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Welcome to Provider Care Management Solutions

Provider Care Management Solutions (PCMS) is a web-based population management application available
to select providers. Through alerts, dashboards and reports, PCMS helps practices stratify their patient
population based on risk and prevalence of conditions, and it offers actionable clinical insights, including
alerts to potential gaps in care, ER utilization and patients who are high risk for avoidable admissions or
readmissions.

How to use this guide
This guide will provide direction and tips for using the PCMS application, including information about:
* lcons
* Key PCMS terms
* Accessing PCMS
e Using different views in the application to stratify patient data and identify population health needs
* Exporting data to generate reports
* Supplemental appendices
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What’s New?

Select the links below to navigate to updated information and functions:
e Population Summary Chart
e Care Opportunities Chart
e Ambulatory Care Sensitive Admissions Condition Summary Chart
e Advanced Filters Pharmacy Report
e Program-specific Reconciliations

Icons
Icon Description

Actions: Three lines in a box; offers a menu to initiate specific actions available within the
PCMS tool, including sending automated referrals to the health plan

Health Assessment: Clipboard; identifies attributed patients who, based on their program
and benefit coverage, are identified as requiring a Health Assessment to be completed in
i ePASS. The icon will display, only as applicable, for four months from initial identification
date.

High Risk Comorbidities Risk Driver: Orange indicator paired with Hot Spotter Chronic
tl"l icon; indicates a Chronic Hot Spotter patient with amplified risk

High Risk Controlled Rx: Pill icon; indicates a patient who is identified for early risk
| detection and/or controlled substance abuse monitoring (CSUM); the alert is updated
weekly

Hot Spotter Chronic: Flame with raised C; indicates a patient with at least one core
chronic condition who also meets other risk criteria

Hot Spotter Readmission: Flame with raised R; indicates a patient who has recently been
| ‘!}t admitted and is at risk for readmission, based on specific risk drivers, or who has a gap in
care that the PCP can address

Information: Gray circle with lower-case i; Indicates additional information is available;
select the icon to view details
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Icon Description
Inpatient Authorization: Red cross icon; indicates a patient who has been authorized for
|| an inpatient admission in the past 30 days

New Patient: Orange flag with NEW text; indicates a patient who is newly attributed to
the provider within the past 30 days

New to view: Green circle with white cross indicates the patient has been newly added to
the view since the last time the data was refreshed

Patient 360 LPR icon: Patient glyph; launches the Patient 360 Longitudinal Patient Record
(LPR) for the associated patient, where available

Key PCMS terms

Attribution/Attributed Patients: Patients who are assigned to the provider for this program

Note: The attribution date will be the date the patient record was loaded into the PCMS system, which
may not correspond with the date the patient’s benefits became effective and began receiving care
from the provider

Care Opportunities: Indicates a potential gap in care, based on HEDIS®* measures the patient
qualifies to receive; care opportunities are color-coded by their due date:

O

@)
@)
O
@)

Red: past due

Orange: due in 30 days

Yellow: due in 60 days

Blue: due during the calendar year
Green: complete

Care Opportunity measures: The HEDIS-based measures are grouped by categories/conditions,

including:
o Well visits
= Adult access to preventive/ambulatory health services
= Well-child visits ages 0-15 months
= Well-child visits ages 3-6 years old
=  Adolescent well-care visits ages 12-21
o Upper respiratory infection (URI)/pharyngitis/ADHD

O

O

=  Appropriate testing for children with pharyngitis
= Appropriate treatment for children with URI
=  Follow-up care for children with newly prescribed ADHD medication
Prevention
=  Adult BMI
= Lead Screen in Children
= Adolescent Immunizations
e Tdap
e Meningococcal
e Combol
Pregnancy
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= Prenatal Care
= Postpartum Care

o Heart Health — Annual Monitoring of Persistent Medications
= ACE Inhibitors or ARB

= Digoxin
= Diuretics
= Total

o Diabetes

= Diabetes: medical attention for nephropathy
= Diabetes: eye exam
= Diabetes: hemoglobin Alc testing
o Cancer
=  Breast cancer screening
= Cervical cancer screening
o Behavioral Health — Antidepressant Medication Management
= Acute Phase Treatment
= Continuation Phase Treatment
Asthma/chronic obstructive pulmonary disease (COPD)
= Medication management for people with asthma

O

Readmission Hot Spotter: A patient who has recently been admitted to an inpatient facility and who has a
moderate to high risk of being readmitted or who has a gap in care that can be addressed by their PCP

Chronic Hot Spotter: Patients who have been identified as high risk and have at least one core chronic
condition (asthma, COPD, congestive heart failure CHF, coronary heart disease CHD, diabetes,
hypertension, migraine or morbid obesity).

Prospective Risk Score: A number predicting future health care costs and utilization based on
demographic factors (age, gender) and current chronic conditions and comorbidities (diagnoses codes
from administrative health care claim data); risk scores are updated monthly

Tickers: Quick reference view of key metrics for the provider and their patients, found on the PCMS home
page; the tickers provide recent information about the metric, as well as an up or down arrow comparing the
current status to the last time the data was updated, based on the update schedule (i.e., daily, weekly,
monthly)

Global Filters: Specific criteria, accessible from the Filters link at the top right of the PCMS application,
which can be selected and applied across the views in PCMS to narrow the patient information seen

*HEDIS is a registered trademark of the National Committee for Quality Assurance (NCQA).

Access PCMS
1. Navigate to www.availity.com in your Web browser to access PCMS reports. The Administrator will
need to assign authority and role assignment (clinical or financial, as appropriate) to access content in
PCMS.
2. Login.
Choose the More option.
4. Navigate to Provider Online Reporting. The Provider Online Reporting Welcome Page is the starting
point for accessing reports. Note: More details about Provider Online Reporting follow.
5. Verify or select Organization and Payer, then choose Submit.
6. Select Launch Provider Care Management Solutions from the Report Search page.

w
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http://www.availity.com/

Programs

Welcome to Provider Online Reporting

Report Search

Contact Us Welcome
Notifications
Welcome
Register / Maintain the Provider Online Reporting site. We are
Organization Medicaid PQIF y information with ou .
menu t program documents, notificz d repor
Maintain User specific to the program(s) your organization participates in

- Register User(s
ou are not permitted to access or use any
site that pertains to

- Edit User(s

From the Welcome Page, users can navigate to the following areas if applicable

e Select the applicable program you are participating in (e.g., PQIP, Risk, Shared Savings, etc.) you
have an arrangement with “Medicaid PQIP or Risk/Shared Savings,” then “Report Search” in the
home panel on the left to “launch Provider Care Management Solutions”

e The “Programs” selection will display a brief description of the Program

e The “Report Search” selection will display a list of reports and the programs available, Launch

e Provider Care Management Solutions will appear at the bottom of the page

e The “Contact Us” selection allows providers to submit questions. Select the appropriate shared
savings arrangement program under the comment section, the select “General Support
Question” to submit your question.

e The “Notifications” selection will display program notifications

e The ‘Register/ Maintain Organization’ will display a page allowing users area to verify the organization
registration

e C(lick “Online Resources” to view helpful external websites

PCMS display

This section will orient you to PCMS’ general layout and help you get started exploring all of the reporting
capabilities available to users.

Before you get started, check your screen resolution. The recommended screen resolution for optimal viewing
is 1400x900. This is typically adjustable by right-clicking on an empty spot on your desktop and selecting
“screen resolution.” Depending on the size of your computer screen, you may not be able to adjust to the

optimal resolution, but the content displayed will be the same.

When you first log in to PCMS, you’ll be on the Home page.
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rovider Lare Management S0lutions
PRIMARY CARE PRACTICE

# Home A&, Population [@ Action Center

PRIMARY CARE PRACTICE Quick Links & e
PROGRAM Communications (Alerts) CLEUN T 2Filter(s) Applied
Attribution Readmission Hot Spotters Chronic Hot Spotters High Risk Controlled Rx IP Authorizations Care Opportunities

9,646 0 348 Q 860 0 6,098 @

Care Opportunities by Condition

0 420 840 1.26k 168k 2.1k 252k 2.94k 3.36k 378k 4.2k

Well Visit I 3,798

URI/Pharyngitis/ADHD I 53

|:| Prevention 0
Pregnancy 0

Chart Heart Health 0
Diabetes 720
Cancer 1,363
Behavioral Health 0

Asthma/COPD 161

®PastDue | ® Duein 30 Days @ Due in 60 Days ? Due in Calendar Year

The PCMS system information shown throughout this guide is for demonstration purposes only. The
information you see when you log in may look slightly different.
e Views (also referred to as tabs)
o Home
o Population
o Performance (availability of data dependent on program; please contact your health plan
representative with questions)
o Action Center
e Quick Links
e Communications (i.e., alerts; shown as a bell at the top right)
e Group name
o Tickers
o Attribution

o Readmission Hot Spotters

o Chronic Hot Spotters

o High Risk Controlled Rx

o IP Authorizations

o Care Opportunities

o Health Assessments to Complete (will only display when applicable)
e Chart

o Care Opportunities by Condition
e Filters

Select the Population tab to access clinical reports. The views under Population Management include:

e Attributed Patients
e Inactive Patients

e (Care Opportunities

e ERVisits

e Inpatient Admissions
e Pharmacy
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Select the Quick Links n icon to access the electronic version of this guide and other resources
you may find useful.

Note: We recommend always using the electronic version of the
guide to ensure you have the most up-to-date information. Quick Links:

PCMS Population User Guide

|
The bell icon on the Home tab offers the user PCMS
alerts such as planned maintenance updates, upcoming
enhancements and more.

The name of the provider group that is tied to the data reflecting in PCMS will display at the top left of
the page. Depending on the user’s permissions and how the group is set up in PCMS, the user may be
able to change the group using the Filters panel.

4 Home 42 Population |#” Performance [ Action Center

Group: PRIMARY CARE PRACTICE
Program: PROGRAM

Tickers allow the user to view key metrics on the Home page, including trends in the organization’s
patient population. Selecting the ticker displays patient information found in the Population view.

# Home &, Poputation | Performance [ Action Center

PRIMARY CARE PRACTICE i
PROGRAM erall o
Atiribution Readmission Hot Spotters Chronic Hot Spotters High Risk Controlled Rx IP Authorizations Care Opportunities

9,646 0 348Q 86 O 0 6,008 0

Attribution ticker

The Attribution ticker shows the number of attributed patients, including a count of newly-attributed
patients for the current month. Select the Attribution ticker to display a list of all attributed patients
(Population > Attributed Patients view). This ticker is updated monthly; inactive patients are removed
daily.

Readmission Hot Spotters ticker

The Readmission Hot Spotters ticker shows the number of Hot Spotter patients with a significant risk of
readmission, along with the count from the previous month and an arrow showing the trend. Select the
ticker to display a list of patients that are readmission hot spotters. This ticker is updated daily.

Chronic Hot Spotters ticker

The Chronic Hot Spotters ticker shows the number of Hot Spotter patients with specific chronic
conditions as compared to the population of Chronic Hot Spotters the previous month with an arrow
showing the trend. Selecting the ticker navigates to a list of Chronic Hot Spotter patients. This ticker is
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updated monthly.

High Risk Controlled Rx ticker
The High Risk Controlled Rx Pill ticker shows a patient who is identified for early risk detection and/or
controlled substance abuse monitoring (CSUM). This ticker is updated weekly.

Inpatient (IP) Authorizations ticker

The Inpatient Authorizations (IP) ticker shows the number of current inpatient authorizations and the
number authorized on the previous day with an arrow showing the trend. Selecting the IP
Authorizations ticker navigates to a list of all patients with an inpatient authorization. This ticker is
updated daily.

Care Opportunities ticker

The Care Opportunities ticker shows the current number of care opportunities and the number of care
opportunities in the previous month with an arrow showing the trend. Selecting the Care Opportunities
ticker navigates to a list of patients with active care opportunities. Information is updated monthly and
refreshed daily. Once a past due care opportunity is resolved, it may take a few months to fall off the list,
as the data is based on periodic claims data updates.

Health Assessments to complete ticker

The Health Assessments to Complete ticker indicates the number of patients who, based on program and
benefit coverage, are identified as still requiring a Health Assessment to be completed in ePASS. This ticker
may not show for all providers.

The Care Opportunities by Condition chart visually displays the various statuses of care opportunities
among the attributed patient panel by condition/category. Selecting the Show Chart button will display
the Care Opportunities chart:

Hovering over any of the opportunities will display additional information to indicate the number of
patients who appear to be past due, those due in 30 and 60 days, those due this calendar year and the
Close Ratio (the number of completed measures divided by the total number of measures for the
opportunity for the rolling 12 months).

Care Opportunities by Patient Report Date: 06/07/2017 I I ¥ showChart | & Export +
Care Opportunities
0 680 1.36k 2.04k 27k 34k 4.08k 4.76k 544k 6.12k 6.8k
Well Visit I b,19f
i Well Visit
URI/Pharyngitis/ADHD I 42 Past Dug 19 ® Past Due
Prevention 387 Due in 30 Days 4 -
Due in 60 Days 7 Duein 30 Days
Pregnancy 307 Due in Calendar Year 6,127
7 Due in 60 Days
Heart Health a7 Close Ratio 16.64%
” Due in Calendar Year
Diabetes 859
Cancer 1,777 Camplele
Behavioral Health 0
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A summary table displays care opportunities by condition when clicking on View Rates, as shown below.

Care Opportunities Condition Detail - Prevention

OMPLET DUEIN GRAND T < CLOSE
s ['J.i":r;!gi‘E‘IC’Ef*’ CALENDAR YEAR 30 DAYS sopays O ‘D’g'?‘;;”:;lg;’ IRIAT]‘\O
Prevention
Adult BMI 1934 208 o D o 2,230 B6.73%
Lead Screen in Children 141 15 o D o 156 90.33%
Adolescent Imm: Combo 1 156 30 o 0 o 186 83.87%
Adolescent Imm: Meningococcal 165 | o 0 o 186 BB 71%
Adolescent Imm: Tdap 162 24 0 0 0 186 87.10%
Total 2,558 386 0 0 0 2,944 86.89%

Common Functions: Using filters to tailor your reports
Filters can help manage a specified set of patients within the provider’s population and offer the ability to
view attributed patients across all groups and programs associated with the user.

Note: Use filters to ensure appropriate criteria are applied and search results return the patient list
intended.

There are three categories of filters in PCMS:
o Global Filters
e Advanced Filters
e Simple Filters

A filter button displays at the top right of all views, showing the number of filters
applied in the current view. Clicking the filter icon opens a new Global Filters panel. Any filter applied to
Population Global Filters will update all Home and Population views if the applied filters are applicable to
the respective view.
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Attributed Patients Filters

Population

Saved Organizations: | Please select o v Selected Filters (1) Clear All
Conditions GROUP: Reset
iy Group: 1. PRIMARY CARE PRACTICE x =
Risk Drivers
Program: 2. All -
Chronic Care Gaps
Line of Business: All -
Visit Types
Product: All -
Clinical Programs
Patient: 3. Enter Patient Detail x

Clinical Programs Status

4. ORGANIZATIONS
Care Opportunities
(] ORGANIZATION NAME TIN-=**B731
Referral Directio —
e i () ORGANIZATION NAME TIN=+5133
HEE RiskeScores [ ORGANIZATION NAME TIN=*=7775

Total Cost [0 ORGANIZATION NAME TIN-***+0276

N [0 ORGANIZATION NAME TIN:**0428
Cost Category
[ ORGANIZATION NAME TIN:===7159

[[] ORGANIZATION NAME TN

[ ORGANIZATION NAME TIN="6029

Search b 3

When filtering in the Population tab, filter in the order displayed — the Group selection (1. above)
determines the selections for Program. The Program selection (2. above) determines the selections in
LOB and Product.

To search for a particular patient (3. above), enter at least 2 characters of the patient’s first or last name
in the Patient Search box.

“Organizations” (4. above) contains a list of all TINs associated with the Group selected. Expanding the
TIN allows for further drilldown to the individual NPIs of the Practitioners associated with the
Organization (or TIN).

Any applied Global Filter automatically updates all Home and Population views. For example, choosing
“LOB = Medicaid ” for Attributed Patients will automatically update Home Tab, Inactive Patients, Care
Opportunities and ER Visits views. This will be reflected in the applied filters box in each respective view.
Similarly, removing a Global Filter will automatically update all applicable views.

Caution: Use Global Filters carefully. Always check the white filter box to see what subset of data is
currently being displayed. Access the Global Filters panel to make any necessary alterations to the
data being viewed.

EEI x
Customize the filter window by clicking on the function buttons on the top right: -
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e only show filters
e Show filters and selected filters

e only show selected filters |5
e Adjust window opacity m

Saving a Filter

The Population tab allows users to save and manage filters by organization or provider. Organization Filters
are saved for the user (by username) who created and saved the Organization Filter to use in their current
and any future session of PCMS.

Saved Organization Filters can be combined with other Advanced Filters on the Global Filters Panel as

necessary.

To save an organization, check the boxes to the left of the organization or provider you wish to save.
Then click the Save Organizations button in the lower right corner.

Attributed Patients Filters EEEO x

I Population
Conditions
Risk Drivers
Chronic Care Gaps
Visit Types
Clinical Programs
Clinical Programs Status
Care Opportunities
Referral Direction
HCC Risk Scores
Total Cost

Cost Category

Saved Organizations: = Please select. o v
Group: PRIMARY CARE PRACTICE =

Program: All b
Line of Business: All -
Product: All v
Patient: Enter Patient Detail x

ORGANIZATIONS
[ ORGANIZATION NAME TIN**28731 A

—
) ORGANIZATION NAME
] ORGANIZATION NAME
] ORGANIZATION NAME

(] ORGANIZATION NAME

Search

Selected Filters (2)

GROUP:

ORGANIZATION:

ORGANIZATION NAME 34 ©

Save Organizations

Clear All

Reset

Reset

=3

Type a name and description for the filter and click “Save.” To save as the default filter, select “Set as the
Default filter,” and click “Save.” This default filter will apply anytime the same username is logged in to

PCMS.
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Save Organizations x

Create a New Filter

Name:

Description:

Enter a description for your filter

[ Set as the default filter

Saves the selected organizations filter. Cancel

To edit saved organization filters or select a new

default, click on the wheel to the right of the Saved organization L+ IR

Organization name. P - s

To select a saved organization as a filter, click on the pull-down arrow to the right of “Saved
Organizations” and click the star to select the organization.

To return to the Global Filters Panel, click Close.

The saved filter is available for selection in the Saved Organizations field by opening the Global Filters
panel. Default filters will apply anytime you log into PCMS. Default filters are identified with a solid star
in the drop down menu of the Saved Organizations.

Click on the wheel icon and select your saved filter.

To change the name of a filter, reorder filters, delete or set default filters:
Follow one of the processes below to manage the filters.

