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Problem

What is the challenge? National interest -

especially from multistate
IDD providers —to
eliminate this

State Medicaid & IDD agencies are approaching IDD fragmentation!

quality of care in S"OS, resulting in NON-=-
standardized accountability structures.

This fragmentation will continue to
exacerbate as more states integrate IDD in

managed care and aging population grows.
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Long-Term Services and Supports (LTSS) quality framework

Structure ~

NCQA Evaluation Products

« LTSS Distinction
« Case Management LTSS Accreditation

Process < \

HEDIS Managed LTSS Measures

 Comprehensive Assessment

 Comprehensive Care Plan

» Shared Care Plan

» Reassessment and Care Plan Update after Inpatient Discharge

J

Qutcome ~N

Person-Driven Outcome Measures
 Assessment of a Person-Driven Outcome Measure

» Follow-Up on a Person-Driven Outcome Measure
 Achievement of a Person-Driven Qutcome Measure
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Presenter
Presentation Notes
How do we get the plans that require LTSS Distinction (structure) to use the LTSS measures (process)?


Person-driven outcomes measure “What Matters Most”

Person-Driven Outcomes
Outcomes identified by the
individual (or caregiver) as
important that can be used for
care planning and quality
measurement
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Presenter
Presentation Notes
PTs excluded; providers are excluded – no qi or accountability – no evidence for these patients

Solution: Patient-Reported Outcome Measures and Goal Attainment Scaling provide a feasible approach that is valuable to providers and patients and also provides electronically accessible data for quality measures. Over the last 18 months, we have demonstrated this approach in 4 organizations providing care management to complex patients (and 4 more providing community-based palliative care to patients with serious illness).

Currently, we have completed our data collection, and have begun analysis. We will share some of our preliminary qualitative findings, but we have not yet completed our quantitative analysis. We have come to you before our results are all in and analyzed for several reasons. First, we need your best thinking about how to make person-driven measurement a reality beyond the research environment.  People are working to improve person-centered care on many fronts; as we think about NCQA’s role in driving health care quality improvement, we see our real contribution in providing quality measures that hold the healthcare industry accountable for person-centeredness. It is not enough to implement person-centered care planning processes; getting such processes to “stick” requires a measurement and accountability system that removes barriers and creates incentives for person-centered care. We need your thoughts about what it will take to implement this on a large scale. Second, as we conduct our analysis, we need the perspective you offer to help us frame and communicate our results and target the right audiences.



Person-driven outcome measures integrate clinical care and
measurement

Clinical Care
Person-Driven Outcome Measures

|dentify and

Elicit what is measure a o S o . Improve
important person-driven P or

outcome maintain

Person-
Reported
Outcomes
Measures

Goal
Attainment
Scaling
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Presenter
Presentation Notes
The overall person-driven outcomes approach begins with a discussion about what is most important to the patient. Based on that conversation, the patient and clinician select an outcome or goal and determine how to measure it using one of the two methods. The use of goal attainment scaling and prioritized PROMs provides some assurance that goals are SMART: specific, measurable, achievable, realistic and time-bound. While this may seem to be an overly structured way to set goals, our intent is to create goals that are both relevant to the patient and measurable as quality indicators. Once the goal is set, an action step is identified (which could also be described as a care plan or treatment plan). Then, after a defined period of time, the patient’s progress on the goal is reassessed to see if they improved or maintained on the outcome, given their preference.



Proposed Person-Driven Outcome Measures

_________ |Numerator | Denominator

Assessment of a Documented person-driven outcome, Individuals with an identified
Person-Driven using goal attainment scaling or person- complex care need
Outcome reported outcome measure, AND a

documented plan for achieving their
individualized outcome

Follow-up on a Documented follow-up on the person- Individuals with an identified
Person-Driven driven outcome within 180 days from the = complex care need who had a
Outcome start of the measurement period documented person-driven
outcome
Achievement of a Documented achievement of the person-  Individuals with an identified
Person-Driven driven outcome (which can be maintaining complex care need who had a
Outcome or improving) within 180 days from the documented person-driven
start of the measurement period. outcome and follow-up.
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Summary of Project Participants
Pilot (2015-2017), Functional Disability Project (2018-2020), Serious Illness Project (2018-2020)

Medicaid Case Case Management Geriatric and Serious
Management lliness Programs
-Case Management in MMP *Case management in *Geriatric Primary Care
Medicare Advantage plan Practice (3)

*Case Management in D-SNP
«Case management in an *Hospice system

«Case management in _
J integrated delivery system

Medicaid plan with a health

home program *Case management in
accountable care
organization

*Serious lliness Programs (3)

25 Clinicians, 142 Patients 33 Clinicians, 373 Patients 45 Clinicians, 794 Patients
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Presenter
Presentation Notes
Medicaid Case Management (25 providers, 142 patients)
Case mngmnt in MMP - Care Source (Ohio) Pilot – 14 clinicians, 27 patients
Case mngmnt in D-SNP – iCare (Wisconsin) Pilot – 2 clinicians, 20 patients
Case mngmnt in Medicaid plan w/ health home program (CHPW – PDO Demo) Demo – 9** clinicians, 95 patients
**Only included clinicians w/ consented patients

Case Management (33 clinicians, 373 patients)
Case management in Medicare Advantage plan – Priority Health (Michigan) Pilot & Demo – 7 clinicians (5 demo, 2 pilot),  193 patients (164 demo, 29 pilot) 
Case management in an integrated delivery system – KPNW (Oregon) Pilot & Demo  – 22 clinicians (17 Demo, 5 pilot), 156 patients (79 demo, 77 pilot)
Case management in accountable care organization - UCLA Medical Home Visit Program (California) Pilot – 4 clinicians, 24 patients

Geriatric and Serious Illness Programs (45 clinicians, 794 patients)
Geriatric home-based primary care – UCSF  (California) Pilot – 2 clinicians, 22 patients
Geriatric home-based primary care – USMM-Dallas & USMM-Lansing (Texas/Michigan) Pilot – 4 clinicians, 47 patients
Geriatric home-based primary care – MedStar (Baltimore) Demo – 2 clinicians, 46 patients
Hospice system – Four Seasons (North Carolina) SICP – 11 clinicians, 163 patients
ProHEALTH SICP – 8 clinicians, 197 patients
KP SICP – 10 clinicians, 127 patients
Landmark SICP – 8 clinicians, 192 patients



Testing Results: Variability among sites in measure performance

Four Functional Four Serious
Measure Disability Sites lliness Sites
(n=384) (n=679)
Follow-up on a Person-Driven 62% 77%
Outcome Range: 24% to 83% Range: 41% to 87%
Achievement of a Person-Driven 66% 61%
Outcome Range: 40% to 82% Range: 54% to 67%

« Variation noted in follow up and goal achievement by different sites

* For the functional disability sites, using claims data, we compared the number of patients
in intervention and control groups with at least one visit to the hospital or ED 6 months
before and after the intervention was implemented. Intervention group experienced a
significant decrease in hospitalization rates 6 months after the intervention, and a non-

significant decrease in ED visits.
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Key Takeaways

 Novel approach to measuring what matters most to individuals
 Pushes practice delivery change towards care that matters

« (Can be used for care planning and quality measurement

« Working towards implementing these measures in digital environment
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For more information: Scholle@ncqga.org
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