is measuring how efficiently and excellently you are
applying what you know.



=The HEDIS test is not measuring what you remember;
it is measuring that of which you are reminded.

= If you have Clinical Decision Support (CDS) which
reminds you of what needs to be done, and if you
have CDS which allows you to measure your own
performance at the point of care, you can consistently
improve your performance.



Public Reporting of Performance

= The public reporting by provider name of
performance on hundreds of quality measures
including HEDIS, places pressure on all providers to
iImprove, and it allows patients to know what is
expected of providers.



Public Reporting of Performance

SETMA public reports quality metrics two ways:

1. In the patient’s plan of care and treatment plan
which is given to the patient at the point of care.
This reporting is specific to the individual patient.

2. On SETMA'’s website. Here the reporting is by
panels or populations of patients without patient
identification but with the provider name given.



Public Reporting of Performance

="One of the most insidious problems in healthcare
delivery is reported in the medical literature as
“treatment inertia.” This is caused by the natural
inclination of human beings to resist change.

=Often, when care is not to goal, no change in treatment
is made. As a result, one of the auditing elements in
SETMA’s COGNOS Project is the assessment of
whether a treatment change was made when a patient

was not treated to goal.



Public Reporting of Performance

=Overcoming “treatment inertia” requires the creating
of an increased level of discomfort in the healthcare
provider and in the patient so that both are more
inclined to change their performance.

sSETMA believes that one of the ways to do this is the
pubic reporting of provider performance. That is why
we are publishing provider performance by provider
name atwww.jameslhollymd.com under Public
Reporting.



http://www.setma.com/

Public Reporting of Performance

HEDIS - Effectiveness of Chronic Care - Diabetes (Blood Pressure Control)

E & M Codes:
Encounter Date(s):

Clinic Only

Jan 1, 2013 through Jun 30, 2013

% 4&'53'6\6‘@
Blood Pressure on Last Visit
Location Provider <120/70 <130/80 <140 /90 > 140/90
SETMA 1 Aziz 18.3% 495% 78.0% 220%
Duncan 27.6% 64.4% 91.1% 8.0%
Henderson 23.6% 58.4% 90.7% 9.3%
Holly 19.5% 73.6% 95.4% 46%
Le 21.5% 55.9% 79.0%
Murphy 22.0% 49.8% 79.7%
Palang 19.4% 55.3% 52.8%
Thomas 18.2% 68.2% 100.0% 0.0%
SETMA 1 Totals: 21.9% 56.1% 84.4% 15.6%
SETMA 2 Ahmed 20.0% 53.1% 90.3% 97%
Anthony 18.1% 54.7% 84 4% 15.6%
Anwar 98% 70.4% 94 3% 57%
Cash 16.6% 70.5% 96.5% 35%
Leifeste 23.1% 58.9% 88.3% 11.7%
Read 17.6% 430% 80.0% 11.0%
Wheeler 14.8% 185% 76.3% 23.7%
SETMA 2 Totals: 17.5% 58.7% 90.3% 9.7%
SETMA Mid County  Castro 14.3% 440% 75.9% 24.1%
George 96% 425% 86.3% 13.7%
Read 0.0% 00% 100.0% 0.0%
Shepherd 21.8% 51.4% 83.0%
Thomas 48% 46.3% 82.4%
SETMA Mid County Totals: 14.4% 47.4% 81.2%
SETMA Orange Anwar 7.4% 74.1% 100.0% 0.0%
Aziz 13.6% 50.1% 72.7%
Castro 15.6% 14.4% 50.4%
Hally 15.4% 53.8% 92.3% 7.7%



Public Reporting of Performance

HEDIS - Effectiveness of Chronic Care - Diabetes (Glyco and LDL)