Page 12 of 106



To... Then...
Change name Double-click on the name of the filter to select it.
Type the new name and enter or change the description if you like. Click
Update.
MNAME DESCRIPTION DEFALULT
|| Test & x | &3
Test 10 Cancel &
Delete Click on the name of the filter to select it.
Click Delete.
HAME DESCRIFTION DEFALULT
| Tests 0 |
Test 10 ™
Sat default organzstions, recrder, update, andfor delete your saved organizations.
Set to default Double-click on the name of the filter to select it. Select
Default and click Update.
KAME DESCRIFTION DEFAULT
Test§
Test 10 i O
Click on the filter name and drag and drop the filter name into the desired order.
Re-order Filter names will appear in the defined order in the Saved Organizations dropdown
list box in the Global Filters panel

Double-click on the name of the Saved Filter and type over the name of your saved filter.

Click Update to save the updated name of your saved filter

Click on the filter name and drag and drop the filter name into the desired order. Filter names will
appear in the defined order in the Saved Organizations dropdown list box in the Global Filters panel.
Click on the check box to the right of the filter name to delete that saved filter.
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Click on the check box to set this filter as your default filter. This filter will apply anytime you log into
PCMS.

=

Saved Organizations Manager x
NAME DESCRIPTION DEEAULT
Organization 1 (4
Saved 2 il
Saved 3 n

Set default organizations, reorder, update, and/or delete your saved organizations. Delete

Users may use the drop-downs for the Global Filters to filter by one or multiple Groups, Programs, Lines
of Business (LOB) and Products; however, selections must be made in that order, as Group determines
the options for Program; Program determines the options for LOB; Program and LOB determine the
options for Product.

Patient search
The Patient search field is available in the Global Filters panel when the user is in the Population view.

Type the patient’s first, last name or any combination thereof and select Update.
The list of patients matching the search criteria will display.

The Population tab contains Advanced Filters that are applicable to the selected Population report
views.

Advanced filters automatically populate the Global Filters panel by clicking on Attributed Patients, Care
Opportunities, ER Visits and/or Inpatient Admissions report views. If an advanced filter is shared across
multiple views, any applied filter automatically updates all applicable reports. This is reflected in the
applied filters box in each respective report view.

Example: ‘Clinical Programs’ is an advanced filter common to all Attributed Patients, Care Opportunities,
ER Visits and Inpatient Admissions.

Applying a Clinical Program filter in Attributed Patients automatically updates Care Opportunities, ER
Visits and Inpatient Admissions. Similarly, removing an advanced filter shared across multiple report
views automatically updates all applicable report views.
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Attributed Patients Filters EEOQ x

Population CLINICAL PROGRAMS

e [ Case Management (CM)

[¥ Case Manager
Risk Drivers

[ center Of Excellence (COE)
Chronic Care Gaps

[ Health Training
Visit Types [ Obstetrics High-Risk
Clinical Programs [ short Term
4
Clinical Programs Status ¥ Social Worker

[ Special Programs
Care Opportunities

[} Disease Management (DM)
Referral Direction

HCC Risk Scores

Total Cost

Cost Category AND m Search

m or | [J IHM Care Coordination Exists

Selected Filters (8)

GROUP:

PRIMARY CARE PRACTICE &

CLINICAL PROGRAMS (OR}:

Case Manager @

Center Of Excellence (COE) @

Clear All

Reset

Reset

Health Training © @ Obstetrics High-Risk &

Short Term € | Social Worker ©

Special Programs @

If multiple report view selections are made in the Global Filters panel, advanced filters applicable to any of

the selections display.

An “And/Or” function is available for some filters, allowing for customized filtering criteria in order to

target certain segments of the population.

The AND function filters members that have ALL of the selections made. For example if Admit Diagnosis
AND Chronic Care Gap are selected for Risk Drivers, only members who have both Admit Diagnosis and

Chronic Care Gap Risk Drivers will generate.

B TR S DETER] |
= A Diigrcsis

mmmry B Chionic Cam Gap

Fink Dibvara 1 Caums fod = 10 Ry 4 mos
CyHATHALE
et el e of o Eerrniskiepres

il iR

The OR function filters members who have any of the selections. For example; if Admit Diagnosis OR
Chronic Care Gap are selected, members with Admit Diagnosis, Chronic Care Gap or both will generate.

Page 15 of 106



E3

Caution: Data is not filtered until the Apply filters button is clicked.

The table below indicates which filters are applicable to which view(s).

Views

Attributed Patients

Inactive Patients

Care Opportunities

ER Visits

Inpatient Admissions

Pharmacy

Filters

Patient Conditions
Risk Drivers

Chronic Care Gaps

Visit Types

Clinical Programs
Clinical Programs Status

Care Opportunities

Referral Direction

Referral Direction

Risk Drivers
Chronic Care Gaps

Clinical Programs

Clinical Programs Status

Care Opportunities
Care Opportunities Status

Referral Direction

Risk Drivers
Chronic Care Gaps

Types

Clinical Programs

Clinical Programs Status
Frequency ER Visit

Date Range

Referral Direction

Inpatient Admit Types
Risk Drivers

Chronic Care Gaps

Clinical Programs

Clinical Programs Status
Frequency

Date Range

Referral Direction

Drug Class
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Population views
Listed below are tabs in the Population view:
e Attributed Patients
e Inactive Patients
e Care Opportunities
e ER Visits
e Inpatient Admissions
e  Pharmacy

(4 Action Center

£ Home 4. Population

| Performance

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

The icons shown below will display for a patient who meets the criteria associated with each icon. The
icons are shown in each view in the Population tab, where applicable.

The table below describes each Simple Check Box Filter, and the corresponding icon:

Simple filter (checkbox) Description Icon

Hot Spotter Chronic

&

This report identifies attributed
patients who fall into the category:
high risk (% per internal Anthem
analytics) with at least one core one of
the 8 chronic conditions (Asthma,
COPD, CAD, CHF, Diabetes, Migraine,
Hypertension and Morbid Obesity).

Icon in patient column is a
flame with a small © and
displays patient name,
months as a Hot Spotter, list
of risk drivers.

Report frequency is monthly
for chronic risk.

Hot Spotter Readmission

5

This report identifies attributed
patients using the following criteria:
demographics, expected future cost,
clinical features, such as presenting
diagnosis at admission and co
morbidity indices, prior utilization
including ER use and previous inpatient
admissions, length of stay > 10 days
and/or high dollar claims > $75,000
over the prior 12 months.

Icon in patient column is a

“. n
r

flame with a small and
displays patient name,
months as a Hot Spotter, list

of risk drivers.

Report frequency is daily for
readmission risk.

High Risk Controlled Rx

“

Identifies a patient who is identified
using predictive modeling rule for early
risk detection and/or controlled
substance abuse monitoring (CSUM).

Icon in patient column is a
pill and displays patient
name, date identified, list of
risk drivers
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Simple filter (checkbox)

Description

Icon

Report frequency is weekly
for dependency risk.

New Patient

e

Identifies a patient newly attributed to
a provider.

e The attribution date will be the
date the patient record was loaded
into the PCMS system, which may
not correspond with the date the
patient’s benefits became
effective or the date the patient
began receiving care from the
provider.

e  PPH (primary care physician or
provider) will be designated in the
Attribution Method column. This
means the patient could have self-
selected the provider or was auto
assigned.

Icon in patient column is a
box with the word NEW.
Displays patient name,
attributed date and
attribution method.

Inpatient Authorization

Shows attributed patients who have
been authorized for an inpatient
admission. Attributed patients will

Icon in patient column is a
red cross. Displays patient
name, Inpatient facility

Li‘_‘,| appear on this report from the time name, length of stay,
admission is authorized through 30 admission date, discharge
days post-discharge. date, admitting diagnosis and

readmission risk.
Report frequency is daily.
New to View Will display if records are new to the A small green plus sign is
o selected report, based on the report added to the icon in the

refresh logic

The green plus attached to another
icon indicates the patient is newly
identified as meeting other icon
criteria. A patient is considered “new”
if:

e The patient was identified during
the prior month as a chronic hot
spotter (updated monthly)

e The patient was identified as a
readmission hot spotter during the

patient column.
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Simple filter (checkbox)

Description

prior 14 days (updated daily)

e The patient was identified as
having an inpatient authorization
during the prior 72 hoursymmsi

Attribution -

future (updated daily)
e Wereceived a new claim

past 7 calendar days ide

Attributed Date
03/01/2015 Method

Attribution Method

the patient had an ER vistcorar
inpatient admission

Health Assessment

O

If applicable - identifies attributed
patients who need a Health
Assessment completed in ePASS. The
ePASS indicator will continue to display
until the patient no longer has any
open clinical documentation gaps.

Icon in patient column is a
clip board.

Displays link to ePASS tool
and directions to complete a
health assessment in ePASS.

New patients

13
The icon indicates newly attributed patients. Selecting this icon will display the attribution date and

method.

Notes:

e The attribution date will be the date the patient
record was loaded into the PCMS system, which
may not correspond with the date the patient’s
benefits became effective or the date the patient
began receiving care from the provider.

e PPH (primary care physician or provider) will be designated in the Attribution
Method column. This means the patient could have self-selected the provider

or was auto-assigned.

Chronic Hot Spotter

The flame with a raised C

represents a Chronic Hot Spotter patient, who is high risk and has at

least one core chronic condition (asthma, COPD, CHF, CHD, diabetes, hypertension, migraine, morbid

obesity).

Page 19 of 106



Selecting the Hot Spotter Chronic icon displays the risk

. . . . s i ie
drivers associated with the patient’s conditions. Hot Spottes Chionic -4
Diabetes med erratic refll & months

High Risk Comorbidities Risk Driver
Ne
The icon, an orange indicator shown in conjunction with the Hot Spotter Chronic icon, identifies
attributed a patient who is a Chronic Hot Spotter and also has at least one high-risk comorbidity. These
comorbid conditions in combination with one of the core chronic conditions amplify the risk for the
patient and tend to be linked with a higher tendency for self-care management issues. Selecting the
information icon next to conditions will display the list of conditions associated with the patient. These
risk drivers will be added to the Risk Factor filter options in the Filters panel.

Readmission Hot Spotter
Fy

The icon, a flame with a raised R, identifies attributed Hot Spotter Readmission - 3
patients with a recent inpatient admission that are at risk Bl MD Visit Claims & mos

for readmission. Selecting this icon will display associated Lingtannied Adeit

risk drivers. ek it

Inpatient authorization

The red cross icon El identifies all attributed patients who have been authorized for an inpatient,
acute care admission. Select the icon to get more information about the inpatient authorization
including:
e The inpatient facility
e Length of stay
e Admission date
e Admitting diagnosis
e Discharge date: An asterisk indicates an estimated date of discharge based on authorized length
of stay
e Readmission risk: Readmission risk is a patient’s risk for an inpatient readmission within 90 days of
a primary inpatient event; it is calculated with a proprietary predictive model using:
Current admission information
Overall utilization history and cost risk
Disease comorbidity

o
o
o
o Demographic data

Inpatient - B ssass

Inpatient Facility AN Admission Date 1 Discharge Date Admitting Diagnosis L
of Stay Risk
s . Hospit] 18 03/21/2015 04/08/2015 HEMOPHAGOCYTIC SYNDROMES 54.62%
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New to View

The green plus attached to another icon indicates the patient is newly identified as i+ L—.,lﬁ
meeting other icon criteria. A patient is considered “new” if:
e The patient was identified during the prior month as a chronic hot spotter IEI E} f}ﬁ
(updated monthly) —
e The patient was identified as a readmission hot spotter during the prior 14 days ] E%
(updated daily) N
e The patient was identified as having an inpatient authorization during the prior th
72 hours or in the future (updated daily) 'If:l
o We received a new claim in the past 7 calendar days identifying the patient had £

an ER visit or an inpatient admission

Health Assessment

The clipboard icon identifies attributed patients who, based on their program and benefit coverage, are
identified as requiring a Health Assessment to be completed in ePASS. The icon will display, only as
applicable, for four months from initial identification date.

The Report Date displays in the upper right of each Population view. This window indicates each data
point, the expectation for how frequently that data is refreshed in PCMS, and the status of the refresh—
complete or incomplete.

Note: Data refreshes at different frequencies
depending on the data type and data view. Select

the Report Date link to view the Report Refresh PCMS View 1 Refresh Frequency Status
Frequency table. A green check indicates that it ity it oty SR Jeces © s
data has been updated as of the date of the " ::: :ﬁ: i;:l;m :I:w, 2
report; a red X indicates the data has not been Y tapatient Athodzation Gaily o
updated. :

The Export button is available at the top right of each view Report Date: 06/03/2017 & Export v

in the Population tab. This function allows the user to
export PCMS data to an Excel xIsx. or PDF file format. Selecting the Export button without selecting the
down arrow defaults to Excel. Refer to the Export Glossary for more information.

The general purpose of attribution data is to identify the patients for whom a practice is responsible for
providing primary care and coordinating care with other providers to ensure patient care needs are met.

This view, available in the Population tab, provides information on patients who are attributed to a
provider and includes the data columns described in the table here. You can find additional details about
some of these columns following this table.

Column/component Description

. = Select to access specific actions/functions in PCMS
Actions =

Launches the Patient 360 LPR for the associated patient, where
Patient 360 LPR available
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Patient The full name (last name, first name), gender, age, date of birth of
the patient

Attributed Provider Either the full name (last name, first name) of the primary care
physician or provider the patient is assigned to or the name of the
primary organization the patient is assigned to

Organization The provider organization (tied to tax identification number)
assigned to patient

Prospective Risk Score A score reflecting the patient’s relative risk of future health
care cost and use over the next 12 months

Care Opportunities The total number of care opportunities identified for the
patient for the incurred reporting period

Chronic Care Gap Score Represents the weighted total of all identified risk drivers/gaps for
the patient; the list of risk drivers/gaps have been prioritized and
assigned a numerical value to create the score

Note: If this column is not displayed in the tool:
1. Hover over the Prospective Risk Score column header
2. Select the drop-down arrow
3. Select Columns
4. Select the Hot Spotter Gap Score check box

Conditions The number of chronic conditions identified for the patient for the
incurred reporting period

Visits The number of visits the patient has had (outpatient facility,
inpatient, ER, urgent, attributed provider) in the past rolling 12
months

Clinical Programs Indicates whether the patient is enrolled in a health plan Case

Management or Disease Management program

Actions

Select the Actions icon to display a list of actions/functions that can be initiated within PCMS, such as
submitting patient referrals to the health plan for care management/disease management programs. Refer to
the Submitting Referrals section later in this guide for more information.

Patient 360 Longitudinal Patient Record
Where available, the P360 LPR icon will launch the record for the associated patient. Refer to Accessing
the Patient 360 Longitudinal Patient Record section later in this guide for more information.

Patient

Select the plus (+) sign to the left of the patient name to obtain more details about the patient, including
sex, age, date of birth, member ID number (assigned to the patient by the health plan), line of business,
product and patient phone number.
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B LAST, FIRST &  LAST, FIRST ORGANIZATION NAME

Member ID: T, Phone Number: ***-***_0085
Line of Business: Medicaid Product HMO Medicaid
Home Plan:

Attributed Provider
This is the provider that the patient is assigned to and who should be primarily responsible for managing
the patients care needs.

Prospective Risk Score

The Prospective Risk Score is a number predicting the patient’s risk of future health care costs and
utilization based on demographic factors (age, gender) and current chronic conditions and comorbidities
(diagnoses codes from administrative health care claim data). Scores are updated monthly using DxCG
software developed by Verisk Health, an external health care data analytics company.

A score of 1 represents an “average” member. If someone has a score of 2, they are predicted to use
twice the amount of medical services as the “average” member and cost twice as much as the average
member. A score of 10 means the member is predicted to use 10 times the amount of services and cost
as an “average” member.

The data elements used to calculate risk score are modeled to classify patients into coherent clinical
groupings which result in aggregated, empirically valid scores at the member level. As prospective risk
scores capture the chronic, or recurrent, disease burden of members, models and payments based on
such scores can be thought of as a quantification of differences in illness burden or morbidity levels
among groups of individuals and a true measure of associated resource utilization.

In the context of the visual indicators that may appear next to a patient’s risk score:

A green arrow up indicates an increase of 10 percent.
A red arrow down indicates a decrease of 10 percent.
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Care Opportunities

In the Attributed Patients view, the Care Opportunities column will display the Care
Opportunities

number of open care opportunities and an information icon. Select the information
icon to display details about the care opportunities the patient is eligible for based on 4

evidence-based guidelines and clinical quality metrics, including: i

¢ Name of care opportunities the patient is eligible for
Last date of compliance for each care opportunity
The number of remaining visits for each care opportunity 1
Clinical due date for each care opportunity

Care Opportunities - MEMBER LAST, MEMBER FIRST - 4

__.T

Diabetes: Monitering for Nephropathy D5M17/2016 1 0872017 ~
Diabetes: Eye exam 11/19/2016 1 11192017

Adult Access to Preventive/Ambulatory Health Servi. .. 11/28/2016 1 11/28/2017
Diabetes: Hemoglobin A1c testing 11/30/2016 1 11/30/2017
Cervical Cancer Screening 08172015 1

Breast Cancer Screening 08/25/20186 1

In the example above, the patient is indicated as having four care opportunities in the Care
Opportunities column and the number 4 is next to the patient’s name in the Care Opportunities dialog
box. While there are six total care opportunities the patient is eligible for, two have a complete status
(indicated by the green color in the Clinical Due Date column) and the other four are still open for
completion by the provider. Dashes in the Last Date of Compliance column indicate we have not
received a claim for that care opportunity in the past 12 months.

Note: If a patient has no care opportunities, either open or closed, no information icon will display in the
Care Opportunities column for that patient.

Care Opportunities are color-coded based on the clinical due date by which the service must be provided
according to HEDIS guidelines. These status colors will display in the dashboard grid and in the Clinical Due
Date column that displays when you select the information icon to view the details of the care
opportunities that apply for the patient:

e Blue: due in calendar year

e Yellow: due in 60 days

e Orange: due in 30 days

e Red: past due

e Green: complete

Care Opportunities data is updated monthly and is based on claims information. Data may not display in
the absence of a paid claim for the service or for a patient who is new to the practice or plan and no
historical claims data is available. If more than one service is required for the measure, the date of the
first paid claim is displayed as well as the clinical due date factors in all services.
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Chronic Care Gap Score

The Chronic Care Gap Score represents a weighted total of the open chronic care gaps for Chronic and
Nonchronic Hot Spotter patients. This score is based on how many open care gaps the patient has. Each
care gap has a numerical score that is weighted by clinical priority based on our analytics risk model
intended to identify gaps with the greatest impact to quality and cost.

A trending arrow up or down indicates movement for the measure. Arrows up or down indicate a
change in gap score greater than or equal to three in the last month.

Selecting the information icon displays chronic care gaps, up to a maximum of 10 care gaps.

Chronic Care

Gap Score Chronic Care Gap - MEMBER LAST, MEMBER FIRST - Score -1

1 I:I Owerweight with fatigue needs obstructive sleep apnea screening

Deep Dive Reference Guide: Hot Spotter and Non-Hot Spotter Chronic Care Gaps

Purpose: The Hot Spotter filter helps providers target interventions by identifying patients at the highest
risk for hospitalization, emergency care or complications based on demographics, ER utilization, care
management engagement, cost of care, readmission and chronic conditions. The Non-Hot Spotter Chronic
Care Gaps targets members that would benefit from interventions due to chronic conditions with
identified gaps in care.

