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Holmquist Katy   0:05
So all right.
Thank you everybody for coming.
So this is the first community service, I'm sorry, certified community behavior, health clinics, data and reporting TA. My name is Katie Holmquist.
I'm a research and data analyst for Oregon Health Authority and then I work really closely with Gina. If you'd like to introduce really fast.
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Turrini Gina   0:32
Oop finding my mic, but yes. Thank you Katie.
Yeah, Katie and I are the primary people doing sort of the data and metrics type work for the CCBHC program.
So thank you everybody for coming.
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Holmquist Katy   0:46
Yeah. Thank you.
All right.
Just for virtual meeting housekeeping, if you have any questions, comments or feedback, you're welcome to let us know.
Just go ahead and raise your hand within the teams feature or submit your questions.
Questions within the chat and then also when speaking if you don't mind just identifying yourself in your program, business or clinic and also this clinic or I'm sorry this meeting is being recorded and subject to.
Public record.
All right, so here is our agenda.
We'll so Jean and I already introduced ourselves folks from OHA, if you don't mind, just putting in your name and then how you are correlated with the CCP chapter program that would be fantastic.
And then folks who are not part of OHA, if you don't mind just paying your name, your clinic, and if you're an existing or potential.
Clinic in the teamschat that would be also amazing.
All right.
And then we're also gonna be doing some general metric processes are just looking at them. And then also the high level metric spotting. So today we're gonna be going over screening for social drivers of health, which is also known as SDOH and then also depression remission at six.
Months, which is also known as DEPREM 6.
We also have some Q&A and peer discussion.
Learning opportunities and then we'll do a wrap up that has resources and different follow up materials for everyone.
Alright, so here is the general metric process.
So we have data, calculations and timelines.
For the metric year, it is from January 1st to December 31st and as an example it'd be January 1st, 2025 to December 31st of 2025.
And so you have different deadlines for reporting.
So for example, for my year 2025, which is January 1, 2025.
Into December 31st, 2025, Medicaid rosters are due to OHA on May 1st, 2026 and then required state LED metrics are due to OHA by September 31st, 2026 and then in December of 2026 G and I calculate the state.
LED metrics for that my year, I'm sorry measurement year.
So these are the.
It required CCPH clinic LED metrics as a clinic you capture and report these clinic LED metrics and use a provided template to send to OHA and just note that within your clinic to ensure that there are policies and procedures in place to capture these metrics as OHA does.
Not calculate them.
On the left there you'll see arrows.
Up arrows and down arrows indicates a higher score. Our better quality and lower scores are better quality.
Between the clinic, LED metrics and state LED metrics that for required anyway, there are only two that indicate lower scores or better quality.
The first one is time to services.
And then today, like I mentioned earlier, we're going to be discussing depression remission at six months, which higher scores are better quality.
Preventative care and screening unhealthy alcohol use and then also the second one. We're gonna be discussing today is screening for social drivers of health.
And then another required for clinic, LD metrics is screening for clinical depression follow-up plan.
This is an example of the CCBC Data reporting template.
The example there is just a screenshot from the actual template. If you're interested in looking through it even further.
There there is a link on the left hand side for CMS CCPCH data reporting template. If you are curious about it. It was updated in 2024 to reflect quality measure updates.
And like I had mentioned earlier, clinics will report the clinic LED measurement data with the template to OHA and then we will report both clinic and state LED to Samsung. If you have additional questions about it to Samsa has some pretty good slides and videos that go over.
Everything.
So yeah, again curiosity.
All right.
And these are the CCBC state LED metrics required.
These are the measures that G and I calculate using clinics metric.
I'm sorry. Clinics, Medicaid rosters.
So we have patient experience of care survey, youth and family experiences of care survey, anti depression, medication management, use of pharmacotherapy for opioid use.
Disorder, adherence to antipsychotic medications for individual schizophrenia initiation and engagement, alcohol and other drug dependencies treatment. And we also have plan all 'cause remission rates. This is the second out of two that indicate lower scores or better quality.