E & M Codes: Clinic Only
Encounter Date(s): Jan 1, 2013 through Jun 30, 2013

HgbA1c LDL
Frequency HgbA1c Level Screening LDL Control
. ) Within 12 >9.0 Between 6.5 - <B6.5 Within 12 <130 <100
Location Provider Months 9.0 Months
SETMA 1 Aziz 95.3% 6% 43.1% 39.3% 94.2% 88.1% 73.9%
Duncan 90.5% 14.1% 51.5% 30.7% 87.1% 80.4% 64.4%
Henderson 93.3% 10.1% 44.9% 44.1% 85.5% 82.9% 66.3%
Holly 94.3% 46% 517% 39.1% 93.1% 87.4% 72.4%
Le 8.1% 50.0% 237% 71.0% 52.2%
Murphy 99.0% 13.0% 49.0% 38.1% 98.1% 89.7% 77.0%
Palang 77.6% 36.9% 31.2% 81.6% 75.9% 52.8%
Thomas 100.0% 0.0% 31.8% 68.2% 81.8% 68.2% 45 5%
SETMA 1 Totals: 89.7% 13.1% 45.6% 35.9% 88.5% 82.4% 65.7%
SETMA 2 Ahmed 94.0% 51.9% 223% 70.0% 76.0% 58.8%
Anthony 98.6% 14.2% 53.9% 7% 93.3% 83.1% 64.7%
Anwar 97.1% 11.5% 56.3% 30.7% 96.8% 88.2% 69.3%
Cash 98.0% 56.4% 17.8% 87.4% 84.8% 67.3%
Leifeste 95.4% 10.0% 457% 417% 93.4% 89.1% 74.6%
Read 92.6% 11.6% 51.0% 35.5% 90.9% 84.3% 67.8%
Wheeler 97.0% 11.5% 50.4% 37.8% 937% 83.0% 62.6%
SETMA 2 Totals: 96.1% 52.9% 27.6% 88.4% 83.1% 65.6%
SETMA Mid Castro 9.4% 39.4% 20.8% 63.2% 50.6% 42.3%
County George 75.3% 41% 3429 411% 61.6% 452%
Read 100.0% 0.0% 0.0% 100.0% 100.0% 100.0% 100.0%
Shepherd 91.3% 13.5% 48.6% 31.4% 85.5% 79.1% 63.0%
Thomas 96.5% 12.5% 50.5% 33.0% 91.7% 78.0% 50.1%
SETMA Mid County Totals: 85.8% 11.5% 45.7% 29.9% 81.6% 72.5% 55.3%
SETMA Orange  Anwar 85.2% 37% 44.4% 44 4% 85.9% 81.5% 55.6%
Aziz 77.3% 45% 50.0% 27.3% 773% 77.3% 50.0%

Castro 9.4% 15.6% 40 6% 53.1% 40.6%




Public Reporting of Performance

Once you “open your books on
performance” to public scrutiny, the only
safe place you have in which to hide is
excellence.



Medical Home Coordination Review

Medical Power of Attorney

Patient Ancillary Agencies
| Larry OTest Home Health |
Date of Birth 0211511947 Hospice |
sex| W |Age| 66vears Assisted Living |
Home Phone (408)833-9797 Hursing Home |
Work Phone [y - Physical Therapy |

T
Primary Caregiver
| - Transtheoretical Mode!
Emergency Contact | = Print Note
} -

Relation

Coordination Review Completed Today?

Last Reviewed

[ Yes [ MNo

Patient needs discussed today at Care

Coordination Team Conference?

LastReviewsa

(" ¥es [ No

Compliance Patient's E-mail Address

Last H&P | 110201 |

i
Telephone Contact W Student interns are
Correspondence authorized to participate
Birthday Card I and assist with office visit

andior education? ~ vyes

Chronic Conditions

DM (diabetes melitus) type |l control

Diastolic CHF, chronic

Chronic renal dizeaze, stage |l

Hypertension

Metabolic syndrome

Hypertensive retinopathy of both ey

Care Coordination Team Phone
Primary MD | | () -
CFNP | | e
Coordinator | | [( ) -
Nurse | | () -
Unit Clerk | | e