Hot Spotter

Description: Identifies attributed high-risk patients who may benefit from a care plan. The report targets
attributed high-risk patients with a recent inpatient admission at risk for readmission and/or those with one
or more core chronic conditions (asthma, COPD, CHD, CHF, diabetes, hypertension, migraine and morbid
obesity).

Chronic Hot Spotter inclusion criteria

e Core chronic conditions include asthma, COPD, CHD, CHF, diabetes, hypertension, migraine and
morbid obesity

e Specific Care Gaps for other high-risk members, otherwise not identified above by risk, will
increase their inclusion as a Hot Spotter

e High-risk comorbidity conditions that amplify the risk score are identified

e Top 10 percent of Prospective Risk

e Chronic Care Gaps (identified chronic gaps in Chronic Care Gap Score column)

Readmission Hot Spotter criteria
e Continue to identify those members who have an inpatient admission and are at high risk for
readmission, or

e |npatient admission and one of three care gaps
o No doctor visit in the last 6 months
o Chronic medication noncompliance
o More than 10 medications in the last 4 months

e High length of stay (10+ days) or high dollar costs (575,000+ in the preceding 12 months)
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Non-Hot Spotter Chronic Care Gaps

Description: Identifies attributed patients with one or more core chronic conditions identified for Hot
Spotter Chronic methodology and who have care gaps—but who are not classified as Chronic Hot
Spotters. The intent is to help providers in identifying patients that, through proactive interventions, can

limit future risk of incurring health expense and improve quality of care.

Criteria to be included for Non-Hotspotter Chronic Care Gap Score column:

e |dentifies members who have one or more of the core chronic conditions who have not met the

threshold to be considered a chronic Hot Spotter
e |dentified with chronic care gaps

Conditions
This field indicates the number of chronic conditions that are associated with the
patient based on a specific condition list in PCMS.

Select the information icon next to a number in the Conditions column field to see that
patient’s conditions or past medical history of conditions, up to a maximum of 10
conditions. The conditions that display for the patient are sorted based on the greatest
chance for impacting quality and cost (based on our Comprehensive Solutions analytics
risk model), not in alphabetical order. Asterisks indicate the condition is on the sensitive
condition list and is prohibited from being shared in accordance with HIPAA
requirements and state and/or federal guidelines.

Conditions - (S8 SN _ b §

Smoking History - Past Medical History
Fatigue or Somnolence PMH

Proteinuria- Past Medical History

Chronic Kidney Disease (CKD) - Past Medical History

Visits

This column displays the total number of visits (outpatient facility, inpatient, ER, urgent
care, attributed provider, specialist, other PCP) associated with the patient in the past
rolling 12 months.

Select the information icon to display information including the visit type, the date of the
last visit for each visit type and the total number of visits of each type.

If the last PCP visit was not to the patient’s attributed provider, the name of the PCP who
provided the service will display in the Other PCP row when you select the Visits
information icon.* Visits data is updated daily.

Conditions

Visits

4

16

a2t
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*Data field has known Visits 8
issues. We are actively
working to resolve the
issues and will
communicate updates as

Visit Type Last Visit Date No. of Visits 4
Other PCP 12/18/2015 * 36

* Servicing Provider; —

they become available. Uit HENAE i
Specialist 10/01/2015 15
Inpatient 11/06/2015 4
ER 09/04/2015 2
Attributed Provider 04/13/2015 1

Clinical Programs (Case Management/Disease Management)
The Clinical Programs column indicates whether a patient is enrolled in one of our Case Management
and/or Disease Management programs and the status of their participation in the program.

Clinical
Programs

Clinical Programs - MEMBER LAST, MEMBER FIRST

Case Management

Program: Caze Manager
Status: Closed
Status Reasom: Goals Met

a

This report profiles the Provider’s attributed members. Attribution data helps PCMS users identify the
patients for whom a practice is responsible. It also provides basic patient information that may help the
care team.

o ¥t
FROGLAM

Atiribatnd Pailarts o Ak et - e [l £ Lo

Population Summary Chart
The following Population Summary Charts are displayed at an aggregate view level in the Attributed
Patients view when selected in the drop down menu:

e Condition Population / Hot Spotters

e Care Gaps/ Risk Drivers Summary

When one of these charts is selected, the Show Chart button is activated to enable the user to view the
chart and the corresponding patient list or just the patient list.
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Once a view is selected, a refresh symbol appears in the drop-down menu. Click the refresh icon to return to
the default view.

Condition Population / Hot Spotters D -

Example: The following is an example of the Condition Population / Hot Spotters Chart displaying the
chart, hover tool tip window and the patient list (with both non hot spotter patient count and hot
spotter chronic patient count selected)

Provider Care Management Solutions
PRIMARY CARE PRACTICE =

& Hom 4, Population W Perio (2 Action Center
Antibuted Patients Inactive Patients Caro Opportunities ER Visits Inpatient Admissions Pharmacy

oup: PRIMARY CARE PRACTICE . -
Program: PROGRAM SR v 12 Fiterts) Appisod
Aftributed Patients ~ Views | Conditon Popuiation [ Hol Spatiers D) = Report Date 10302017 | | & ShowChart & Expart

o 140 280 420 560 700 B40 980 112k 126k 1.4k
tma =&
CHD B
CHF N
Mon Hot S Patent Count
copo - i
@ Hot Spotter Chronic Patient Count

o I,
Migraine. B o
ety -

h lied Nes [ N

B =& LAST.FRST =@ @  LAST, FIRST ORGANIZATION NAME 6209 10 - 30 50 ~

B =& LAST FRST W LAST, FIRST ORGANIZATION NAME 58.04 18 e 70 196 ]

B =& LASTFIRST ¥ LAST, FIRST ORGANIZATION NAME 5266 e - 50 3o o

® & LAST FIRST #  LAST, FIRST ORGANIZATION NAME 4696 a - 70 2170 o

i & LAST FIRST M 2 #  LAST, FIRST ORGANIZATION NAME 4635 a 2 o B0 M40 o v
Page % | > » | & Displaying records 1 - 100 of 2,561

The total counts in the charts include both chronic Non Hot Spotter and chronic Hot Spotter. Click on a
specific condition in the bar graphs, the graph highlights the selected condition while the other condition
categories gray out. Both the graph and patient grid refresh accordingly, displaying all patients with the
selected condition and all co-morbids identified (gray bars). Clicking on Hot Spotter / Non Hot Spotter
legend to the right of the chart to display only those patients selected.

Hovering over a specific condition in the bar graph will display a tool tip window, the content includes:
e Total number of Non Hot Spotter Patients
e Total number of Hot Spotter Patients
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* % of condition population on Hot Spotter
e Chronic Care Gap Count
e Average Gap Score

Average Gap Score

The following is an example of the Care Gaps / Risk Drivers Summary Chart displaying the chart and the
patient list. Risk drivers display for non-Hot Spotter, Hot Spotter chronic and Hot Spotter readmission
patients. Other represents care gaps not mapped to a specific chronic condition, such as preventive type
screenings such as “Age 45 or older needs diabetes screening”

Provider Gare Management Solulions
a PRIMARY CARE PRACTICE

ORGANIZATION NAME a6.35 0 2 o so 54 0 o -

Clicking on a specific condition or risk driver category highlights the selected category while the other
categories gray out. Both the graph and patient grid refresh accordingly, displaying all patients with the
selected category and all care gaps/risk drivers identified (gray bars).

To export the patient list grid, select Excel or PDF. To export the graph, select PDF. Using the drop-down
function select “Chart and Grid” or “Chart Only.” When selecting Chart and Grid, two separate files
download — one PDF for the patient grid list and one PDF for the chart.

The Attributed Patients view offers multiple ways to stratify the provider’s attributed patient panel according
to specific risk factors, including:

1. Sort the patient list in order from highest Prospective Risk Score to lowest by selecting the column
header (once or twice, depending on how the list currently displays) and establish a threshold for
focus. Conduct outreach to those patients who have a Prospective Risk Score at or above the
threshold. When setting the threshold, remember: the Prospective Risk Score is a number that
predicts the patient’s risk of future health care costs and utilization based on demographic factors
(age, gender) and current chronic conditions and comorbidities (diagnoses codes from
administrative health care claim data). The score for an average healthy patient is 1.0. So, for
example, a score of 2.0 means the patient is twice as likely to require high cost services compared
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Q1l:

Al:

Q2:
A2:

to the average patient.

Use the simple filters to identify your hot spotter patients—chronic, readmission or chronic with
high-risk comorbidities. Review the specific details for the patients in this list to identify strategies
for managing the patients’ conditions and risk drivers that can help keep these patients as healthy
as possible in the context of their specific care needs.

Use the filters to identify your cohort of patients with a specific condition and identify opportunities
to focus your efforts according to the needs of this patient population. For example, which of the
patients with that condition have not yet seen their assigned PCP this year? Which of the patients
among that condition set also have a high Prospective Risk Score? Which still have open care
opportunities that can be closed?

Use the simple filters to identify those patients with a recent inpatient stay who have been
identified as readmission hot spotters—those patients with an increased risk of experiencing an
adverse event or readmission within 90 days of their stay. Outreach to these patients to ensure
they have a post-discharge follow-up visit with their primary care team, which can help manage
their care needs after their hospital stay.

A patient has selected one of our physicians as a primary care provider. Why does the patient
not appear on the provider’s Attribution report?

A member may have changed their PCP after the attribution was applied. Physicians should treat
the member and allow the data updates to process and self-correct in the next reporting period.
Is it possible for a patient to have a high Prospective Risk Score but not be a hot spotter?

Yes, the patient can have high Prospective Risk Score without having the Hot Spotter criteria.

Members on the Hot Spotter Report are a subset of the full attributed population found on the
Attributed Patients view report.

A Prospective Risk Score is provided for all members. It is a relative risk of the member’s future
health care costs and use so a member could have a low risk score (.5), average risk score (1),
high risk score (10) — whatever that member’s score is based on the most recent DxCG model
update.

The Attributed Patient view does not limit the report to only those with a certain risk profile.
The Hot Spotter criteria, on the other hand, contains only the subset of the provider’s patients
that are the highest risk based on a recent inpatient admission or a chronic condition that we
believe may benefit from a provider care plan. Generally, it’s about 4 percent of your overall
population and tends to be your high cost utilizers. These patients are identified through a
detailed claim history to have:
e At least one core condition (asthma, COPD, CHD, CHF, diabetes, hypertension,
migraine, morbid obesity)
e Arecent admission that places them at risk for readmission, length of stay more than
10 days and/or 12 months of claims costing more than $75,000
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Q3:
A3:

Q4.
A4:

Q5:
A5:

Q6:
A6:

Q7:
A7:

What does the Prospective Risk Score and the risk change mean?

The Prospective Risk Score is used to predict future health care costs. The score is based on claims
data related to diagnosis, gaps in care and utilization of services. The higher the risk score, the
higher the potential for acute episodes due to uncontrolled management of their health and
subsequent inpatient and ER utilization. Average risk score is 1 for a population, so if a patient has
a risk score of 10, they are considered 10 times sicker than the average healthy patient.

Risk change can go up or go down from the previous month’s report. This simply indicates either
the patient has more claims driving the risk up or claims that have dropped off with no additional
claim encounters in the reporting period, driving it downward. It is another opportunity to
prioritize your outreach and management of these patients who particularly are having increased
prospective risk change. A negative change indicates improvement in the risk score. An arrow is
displayed if there is a change less than (<) or greater than (>) than 10 percent.

How are the risk drivers prioritized for hot spotter patients?

If a member is identified for care planning due to readmission risk, top model risk drivers will
appear when hovering and selecting the Hot Spotter icon or by filtering on the risk drivers. A list
of risk drivers are specified, nine of which come from the Readmission Risk Model and three
from the Care Gap Model. Readmission trumps chronic in the list of risk drivers.

How are the conditions prioritized for hot spotter patients?

There is a list of conditions that may display in the Conditions column when hovering and selecting
the information icon or by filtering on the conditions. Patients are identified as having a condition
via multiple data sources such as claims and pharmacy. Identified conditions are displayed in order
of clinical priority based on our comprehensive health solutions analytics risk model, designed to
identify conditions that have the greatest impact on quality and cost. PCMS will display a
maximum of 10 conditions per patient; some may have additional diagnoses beyond what is
displayed. It's important to cross reference information in PCMS with the patient’s medical record.

What are chronic care gaps?

Chronic care gaps identify treatment, monitory and/or screening interventions supported by
evidence based guidelines, which are linked to chronic conditions. (See Appendix 3.)

What is a chronic care gap score?

The chronic care gap score is a weighed total sum (0-100) of the open chronic care gaps for
attributed patients identified with one or more core chronic conditions, including Hot Spotter
and Non-Hot Spotter chronic patients. The score is based on how many open care gaps the
member has. Each care gap has a numerical score that is weighted by clinical priority based on
our analytics risk model. The number noted in the field represents the weighted score
associated to the open care gap, not the number of care gaps.
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How do | know how many identified chronic care gaps my patient has?
By hovering over the information icon next to the chronic gap score, a pop-up displays up to the

top 10 priority gaps identified for the patient for the current month. As the practice begins to
address and close these gaps, the gap score will start to trend downward, thereby impacting a
patient’s potential risk. A green arrow down or red arrow up indicates movement in the score if
the gap score has changed more than 3 points in the last month.

What is the difference between care opportunities and chronic care gaps?

Care opportunities are active or potential care measures associated with clinical quality
measures defined by the program.

Chronic care gaps are evidence-based indicators that may or may not overlap with care
opportunity measures. Both are clinically proven standards of care.

Who shows with an Inpatient Authorization icon and how long are they on there?

Patients remain on the report from authorized admission to 30 days post-discharge. Elective
surgery and admissions will display if they happen within 30 days of the report. Emergency
admissions may be delayed and show up on the report when authorization is received or
completed. If the report comes up blank, there were no inpatient admissions at the time the
report was run.

What report content is on the Inpatient Authorization icon that is not in the Hot Spotter icon?

The Hot Spotter criteria targets patients with recent inpatient admission at risk for readmission
and/or those with chronic conditions.

Content on the Inpatient Authorization not on the Hot Spotter include those that deliver inpatient
admission information including:

e Facility name

e Admit date

e Admitting diagnosis

Q12: Do patients show up with Inpatient Authorization icon that do not meet the criteria for the Hot

Al2:

Spotter? Why?
Not all patients listed with an Inpatient Authorization icon will display as a Hot Spotter patient.
e The Inpatient Authorization criteria displays all authorizations for the provider’s attributed
Population

e A patient with an inpatient authorization may have a high risk of readmission or not.
o If they have a high risk of readmission, they will also show up as a Hot Spotter

Readmission patient.

o If they have a low or no risk of readmission, they will not be on the Hot Spotter
Readmission patient.
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Q13: Where do | find the discharge date?
A3 The Discharge Date field is found by hovering on the Inpatient Authorization icon and can also
be found in the exported spreadsheet by selecting the Inpatient Authorization details column.
e Consult P360 to see if it includes:

o Approved length of stay

o Discharge date, if available

o Otherinformation regarding that episode of care

o The patient will fall off the report 30 days after discharge

Inactive Patients view
The Inactive Patients tab includes a list of patients who are no longer attributed to the selected provider
group. Patients will appear on this report if their attribution ended within the past 12 months.

PTOVIOET Care Management SoTauons
PRIMARY CARE PRACTICE

4 Home &8, Population |#” Performance [# Action Center
Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy
Group: PRIMARY CARE PRACTICE .
Program: PROGRAM cardll ok
Inactive Patients Report Date: 06/08/2017 & Export -
ATTRIBU...
MONTHS ATTRIBUTION
PATIENT ATTRIBUTED PROVIDER ORGANIZATION END DATE
' ATTRIBUTED 1 END REASON
@B MEMBER LAST, MEMBER FIRST i, 8. =72 PROVIDER LAST, PROV. ORGANIZATION NAME 8 05312017 Medical coverage lost ~
@| MEMBER LAST, MEMBER FIRST A, 4 =72 PROVIDER LAST, PROV ORGANIZATION NAME 8 05/31/2017  Medical coverage lost
® MEMBER LAST, MEMBER FIRST F, 28 "/ PROVIDER LAST, PROV... = ORGANIZATION NAME 28 05/31/2017  Medical coverage lost
@B MEMBER LAST, MEMBER FIRST F. 62 7"/ PROVIDER LAST, PROV. ORGANIZATION NAME 28 05/31/2017  Medical coverage lost

Report Date
The Report Date displays in the upper right of the Population view. Select the date next to Report Date to
see the refresh frequency and refresh status

e Green check: refresh has completed per frequency schedule

e Red X: refresh has not completed per frequency schedule

Report Date: 06/09/2017 & Export

Report Refresh Frequency
PCMS VIEW 1 REFRESH FREQUENCY STATUS
Inactive Patients mMonthly with daily eligibility updates Q

Data Columns
The data columns that display in this view are described in the table below. You can find additional
details about some of the view-specific columns in the information that follows the table.
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Note: If you need more information about the columns that are not unique to this view (e.g., Patient,
Attributed Provider), refer to the Attributed Patients view section of this guide.

Column Description

Patient The full name (last name, first name), gender, age, date of
birth of the inactive patient

Attributed Provider Either the full name (last name, first name) of the PCP or
provider the patient is assigned to or the name of the primary
organization the patient is assigned to

Organization The provider organization (tied to tax identification number)
assigned to patient

Months Attributed The number of consecutive months a patient was attributed to
the provider group

Attribution End Date The date the patient became inactive to the provider group for
this program

Attribution End Reason The reason the patient became inactive

Attribution End Reason
The details that will display in this column include the reason the patient is no longer attributed to the
provider group, including:

e Affinity Change: the patient is now assigned to a different provider
e No Longer Eligible for Program: the patient’s eligibility status has changed Medical Coverage Lost

PCMS provides information about a provider’s attributed patients who are found to have care
opportunities — active or potential gaps in care associated with recommended evidence-based care and
clinical quality metrics. Providers can use this information to actively outreach to those patients to get
them in for a visit to provide those needed services and close those care gaps.
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4. Population

| #” Pe nce IE4 nter

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

Care Opportunities by Patient Report Date: 06/08/2017 View Rates (& ShowChart | & Export

Care Opportunities >

0 820 1.64k 246k 328k 4.1k 492k 574k 6.56k 7.38k 82k
URI/Pharyngitis!ADHD - 369
Pregnancy I 346 @ Due in 30 Days
Heart Health - 1,109 © Due in 60 Days
Bizbetas - TAdz T Due in Calendar Year
Cancer _ 3,114

® Complete

Behavioral Health 0

Asthma/COPD Behavioral Health

Report Date
The Report Date displays in the upper right of the Population view.

Select the date next to Report Date to see the refresh frequency and refresh status.
e Green check: refresh has completed per frequency schedule
e Red X: refresh has not completed per frequency schedule

Report Refresh Frequency

PCMS View T Status

Care Opportunities

Refresh Freguency
Monthly ]

Data Columns

The data columns that display in this view are described in the table below. You can find additional
details about some of the view-specific columns in the information that follows the table. Note: If
you need more information about the columns that are not unique to this view (e.g., Patient,
Attributed Provider), refer to the Attributed Patients view section of this guide.

