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UPDATES

Sarah Bartelmann provided the following updates:

TRANSFORMATION CENTER TECHNICALASSISTANCE

Colorectal cancer screening: CCOs areinvited to join the next webinar entitled “Operationalizing Direct-Mail

Interventions in Practice: EMR Tools and Practice Readiness Assessment” on July 20t at 11 am. Information

andregistration onlineat: www.oregon.gov/oha/Transformation-Center/Documents/CRC-

Webinar.Series.pdf. Transformation Center staff will bereconvening with subject matter experts to

determine next steps for colorectal cancer screening TA. More details will beshared oncethey areavailable.

Adolescentwell-carevisits: The Oregon Pediatric Improvement Project (OPIP) will providea webinar series

between June and September to address adolescentwell-carevisits. Moreinformation and registrationis

availableonlineat www.oregon.gov/oha/Transformation-Center/Pages/Resources-Metric.aspx.

Pagelof5



http://www.oregon.gov/oha/Transformation-Center/Documents/CRC-Webinar.Series.pdf
http://www.oregon.gov/oha/Transformation-Center/Documents/CRC-Webinar.Series.pdf
http://www.oregon.gov/oha/Transformation-Center/Pages/Resources-Metric.aspx

Oregon CCO Metrics Technical Advisory Workgroup Meeting
June 23, 2016 Minutes

2015 FINAL REPORT
The CCO Metrics 2015 Final Reportwas published the morning of the TAG meeting, June 23, CCOs received

payment notification and thefinal CY 2015 dashboardtheday before. The reportis availableonlineat:

http://www.oregon.gov/oha/Metrics/Pages/HST-Reports.aspx. Presentations and discussion of resultsare

scheduled for the July 11 QHOC; July 15 Metrics and Scoring Committee; and July 28 Metrics TAG meetings.

IMMUNIZATION DATA
OHA provided ALERT immunization files for all CCO enrollees younger than age 18 years on Wednesday, July

15t OHA will providethesedata on a quarterly basis going forward (schedule TBD).

TAG members expressed interestin holdinga standalone meetingto shareideas and discuss how CCOs are

slicingthedata. Members should email metrics.questions@state.or.us ifthey are interested in taking part.

Staff will schedule a meeting for lateJuly / early August.

DASHBOARDS
The next dashboard, to be released June 30", will cover March 2015 —February 2016 and will use 2016

specifications. 2016 improvementtargets are being calculated nowusingfinal 2015 resultsand will be

includedin either the June orJulydashboard.

METRICS & SCORING COMMITTEE

The Committee met June 17thand agreed not to add or drop any new measures for 2017 (i.e. 2017 measures
will bethe sameas 2016). The Committee will devote meetings through the summer and fall to focus on

2018 measureselection, to ensure time for development and testing of new measures.

2016 SPECIFICATION UPDATES

Many excellent questions were raised during the 2015 validation process. Inresponse, OHAwill add

clarification to several 2016 specification sheets and will repostonlinein the next few weeks.

2016 CESSATION BENEFITREQUIREMENT CLARIFICATION

Several CCOs submitted trial cessation benefitsurveys. Uponreviewingthese trials, OHA determined several
places wherethe 2016 measurespecificationsareunclear.Becauseitis halfway through the measurement
year andfinal surveys areduesoon, OHA will allow someflexibility for 2016 and tighten the requirements to

align with originalintentin 2017 in thefollowingareas:

1. Number of quitattempts:

o Originalintent/2017 requirement: CCOs must cover two quitattempts per year for both

cessation medication and counseling.
o 2016 flexibility: CCOs must cover two quit attempts per year for cessation medications,and
atleastonequitattempt for counseling.

2. Duration ofcounseling:
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o QOriginalintent: CCOs mustcover 4 sessions of atleast10 minutes for each type of
counseling (individual, group, telephonic) per quitattempt and two quitattempts per year.
o 2016 flexibility: CCOs mustcover 4 sessionsof atleast 10 minutes for at leastonetype of

counseling, and some coverage for the other two types of counseling.
o 2017 requirement: PENDING REVIEW by Public Health Division.

Additional clarifications:

o CCOs must cover telephone counseling to meet the cessation benefitrequirement. Counseling
canbe provided by in-housestaff or through a quitline contract. The State QuitLine does not
meet this requirement.

o A “covered benefit” is defined as a benefitthe CCO would pay for should a member receive that
service. However, all services may notactually be availablein each community.Insuch cases,

the CCO would nonetheless receive credit for offering the benefit.