Seconday/Specialty Physicians J

Myocardial infarct, old

Coronary artery disease

Evir.lenoe—lhsed Measures Compliance

Elderly Medication Summary

Elevated homocysteine

HEDIS Measures Compliance

Elevated C-reactive protein

NOF Measures Compliance

Meniscus, lateral, derangement

PQRS Meazures Compliance

Elevated blood uric acid level
Obesity, morbid
Elevated sed rate

BPH without urinary cbstructicn

Lipids Treatment Audit
Diabetes Physician Consortium

— ma

HPT Physician Consortium

Gout

Diabetes @ r Lipids o
Hypertension r CHF -
Referral History Click for Detail
Status Refermral | Refermring Provider
Completed Abdominal /'S Hualhy
Completed SETMA Disbstes Hualhy
Education

[«] |

Evacuation Options
[ =elf Ewvacuation Contact Information

[~ Famity Name

[™ Community Phone | } -

" No

Advanced Care Planning
| Full Code

Code Status
Advanced Directives Discussed?

f+ Yes { I No i
Advanced Directives Completed?

(* ez [  No Date W

Detail |

Barriers to Care [ HNOMNE

Social Financial

[~ Deaf [ Co-Pays

[ Hearing [ MWedications

[ Blind [ Mutrition

[ Vigion [™ Transportation

[ Literacy [ Uninsured

[ Social Isolation v None

[ Language

v None

Aszistive Devices Medicare Competitive Bid

[ Cane [ Splint/Brace

[” Crutches [~ Walker

[ Hearing Aid [ Wheelchair

[ ProstheticLimb [ MNone




2012 HEDIS Technical Specifications
for Physician Measurement

Legend Measures in red are measures which apply to this patient that are not in compliance
Measures in black are measures which apply to this patient that are in compliance.
Measures in gray are measures which do not apply to thiz patient.

Effectiveness of Preventive Care

Effectiveness of Chronic Care

View  Adult BMI Assessment View Persistence of Beta-Blocker Therapy After a
Weight Assessment and Counseling for Mutrition Heart Attack
and Physical Activity for Childrenf/Adolescents View Controling High Blood Pressure
Childhood Immunization Status View Cholesterol Managment for Patients with
Immunizations for Adolescents Cardiovascular Disease
Lead Screening in Children View Comprehensive Adult Diabetes Care
Wiew Colorectal Cancer Screening Use of Appropriate Medications for People with Asthma
Breast Cancer Screening View Use of Spirometry Testing in the Asseszment
Cervical Cancer Screening and Diagnosis of COPD
Chiarmydia Screening in Women View Pharmacotherapy Management of COPD Exacerbation
View Glaucoma Screening in Older Adults View Follow-Up After Hospitalization for Mental liness
View lse of High-Risk Medications in the Elderhy View Antidepressant Medciation Management
View  Care for Older Adults Follow-Up Care for Children Prescribed
Attention-DeficitHyperactivity Disorder Medication
Effectiveness of Acute Care {Osteoporsis Management in Women
Views  Appropriate Treatment for Children with Upper Disease Modifying Anti-Rheumatic Drug Therapy
Respiratory Infection for Rheumatoid Arthritis
View App.rnpriate T&Stir_'-']-_ f|:.rr Children "'"'_“h Ph ar'_.fng.'rtis View Annual Menitering for Patients on Persistent Medications
Avoidance of Antibiotic Treatment in Adults with View Medication Reconciliation Post-Discharge

Acute Bronchitis




AQA Clinic Performance Meaures Set

Legend Measures in red are measures which apply to this patient that are not in compliance
Measures in black are measures which apply to thiz patient that are in compliance.
Measures in gray are measures which do not apply to this patient.