Column Description
Actions Select to access specific actions/functions in PCMS
Launches the Patient 360 LPR for the associated patient, where
Patient 360 LPR available
Patient The full name (last name, first name), gender, age, date of

birth of the patient

Attributed Provider

Either the full name (last name, first name) of the primary care
physician or provider the patient is assigned to or the name of the
primary organization the patient is assigned to

Organization

The provider organization (tied to tax identification number)
assigned to patient

Prospective Risk Score

A score reflecting the patient’s relative risk of future health
care cost and use over the next 12 months
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Column Description

Care Opportunities The total number of care opportunities identified for the patient
for the incurred reporting period; select the information icon to
view more details about the specific care opportunities

Next Clinical Due Date The date for the care opportunity that is coming due soonest

Clinical Programs Indicates whether the patient is enrolled in a health plan Case
Management or Disease Management program

Chronic Care Gap Score Represents a weighted total of the open chronic care gaps

Below, you will find details about various ways you can look at care opportunities for your patient panel,
which can help you stratify your population and target outreach to close open care opportunities for
specific cohorts among your patient panel.

The Care Opportunities chart in the Care Opportunities view provides a graphical representation of the
patients attributed to the provider group who have opportunities for the conditions included in the Care
Opportunities view (e.g., Asthma/COPD, Cancer, Diabetes, URI/Pharyngitis/ADHD, Well Visit).

4 Home 48 Population |#” Performance [# Action Center

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions

Care Opportunities by Patient Report Date: 06/08/2017 ew Rate & Show Chart & Export w

Care Opportunities

o 820 1.64k 2.46k 3.28k 4.1k 492k 574k 6.56k 7.38k 8.2k

URI/Pharyngitis/ ADHD D 369

Prevention i J 2,945 @ Past Due

Pregnancy | 2 ® Due in 30 Days

Heart Health = - 1,109 > Dus in 60 Days

Draticaod: | HAaT = Due in Calendar Year

Cancer 3,114
]l | ® Complete

Behavioral Health o

AsthmalCOPD Behavioral Health

The Care Opportunities Report displays a chart of care opportunities when the user clicks the Show
Chart button:

The chart shows conditions (and the measures associated within those conditions).

The total counts represent the number of care opportunities. Clicking on a specific condition category,
the bar graph and patient grid refreshes to the measure level displaying all patients associated with a
measure. Clicking on the color status legend to the right of the chart to display only those members
associated with a measure status.

Measures are color coded according to status:
e Blue: due in calendar year
o Yellow: due in 60 days
e Orange: due in 30 days
e Red: past due
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e Green: complete

Note: The chart will not include the completed measures by default. Select Complete on the legend to
display care opportunities with a complete status. You can also use the filters to display only those

statuses you wish to display.

Hover over a graph on the chart to view more detailed information, including:
e Total number of care opportunities for each status

e (Close Ratio—what percentage of eligible care opportunities have been
closed for that condition/category or for the specific measure

If the provider group does not have any care opportunities for a condition,
the bar on the graph will not display.

7.855

Well Visit

Past Due: 104

Due in 30 Days: 0

Due in 60 Days: 4]

Due in Calendar Year: 6,891

Complete: BB0

Close Ratio: 10.95%
Well Visit

Select a graph on the chart to get more information about the services included in that condition.

Care Opportunities by Patient Repori Date: 06/14/2017 = = viewRates  ( ShowChart | & Export
‘Care Opportunities b Well Visit >
0 430 930 147k 1.96k 245k 294k 343k 3.92k 441k 4.9k
Well-Child Visits Ages 3-6 Y J
‘ell-Child Visits Ages ears - 941 @ Past Due
@ Due in 30 Days
Well-Child Visits Ages 12-21 Yea... - 1,902
7 Due in 60 Days
Well-Child Visits Ages 0 - 15 Mo... IJ 159 W Doen Calenivom,
@ Complete
Adult Aceess a4, Access to Preventive/Ambulatory Health Services _ 4,350

When the chart updates, the patient list below the chart will also filter to include only those patients

who are eligible for the services included in that condition group.

Filter on a condition for the chart to display (Diabetes condition is filtered below) to get more
information on that specific measure. A button for View Rates is enabled when users drill down to the

Condition level.

wvider Care Management Solutions
e PRIMARY CARE PRACTICE

Care Opportunities. ER Visita

Inpatient Admissions.

Pharmacy
PRIMARY CARE PRACTICE

AN

Care Opportunities by Patient  Views 44 Cars Opgorunite o - Report Dt 10262017
‘Care Opportunities Cancer

e | ] | -
(S——

E—

= View Rates

Complete.
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Click on a bar to see a summary chart for that specific condition. Click “View Rates” to see a pop-up table
of condition-specific rates.

DUEIN P
MEASURES ASTOUE =
CALENDARYEAR ~ 30DAYS  GUDAYS ud o
Cancer
Cenncal Cancer Screenmng 1164 (] B i g 4 1666 B98T%
Breast Cancer Streening 579 4 i 8 304 906 8301%
Total 143 4 1 15 33 M 1%
Care Opportunities by Patient Repor Date: 06082017~ = ViewRates =[] ShowChat & Export
Care Opportunities >  Prevention >
Provider Reporting Period - Incurred through 05/01/2016 - 04/30/2017 Paid through 04/30/2017
PROSPECTIVE CARE NEXTCLINICAL  CLINICAL  CHRONIC CARE
PATIENT ATTRIBUTED PROVIDER ORGANIZATION
' RISKSCORE ~ OPPORTUNITIES DUEDATE {  PROGRAMS  GAP SCORE
@ = MEMBER LAST, MEMBER FIRST F, 26, /*/ PROVIDER LAST, PROVIDER FIR... ~ ORGANIZATION NAME 072 26 03112016 A
@ = MEMBER LAST, MEMBER FIRST F. 34, *// PROVIDER LAST, PROVIDER FIR... ~ ORGANIZATION NAME 1.00 36 D3M42016 -

Note: The patient list table will indicate the reporting period for the care opportunities data—the claims-
incurred period, as well as the claims-paid-through date.

View all Care Opportunities by Patient

To see all of the open care opportunities by patient, select the “ icon in the Care Opportunities column.
This will display all of the open and completed care opportunities for a patient.

Even after selecting Care Opportunities for one condition (for example, diabetes) from the graph,

selecting the 2 icon will show all Care Opportunities (see below).

Care
Opportunities

1[]

Care Opportunities - MEMBER LAST, MEMBER FIRST -1 1

Name of Open Care Opportunities Last Date of Compliance Re{;? ::t"sl ng C”"E;LDHE 1
Diabetes: Eye exam . 11/06/2015 . 1 . 11/05/2016
Diabetes: Hemoglobin Alc testing 06/09/2016 1
Diabetes: Monitoring for Nephropathy 06/20/2016 1
Aduilt Access to Preventive/Ambulatory Health 06/20/2016 1
Services
Cervical Cancer Screening 05072015 1
Breast Cancer Screening 0&/06/2016 1
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Last Date of Compliance: The date the patient was last treated for the given measure.

If the field displays dashes, it means we have not received a claim for that service in the past 12 months. If
more than one service required for the measure, the date of the first paid claim is displayed and the
clinical due date factors in all services.

Remaining Visits: This indicates the number of remaining visits needed to meet the measure compliance
requirement. This is most useful in the Well-Child Visit Ages 0-15 Months measure.

Care Opportunities - MEMBER LAST, MEMBER FIRST - 1

= : Remaining Clinical Due
Name of Open Care Opportunities Last Date of Compliance Visits Date
well-Child Visits Ages 0 - 15 Months — 4

Clinical Due Date: The Clinical Due Date is calculated based on the last date the service is known to have
been provided to the patient and on the next date the service is expected to be provided based on the
frequency required for that service (e.g., a service due once a year will show as being due one year from
the last time it is known to have been provided; so if the Last Date of Compliance for that measure is
06/07/2014, the Clinical Due Date will display as 06/07/2015).

Status: The status of the treatment and/or service for the given measure based on compliance
specifications. Colors are associated with each status (i.e., past due red, due in 60 days yellow, due in 30
days orange, due in calendar year blue, complete green). Once complete, the patient status remains
complete until it reaches due in the calendar year. It stays in due in calendar year until it reaches due in
60 days.

Note: The Clinical Due Date and the Status indicator (color) may not always align because the clinical due
date is based on a frequency—of how often the service is expected to be provided to be compliant—and
the status is based on the HEDIS-based compliance specifications (for example, due by the 15-month
birthday for the Well-Child 0-15 months or due by the end of the calendar year for other well-visit
measures). Please contact your health plan representative with questions.

View Care Opportunities by Provider

Select the Provider radio button to filter the list by the attributed provider. This view will display the total
number of care opportunities for each provider in the group, including the total number of care
opportunities that are Past Due, Due in 30 Days, Due in 60 Days, Due in Calendar Year and Completed.

Care Opportunities by Provider Report Date: 06/08/2017 = ViewRates | [J] ShowChart & Export w

Care Opportunities > Prevention >

Reporting Period : Incurred through 05/01/2016 - D4/30/2017, Paid through 04/30/2017

0 izati p the Provider O i 1 name (tied to Tax |dentification l

Number] that the Attributed Provider is associated with

PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 0 I} 0 34 34 & 124 A

PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 0 0 0 k1 3 &= 214

Note: Select the column headers to sort the list by that column in ascending or descending order.

Select the icon next to the number in the Total column to display a list of only the patients attributed to
that specific provider who have care opportunities.
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PATIENT
® MEMBER LAST, MEMBER FIRST 7, 2
B MEMBER LAST, MEMBER FIRST F, 26, */*
@ | s MEMBER LAST, MEMBER FIRST F, 25, =/

ATTRIBUTED PROVIDER

¥ PROVIDER LAST, PROVI..

PROVIDER LAST, PROVI..

PROVIDER LAST, PROVI..

ORGANIZATION

ORGANIZATION NAME

ORGANIZATION NAME

ORGANIZATION NAME

Reporting Period - Incurred through 05/01/2016 - 04/30/2017, Paid through 04/30/2017

CARE NEXT CLINICAL CHRONIC CARE
OPPORTUNITIES  DUEDATE 1 GAP SCORE

226 30 04/04/2016 Li] 3 0

235 28 09/01/2016 2 8

1.44 26 09/21/2016 (i] —

Care Opportunities filters

Select filters to open the panel and then use the filters to stratify the list of applicable patients based on
specific criteria, including Care Opportunities status and Care Opportunities (by entire condition/category

or by individual measures).

CARE OPPORTUNITIES
O Asthma/COPD
[ Behavioral Health
[ cancer

O Diabetes

(] Heart Health

[ pregnancy

O Prevention

O URKPharyngitistADHD

O well visit

STATUS

Past Due

Due in 30 Days

Due in 60 Days

Due in Calendar Year

Complete

The Chart cannot be exported in Excel, only in PDF. The user has the option to export the patient list
and/or chart. When selecting chart and grid, two separate files download — one PDF including the
patient list and one PDF for the chart.

Select Columns to Export to PDF + x

< Patient REQUIRED
[ Patient Address

& Eligibility

¥ Hot Spotter

[ cnronic Gare Gap Score

[ Risk Drivers

B Inpatient Authorization

[ ciinical Programs

& New Attribution

& Attributed Provider

& Organization

& Condition-based Opportunities
¥ Total Care Opportunities

[ care Opportunity REQUIRED

[ Referrals - Clinical Programs

=% Chart and Grid
FE Grid Only
[l Chart Only

Cancel Export 37 Columns ‘ -
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ER Visits view

Select the Population tab and then select ER Visits. The total count of ER visits per patient appears in the

ER Visits column.

48 Population | Pero

A Home

Attributed Patients Inactive Patients Care Oppostunities
Group: PRIMARY CARE PRACTICE

Program:  PROGRAM

ER Visits

] Hot Spotter Chronic [ Mot Spotter Readmission (] New Patient

PATIENT ATTRIBUTED PROVIDER

B = MEMBER LAST, MEMBER FIRST F PROVIDER LAST, PROV.

o

MEMBER LAST, MEMBER FIRST A1, 79, “¥*% PROVIDER LAST, PROV.
L

MEMBER LAST, MEMBER FIRST A1, 9,

[T

PROVIDER LAST, PROV.

PROVIDER LAST, PROV.
4

MEMBER LAST, MEMBER FIRST 1

MEMBER LAST, MEMBER FIRST PROVIDER LAST, PROV.

[ Inpatient Aut

horiza

Inpatient Admissions

ORGANIZATION

ORGANIZATION NAME

ORGANIZATION NAME

ORGANIZATION NAME

ORGANIZATION NAME

ORGANIZATION NAME

ation (] New ER Visits

Pharmacy

() New to View

PROSPECTIVE

RISK SCORE |

71.34

48.90 ©

4568 @

45.07

40.90 &

ER VISITS

fHzo

20

Ao

AS5O

SEUVE T G Filter(s) Applied

Report Date: 061132017

LAST ER

VISIT

05/20/2017

04/25/2017

03/15/2017

01/24/2017

05/30/2017

CHRONIC CARE
GAP SCORE

18 @ O

& Export  w

CLINICAL
PROGRAMS

o

o

This view displays a list of patients who have had one or more ER visits in the past rolling 12 months of paid

claims.

Report Date

The Report Date displays in the upper right of the Population view. Select the date next to Report Date to

see the refresh frequency and refresh status.

e Green check: refresh has completed per frequency schedule
e Red x: refresh has not completed per frequency schedule

Report Refresh Frequency

PCMS View 1

ER Visits Daily

Refresh Freguency

Status
]

Data columns

The data columns that display in this view are described in the table here.

Note: If you need more information about the columns that are not unique to this view (e.g., Patient,

Attributed Provider), refer to the Attributed Patients view section of this guide.
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Column Description

. = Select to access specific actions/functions in PCMS
Actions =

Launches the Patient 360 LPR for the associated patient, where available
Patient 360 LPR

Patient The full name (last name, first name), gender, age and DOB of the patient

Attributed Provider The full name (Last name, First name) of the primary care provider to
whom the patient is attributed

Organization The provider organization (tied to tax identification number) assigned to
the patient
Prospective Risk Score A score reflecting the patient’s relative risk of future health care cost and

use over the next 12 months

ER Visits Represents the number of ER visits identified for a patient during the
past rolling 12 months

Last ER Visit The date of the most recent ER visit identified for a patient in the past 12
months

Chronic Care Gap Score | Represents a weighted total of the open chronic care gaps

Clinical Programs Represents information regarding participation in, referrals to and/or
association with Clinical Programs

ER Visit details
Select the information icon next to the number in the Visits column to display details about the ER visits
associated with the patient in the past 12 months, including:
e ERvisit date
e Day of the week of each visit
e Facility name
e Primary diagnosis (and secondary, if applicable and available) associated with the ER visit
e New-to-view icon: The green circle with a white cross indicates the ER visit was newly added to the
ER Visits view in the past seven calendar days
Note: New ER visit entries appear in PCMS based on when the claim is paid and processed, not
necessarily as soon as the ER visit date occurs
e Potentially Avoidable ER visit icon: The yellow hazard icon indicates the ER visit was potentially
avoidable, based on the primary diagnosis
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Emergency Room Visits - sons X

Visit Date 1 Day of Week Facility Name Primary Diagnosis
(] 12202015 Sunday M545 - Low back pain
Secondary Diagnosis:
110 - Essential (primary) hypertension
zxx _zew
Z9852 - Vasectomy status
O 08/20/2015 Saturday - . 7820 - DISTURBANCE OF SKIN SENSATION
Secondary Diagnosis:
7802 - SYNCOPE AND COLLAPSE
4019 - UNSPECIFIED ESSEMTIAL HYPERTENSION

07070 - UNS VIRAL HEPATITIS C W/ HEP COMA

Use the Filters panel or simple filters to focus your patient population:
e ERvisit types
o ERVisit (Potentially Avoidable): Identify the list of patients who have had potentially avoidable
ER visits—and who may benefit from education about seeking care for nonemergent services in
a lower level care setting. A yellow hazard icon in the PCMS display indicates the ER visit was
potentially avoidable, based on the primary diagnosis.

ER Visits Filters

Population
Minimum Visits: 1

1k

Frequency o .
Visits refurned are = = value

e Frequency: Filter the patient list by frequency of ER utilization. The list will display only those patients
who have at least the number of ER visits specified, during the past 12 months. You can use this
information to identify frequent utilizers of the ER to outreach and build the primary care relationship
and to educate the patient about the services your team offers, which may reduce or prevent
unnecessary ER usage.

ER Visits Filters

Population
From: 06/01/2016 B | To: 06/06/2017

Frequency

| Date Range

e Date Range: Filter the patient list to identify your patients with a recent ER visit who may need a
follow-up primary care appointment.
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Select Update to update the filters or Reset to remove the filters in the panel.
e ER New to View: Use the New ER Visits simple filter to show the list of patients with new ER visit data—
indicated by the green circle with a white cross . A new.ER visit is defined as a claim that has been
added to the PCMS application in the past 7 days.

[ Hot Spotter Chronic [] Hot Spotter Readmission (] High Risk Controlled Rx ] New Patient [] Inpatient Authorizatiof [ New ER Visits§ (] New to View

Q: If the patient is admitted from the ER, will this ER visit show up on the list?

A: No, if a patient gets admitted from an emergency room encounter, the visit is not included in the
ER visits count and will not display in the ER Visit view.

This report provides claims information on patients who have had one or more inpatient admissions for all
levels of care, including sub-acute, skilled or rehab in the past rolling 12 months of approved claims. It does
not include maternity, newborn, neonatal, ER or observation visits up to 23 hours.

Select the Population tab and the option for Inpatient Admissions. The total count of Inpatient Admissions per
patient appears under the Inpatient Admissions column.

FTOVIOET Lare Management Solutons
PRIMARY CARE PRACTICE

A& Home 48 Population |7 Performance (Ed enter

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

Group: PRIMARY CARE PRACTICE ) )
Program: All (SN T 4 Filter(s) Applied

Inpatient Admissions by Patient Report Date: 06/09/2017 & Expot ¥

O Hot Spotter Chronic [J Hot Spotter Readmission [ High Risk Controlled Rx (0] New Patient (] Inpatient Authorization (] New Inpatient Admits (] New to View

P PECTI ONIC C S ENT, NT LAS IENT |
= ATIREUTEDPROVOER  ORGANENTION  pciione's  capscome oroan | nowssows | aowsson  eronaws
¥ LAST, FIRST ORGANIZATION NAME 9.57 © = = 10 08/29/2016 <] A
LAST, FIRST ORGANIZATION NAME 7.19 = = 10 09/06/2016
LAST, FIRST ORGANIZATION NAME 6.05© = = 10 07/08/2016
¥ LAST, FIRST ORGANIZATION NAME 550 @ e =3 10 09/07/2016

Report Date
The Report Date displays in the upper right of the Population view. Select the date next to Report Date to

see the refresh frequency and refresh status.