So just note that and then follow up care for children prescribed attention deficit hyperactivity disorder medication, glycemic status assessment for patients with diabetes.
Follow up after emergency.
Department visit for mental illness follow up for hospitalization for mental illness and follow up after emergency department visit for alcohol and other drug dependencies.
Right. And then we sorry, go ahead Gina.
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Turrini Gina   6:41
All right.
No. Yeah, that's good.
I was gonna just say if anybody has any questions.
About that specifically before I move on to the high level metric spotting on the two that we're gonna discuss today. If not, we can save them for the end as well.
As well.
Yes. So as Katie mentioned, I was gonna talk about these two metrics in general for these sessions are kind of thought and hope is that we will do some combination of Katie and I will do little presentations on things.
That we hope will be useful to you, and that there will also always be kind of a good amount of time for sort of discussion and questions and kind of peer learning.
So for this first session we decided to just talk about these two.
Because these two metrics are new to the CCBHC program starting in calendar year 2025.
So for everyone, unless you report them for some other program because they're also used by CMS for various programs and things like that, they may be more new to you.
And then future sessions, we can talk about other metrics and we can also talk about other data related things that could be useful.
Katie, can I have the next slide, please? Thank you.
All right, so the first is the screening for social drivers of health.
One thing that I meant to mention related to all these is that all of these measures for the CCBFC program are taken from or adapted from existing measures that are sort of validated and used by other programs.
But I will sort of flag that occasionally.
The CCPHC.
Program will or Samsa will slightly modify.
The existing measure, for instance, stratifying it in slightly different ways or for some of these, for instance, the original measure uses risk adjustment, and the CCPH measure does not.
So I would always really rely on the same set specifications. The technical specifications that we have linked here. What we're gonna I'm gonna show you is sort of like a high level taken from those documents. But in general that could be or kind of standard of you know.
If you really wanna get in the nitty gritty and you wanna double check how the CCDHC program and samsea wants you to report or calculate.
Then that is where I would look for much more in depth questions and just to make sure that you're using the CCBHC version when you're doing these these metrics.
So the SDOHI think as probably everyone is aware, is non medical factors that influence health outcomes.
So for this measure, what we are looking for is.
The percentage of clients who are 18 years of age or older who are screened for social drivers of health such as food insecurity, etc.
The requirement to satisfy this is that the patient has a standardized health related social need screening done at least once per measurement year.
So, as Katie mentioned January 1st to December 31st, we can go to the next slide.
So these are examples that Samsa has listed as well in their technical specifications of what they consider to be sort of validated, standardized screening tools that you could use.
You are not necessarily limited to using one of these.
But if you decide to use one of these, you can just go ahead and use it and assume that it's, you know, it's fine.
It's been approved. If you want to use one that is not on this list, but is still a standardized measure, we would just request that you.
To you know, contact OHA and we make sure it's all good for you. Kinda plow ahead using it.
And every clinic can use a different one. It has, you know, but these are the ones that you could go look at that are listed in the technical specifications are sort of pre approved to be used for this.
Next slide please.
So just a little bit more detail, although you know this, this measure is not one of the more super complicated ones, but eligible clients who are gonna be included in this measure are those who are 18 years or older on the data service during the measurement year, so.
They have to be seen at least once for a CCPH service encountered during the measurement year.
And to be captured in the numerator of, you know, successful outcomes we they need to be screened at least once.
They can be screened more than once. If you would like, but they need to be screened at least once using one of those specified screening tools per year, and then the denominator is all clients in the eligible population.
So this is the these are the stratifications in the template from Samsa.
They vary a little bit between metric and metric to metric, but not a lot.
One thing that I would just flag for people who are familiar with the previous version of the template is that Samsa has added race and ethnicity as stratifications. I believe to all the metrics so previously they were mostly stratified by payer or by payer.
And by age.
So this is new because another thing I would say in relation to the template is that when you're really getting into making sure that your clinic can capture these measures, it is probably a good idea to go look at the template.
It's a little.
It's a little dense I would say.
And you know, it has a lot in it and it has some information in it. So it's a good thing to go kind of look at in more detail when you get to that point.