Effectiveness of Preventive Care

Effectiveness of Chronic Care

View  Adult BMI Assessment View Persistence of Beta-Blocker Therapy After a
Weight Assessment and Counseling for Mutrition Heart Attack
and Physical Activity for ChildrenfAdolescents View Controling High Blood Pressure
Childhood Immunization Status View Cholesterol Managment for Patients with
Immunizations for Adolescents Cardiovascular Disease
Lead Screening in Children View Comprehensive Adult Diabetes Care
View  Colorectal Cancer Screening Use of Appropriate Medications for People with Asthma
Breast Cancer Screening Wiew lUse of Spirometry Testing in the Assessment
Cervical Cancer Screening and Diagnosis of COPD
Chiarmydia Screening in Women Wiew  Pharmacotherapy Management of COPD Exacerbation
View Glaucoma Screening in Older Adults View Follow-Up After Hospitalization for Mental liness
View Use of High-Risk Medications in the Elderty View Antidepressant Medciation Management
View Care for Older Adutts Foliow-Up Care for Children Prescribed
Attention-Deficit/Hyperactivity Disorder Medication
Effectiveness of Acute Care Csteoporsis Management in Women
View Apprl;rpriﬂte Treatrnent for Children with Upper Disease Modifying Anti-Rheumatic Drug Therapy
e for Rheumatoid Arthritis
View Appropriate Testing for Children with Pharyngitis Wiew  Annual Menitoring for Patients on Persistent Medications
Avoidance of Antibiotic Treatment in Adults with View Medication Reconciliation Post-Discharge

Acute Bronchitis



Comprehensive Adult Diabetes Care

Patient with a diagnosis of Diabetes Melltus ages 18 to 75 vears of age.

Does the patient have a diagnosis of diabetes? h:)
Most RecentHgbAle | 8.1 || 01012013 |
Has the patient had HgbA&1c screening with the last year? fes
Was the patient’s last HgbA1c controllied? Mo

Has the patient's blood pressure been controlled (< 130/80) within the last year?

Last Dilated Eye Exam 08272012

Has the patient had a dilated eye exam within the last year?

Most Recent LDL | 99 || oanmszoiz |

Has the patient had an LDL screening within the last year?
Was the patient’s last LOL controlled? r'es

Last Foot Exam 04/30/2013

Hast the patient had a foot exam within the last vear? Yes

i

Most Recent Micral Strip | POSTN|| 04/04/2012 |

Has the patient had a nephropathy screening within the last year?

Cancel |




Glaucoma Screening in Older Adults

Glaucoma screening for patients 65 yvears of age and older.

Date of Last Test
Patients should have a dilated eye exam yearly. 062712012

0K Cancel

....................................




Cholesterol Management for Patients

with Cardiovascular Conditions

Does the patient have a history of ...
acute myocardial infarction?

coronary artery bypazs graft (CABG)?

percutaneous transluminal corenary angioplasty (FTCAY?

izchemic vascular diseaze (WD}?

Most Recent LODL (Calculated)
Most Hecent LOL (Direct)

b=

Mo

Mo

Mo

o9

N4/04/2012

2]

N4/042012

Was the patient's most recent LDL screening with the last year?

Was the patient's most recent LDL screening controlled™?

....................................

Cancel

Mo




Colorectal Cancer Screening

Colorectal cancer screening for patients 50 to &0 years of age.

Patients should have at least one of the following... Date of Last Test

Fecal occult blood test within the last year. 04/04/2012

Flexible sigmoidoscopy within the last four years.

Double contrast barium enema within the last four years.

Colonscopy within the last nine years. 04/192013

0K Cancel

....................................




Care for QOlder Adults

Routine care measures for patients 65 years of age and older.

Patients should have advanced care planning in place.

Advanced Directives Discuszed? ™ Yez © No
Advanced Directives Completed? ™ Yes { No

Date Completed/Updated | I

Comments/Detail |

Date of Last Test
Patients should have a medication assessment and reconciliation at least yearly. 041572013

Patients should have a functional assessment evaluation at least yearhy. | 032172013 | Click to Complete
Patientz should have a pain screening evaluation at least yearly. | 1073172012 | Click to Complete

....................................
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