Report Refresh Frequency
PCMS View T Refresh Frequency Status

Inpatient Admissions Draily (]

The Report Refresh Frequency statuses are defined below:
e Green check: refresh has completed per frequency schedule
e Red X: refresh has not completed per frequency schedule
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Data columns
The data columns that display in this view are described in the table here.

Note: If you need more information about the columns that are not unique to this view (e.g., Patient,
Attributed Provider), refer to the Attributed Patients view section of this guide.

Column Description
Actions = Select to access specific actions/functions in PCMS
Launches the Patient 360 LPR for the associated patient,
Patient 360 LPR where available
Patient The full name (last name, first name), gender, age and DOB

of the patient

Attributed Provider The full name (Last name, First name) of the primary care
provider to whom the patient is attributed

Organization The provider organization (tied to tax identification
number) assigned to the patient

Prospective Risk Score A score reflecting the patient’s relative risk of future
health care cost and use over the next 12 months

Inpatient Admissions The number of admissions identified from claims for a
patient in the past 12 rolling months

Last Inpatient Admission The date of the most recent admission identified from
claims for a patient in the past 12 rolling months

Clinical Programs Information regarding participation in referrals and/or

association with Clinical Programs

Inpatient Admissions details
Select the information icon next to the number in the Inpatient Admissions column to display details
about the inpatient admissions associated with the patient in the past 12 months, including:
e Admit date
e Discharge date
e Actual length of stay
e Name
e Primary diagnosis
e New-to-view icon: The green circle with a white cross indicates the inpatient admission was newly
added to the view in the past seven calendar days
e Ambulatory Sensitive Condition inpatient admission: The yellow hazard icon indicates the
inpatient admission was tied to an ambulatory sensitive condition primary diagnosis
e Readmission: The red circle with an exclamation point indicates an inpatient admission that is
considered a readmission based on unplanned acute readmission to a hospital within 30 days of
being discharged from an initial acute inpatient stay

To filter by types of inpatient admissions, frequency, date range or a combination, open the Filters panel to

select from the filtering options:
e Inpatient Admit Types
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o Ambulatory Sensitive Condition Admissions: Returns a list of patients who had at least one
Inpatient Admission with an ambulatory sensitive condition primary diagnosis in the past 12
rolling months.

o Acute Readmissions: Returns a list of patients with at least one acute readmission in the past
12 rolling months. Select the downward arrow to the far right of the Inpatient Admit Types
filter to expand the list. Inpatient Admissions are considered readmissions based on
unplanned acute readmissions to the hospital within 30 days of being discharged from initial

Inpatient Admissions Filters

Population 0 TYPE

Frequency [J Ambulatory Sensitive Condition Admissions
o [J  Acute Readmissions

Date Range

I Inpatient Admit Types

e Frequency: Use the arrows to enter a value from 1-10 to return a list of patients who meet the
minimum frequency of inpatient admissions specified, during the past 12 rolling months.

Inpatient Admissions Filters

Population

Minimum Admits: 1

| Frequency

Admits returmed are = = value

e Date Range: Enter a date range to filter the specific time period of inpatient admissions you
would like to filter by.

Date Range A

Attributed Patients  Inactive Patients  Care Opportunities  ER Visits S0 BT L]

From: | 06/01/2016 5| To:  08/20/2016 T

Select Update to update the filters or Reset to remove the filters.

Filter by Patient or Provider

The Patient list or Provider list options can be found in the upper left corner of the patient list view. The default
is Patient list, but users can also choose the Provider radio button. It displays the providers who have patients
with Inpatient Admissions. Users can use this field to identify which physician has the most admissions. Select
the icon to the right of the Inpatient Admissions column to produce a list of all patients for that provider.
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The following table defines the columns in the provider view.

Column

Description

Attributed Provider

The full name (Last name, First name) of the primary care
provider to whom the patient is attributed

Organization

The provider organization (tied to tax identification
number) assigned to the patient

Inpatient Admissions

The number of admissions identified from claims for a
patient in the past 12 rolling months

Ambulatory Sensitive Condition
Admissions

The total number of inpatient admissions with an
ambulatory sensitive condition primary diagnosis in the

past 12 rolling months

Acute Readmissions The total number of readmissions in the past 12 rolling

months
LAST, FIRST ORGANIZATION NAME 3E 0 A
LAST, FIRST ORGANIZATION NAME 2& 0 o
LAST, FIRST ORGANIZATION NAME 2E 0 (1]
LAST, FIRST ORGANIZATION NAME 28 0 0

Ambulatory Care Sensitive Admission Condition Summary Chart
The Ambulatory Care Sensitive Admissions by Condition Chart (ACSC) is displayed in the Inpatient Admissions
view when selected in the drop down menu.

Provider Care Management Solutions

PRIMARY CARE PRACTICE

A Home 4 Population

|7 Performance

[# Action Center

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions

PRIMARY CARE PRACTICE
n: Al

Inpatient Admissions by Patient | Views:
All Inpatien

=
< Ambulatory Care Sensitive Admissions by Condition

The default chart displays at the group level and displays patients with ambulatory care sensitive condition
(ACSC) primary diagnoses, grouped by Ambulatory care Sensitive Condition (ACSC) type. The counts
represent Inpatient Admissions, not patient counts.

When the chart is selected, from the drop down, the Show Chart button is activated to enable the user to
view the chart and the corresponding patient list or just the patient list.

The user may select a diagnosis category. The chart refreshes to display the diagnosis selected and the other
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diagnosis category bars gray out. The patient grid updates to include patients who have an ACSC Admission
in the selected diagnosis category. The information icon pop up will include all ACSCs associated with the
patient.

When using global filters, the ACSC Diagnosis Admissions by Condition categories re-display based on the

program and LOB at the group level. The categories returned are based on the available data for the individual

organization that is filtered. The displayed list and visit counts vary.

g PRIMARY CARE PRACTICE

PRIMASLY CARE PRACTICE
A

Inpatient Admissions by Patient  Vieas mbxdatory Carn s Ak o by {onckbas 0o Roport Dase. 10172017 ¥ Show Chart i

The Chart cannot be exported in Excel, only in PDF. When exporting in PDF, the user has the option to
export the patient list and/or chart — one PDF for the patient list and one for the chart.

Ql: What is the difference between the inpatient authorization filter and the Inpatient Admissions
view?
Al: Inpatient authorization data is sourced from internal utilization management and is more “real

time” vs. inpatient admissions data as this is claims based. The intent of these reports is different as

well. For example, inpatient authorization data allows practices to identify “early on” in the
admission process, allowing for proactive collaboration with hospital discharge planning and follow
up. The inpatient admissions report allows providers to identify utilization patterns over a rolling
12-month period for identification of potential improvement opportunities or strategies for high-
risk case management.
Q2: What are ambulatory sensitive condition admissions?
A2: Ambulatory sensitive condition metrics looks at those conditions, based on certain diagnoses
that could have potentially been treated in a lesser care setting and avoided a hospitalization.
Below is a list of conditions considered ambulatory sensitive admissions. If you would like a
reference list of code specifications used in this measure, please contact your health plan
representative.
e Asthma-Pediatric (> =2 years old but < 18 years old)
e Gastroenteritis-Pediatric ( > = 2 years old but < 18 years old)
e Angina-Adult ( > = 18 years old)
e Asthma & Bronchitis-Adult ( > = 18 years old)
COPD-Adult ( > = 18 years old)
Diabetes-Adult ( > = 18 years old)
Heart Failure-Adult ( > = 18 years old)
Hypertension-Adult ( > = 18 years old)
Bacterial Pneumonia-Adult ( > = 18 years old)
e UTI-Adult (> =18 years old)
e Dehydration-Adult ( > = 18 years old)

Q3: Are readmissions specific to certain diagnoses?
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A3: No, readmissions are considered any unplanned all cause readmission within 30 days of being
discharged from a prior acute hospital admission. Indicator types that are not included are:
e Admission and DC date are the same
e Patient died during admission stay
e  Principal diagnosis of pregnancy
e Principal diagnosis of perinatal conditions

e Principal initial diagnosis of chemotherapy or rehabilitation
e First readmission within 30 days of transplant.

Q4: Is it the admitting or discharge diagnosis that displays in the inpatient admissions view?

A4: It is the primary admitting diagnosis. It was noted during data profiling the discharge diagnosis
field was populating “NA” from admissions claims, rendering our inability to capture discharge
diagnosis in the claim.

The Pharmacy Report gives a provider the ability to view pharmacy data, including cost and drug
utilization metrics. This report is available to users with clinical access. This report is designed to offer
users support for care coordination, population health management and can help support patient
safety, medication adherence, and managing total cost of care.

# Home A Population

Attributed Patients Inpatient Admissions. Pharmacy

PRIMARY CARE PRACTICE
PROGRAM

Pharmacy by Therapeutic Class Report Dat

SUMMARY 285 42 azr 87.16% 0.63% §278.30 §16.78 §261.52 $16,473.80
100 00 ) 05% $0.00 $17 $1750

18 ] 100.00% $0.00

Note: HIV drugs and drugs specifically indicated for substance and alcohol abuse treatment are excluded
from this report, including cost of these agents due to special considerations related to sensitivity

Filters
The report will be available in four different views, selected with radio buttons. Choosing the view will

determine the columns displayed. Hovering over column titles will show definitions, and each column is
sortable.

Columns

Therapeutic Class View

This view is organized by Therapeutic Drug Class, with one row for each Drug Class. Click on the info icon
to see a breakdown for each NDC Code assigned to the Therapeutic Drug Class. The default sort is by
Therapeutic Class column in ascending order.

The information icon pop-up in the Therapeutic Class column displays: NDC, GPI, Drug Name, Label Name,
Generic, Number of Scripts (default sort column in pop up) and Percent of Scripts within Therapeutic Class
for the Provider Group. Hovering over the column headers provides a description for the content
represented.
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Columns

Description

Therapeutic Class

Represents the drug Categories based on the Generic Product
Indicator

Number of Generic Scripts

Represents the number of generic prescriptions dispensed in
the specified therapeutic class.

Number of Brand Scripts

Represents the number of brand prescriptions dispensed in the
specified therapeutic class

Total Scripts

Columns

Represents the total number of prescriptions dispensed in the
specified therapeutic class

Description

Percent Generic

Represents the percentage of dispensed prescriptions that
were generic

Percent of Scripts for Provider

Represents the number of prescriptions in this class as a
percentage of the total prescriptions

Allowed Amounts Generic

Represents the average allowed amount of a generic
prescription in the specified therapeutic class

Allowed Amounts Brand

Represents the average allowed amount of a brand
prescription in the specified therapeutic class

Allowed Amounts Difference

Represents the difference between the average allowed
amount for a brand prescription and the average allowed
amount for a generic prescription in the specified therapeutic
class

Provider View

e Provider Care
PRIMARY
Care Opportunities ER Visits Inpatisnt Admissions Phamacy
PRIMARY CARE PRACTICE

Pharmacy by Provider Report Date 04260017 | | & Expont =

ey - e | ERp—

e e S i
= PROVIDER G :
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 1.723 0.44% 6:46% $1,343 75278 = 264% a
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 3630 0.92% BE11% 63842402 = 125%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 3,518 069% 8260% $629,139 62 = 122%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 6,476 165% 76 88% $618,143.00 = 121%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 3385 006% 1.44% $565,907 26 = 1%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 3 079% 8396% 5101202 18 100%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 2257 057% 50.03% $500,852 32 12 0.96%
PROVIDER LAST. PROVIDER FIRST ORGANIZATION NAME 3669 093% TITE% $497.017.09 0.96%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME azrs 08a% B8234% $495.028 51 B 087%
PROVIDER LAST. PROVIDER FIRST ORGANIZATION NAME 3304 0B4% 80.78% $480.356.53 18 0.94%
PROVIDER LAST, PROVIDER FIRST ORGANIZATION NAME 2718 07t 81.41% $455,767.63 11 oson
Pme 1 o8 > » | & Displaying records 1 - 10D of 768

This view is organized by individual Attributed Provider, with one row for each Provider. Click on the View
Scripts icon to drill into the scripts view for the selected Provider. The default view is Total Allowed
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Amount (View Scripts) in descending order.
The icon in the Total Allowed Amount (View Scripts) allows user to certify a need to view sensitive

clinical information and view the Scripts View for the Provider selected. To remove the single provider
filter; reset filters or remove the Organizations filter in the green navigation bar.

Column Description

Either the full name (Last, First) of the primary care provider

Attributed Provider or the name of the primary Organization assigned to a
patient.

Description

Organization The name of organization

Number of Scripts The number of scripts

The number of prescriptions for this provider as a percentage

Percent of Scripts for Provider o
of the total prescriptions

Percent Generic The percentage of dispensed prescriptions that were generic

Total Allowed Amount (view scripts) | The total allowed amount for all the provider’s prescriptions

Percent of Total Allowed for Provider | The allowed amount for the specified provider as a percentage
Group of the total allowed amount

Patient View

Provider Gare Management Solutions
PRIMARY CARE PRACTICE

& tom & Population

Attritnitod Pationts Inactive Patients

PRIMARY CARE PRACTICE oo [T
Al - Filerts) Applied.
Pharmacy by Patient Report Date 04267017~ & Expont =
—
TempedicCins  Provder m [— Reporting Period - 04282016 42572017
FERCENT OF TOTAL ST
PATIENT TOTAL ALLOWED AMOUNT (VIEW SCRIPTS) L ALLOWED FOR PROVIDER GENERC
GROUP =
- — — —
B MEMBER LAST, MEMBER FIRST £ 40 =710 $1200716 89 = 2.36% 63.44%
@ MEMBER LAST. MEMBER FIRST M. 42 ™71 $247.269.57 = 0.45% 76.92%
M MEMBER LAST, MEMBER FIRST ~198 $291.230 99 [ 0.46% 1307%
©  MEMBER LAST, MEMBER FIRST A 19 $197.371 0:39% 68.20%
£  MEMBER LAST, MEMBER FIRST 0.35% 63 41%
© MEMBER LAST, MEMBER FIRST 0:34% 56.22%
B MEMBER LAST, MEMBER FIRST # 052% 58 66%
B MEMBER LAST, MEMBER FIRST A 031% 14.28%
©  MEMBER LAST, MEMBER FIRST 031% 86.66%
B MEMBER LAST, MEMBER FIRST 4/, 4 0.29% 33.33%
Tl MEMRFR | AST MEMBER FIRST U 62 "1 145 132 96 = n79% B AT
Pigs 1 028 | > » | Displaying records 1 - 100 of 22.703

This view is organized by Patient, with one row for each Patient. Click on the View Scripts icon to drill into
the scripts view for the selected Patient. The default view is by Total Allowed Amount (View scripts)
column in a descending order.
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The icon in the Total Allowed Amount (View Scripts) allows the user to certify a need to view sensitive
clinical information and view the Scripts View for the Patient selected. To remove the single patient
filter; reset filters or remove the patient filter in the green navigation bar.

Column Description

Represents the full name (Last, First) of the attributed

Patient .
patient.

Represents the total allowed amount for all the member’s

Total Allowed Amount (View Scripts) .
prescriptions

Column Description

Represents the allowed amount for the specified member as

Percent of Total Allowed for Provider
a percentage of the total allowed amount

Represents the percentage of dispensed prescriptions that

Percent Generic .
were generic

Scripts View

Provider Care Management Solufions
PRIMARY CARE PRACTICE

# o . Population
Avtibuted Patlants Tnactive Petients
Group:  PRIMARY CARE PRACTICE _
cearan (R
Program: AN
Pharmacy by Therapeutic Class Repod Date D4262017. = & Emport =
owse v s | Rapario v A T016 425201
PERCENT OF ALLOWED AMOUNTS
3 R Of TOTAL PERCENT
e armhe CNsS § NUMBER OF MuwBEROF oL peRceM (U
GENERIC SCRIPTS BRAND SCRIPTS SCRIPTS GENERIC bt BEAND CENER DIEFERENCE
ANALGESICS - NSAIISTERCIDS @ 15.057 2 15278 98.55% 3se%  $1,5803 52615 S15T278
ANALGESICS - OPICIDS © 12.768 435 13200 96.70% 336% 564810 $33.05 61505
ANALGESICS - OTHER ANALGESICS 6 21%0 464 2651 8251% 088% 525065 2781 s22274
ANTHNFECTIVES © 5216 244 25,480 99.04% 548%  S1.037.00 s3013 $1.006 57
ANTICOAGULANTS @ 0 1.402 1,402 0.00% 036% $466.18 $0.00 $466.18
ANTVIRALS: NONHIV € 2772 m 2573 9323% o7E% 5138861 55567 s1.3z284
BEHAVIORAL HEALTH - ANTIPSYCH | MANIA © 3472 563 4.140 83.86% 105% 5850.78 5276 50 357380
BEHAVIORAL HEALTH - ANXIETY | HYPNOTIC € 13841 110 13,851 s921% 355% 543518 s158 341926
BEHAVIORAL HEALTH - DEPRESSION © 34332 1532 36564 95.53% 93% 5366.91 53169 5335.22
BEHAVIORAL HEALTH - MISC PSYCH / NEURD € 660 628 1.288 s1.24% 033% 5376.13 8574 531039
v
BEHAVIORAL HEALTH - STIMULANTS © 4796 2219 7015 60.36% 179% 5267.38 17725 s110.13
Page |1 | off = Dispiaying records 1 - 40 of 40

This view is organized by Brand Name, with one row for each specific prescription. The user must certify a
need to view sensitive clinical information to see data in this view. HIV, Drug and Alcohol Abuse drugs will
be excluded from this view for privacy reasons. The default view is the Drug name column in ascending
order.

To search for a specific drug, enter the drug name in the Enter Drug Name search box in the upper right
corner. You can enter one character in the search field to begin your search.

Example: Entering the letter ‘C’ and all drugs beginning with the letter C display.
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NDC Represents the National Drug Code

Drug Name Represents the product drug name of the dispensed drug

Label Name Represents the complete label name of the dispensed drug
] Represents the full name (Last, First) of the attributed

Patient

patient.

Prescribing Provider

Represent the name of the provider who issued the
prescription

Attributed Provider

Represents either the full name (Last, First) of the primary
Practitioner, or the name of the primary Organization
assigned to a patient.

Therapeutic Class

Represents the drug Categories based on the Generic
Product Indicator

Represents the dispensed prescription was either generic or

Generic brand
Represents if the dispensed prescription was on formulary

Formular

wary for the member

Mail Represents if the prescription was dispensed through mail
order service

New Script Represents if the prescription was a new prescription

Fill Date Represents date the prescription was filled

Days’ Supply Represents the number of days’ supply dispensed

GPI Represents the Generic Product Indicator

Allowed Amount

Represents the total payment for the prescription, including
the amount Anthem pays and the amount owed by the
member.
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Advanced Filters — Pharmacy Report
Users can filter by Drug Class and using the “and/or” option by using the Global Filters Panel.

F Therapeutic Class
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BEHANVTO

AL HEAL TH - MISC PSYCH 7 NEURO

BEHAVIORAL HEAL TH - STIMULANTS
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0000

CARDIO - CHOLESTEROL
CARDIC - HTMN

CARDIO - OTHER CW
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Using the Pharmacy Report

Purpose and Description: The Pharmacy report is intended to display pharmacy data in a variety of ways
to assist in managing drug utilization. The goal of the report is to help primary care providers in managing
drug utilization by providing claims data on medications.