OK.
So the second measure that I was going to just talk about briefly today is the depression remission of six months.
So this calculates the percentage of clients 12 years or older who have major depression or dysthymia and who reach remission 6 months, ±60 days after their index event date.
So an index event date in this context is the first date in the calendar year where the client.
It has an elevated either PHQ 9 or PHQ 9 M score of greater than 9, as well as an active or new diagnosis of depression or dyspyea.
The screening concur up to seven days before the encounter, where they have those diagnosis codes.
But this whole kind of measure revolves around this index event date, which is can be different for every client who's relevant for this measure.
OK, we can go to the next slide.
So just to reiterate, the eligible clients included in this measure are those 12 years of age or older at the time of their index event seen at your CCBHC who have that active diagnosis. And this elevated score.
At some point, that's their index date, so they're included in this measure. The numerator for success for this measure is those clients who are among the eligible clients who achieve remission at six months, plus or minus.
60 days from their index date and remission is demonstrated by a pH Q9 or pH Q9M score of less than 5 S for all of these were linking to the technical specifications a lot because they're of course a lot more details nitty GR.
Details, but that's the gist of it.
So it's the numerator. Those who achieve remission divided by the denominator.
All eligible clients.
There are quite a number of exclusions that we're summarizing.
Here, but for instance, if they have Co occurring bipolar personality disorder, schizophrenia, a few other things.
If they die during the measurement year, or if they are in Hospice or palliative care, so again a lot more detail in terms of the codes and everything related to that in the technical specs.
So this is also in the technical specifications and I think is maybe not the most clear thing that could exist, but.
There are kind of two things I think that are important about this.
The first is that for each individual who has an index date you, they will have their kind of own measurement period.
So those are X is the month in which they have their index date and so then R are the months that are relevant for their for the numerator because it is 6 months, ±60 days.
There is sort of a range.
Of time that they can have their remission. Umm they can achieve remission.
So for you know, somebody in the first month, their remission measurement is months 5 through 9.
So that's one thing that's important to sort of be aware of here.
The other is that.
The measurement for you know, for instance, calendar year 2025 is going to extend past calendar year 2025.
Because you need to allow somebody who had an index day in December, their measurement period is gonna be.
In in the following year, six months, ±60 days.
So it is a bit kind of funny in that way.
It's in a sense, a little bit like it's kind of rolling, but you have to, you know, be prepared to capture more than just the calendar year for the calendar year's reporting.
I'm just checking if anybody has any questions on that.
This is very similar to the last measure, other than they also require an 8 stratification for this one, but again otherwise otherwise quite similar.
Go to the next one.
Yeah. So that was all I was gonna say.
Kind of high level on those two measures that are new and now we can kinda switch to Q&A and sort of the peer learning section.
Next slide please.
So in general, we would love to have this time the peer learning and questions section be kind of the bulk of meetings and the bulk of meetings going forward.
We think that, you know, you guys will be each other's best resources. However, we also would love for people to bring questions in general or submit questions to us ahead of time at any time, as well as any sort of specific topics that you think would be.
Good for our.
Our presentations to you or good topics for kind of peer learning discussions, umm, the more that we get those ahead of time. We can also we can prepare and then we can also send them out to your fellow clinics at a time.
So everybody is kind of prepared. So that would be lovely at any time. If you have anything like that now or in the future.
We are already lining up for future quarterly meetings.
We have some existing clinics who are going to present do small presentations on the measures that they have been particularly successful in and sort of what they feel are their lessons learned and sort of their what's allowed them to be successful.
So we will, you know, usually probably a week before these meetings will send out kind of the agenda including.
Who's going to be presenting and what the topics will be and eliciting questions?
And things like that from you.
But we should have at least one clinic presenting at the next session on metrics and their success.
One topic we do think we will do a session on at some point and we'll again elicit questions specific to this when we get to that point. But we will probably talk about community needs assessment and how that data can be used.
We for the last demonstration year, we did the first iteration of a dashboard which we sent out.