Technical assistanceis available fromthe Public Health Division, including hel p with strategies to promote
quitlineservices to members, tobacco free campuses, and making connections with local partners. This TA

will bediscussed in moredetail atthe July 28t TAG meeting.

SBIRT CODING REVISITED

OHA has noted a largeincreasein SBIRT numerator compliance beginningin October 2015 and believes this is
due to standaloneuseofthe ICD-10 code z13.89, whichis only for “screening —other.” OHA initially
proposed removingthe standalone|CD-10 option for the SBIRT measure in CY 2016; however TAG discussion
at the May meeting indicated itwould be preferableto waituntil CY 2017 to make this change.

OHA thus proposes removingthe ICD-10 standalone option from the SBIRT measure specifications for CY

2017,andrebasing 2016 withoutthe standalonecodeto set 2017 improvement targets . TAG members

agreed with this approach.

Additional discussionincluded:
e Rebasing2016 withouthe standalone codewill artificially lower the baselineand cause2017
improvement targets to be more lenient.
e Transitioning SBIRTto and EHR-based measure will likely nothappen until 2018.

e Interestinproposinga specific SBIRT codeto the ICD10 Committee (longer term solution).

FOOD INSECURITY SCREENING REVISITED

After several months of reviewing draftspecificationsand discussingintentfor the proposed PIP measure, in
April TAG suggested a bifurcated approach and writing two versions of the measure specifications: 1)

Population-based and 2) Provider / clinic-based. Either version could be benchmarked against county-level
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data, allowing CCOs flexibility in their interventions and measurementapproach. Members reviewed draft

specifications today; discussion included:

e For population-based measure, food insecurity screening questions could simply beadded to the
CAHPS survey. Population data for monitoring purposes would then be availableto all CCOs. TAG
agreed this solves the data problem, but may not align with the intent of the measure,as CAHPS
data would not supportinterventions.

e Reminder that thisis notarequiredincentive measure. The Metris and Scoring Committee —while
interested insocial determinants of health —decided not to move forward with food insecurity
screening. These specificationsare meantto be a standardized measurementtool for CCOs who are
already doingor would liketo do work in this area.

e Dropthe population-based measure;the PIP measureshould beprovider /clinic-based only. TAG

participants discussed whether this would bean expansion of provider scope of practiceand create
more burden on providers.
e Discussionaboutprovider /clinic-based draftspecifications:

o Denominator should bebroader than members who had a primary carevisit. For example,
includebehavioral health settings, publichealth, virtual encounters, etc. Screeningalso
needn’t happen on day of visit.

o Shouldscreeninginformation be shared with provider or with CCO? Resources for
action/intervention aremorelikely at CCO level, but this depends where the interventionis
beingimplemented (which mayvary by CCO).

o Members who arereceiving benefits (e.g. SNAP, food bank) may still be experiencingfood

insecurityand should bescreened.
The TAG will continuediscussion at future meetings.

EHR-BASED MEASURES: YEAR 4 REPORTING REQUIREMENTS

Kate Lonborg provided a high-level overview of 2016 requirements that are anticipated to be included in the
guidancedocumentation to be published inlatelJuly.Slides areavailable on the TAG webpage:

www.oregon.gov/oha/analytics/Pages/Metrics-Technical-Advisory-Group.aspx.

CCOs areencouraged to email katrina.m.lonborg@state.or.us with feedback by July 15.

TOBACCO PREVALENCE REPORTING ROUNDTABLE

Greg Fraser (Willamette Valley Community Health) and David Farmer (AllCare) shared their experiences

pulling tobacco prevalencedata for 2015.

Found that whilerecording cigarette/tobacco usestatus (humerator #1) was very straightforward, there
were some hiccups in determining numerators #2 and #3 (of those whose status was recorded, how many

used cigarette or other tobacco products?).
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Found thatif status was notrecorded recently enough, the report would indicate no status recorded, rather
than pullingthe most recent status on record through. Given the look back period in the specifications for
when status can berecorded, this will resultininaccurate data.Providers canseestatus intheEHR and
confirmwith the patient, but may not be prompted to confirm/re-savewith new date stamp. One solution

may be to modify the EHR to include an optionto “confirmstatus is unchanged” with a date stamp.

There may be options for having the patientupdate their smokingstatus as partof health history forms in the

patient portal with some kind of self-checkin tool.

NEXT MEETING:JULY 28™ FROM 1-3 PM
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