This information may help identify brand vs generic prescribing across all providers in an organization,
identify potential opportunities to improve patient understanding of medication adherence, and open
discussion with patients on generic drugs and therapeutic substitution providing the same quality and
outcomes as brand.

Report Frequency: Daily

Sample Use Case: Care Management- Medication Adherence

Dr. Carney’s office keeps a registry of patients who have hypertension. The Care Management team uses
the Pharmacy Report monthly and cross references it to the Hypertension registry to check on drugs
prescribed and filled.

Jose, the care coordinator finds three patients from their registry on the Pharmacy report, but there are
no claims for antihypertensive agents for these patients. Using the patient view, he finds the patients and
clicks on the icon to get medication details for the patient. He then develops a plan with the providers to
reach out to these patients, assess their treatment med adherence and address any barriers. The data is
shared with the Performance Improvement team as well. They begin work with the providers to look at
resources to help patients who need assistance.

Sample Use Case: Population Management- costs
The provider group has decided to look at antiulcer drug utilization and decides to look at the providers
prescribing antiulcer medications.

In the Provider tab, the user filters by antiulcer global filters and sorts the grid by number of scripts
highest to lowest. They then look at the providers’ percent generic and total allowed amount for
antiulcer drug class.

The user can drill down into the “script” view for the provider and identify the costs differences between
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generic antiulcer medications such as the proton pump inhibitors. Selecting the View Scripts icon shows
further detail:

There are 4 generic proton pump inhibitors with varying costs?
e Esomeprazole costs approximately $206/30days
e Lansoprazole costs approximately $127.31 for 30 days
e Omeprazole costs approximately $14.70 for 30 days
e Pantoprazole costs approximately $4.55 for 30 days

One of the providers with high volume of scripts, lower generic percent and higher total allowed costs for
antiulcer medications had 18 scripts for esomeprazole with estimated costs of $8,428.84. In this instance,
choosing a cost effective alternative could create significant savings and potentially provide the same
clinical outcomes

Sample Use Case: Care Management- Patient Safety

Using the Patient view, Mary, Dr. Carney’s Care Manager, sorts on Opioids using the global filters. The
default view lists the patients with the highest cost for opioid scripts at the top. She notes a patient she is
not working with specifically is at the top.

Clicking on the icon and certifying a need to view sensitive clinical information, Mary is able to see the detail
around the patient’s opioid prescriptions. She notes who the prescribing physician is to determine the
provider or providers responsible for the prescriptions. Analysis reveals that the patient received three
different opioid analgesics from five different providers during the time period. She uses P360 to view other
care the member received during the time period (e.g. specialist care, ER, admissions). The member visited
the ER twice for relatively minor concerns.

The care coordinator and the physician create a plan to ask the member to come in for an office visit
where they will review the member’s prescriptions and make an assessment.

Sample Use Case: Population Health — generic project

Dr. Carney’s office is promoting a brand to generic conversion campaign to potentially switch specific
brand name medications to generic alternative options. The providers would like to begin with
hypertension medications.

The team reviews the Pharmacy report therapeutic class view to determine the percent generic and find
it is under 80% with 300 brand prescriptions. The information on specific hypertension medications can
be obtained in the popup including the drug name, the number of scripts and whether it is a and generic
or brand medication

The Performance Improvement (Pl) Team works with the physician to develop a Pl plan to determine
which patients can be switched to the generic alternative within the next six months. The planis to
report cost savings using the allowed amounts column data to the providers and the performance
improvement team at that time.

1 Costs for illustrative purposes only.

Page 55 of 106



Ql: Where do the Therapeutic Classes categories come from?

Al: The pharmacy report is currently broken down into 40 Therapeutic classes grouped by generic
product index codes. These codes identify medications by therapeutic class. The therapeutic
classes in the pharmacy report were created by Anthem and they are not nationally defined
groupings of drugs.

Q2: How are the generic drugs selected for the report?
A2: Generic drugs must be considered equivalent to the brand name medication and must have the
same active ingredient, strength, dosage form and route of administration

Q3: What is used if there is no generic drug available for a brand drug?
A3: Not all brand name medications have a generic equivalent. Generic agents from the same drug
class may be effectively used instead of the brand agent, despite being a different chemical entity

Program-specific Reconciliations
Program financial reconciliations, if applicable, are expected to be in PCMS in late Q4 2017.

Accessing Reconciliations

Reconciliations are available in the PCMS Performance tab under the Medical Cost view. Financial
reconciliations will be delivered through the PCMS Performance tab. Users authorized to review the
reconciliation data must be registered in Provider Online Reporting (POR) by the practice Availity
Administrator as a designated financial user for PCMS. Please refer to the Guide to Register for PCMS
for more information on about registering users in Provider Online Reporting (POR). Please reach out
to your Health Plan representative for guidance regarding access to financial reporting data for your
alternative payment model (i.e., value-based payment program).

a Provider Care Management Solutions
PRIMARY CARE PRACTICE

# Home A8, Population lﬁl‘arfurmam:a E!,‘ Action Center

summary Scorecard Scorecard Trending Medical Cost

PRIMARY CARE PRACTICE
Prograrr PROGRAM

Clear All

Reconciliation Reports

Reconciliation Reports

RECONCILIATION REPORTS

[J PQIP REPORT

O 2017 q4
O

0 2017 Q3

0 2016 Q4

Automated referrals

You can refer a patient for a health plan Care Management program, subject to benefit coverage and
eligibility, through the PCMS application. The steps for submitting a referral are outlined below. Please
note that the success of a patient’s participation in a clinical program is strongly correlated to their PCP
discussing the value of the program in advance of submitting the referral.
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1. Select Actions ( = ) located to the left of a patient’s name.

Notes: Only patients eligible for referrals have the menu icon ( = ) option.

a) The Action column is located between the row expander icon and the patient name.

+ | = | MEMBER LAST, MEMBER FIRST £, 54, “%/*%/1951

b) The Action column offers a menu to initiate actions, including Refer to Clinical Programs.”

¢) Hovering over the Action column displays Click for Actions.

2. Select | Refer to Clinical Programs

populated in the header.

rral form window displays with the patient’s information

Submit Patient Referral

Patient Inform ation

| At First Name: Last Name: Gender: Date of Birth: Member ID:
MEMBER FIRST MEMBER LAST F **[**11961 TSR

Contact Inform ation

a Submitter Contact Name:* Submitter Contact Phone:* Submitter Email Address:
Please Enter Please Enter Please Enter
il Note: The patient's contact phone on record.  **-***-1461
Do you have a different/additional contact numbers for patient?*
I'Yes No
Best Day to Call for the Patient: Best Time to Call for the Patient: Time Zone:
v b ¢ Please Select
¢ Who to Contact:* Patient Representative: @
% Close ¥ Reset 3 Delete Draft [E) save Draft

Submit - 100 g

3. Complete all required fields on the form. For field-by-field instructions, select the question mark in

the top right of the form.

~
Date of Birth: Member ID:
w5+ 1961 FE——
bntact Phone:* Submitter Email Address:
n
r Please Enter L

Page 57 of 106




Note: If closing the form prior to submitting, a warning window appears. Select OK to close
without saving or Cancel to return to the form to save changes:

You have unsaved changes. Click OK to close this form without saving your changes or
click Cancel to retum to the form.

 EE

4. Select Submit in the lower right of the form to submit the referral to Care Management. Note: If

Tips

closing the form prior to submitting, a warning window appears. Select OK to close without
saving or Cancel to return to the form to save changes.

Warning

You have unsaved changes. Click OK to close this form without saving your changes or
click Cancel to retumn to the form.

e Required fields are identified with a red asterisk. When Submit is selected, a prompt appears
and provider is prompted to complete any required fields that were not completed.
e Users can add up to three alternate phone numbers by selecting the plus sign for additional
fields.
e Users can tab through the fields.
e Users can add multiple days and times to call and can select X to remove a selection from
those fields.
e Select the |1 printicon in the upper right to print the referral form as a PDF.
e The user can expand or collapse each of the three sections of the form:
o Contact Information
o Referral Details
o Clinical Information

In the example below, the Contact Information and Referral Details sections are collapsed.
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Submit Patient Referral

MEMBER FIRST MEMBER LAST I **/**11961 r——

Contactinformation

Referral Details

Clinical Inform ation
Patient's Most Recent Visit:

Select Value i

Is patient newly diagnosed with any of the following conditions? &

Asthma CAD CHF

COPD Diabetes Hypertension

Obesity Migraine Other
What is the patient’'s latest blood pressure reading? Date BP Reading was Attained: v
X Close Reset { Delete Draft —/ Save Draft * Submit

Users may save a draft of a referral to complete it at a later time.

1. Follow steps 1 through 3 to the process of creating/submitting a referral (above).
2. Select Save Draft in the lower right of the form to save the draft.

¥ Delete Draft =) Save Draft B Submit

Once a draft is saved, the Delete Draft option is available.

A dialog box appears, confirming that the referral has been saved and offering a unique
reference number for the referral.

The draft referral is saved to a Draft folder in Action Center > Referrals — Clinical Programs.

& Provider Care Management Solutions

@ Home  Population Management Performance Management Trilters O Patient Search  ¢° Quick Links Gl PRIMARY CARE PRACTICE
I Referrals - Clinical Programs [ |
T Applied Filters )
I All * Views: Group by Direction  Acknowledge + £ Export *
Draft [ 1]
Patient Attributed Provider Organization Submit Date 4 Direction Status Outcome Acknowledge|
Received { 0]
Direction: Draft {1
Sent [0 “
§ = MEMBERLAST, MEMBERFIRST £ 54 *%/=%1 1 PROVIDER LAST, PROVIDER  ORGANINZATION NAME 111872015 Draft Draft
FIRST

3. To complete the draft, locate the draft via the View Referrals action
or in the Action Center. Select the information icon in the Direction
column and complete the referral per steps outlined above.

Provider views results of referrals

Users may view the status/results of referrals submitted to health plan Care
Management via PCMS in the last 12 months. Referral updates are received Submit Date 4 Direction s
in PCMS from health plan Care Management multiple times per day.

11/18/2015 Draft] ©

Referral status is available in multiple ways:
1. From the Action Center tab for individual patient’s statuses.

Page 59 of 106



2. From the information icon in the Clinical Programs column under Referrals > Clinical Programs for
an aggregated view.

3. From the Action column in the Population tabs for Attributed Patients, Inactive Patients, Care
Opportunities or ER Visits.

4. Inthe Action Menu tab: select View Referrals — Clinical Programs. The following explains each
outcome for the In Progress status.

The following explains each outcome for the Complete status.

Outcome/result Explanation

Submitted Waiting to be processed

Pending Outreach Referral is being processed in health plan Care Management
systems

Research Two-week recycle — referral in process of retrying for 14 days

due to corrections or timing issues with membership/eligibility
updates/synching

Not Available Referral being processed on legacy medical management
systems
Member Not Eligible Health plan Care Management system does not show

program eligibility for management

Member Not Found Health plan Care Management system does not match
member from PCMS

Engaged Patient is engaged with Care Management — active outreach
by health plan Care Management with patient who is
actively participating

On Demand/DM Passive Patient has a case with health plan Care Management but is
not actively engaged. This may mean patient is getting
mailers/newsletters, but not active outreaches by a nurse;
patient may have requested to be on demand or may be low
risk for condition management

Unable to Reach Case closed based on unsuccessful attempts to patient
Expired (Deceased) Patient is deceased
Member Prefers No Outreach Patient declined to participate in health plan Care

Management program

“Do Not Call” Member Patient has requested to be on Do Not Call list for health
plan Care Management

The Action Center in PCMS notifies users of referrals where action is needed. The user selects Action
Center tab and Referrals — Clinical Programs and receives a list of patient referrals sent in the last 12
months.
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Note: If multiple referrals were sent for a particular patient, that patient appears on the list multiple
times.

Folders appear on the top left for:

o Al

e Draft

e Received (for future use)
e Sent

Providers have the option to group by:
e Attributed Provider
e Direction
e Organization
e Qutcome
e Status
e Sort by Date

Clinically sensitive patient information may be contained on the referral form from providers to health
plan Care Management. PCMS provides safeguards to prevent users from viewing this information
inappropriately.

When a user views referral form details, a dialog box appears with the option to view sensitive
information or not to view sensitive information.

Option to view sensitive information — attestation
To view sensitive information, the provider must accept conditions and select Continue with Sensitive
Information. The user must accept the conditions once per session for each patient.

Example: A provider attests to patient Mary Jones at 10:10 a.m. They view details and close that
window. The provider views another patient, then in the same session, returns to view details for Mary
Jones. Provider will not be prompted for attestation.

Each time a provider attests, an audit log is created that includes:
e Provider
e When the record was viewed
e  Which patient
e What they viewed

Option to not view sensitive information

Provider selects Continue without Sensitive Information. The sensitive information in the Notes fields,
the Reason fields and the PHQ2 and PHQ9 scores on the referral form display as asterisks (***),
representing sensitive patient information that has been masked.

Users may select the Filters icon at the top of the page to filter at the Patient view for referral details. A
Filter panel appears over the content. The filter panel can be pinned so that all content is shifted to the left
for easier viewing.
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PRIMARY CARE PRACTICE

A Home
Referrals - Clinical Programs

Group: Al
Program: Al

Referrals - Clinical Programs

Views:

PATIENT

& DIRECTION: Sent (9)

@

@

@
n
B

@
L}
B

®
n
[

B @
m
[ N

~

Page 1 of 1

MEMBER LAST, MEMBER FIRST M, 46, =/

MEMBER LAST, MEMBER FIRST F 55 7

MEMBER LAST, MEMBER FIRST F, 54, */*

MEMBER LAST, MEMBER FIRST F. 57, 7

MEMBER LAST, MEMBER FIRST . !

MEMBER LAST, MEMBER FIRST M. 35 */*

MEMBER LAST, MEMBER FIRST

Group by Direction

[ Action Center

Sent
E 9/9

ATTRIBUTED PROVIDER

m &

3

~
(5

PROVIDER LAST, PROV...

PROVIDER LAST, PROV.

PROVIDER LAST, PROV...

PROVIDER LAST, PROV.

PROVIDER LAST, PROV.

PROVIDER LAST, PROV.

 PROVIDER LAST, PROV.

ORGANIZAT|

ORGANIZATION N

ORGANIZATION N

ORGANIZATION N

ORGANIZATION N

ORGANIZATION N

ORGANIZATION N

ORGANIZATION N

Build: 2017-05-09

Referrals - Clinical Programs Filters

Referral Status and Outcome
Submitter Name

Submit Date

Referral ID

Patient

Risk Drivers

Chronic Care Gaps

Visit Types

Clinical Programs
Clinical Programs Status
Care Opporiunities

Organization

REFERRAL STATUS AND OUTCOME
O Drat
[ Received

O sent

Search

[0) Urgent for Sent Referrals

The Filters icon allows users to filter by the following fields for the Patient referrals:
e Referral Status and Outcome

e Submitter Name

e Submit Date
o Referral ID

e Patient

e QOrganization
e Visit Types

e C(linical Programs

Clinical Programs Status
Care Opportunities
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Referrals - Clinical Programs Filters

I Referral Status and Outcome REFERRAL STATUS AND QUTCOME Selected Filters (1)

Submitter Name [ Draft DATE RANGE

O Recetved
Submit Date

O sent
Referral ID
Patient
Risk Drivers
Chronic Care Gaps
Visit Types
Clinical Programs
Clinical Programs Status
Care Opportunities
Organization

Search x

[J Urgent for Sent Referrals

Clear All

Select Clear to remove the filters or Apply filters to update the filters.

Clinical Program Care Management/Disease Management information and referrals can be viewed from
the Population Attributed Patients, Care Opportunities and ER Visits and Inpatient admission views and
from the Action Center tab. To view, select the information icon in the Clinical Program column.

Below is an example of a view from the Clinical Program column.

Clinical Programs - MEMBER LAST, MEMBER FIRST

Case Management

Program: Case Manager
Status: Active
Status Reason: —

Referrals - Clinical Programs

2 3 Last Submit
Cirection Count Date Status Cutcome
Sent 1 2018-11-02 A Submitted

Progress

When an Export is completed from one of the 4 Population pages below, only the number of sent and

received referrals is exported:
e Attributed Patients
e (Care Opportunities
e ERVisits
e Inpatient Admissions
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Note: Referrals received displays as dashes (---) at this time.

= Patien REGUIRED =

To Export from Population Inactive Patients, select Referrals —
Clinical Programs. Only the number of Referrals sent is exported.

W Patient Address

| Elgitzility
For more extensive export options, providers can click on the ! Gegmbanon
Export icon in the Action Center tab. lisisisslidiconid

~ Roferrals General REGQUIRED

An export dialogue opens to select which columns to include in the | Referrals: Contact Info
export. Some export columns are pre-selected. The selected U Referrais: Details
columns are exported by row per patient, per referral. ot il

| Referrals: Stalus/Oulcome
The export indicates the filters that were active at the time of L) Referrals. Acknowledgement

Conditions

export.

| Condition Details

| Clinical Frograms
L] ER Visils

| Hal Spaltér

| Chronic Care Gap Score
-

Cancal Export 16 Codumns.

The Patient 360 LPR Longitudinal Patient Record in PCMS

Accessing the P360 LPR in PCMS
1. Select the P360 LPR icon to the left of the patient name to Launch Patient Details.

anagement Solutions

TOVIOET Lare
PRIMARY CARE PRACTICE

4 Home & Population |#” Performance [# Action Center

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

Group: PRIMARY CARE PRACTICE ]
Program: PROGRAM
Aftributed Patients = Views: Al Attributed Patients > Report Date: 06/09/2017 showChart | & Export w

(] Hot Spotter Chronic [ Hot Spotter Readmission [ High Risk Controlled Rx (7] New Patient [ Inpatient Authorization (] Newto View [ Health Assessment

PROSPECTIVE HCC RISK CARE CHRONIC CARE

PATIENT ATTRIBUTED PROVIDER ORGANIZATION RISK SCORE | SCORE OPPORTUNITIES GAP SCORE CONDITIONS
B LAST, FIRST ORGANIZATION NAME 6924 - o == 2
B LAST, FIRST ORGANIZATION NAME 54.57 - 30 4 O 7
B & @ LAST FIRST ORGANIZATION NAME 4892 == 28 2 0 6
¥  LAST, FIRST ORGANIZATION NAME 4507 © - 06 2 6 7

2. Select the Continue Without Sensitive Information button to continue without
these details in the LPR. Select the | agree to the sensitive Services Terms and
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Conditions checkbox and then select the Continue With Sensitive Information button to see these
details in the LPR.