To was sent out to clinics where they could see how they compared the scores for their metrics compared to sort of the statewide average and other clinics.
And we will.
I think we will probably be kind of presenting that as a topic and we would also we're also working on sort of the next iteration of that given that we have new measures and also potentially new clinics coming on board.
So we would also.
At any point, now or in the future, when we present that love, any feedback on what would be?
On a dashboard or what are other ways that we can kind of present the the metrics and metric results to you all that would be useful for conversations we can have around that. That would be a great thing to hear from you all, but that is something that.
Definitely kind of on our agenda as a topic for future meetings.
So now I'm going to.
That's basically what we have for this first session, so I'd love to open it up.
To anybody who has any questions or suggestions.
Or anything like that. At this point, we would love to hear it.
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Kristy Alberty (she/her)   20:15
If anyone would like to put their question in the chat, I'm happy to read that for you since Gina is looking at a different screen.
So if you'd like to enter your question in the chat, please do so.
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Turrini Gina   20:31
And if you don't have any questions right off the bat.
Definitely, as I mentioned, we would always appreciate hearing from you whenever questions come up.
They can also be questions that are not necessarily for these presentations that can be sort of questions that are specific to your clinic, of course too. But the more that we can, yeah, make these sessions useful to you all, we would love to do that so.
But we don't have any questions.
We can go to resources and materials and next steps.
So we have some resources that have been linked throughout the PowerPoint, but here are just a few.
Put in one place for you all, so the top is the OHA kind of general CCBHC website.
Under there are a link to provide our resources.
There are a ton of resources. The following four bullet points are from that page, but I'm also putting them here.
So there can be easy to find.
The first is the clinic LED metric FAQ.
That is something OHA has.
It's just a short document that OHA has put together to supplement the Samsa technical specifications, but those are primarily questions that we have gotten from clinics.
So that may be of interest for you as well if you want to look at that kind of in conjunction with the tech specs from Samsa. The data reporting template, which yeah, I recommend looking at.
The clinic LED metrics screening tool requirements is another one that OHA has put together. It's.
Just one or two pages and it just lays out very simply what the screening tools are that either have to be used or can be used for each of the metrics.
And then we also have the Community needs assessment, template and guidance.
So those are linked there.
They're also linked on the website.
There's a lot of other stuff on the website as well that may be helpful and useful too.
And then a couple of external references.
The main one, of course, that we keep mentioning, that's the most important is the Samsa technical specifications manual.
As Katie mentioned, they also have a lot of other stuff on there like measure guides, updates, webinars. Some of those are related to the old metrics, but a lot of the metrics have stayed the same so.
They may talk about, you know, we've switched reporting periods.
So that's one thing that might be a little different.
We used to not be on the calendar year and now.
We are, but other than that, the old the measures that have stayed the same, you know, their webinars and things should still be relevant and useful and can be very helpful as well. They go into a lot of examples and details.
And then yeah, some FAQs and then the National Council for mental well-being also has an assortment of resources that can be useful for CCDHD's.
And then just to wrap up.
Unless anyone has.
Oh yeah, we have one.
That's a good question, OK.
So Katie, this can be for either of us or for also more than us for any other clinic on the call would be actually a much better to answer this what have been the challenges of capturing these metrics for new clinics.
Does any do any clinics? Want to just jump in?
Take yourself off mute and give any thoughts you might have about that.
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Angela Killens   24:15
This is Angela with CC. Mhi would just say I think one of the biggest challenges to start with is just your workflows and just figuring out what the processes are and where the data's being collected and then making sure everybody's on the same page as there.
A lot of different entry points into care, normally within our organizations. And so just making sure that everybody's under the same understanding of where data is collected.
So that we can make sure you get the information.
Now and also distinguishing what is going to be CCBHC and what is not.
CCBHC.
Because sometimes that can be difficult within your EHR is that you start collecting, let's say the social, the SDOH Screener for everybody that comes into your organization, because it's also an organ requirement, right? That we have those screeners done, but just being able to distinguish which ones are.
The CCBHC patients and which ones are not.