& Provider Care Management Solutions
Im FYramR TREmSSUN  0erformance Management  Action Center T Filers o QuickLinks © &89 Physicians Organization, Inc
[Ririnsespoters | aciv pses | cos coprantes | vt ] womert oo
Group:
L Program: All - - . @
View Patient Details
o~ L
Terms and Repon Date: 06012018 | & Export ~
Z Accoss, use, of disclosure of information refated 10 certan sensitve medical sarvices is limitad by tedaral
Views Het Spatter Chronic Hot Spdl g state laws. Such may only ba d, used, or discl *wmmm:m e
of the pateent of for Ciinical
Patient + Conditions e Programs
- - Drug and Alcohol atuse treatmant records may only be accessed, used. o disclosed with the consant of the
=== jpatient or to the extent necessary lo respond 10 a bona fide medical emengency. A g = -
¥ =3
—2 By salecting the checkbox, you are cerlifying that you are accessing sensitive service infarmation with the = v =
S axprass wiitien authorization of the patient, arhhrwummurmhmrpldmhulmm N 1.4
H o= such information is needed for 1 you &re drug of ecohol abuse treatment o 11
mformation, mmeuame«mmWhmmewdhww
=a 16 respond 10 & bona fide medical emergentcy. 0 "
=4 SENG0a drug &nd alooho! abusa treatment records oulsice of tha requiraments s a
=2 listed above is prohibited. o 40 o
¥ =2 . ’ o 0
| agroo 1o the Sonsitve Sorvices Terms and Conditions. o 3 @
+ = o 8 0 40
- ;_% Launch Pasent Details % Close > without Continue with Senastive Information 0 o
¥ =4 — ] ]
— 0.68 (] 2 0 L] o
i
Page 1 azi Dy Pra Dispiaying records 1- 100 of 193

3. After selecting the patient icon, (= ) the application will prompt the user to select whether or not to
display sensitive information.

Note: It is important that the user to completely close out of browser (not just a tab) to close out of PCMS
session and clear sensitive history. PCMS will automatically close out after 15 minutes of inactivity for
security purposes.

A reminder to close browsers is included in the View Patient Details window under the Terms and
Condlitions (see below).

# Home & Population wF

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

Group:  PRIMARY CARE PRACTICE A View Eatiars Dtk

Program:  All
Sensitive Services Terms and Conditions

= = Access, use, or disclosure of information refated to certain sensitive medical services is strictly limited by federal
Attributed Patients and state laws. Such information may only be accessed, used, or disclosed by PCMS users with the
autherization of the patient or for treatment purposes

Drug and Alcohol abuse treatment records may only be accessed, used, or disclosed with the consent of the
patient or o the extent necessary o respond lo a bona fide medical emergency.

By selecting the checkbox, you are certifying that you are accessing sensitive service information with the
express written authorization of the patient, or his/her parent or guardian, or that in your professional judgment
such information is needed for lreatment purposes. As the information may contain drug and alcohol abuse
treatment information, you certify that you are accessing such information with the express written consent of
the patient or to respond to a bona fide medical emergency.

g sensitive service or drug and alcohol abuse treatment records outside of the

requirements listed above is prohibited CONDITIONS VISIT

@ =& LAST FIRSTF 57 195 0 § 0 00
I Coniinue without Sensitive nformation © Continue with Sensitive Information “

@ =& LAST FIRST M 64 #1952 T = 2t 0 2 6 100

@ =& LAST,FIRST M 82 "9 # LAST FIRST 20 108 100
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After selecting Continue without sensitive information or Continue with sensitive information, the
member LPR (longitudinal patient record) will appear.

The P360 LPR includes multiple tabs of data for each patient record. A screen shot describing each tab is
presented below in the order shown in the tool, designed to help you navigate these details and find
specific medical information about patients attributed to you.

Patient banner
At the very top of the LPR is the patient banner. The banner displays all of the demographic information
we have on file for that patient.

Test, Test | - i I S

Member Care Summary

The Member Summary page is a condensed view of the most recent claims from each of the tabs. This
page summarizes important aspects of the patient’s care, such as active alerts for HEDIS care gaps,
immunization and lab records, emergency department visits, inpatient stays and office visits.

- wrrenth Serts Exiat e O
Demoski, RD @  “i St e
B K e
Date Range | Oct 11, 2016 to Jul 11, 2017 & Update alls
Active Alerts ICT/IDT Lab Results
Source Code Deseription Sequence + Name Date 3 Type Value Acurty Trend

Facets  Responsble Person Ronnee Bell [ 11/1/2015 - 6/1/20

HEDIS CCA HEDIS Alert Antidepressant Me Bon Mansg

HEDIS  CCA HEDIS Alert Antidepressant Medication Manag

HEDIS CCA HEDIS Alert Adult BM] Assessment - Pending

LR - s =+ Page 1 ol v e Viewl-40f4 O & P 8 « «s Page1 of0 = » NolCDTData & @ P & = <= Page t C - Mo lab results foun
Inpatient Pharmacy

Admit Date Discharge D Faclty Name Pnmary Disg Primary Dragnoss Date 3 Hedicaton/Strength =

01/02/2017 03/03/2017 i End stage renal disease Shortness of breath 03/24/2017 TRAMADOL HCL TAB SOMG

0. a3, Shortness of breath Hypertensive chrom kodney oN22/2017 AMLODIPINE TAB 10MG

L o2 Shortness of breath Hypertensive chromic kndney 032272017 CALCITRIOL 0.25 MCG CA

4/2016 12/ i Shortness of breath 02/24/2017 Cocaine abuse, uncomplicated | 03/22/2017 CLONIDINE TAB 0.1MG

12/14/2016 12/16/2016 vemoso, u Shartness of bresth 0224/2007 e Chest pain, unspechied 03/22/2017 HYDRALAZINE TAB 100MG

LRIy -1 = Pagei of2 e m Viewi-50f8 O ® O @ “ e Pages of8 e m View1-50f39 O ® O @ v Page i of 13 e e View 1 - 5 of 64
Authorizations Home Mods and Equipment Claims Office Visits

Auth Nurr Start Dats End Date | Place of Servic Referred To Provide_ Status Date 5 Provder Service Date 3 Provider Primary Duagnoss
COS742 01022 OXON/2. Inpstient Ho H Disalle o7 Demeoslo, G Unilateral inguinal hernes,
CO5654 02/09/2... Inpatient Ho.

106346 O 07/03/2.. Community H

05457 2. 12/16/2.. Inpatient Ho B

05394 2 1/26/2  Inpatient Ho,  wveereemsy 3

-1 «<s Page: of2 wom view1-50i8 O ® 0D @ << Page: of0 = m ¢ e 0 e « s Page: ofl » s View 1-10f 1

Date Range

At the top of the following tabs displayed below, there is a Date Range field that can be modified based on
the time period available defined in each tab displayed within this document. The default date range is six
months.

Alerty Exit N Ol

Demoski, RD *
o+ @ ®

Datefange | Oct 11, 2016 to Jul 11, 2017 & Update L

@
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When clicking in the date range field a drop down will display shortcuts to predefined date ranges:

Date Range | Oct 11, 2016 to Jul 11, 2017 & Update
Active Alerl Past month / next month Start date End date
Source 5 21
Past 2 months / next 2 months 5 | " |
e O [o¢ v[016 v] @@ [ul  v[2017 v] ©
rast 3 months / next 3 aths
HEDIS - ‘ Su Mo Tu We Th Fr Sa | Su Mo Tu We Th Fr Sa
HEDIS cC Past 6 months / next 3 months
HEDIS cC b 1
Past vear / next 6§ months
Past year / next 6 months 2| 3| 4l 5| 6/ 2| 8 2| 3| 4| 5| 6 7| &
® @ A & Past2years/ next 6 months o/ 10| 11| 12| 13| 24|l 15|/|| 9| 20] 11| 12/ 13]| 14| 15
Z 16/| 17 18 | 19 20/ 21/ 22 | 16 17 18 19/ 20 21 22
ol Date Ran
e 2
Admit Date IC 9 23| 24 25| 26| 27|| 28/ 20| || 23| 24| 25 | 26| 27 | 28 | 29
03/02/2017 O [} 30 31 30 31
03/02/2017 O
02/07/2017 Q Done
12/14/2016 1 <o
12/14/2016 177185/ 7U0lsS UFMOSEL & SOOINESS O OrERIN T 7ar ULy JEMGEKT

Selecting the last option, “date range” will open up two calendars allowing customization of start and end
date.

L;E‘.I M@ 0 B 1« <4 Page 1 of 40 »> mi

Reload Grid: This option will reload the grid either with the same data or new data.
Expand Grid: This option will expand the selected grid into a full screen view
Search Grid: EIThis option allows the user to search the selected grid for specific data values.

Print grid: This option allows the user to print the current grid.

Page option: [ 1« <« FPage 2 of 1 »s wa The page option will allow the user to move through the
selected grid. The user can jump to the end of the date or move through each page of the grid. This
option works well when the user selects the “Expand Grid” option.

Eligibility

The Eligibility history displays current and/or previous coverage information.
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Member Care Summary |BSEEEGN Claims | Utilization | Pharmacy | Labs | Care Management | Episodic Viewer | Communication | Documents | Raw Data Viewer | Lab Reports | CareMore Dashboard
Date Range [Sep 23, 2018 to Jun 23, 2017 | [@upsste | & ls]
Subscriber i
Goedman, Wendell V Street 1015 Saint John St 1 oo-xx-8814
M 18) 789-0859
03/06/1961 A
|
ey I Relationshi |
tnzave Unknann
Insctive Unknown |
Actoe s
CTIE)
| Enrollment History
[ Eoroii 10 T Stats T Fian T Pian Tyoe T Seamernt Erective Bate
513543850 MDD 17017206
woco 020112045
313545850 moco 13/
313549850 moco
si3sasss0 moco o1/
313549850 moco nsra1/2013
oo b i Pogel |2 e
| Additional Contacts.
Contact | ContactType. I Phane I Fan i  Aggress I Email I Updatad Date |
iendsh Goodman Wsiin WA WA 1015 Saint John S, Monros, LA 713038441 ik 3/23/3017
Wendsll Goodman Persanal centact 1 nA Nra 1015 St. John St., Monros, LA 78201 A 037222017 |
e e 5a e (A Viwi-2012

The Additional Contacts section located at the bottom of the screen contains more information about
other contacts the member has provided. It displays contact information from the Care Management
application that has been collected about the member. It would typically include an alternate phone
number that may not be present in the enrollment system.

I = - — T o — —
. Spcpas sesie | [ o wias msmsa b Fibis e rETe
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Claims

The Claims tab shows claim details for up to two years, including claim status, assigned diagnoses and
services rendered.

Member Care Summary | Eligibility JEEURERE Utilization | Pharmacy Care Management | Episodic Viewer | Communication | Documents
Date Range | Oct 11, 2016 to Jul 11, 2017 | [ ®update |
Claims Claim De , -
: Allows user tc narrow
DOS Claim # Provider Status = Diagnosis lair ) =
search for specific
data
10/2§/2... 136832357... Demoski, AF  Process.
yim Status  Processed
11/19/2.. 14111 omplet... End stage...
03/06/2... 140201479 moski, G Complet... End stage. Provider M Demoski
U""‘":“ S - o B Complet_. End stage. r [
P C_)Ilcklpg ona Claim i e )
. line will display the Complet! Fod il NP1 . e
Claim Detail Specialty Emergency Medicine
L EELLE R EnE tatus Non-Participating
LR A Compte:s End stage: \ddress 123 Main Street, Anytown, XX 12345
03/25/2... 140744171 i Process... End stage Phone (555) 123-4567
03/30/2.. 140896014 i Complet . End stage..
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Utilization

The Utilization tab provides details about active and inactive authorizations on file for the patient for up
to two years. Selecting on an Active or Inactive Authorization line will display the full Authorization Detail.

e Active authorizations: Authorizations for which the member is currently receiving care.

e Inactive authorizations: Authorizations that have expired or for which care has already been

rendered.

Date Range | Oct 11, 2016 1o Jul 11, 2017

Active Authorizations

Start Date 5 End Date |Auth Number  Status

@ Update

Authorization Detail

Template

Clicking on an Active or Inactive

r.ere— Authorization line will display the

@ucn 106346985 Camn\ele@n ff_’—{f—cwﬂﬂ‘!te full Authorization Detail

01/04/2017
07/03/2017
o@D B « Page 1 ofl s » View 1-10f 1
Demoski, K
Inactive Authorizations
Start Date § End Date |Auth Number| Status Template Community Mental Health Center
@U)l‘nzum‘/ 03/03/2017 (05742227 Disallowed Inpatient Hospital ?Q:J_E"ws‘"
02/07/2017 02/09/2017 (COS654167 Discharged Inpatient Hospital 102;
12/14/2016 12/16/2016 (05457622 Discharged Inpatient Hospital N/A Psyc
11/25/2016 11/26/2016 C05354678 Disallowed  Inpatient Hospital 123 Main Street, Anytown, XX 12345 Participanng
P - Paghls |of2les s View 1-4.0f 7 123 Main Street, Anytown, XX 12345
(555) 123-4567
(555) 123-4567

The Pharmacy tab includes all the pharmacy information associated with claims we have received.
Sensitive information is not displayed.

The pharmacy tab includes all the pharmacy information from Express Scripts (ESI) and a few other third

party pharmacies.

Status: Status of the specified pharmacy transaction.

Pharmacy Detail: Details of the selected pharmacy item, including the medication quantity, days
supplied, prescribing physician and pharmacy location.

Member Care Summary

Eligibility

Date Range | Oct 11, 2016 to Jul 11, 2017

Claims

Utilization

] & Update w

-
Pharma:v Care Management | Episodic Viewer | Communication | Documents

Pharmacy » Pharmacy Detail
Date 5  Medication/Strengt Quantity  Pharmacy antw 03/22/2017
. bt CALCITRIOL 0.25 MCG CAPSULE
4/2017 TRAMADOL HCL 30.00 123 Main eet,..| Paid VITAMIN D

0312;- T ee—— T7S Main Street,..| Paid paid

03/22/2017 CALCIIRIOL 0.25... 30.00 123 Main Street,..| Paid Generic

03/22/2017 CLONIDINE TABY. 90.00 123 Main Street,..| Paid 30

03/22/2017 HYDRALAZINET)| 90.00 123 Main Street,..| Paid 30

03/22/2017 LISINOPRIL TAB.| 60.00 123 Main Street,..} Paid g

—— . o o] Paid
Clicking on a Pharmacy linewill "} $7:84
|
display the Pharmacy Detail Paid

03/03/2017 POLYETH GLYC P.. 527.00 123 Main Street,.| Denied GBD ESI

[ - - I « <« Page 1 of7 » m View 1 - 10 of 64 Demoski, A
Nephrology
(555) 123-4567
1689712945
FE0486630

Labs

The Labs tab include all the lab information from Quest and LabCorp that we have received.
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This tab allows for tracing and trending specific lab results along with seeing lab results that fall
of the normal ranges.

outside

Member Care Summary Eligibility i Care Management Episodic Viewer Communication Documents
Hierarchy Options |
8/23
Select Hierarchy:
[ Delete Selected Hierarchy | B T e PP Date: | Search
| Add New Hierarchy Showing column 1 of 1 (8/23/2016 22:00 to 8/23/2016 22:00)

Selected Hierarchy Name:

petalt Blood Count; Complete Cbe, Alsomated (Hgb, Hct, Rbc, Wh

Hover over values for
Dd’la&/unm all rows Most Recent  8/23/2016 22:00 2 .

Report-based:

Time Compression: O g 34 7 additional detail
Timeline Order: [ &-Type Natriuretic 1017.0 N0
Peptide . -
Page Actions Oeun 32 32
Display Most Recent Co - [Creetinine Ratio £ =
Organize All Panels: [] ACUity set by jum, Serum a4 L
(Greph Cilackgd!!qvq LabCorp'and on Dioxide, Total 26 26
e . nide, Serum 104 104
[ Filter Result Rows | Quest int, S 2.95 2.95
L Glucose, Serum 84 84
Legend / [ Hematocrit 29.6 29.6
A Abnormal O Hemoglobin 9.3 9.3
AA Critically Abnormal Cmen 29.4 29.4
H  High CImcHe 31.4 314
LM Ceiticall dink Lime 1 na P

Care Management

All Care Management activities are below, including assessments, care plan (cases) goals and initiatives.

Member Care Summary Claims Jtilizati Pharmacy Care Management | ISVEIY e Communication Documents
Capniien & Aesesmments t Care Management Summary
umm:
LR ) L} LRI
Assessments (5) o
017,
Name Date § i 2
Identifications @ °
GBD Adult CM Initial Assessment 03/22/2017, PoTTTETA @ @0
GBO Adult CM Initial Assessment 03/21/2017 CM Program Enroliment
GBOD Adult CM Initial Assessment 02/22/2017 DM Program Enrolimert
AGP TX STARPLUS MNLOC 04/29/2016, Cases®
ASdwstar vo Form H3080 o4/29/2016 |Feb 15 |Feb 26 Mar § |Mar 12 | Mar 19 |mar 26 Apr 2
(only two years displayed)
ia <+ Page 1 ofl = &1 Viewl-S§ Tasks (-]
Due Date 4 Subject Assigned To Created By Created Date Status ]
Cases (6) (-] e = X T = B
Name Date 5
CM End stage renal disease 03/21/20
CM End stage renal disease 02/14/2017|
M End stage renal disease 12/27/2016) T T i P - View 1 - 4.0F 4
CM End stage renal disease 11/08/2016|
CM PDM Subdural Hemorrhage 08/19/2016|

Assessments: All assessments questions and answers recently completed by the member and the

assigned Care Manager
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Member Care Summary | Eligibility | Claims | Utilization | Pharmacy | Labs |IeEICREFERELENENI Episodic Viewer | Communication | Documents
Care Plan & Assessments IR GBD Adult CM Initial Assessment
Summary
Registrar: Mrs. Susana
paiacments (3), ° Date: 32212017
Name Date & Status: Complete
GBD Adult CM Initial Assessment 03/22/2017| |[Page: D hi 1 Infc i
GBD Adult CM Initia 03/21/2017]
GBD Adult CM Initial Assessment 02/22/2017| Birthday:
AGP TX STARPLUS MNLOC 04/29/2016) First Name:
1 . 5
o 129/2016|
Clickingon an — .
3 . Last Name: |
Assessmentline will 1 o
display the detail for Member ID number:
' that item. e Plan:
Name Date s |
CM End stage renal disease 03/21/201 Product info
|
CM End stage renal disease (02/14/2017) ShestAddes
CM End stage renal disease 12/27/2016|
CM End stage renal disease 11/08/2016| City:

Case Management Cases: Notes on the member’s care plan, goals, milestones and outcomes.