So just having that information ahead of time and distinguishing.
That that population, I think is very important.
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Turrini Gina   25:20
Thank you so much for that.
That's great.
I think somebody has their hand up, Eli.
You wanna go ahead?
[image: ]
Eli Kinsley   25:26
Yeah, this is.
This is just a follow up to. I can't recall who was just speaking, but you said at at the various entry ports. So did you establish, you know early on or or just make it a requirement at every entry point that they an STOH screening would be done?
Like just standardized as a part of the intake process.
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Angela Killens   25:48
So we do have a standardized as part of our entry process except for with our outreach services.
So we also a burn clinic.
So it depends on like there's a lot of complications depending on, you know, what other avenues you have.
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Eli Kinsley   25:59
OK.
[image: ]
Angela Killens   26:07
So like I said, we're a burn clinic. We're a CMHP.
So we're have CFAA requirements, so just depending on we have Residential's, you know, which would not be necessarily.
Part of this, but then it's just a matter from leadership perspective. Like what are the places that you feel are important to implement certain key things like a SDOH, right?
So is that important to get from your residential clients coming even in even though it's not a CCBHC service, right? Because somebody coming in for a residential side is not going to count in your metrics, but you may still want to gather that inform?
And you also have to consider other.
Factors.
Such as your COA requirements or CFAA requirements, you know?
That you may have.
So there's just a lot of different components of how you're looking at it. And as from a leadership perspective, where do you want to put that in and where does it make the most sense to just gather all that information? And like you said, sometimes it is easier.
Especially for like SDOH to maybe have it a kind of a blanket thing that you're implementing across your organization, regardless if it's if it's CCCBHC service.
Just because it makes sense clinically to gather that information, but then being able to extract the data appropriately to know that this is truly ACCBHCSDOH versus not an SCCBHESDOH, so being.
Able to make sure that within your build that you're able to identify.
That so there's a couple different factors that you have to think about when you're doing that and from both a leadership perspective as well as from a data and reporting perspective. Hopefully that's helpful.
And I'm Angela from CCMH or Columbia community mental health.
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Eli Kinsley   28:01
Which Kurt did. Your did your current EHR platform build that out for you or did you guys build that out?
Well.
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Angela Killens   28:08
We recently changed platforms, so we are original CCBHC.
So we went live with credible with our ODHR system and we went live with that system because we were becoming a CCBHC.
So that would have been for one of 17.
So quite a while ago.
And then we changed systems May 20th of 25.
So almost a year ago.
To ocean epic and we are still working on building everything out to make sense in that model.
So I would say we had everything from a credible perspective.
We built everything out, but we were also learning, right?
So that was the initial phase for one of 17.
It was new to everybody.
There was a lot of changes happening from the very beginning.
Suh wasn't even a metric back then.
That was required.
That came later.
For example, so there's been a lot of changes throughout the years. I will say that it is something that you always want to partner with your vendor, whatever your vendor is, you always want to partner with them and try to get them on board with it. Something like.
An SDOH is common practice for a lot of things, not just for CCBHC.
So it's just important communicating what the needs are and what you're trying to get out of it.
With the vendor, I would say that Ocean Epic is starting to understand more.
Of what CCBG is and trying to build out more from that perspective.
But they do have a little ways to go with that.
Hopefully that's helpful.
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Turrini Gina   29:48
Thank you so much.
I think Amber has her hand up and then we have a question from the chat.
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Amber Clegg   29:55
Yeah, good morning, Amber Clegg with Deschutes County health services.
We've been a CCBHC since 2017.
Like Columbia has as well been through a lot of these changes with the metrics I think that.
It's really important to get your end users to buy in to why you're capturing metrics.
So regardless of the metric, you know whether that's front desk helping to gather information from clients or your clinical staff doing that.
That even for your data folks just really talking through change management, you can't do it enough to be honest 'cause you really need them to realize like what?
What's the importance of this for your clients? Not just it's a metric and we need to check a box and we wanna get high numbers.
It really is about trying to ensure your screening for things that are really important, that could change.
Treatment recommendations, treatment interventions.
Could help people address barriers getting into treatment, so including your end users in your process of developing the workflows is so critical.
So we had meetings early on when we first started, but also last year with SDOH that included representation from all kinds of different teams because it could look different from one team to the next depending on how they.
Bring clients into services or how they treat clients.
So the SDRH one was our most recent one that we implemented. Like Angela mentioned a year ago and we did focus mostly on kind of like 80% of our clients and how they access our services as the primary focus to begin with.
So the clients that are accessing our brick and mortar locations through kind of our regular outpatient processes and that included school based health centers as well. But it didn't include our teams like our homeless outreach team.
Civil commitment, aid and assist forensic diversion crisis team.
So it's not that we're not going to explore how those teams might be able to screen for SDOH, but that wasn't our highest priority to begin with.
And we really felt like we needed to get our processes down for SDOH kind of in our regular settings first, before we looked at what's likely going to be kind of more complicated process for those other.
Teams.
So we leaned into at the same time.
Tablets. So we use welcome tablets to capture our intake paperwork now informed consent as well as the SDOH screening tool.
And so that's really helped a lot.
Not every client uses the welcome tablets for a variety of reasons, so we still have paper forms as backup, which then means there's some manual data entry happening afterwards.
But it has streamlined our processes overall for front desk and made it more consistent with how things were being entered into.
Our EHR system and then we worked with our vendor. We are also on Ocean Epic.
Like Angela, we worked with our vendor on how to connect S2H screenings to the next step with the clinical person.
So there's they get notification that a screening's been done.
Then there's requirements from that clinician to act on that notification to review the screening, and then the expectation is that they are.
Addressing those concerns, either themselves or making referrals.
To internal case managers, if they're not the case manager, reviewing it or to community based organizations to support the clients.
So that's kind of a general overview of how Deschutes County has managed it and we are piloting tablets to check out for the community that's this year.
So now we're going to look at some of those outreach teams that are less clinic based or clinicians from our outpatient programs that are more community based like at schools or family homes.
Or in the community and other places.
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Turrini Gina   33:59
Awesome. Thank you.
All right, so we have one question in the chat, which is also for clinics, which is, is anyone on this meeting using care logic as their electronic health record?
Maybe the answer is no.
Unfortunately.
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Eli Kinsley   34:28
Well, we currently use it.
So we're we're trying to work with them to this is Eli Bridgeway Community health.
We currently use it.
In our system, administrators working with our care logic to see what they might have as a part of, they are aware that because they're national, they've they use it with other organizations. It sounds like across the country.
So. So they might have some things already built into it.
But if that is your current, you know electronic health record, you might want to reach out to them and just ask the question.
If you're a new clinic, that's what we did.
That's what our systems administrator did, and we have a meeting set up with them to. Hopefully it's just built out in a lot of ways, save us a lot of work, but but we'll find out.
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Sheri Emery   35:14
Yeah. Eli, this is Sherry Emery from from Volunteers of America.
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Turrini Gina   35:14
Yeah. Thank you.
[image: ]
Sheri Emery   35:18
We also use care logic. We did meet with them and they were gonna go back and see if any of their current customers in Oregon were using.
We're applying to the CCBH CS so that we might be able to get like a little cohort working on things together, you know, kinda power in the numbers. So we might touch bases, you know offline or something.
With you all.
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Eli Kinsley   35:42
Yes, please.
Please do.
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Turrini Gina   35:46
Awesome. Very good, amber. Yeah.
[image: ]
Amber Clegg   35:51
Sorry, I just wanted to share too.
This is not specific to CCBHC, but in Oregon there's the HRSN benefit with Medicaid.
And there's two questions that are not standardized on the SDH screening tools that were offered up earlier today on the screen as well as in the resources online. And that's climate.
And.
Oh man, I'm blanking.
It's mostly related to climate. You know, the exposure to heat or extreme temperatures.
If you have a health condition that's impacted by climate, so we at we had our vendor add I think two or three additional questions with our screening to cover those categories as well to ensure we weren't then separately asking clients those questions or in a different way so.
We could kind of do it all at once and then determine are we making referrals for HRSN support services through?
Medicaid.
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Turrini Gina   36:47
OK.
[image: ]
Jerry O'Sullivan   36:48
Is nutrition the other one?
You were thinking of.
[image: ]
Amber Clegg   36:50
Yes, thank you, Jerry.
[image: ]
Jerry O'Sullivan   36:51
Yeah.
[image: ]
Turrini Gina   36:58
Did you have your hand up for something separate? Jerry as well, or was that OK? Perfect.
Thank you.
Thank you again, Amber.
Very good.
Yeah. And somebody has in the chat has mentioned they have Doctor Cloud as their EHR in case other people may want to connect with them.
Are there any other questions or things that thoughts that have bubbled up? Suggestions. Anything like that?
Otherwise, on the screen is against the general website. The various points of contact depending on what you're reaching out about.
Katie and I are your main points of contact for these sort of data metric reporting questions.
The general CCPHC is anyone you know you can really send anything to that but.
Particularly program requirement type questions and issues.
And then there's an e-mail for Kash reporting as well.
Yeah, so I think.
I think that may be all we have.
Oh, sorry. OK, going looking at the, looking at the chat.
Yeah. So the.
Currently, our hope and what we've been doing in the last with the last demonstration year cycle is we have this these dashboards and some of the clinics have been, we have gotten onto those and the way we have done them previously is you basically get sent a link.
And you're able to look at your clinic's performance on each of the metrics, and for each of the stratifications compared to the state average.
So that is sort of what we did in the past.
And we are.
Working on, I would say basically a kind of a second iteration of that. You know, we're gonna have hopefully new clinics and then also slightly different metrics and things like that.
So we're kind of working on the new and improved round two version of that, but that at this point is how the metrics are shared back to you is in in the format of this dashboard. And then from the dashboard, you can of course like download.
Download the underlying data for your clinic and then.
Statewide average. And so that's kind of been the what we've done for the last couple cycles.
And but we are of course, always open to suggestions on other ways that would be useful, or conversations that could be had around that. If you have any suggestions of what is more or less useful for you when we did kind of like a little poll of the.
Existing clinics, a lot of people wanted sort of this dashboard interactive, you know, resource that they could.
Look at and you know sort of see graphs and trends over time and things like that.
So that's been what we have been doing.
But yeah, if you have any other questions related to that, I don't know if that answers your your question.
If anybody has any ideas on that at any point, definitely let us know, but we will try to.
As I said, we'll probably show some examples of that and talk about that as a as a topic in more depth at a future, a future meeting if that's of interest to people.
Any other questions or comments?
If not, I think we can wrap this up.
We will send.
These slides out probably with maybe a little recap of some of the topics we talked about and answers that were provided.
This was recorded as you know, so the link will be available for the recording as well.
And I think that might be all of our housekeeping items wrap up, Katie.
Unless you have anything else you want to throw in there.
[image: ]
Holmquist Katy   40:59
I don't think I there's anything remaining, but yeah, like Gina said, if you have any questions or comments, go ahead and reach out to us and we're happy to to chat.
[image: ]
Turrini Gina   41:01
Perfect.
Yeah. Thank you so much for everybody who asked questions and provided some really great answers.
[image: ]
Holmquist Katy   41:12
Mm-hmm.
[image: ]
Turrini Gina   41:14
That's really helpful.
And we apologize again for the zoom.
[image: ]
Holmquist Katy   41:18
Sampoo.
[image: ]
Turrini Gina   41:18
Snafu. We will make sure that is sorted out before the next one.
So yeah, I apologize and thank you for bearing with us on that.
All right.
Thank you everybody for joining us for this inaugural data session.
Hopefully we'll see you at the next one and yeah, let us know if anything comes up before then.
[image: ]
Holmquist Katy   41:39
Thank you. Bye.
[image: ]
Sheri Emery   41:39
Thank you.
[image: ]
Turrini Gina   41:40
Hi everyone.
[image: ]
Turrini Gina stopped transcription
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