®

Assessments
S ¢/ Problem: CM End stage renal diseas The Expand All Notes Case icon will allow (Expand A8 Hotse
F—
reated on: ¥21/2017 the user to show all notes for the selected
Assessments (5) (-] Create i
ted by: Lope, Susana item that may be hidden. Once your done
_— P = - e
+ | click the icon again and it will collapse all
Goals & Milestones * Sk = St
GBD Adult CM Initial Assessment 03/22/20: nmas
GBD Adult CM Initial Assessment 03/21/20: -
GBD Adult CM Initial Assessment 02/22/2017| Goal -]
AGP TX STARPLUS MNLOC 04/29/2016/ = Name | Prionty I Duration | Due Date Status.
Addendum to Form H2060 M/ZQ/ZD]E: Member will comply with treatment plan to help control nsk | Goal ShortTerm 05/19/2017
(only two years displayed)
i e Interventions -]
Lo shd Dsalmmn‘ Due Dlﬂ Status
Cases (6) [-] CM u(uwdu edu:ihuv on -muodm‘ce of adherence to treatment plan 05/1 5/2017 Met
Date 1 CM provides information and education on the alternatives to using ER as a treatment optic 05/19/2017 [not set]
& |
’nﬂ"' CM provides education on the importance of adherence to medication regimen 05/19/2017 [not set]
m
1 CM provides education on the importance of blood pressure monitonng 05/19/2017 [not set]
02/14/2017| L —_ — — — —
CM End stage renal disease 12/27/20: Outcomes: (-]
CM End stage renal disease 11/08/20: Oescription 4 Due Date Status
CM PDM Subdural Hemorrhage 08/19/2016] Member verbalizes understanding and complies with treatment plan 05/19/2017 Met |
¥
Clicking on a Case line will display
the care plan detail for that item.
Clicking Master case will give a
patient's
comprehensive care plan

Episodic Viewer

The Episodic Viewer is a graphical representation of the data displayed in the Member Care Summary,
Claims, Utilization and Labs. Each event is represented by a specific encounter (e.g. hospital, ER) with
drill down to the specifics of each encounter.

’ Timeline — The bottom bar represents the current

Eligibility

Member Care Summary

] PRIMARY PROBLEMS

| & cardisc and crculatory congenital ano
8 Deficency and other anemia

[ Acute cerebrovascular disease

8 Aortic; peripheral; and visceral artery.
@ Cardiac dysrhythmias

B Conduction disorders

[E Congestive heart failure; nonhyperten
) Coronary atherosclerosis and other he
8 Essential hypertension

[0 Heart valve disorders

) Hypertension with complications and s
D) Manenacific. chact nain

Selectingan icon on
the grid will open an
expanded view of the
item.

4] Other gastromntestinal disorders.

iz\ Filter by Data Sources * |

s

time frame of member care being reviewed. The
Timeline range bar lets you change the time period

being viewed.

Hypertensive chronic kidney disease with stage 5 chronic kidney disease or end stage renal disease

Claims
2016
. 11/22/2015 -
HELE Clam 11/22/2015
Type: Medical
o Hev 1| status: Completed
Clasn Provider:
PayToProvider
oime
Date Paid: 12/15/2015
Problems:
s RO789 Other chest pain
1120
3810 Acute pulmonary edema
N18§ End stage renal disease
9928525
53010
301051

Hinpt E ER @ Clinic/Office @ Home/Hospice

View: | Patient Overview

par visit for the
components within the constraints imposed by rhe urgency of the patient’s
Electrocardiogram, Routine W/At Least 12 Leads; Interpretation & Report Only
Electrocardiogram, routine ECG with at least 12 leads; interpretation and report only

of a patient, which requires these 3 key

Diseases of the genitourinary system

11/22/2018
11/22/2015
11/22/2015
11/22/2015
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Communication
The communication tab will display communication details with member, member representative,
and/or provider about member’s care.

Member Care Summary | Eligibility | Claims | Utilization | Pharmacy s | Care Management | Episodic Viewer [EUINIRISTIRE] Documents
Date Range | Oct 11, 2016 to Jul 11, 2017 @ Update
Communication ontact Dat 03/30/2017
Date 5 Source Type | M Mrs. Susana
3/30/2017 cca Member Communication
Vi HH
3/30/2017 cea Member Communication TYrak
03/30/2017 cca Member Communication
03/30/2017 al Appeal Communication
s lote CM received call from , to inform the member’s eligibility is showing to be
03/28/2017 Appeal Appeal Communication expiring April 1sth. She wanted to know if there was something CM can do. CM informed her that
03/22/2017 cca Member Communication member has notified the state of his address change, new address noted in Facets, in AGP
03/22/2017 cca e coverage area, but CM is upabie to make_ changes in eligibility. CM asked her to call 211, and see if
they would be able to provide further guidance.
03/17/2017 CCA Member Communication
03/17/2017 cca Member Communication
03/14/2017 Facets Authorization Communicat:
(IR I - ) 4 <« Page1  of6 > »i View 1 - 10 of 57

The Documents tab displays the documents received by the Health Plan from providers. Please contact
your Network or Health Plan Representative for more information. Clinical Documents can include but
are not limited to: CCDAs (Consolidates Clinical Data Architecture), Progress notes, Assessments,
Discharge Summaries and Emergency Department Notes/Reports.

Member Care Summary | Eligibility | Claims | Urilization Care Management | Episodic Viewer | Communication |ectitttS
Reports Group @y Graup Yesr | Summary of Cares 1/7/37 - 179717 Print Report  Downlosd Repart
O Summary of Care: 1/7/17 - 1/9/17
Created on January 23, 201
- ccoas
01/23/2017 02015 Suminsry of Cars Patient Birthaate Race
BRI Patient ID Sex Ethnicity Preferred | English
Ginguage | 2
Adaress Care Team Guarian Next of Kin
LOS ANGELES, CA. 90042-3698  Memberiz)
Other Emergency
Caregiversis) Contact

Export a Report
Data can be exported from PCMS into a PDF or Excel format in any view where the Export button

displays.

A Home 42 Population |## Performance

Attributed Patients Inactive Patients Care Opportunities ER Visits Inpatient Admissions Pharmacy

Group: PRIMARY CARE PRACTICE
Program: PROGRAM

Attributed Patients Report Date: 06/09/2017

[0 Hot Spotter Chronic (7] Hot Spotter Readmission (7] New Patient [ Inpatient Authorization (] Newto View [ Health Assessment

=GN T 4 Filter(s) Applied

Select which columns to include in the export. Some columns are preselected but can be deselected.
Greyed-out columns cannot be deselected. The greyed-out data will be included in the report by default.
Select Cancel at any time to exit out of the Export function.

Page 72 of 112



Note: There are known limitations on the number of rows that can be exported from PCMS. Please use
filters to narrow the data set.

Select Columns to Export

| Eligibility

~' Hot Spotter

Risk Drivers 3 Report Date: 06/04/2014

v Inpatient Authorization i Patient:
Inpatient Authorization Details

+ New Attribution

63.52 0 10 -
Attribution Details 3 57.60 0 10
/ Attributed Provider . 53.19 3 10
45.07 1 8

~’ Organization

o Export £3 Cancel s , i
Jisplaying records 1 - 100 of 658

Exporting large amounts of data will trigger the alert shown below.
Continue with the export by selecting Yes. Selecting No will simply cancel the export.
Note: PCMS allows exports up to 200,000 rows of data in Excel. Please use filters to narrow the data set.

Selecting Yes will trigger the message below. Users can continue to use the application while the data is
exporting. Once the data is done exporting, an Excel Open/Save window will display.

€9 Export Data Notification %)

You can continue to use the application
while your export is processing.

Download your export by clicking on the small Export icon E at the top right of the screen. A small
numeral will indicate exports ready to open.

Click the icon to view exports. The popup will list the exports available. Select the export icon & next
to the submitted file to open and or save and print. Once the download is completed, the report is
removed from the pop-up menu. The system will store exports for 12 hours from the time they become
available.
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Choose the Cancel button at any time to exit out of Export.

Prep the Excel worksheet by selecting the upper left corner of spreadsheet to highlight the entire sheet.

A | ﬁ_‘ | =3 | o \l § i
Provider Care Management Solutions

Attributed Patients

In |..
f

Filter(s) : ©
Report Date : 06/04/2014

Heart Failure (severe) - Past Medical History

Patent

LASTHAME, FIRSTHAM TiisEn F

LASTNAME FIRSTHAN a4 10101950

@ ‘u ~ WIHN
e

T
i

LASTHAME, FIRSTHAN 1r1r1ss0

&
o

e
LASTNAME, FIRSTHAN a4 RRREEL

L ASTNAME FIRSTHAM 1141950

L ASTHAME, FIRSTHANM B4 11980
LASTNAME FIRSTHAM s A0S0
LASTHAME FIRSTHAM 1rss0
LASTUAME FIRSTHAM a4 1101950
L ASTHAME FIRSTHAM 1rrosa
LASTUANME FIRSTHAN 8a
LASTNAME, FIRSTHAM & 111880

LASTHAME FIRSTHAM as 1es0

LASTNAME, FIRSTHAN a4 1111950

LasTNAME, FIRSTIAM 11180
LASTNAME FIRSTHAM 44141980
1101850

LASTNAME, FIRSTHAN 1141880

<-<-(<<<-<-c<<<-(«<<-<-¢*-(§

ot f z 2 FiliiEE T T EzEEEE

r
&
"
"
e
"
"
"
1iese W
"
"
"
"
.
"
"
"

SRR B R R

-
LASTHAME, FIRSTHAM 8
o
as

LASTNAME, FIRSTHAM 1mnss0

Select the Merge and Center drop-down arrow and select Unmerge Cells.

Hint: You may have to enable editing or save the Excel worksheet to your desktop or other drive.

o _—
09.03_2014_09_53_49[1]xs [Compatibility Mode] - Microsoft Excel |

EFEEE . WellPoint_ProviderCareM, tSolutions_AlPati 09 534 -
Home | Inset  Pagelayout  Formulss  Data  Review  View a@ e |
e st <0 A x| B S Genera E 5 =50 ra
23 copy * i = [ L == @ - Z
Paste B I > Sy - A - iE & cidMerge & Centeri=| $ ~ % » %% ;% Conditional Format  Cell Insert Delete Format Sort & Find &
- < Format Painter D-|H A- EXE W FF [GMerged Cente ‘ ® *% Formatting = asTable ~ Styles~ - - - 2.Clear~  Fiter~ Select~
Clipboard : Fant 1 Alig B Merge & Center Numbe ; Styles Ce Editing
Al = T = Merge Across
i Merge Cells
B Unmerge Cells
I A L B I c I ! Unmerge Celis i E 9 H _ I i
g )| Splitthe selected cells into multiple
| new celis
1 Pimbancs

Delete any columns that are blank. Cells that contain numbers have been exported from PCMS into Excel
as text and not as numerical values. These must be converted to numbers. To do this, select the first cell
of the report data that includes a number and then highlight the remaining cells in the sheet by pressing
the Control and Shift keys while pushing the down and right arrow keys.

Scroll back to top of report data and locate the cell with a yellow box/exclamation point. Select the drop-

down arrow and select Convert to Number.

o7

Sort & | Find &
Filter v |Select ~

i1 4] sotAtoz
z)
A

i)

SortZto A

Custom Sort...
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| D

Patients
|Condition Filter(s)
: Congestive
Heart Failure

severel - Past
Primary Care

_ A | B | C | E
@ Provider Care Management Solutions

s B R S S

-]

Patient | Age DoB Gender Phone Number

iLASTNAr.'IE,FIRE‘r;@ ,I’ 54 11850 = FrrgTrETeY
E L A

Mumber Stored as Text 64 11171850 M £re_trr seer

Convert to Number ST———j 14111950 r s1e t12 tras

Help on this error

G4 1141950 F TEE_TRE_rREr
Ignore Error
64 141141950 M FEFIERELATEE
Edit in Forrmula Bar
14141950 M e R R

Error Checking Options...

Now, all cells with numbers will be numerical values rather than text. You should not see any more
green triangles in the corner of each cell.

Filter using column headers
1. Select the row with column headers.
2. Select the filtering option.
3. Use the filters to view preferred data.

Sort using columns

I d9-t-= demo exported care opp spreadsheet - dummy data 120613.ds [Compatibility Mode] - Microsoft Excel =
Home Insert Page Layout Formulas Data Review View (2 =)
= X cut 5 2 | 2 = —— Eare e [ T xS n
SansSerif P - [SiwrapTed| General - = R | = == o
Ei-ON = | - . e o | o o T Z
aste il U - | S A Merge & Centerl=|| § - % » | %3 ;%  Conditional Format Cell | Insert Delete Format Sort & Find &
+ < Format Painter ‘ A ) e [ Mera 1 ¢ 00 >0 E o rmatting - as Table - Styles~ |+ - ~ 2 Clear  Fifter~ Select~
Clipboard ) Font i Alignment F Number 0 Styles Cells Editing
BL - J« | Care Opportunities - Patient View
B c | D | = | E: G H | [J] K i |
Care Opportunities - Patient View
aE
; ; Sort (2
Care Opportunity Status Filter(s) :Past Due
Care Opportunity Filter(s) :Cancer -
Organization Filter(s) :PROVIDER NAMES “syadd Level || X pelete Level || 3 copy Level ” | = [ gotons... | 7] My dats has headers
Column Sort On Order
12 Sort by Values [=] [awz [+]
3 | -
[
; Patient Age = Gender ||l Status T Wonths in Statu~_|  Clinical Due Dat-_|
LAST NAME, FRST | &7 F Past Due F 00 1012012
7 NAME
LASTNAME, FRST  © a4 F Past Dus e 00 010412013
11 name
LAST NAME, FRST 7 4 F Past Due T 0.0 010472013
e [coe |
LASTNAME, FRST 7 &7 F Past Dus 4 00 10172012
1222 nane —
LAST NAME, FRST 7 4 F P 3 Diabetes: Hemogiobin Diabetes 01/05/2012 Past Due v, 00 010412013
241 nae icteck

Page 75 of 112




1. Highlight the first four rows, right-click and select Delete row.
2. Select Sort & Filter from the ribbon at the top of the worksheet and custom sort to your preference by
choosing from the Sort by drop-down lists.

Export glossary
This glossary identifies the data that is exported when specific columns are selected within each view.
Notes:
1. There are known limitations on the numbers of rows that can be exported from PCMS. Please use
filters to narrow the data set.
2. Allfilter and search criteria will be included in export headers.

Columns to export
This section identifies the data that is exported to Excel when a specific column in the Attributed Patients view
is selected.

Select and drag the column name to place the columns that will be included on the report in a particular
order. The overall number of columns selected will affect the look of the PDF.

Below is a list of columns that can be exported to Excel.

Patient
Patient is preselected. The following patient data is exported:
e Last Name
e First Name
o Age
e Date of Birth
e Gender (M or F)
e Member Address (dashes (--) indicates address is not available)
o Member Street
o Member City
o Member State
o Member ZIP code
Phone number

Eligibility
The following additional patient data is exported when the Eligibility column is selected:
e MemberID
e Line of business
e Product
e Home Plan Parent Company
e Home Plan Name
Hot Spotter
The following indicators are exported when the Hot Spotter column is selected:
e Hot Spotter Chronic (Y, Y-New or N)
e Months as Hot Spotter Chronic (number of months)
e Readmission Hot Spotter (Y, Y-New or N) Chronic Care Gap Score
e Score for Open Risk Drivers
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Risk Drivers

The following data is exported when the Risk Drivers column is selected:
e Hot Spotter Risk Drivers
e Hot Spotter Chronic
e Hot Spotter Readmission

Inpatient Authorization
The following indicators are exported when the Inpatient Authorization column is selected:
inpatient Authorization (Y, Y-New or N)

Inpatient Authorization Details
The following Inpatient Authorization data is exported when the Inpatient Authorization Details column is
selected:

e Inpatient Facility

e Length of Stay

e Admission Date

e Discharge Date

e Admitting Diagnosis

e Readmission Risk

Clinical Programs
The following Case Management and Disease Management data is exported when the Clinical Programs
column is selected:
e CM/DM Contact Name (primary)
e CM/DM Contact Phone (primary)
e /DM Contact Name (secondary)
e CM/DM Contact Phone (secondary)
e CM Program Name
e CM Program Status
e CM Program Status Reason
e DM Program Name
e DM Program Status
e DM Program Status Reason

New Attribution
The following indicators are exported when the New Attribution column is selected: New
Attribution (Y or N)

Attributed Provider
The following data is exported when the Attributed Provider column is selected:
e Attributed Provider Name
e Attributed Provider Address (dashes (--) indicates address is not available)
o Provider Street
o Provider City
o Provider State
o Provider ZIP code
e NPI of Attributed Provider
e Provider Specialty
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Attribution Details

The following attribution data is exported when the Attribution Details column is selected:
e Attribution Date
e Months Attributed
e Attribution Method

Organization

The following data is exported when the Organization column is selected:
e QOrganization Name of Attributed Provider
e Organization TIN

Risk Score
The following patient data is exported when the Prospective Risk Score column is selected:
Prospective Risk Score

Care Opportunities
The following patient data is exported when the Care Opportunities column is selected:
Number of Care Opportunities

Conditions
The following patient data is exported when the Conditions column is selected:
Number of Conditions

Condition Details
The following patient data is exported when the Condition Details column is
selected: Condition Details

Visits
The following patient data is exported when the Visits column is selected:
Number of Visits

Attributed Provider Visits

The following patient data is exported when the Attributed Provider Visits column is selected:
e Attributed PCP Last Visit Date
o Attributed PCP Number of Visits

ER Visits

The following patient data is exported when the ER Visits column is selected:
e ERVisits (Y, Y-New or N)
e ER Last Visit Date
e ER Number of Visits

Inpatient Visits

The following patient data is exported when the Inpatient Visits column is selected:
e Inpatient Last Visit Date
e Inpatient Number of Visits

Other PCP Visits
The following patient data is exported when the Other PCP Visits (primary care visits not for the
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attributed PCP) column is selected:
e Last Visit Date
e Number of Visits

Outpatient Visits

The following patient data is exported when the Outpatient Visits column is selected:
e Qutpatient Last Visit Date
e Qutpatient Number of Visits

Specialists Visits

The following patient data is exported when the Specialist Visits column is selected:
e last Visit Date
e Number of Visits

Urgent Care Visits

The following patient data is exported when the Urgent Care Visits column is selected:
e Urgent care Last Visit Date
e Urgent care Number of Visits

Referrals — Clinical Programs

The following patient data is exported when the Referrals — Clinical Programs column is selected:
e Number of Referrals Received
e Number of Referrals Sent

Columns to export
This section identifies data that can be exported to Excel or PDF when you select specific column(s) in the
Inactive Patient view.

Drag the columns up or down to define the placement of the columns in the export. The additional
selection of columns will impact the look of the PDF.

Below is a list of columns that can be exported to Excel.

Patient
Patient is preselected. The following patient data is exported:
e Last Name
e First Name
o Age
e Date of Birth
e Gender (MorF)
e Member Address (dashes (--) indicates address is not available)
o Member Street
o Member City
o Member State
o Member ZIP code
e Phone number
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Eligibility

The following additional patient data is exported when the Eligibility column is selected:
e MemberID
e Line of business
e Product

Attribution Provider
The following data is exported when the Attributed Provider column is selected:
e Attributed Provider Name
e Attributed Provider Address (dashes (--) indicates address is not available)
o Provider Street
o Provider City
o Provider State
o Provider ZIP code
e NPl of Attributed Provider
e Provider Specialty

Organization

The following data is exported when the Organization column is selected:
e Organization name of Attributed Provider
e Organization TIN

Months Attributed
The following data is exported when the Months Attributed column is selected:
Number of Months Attributed

Attribution End Date
The following data is exported when the Attribution End Date column is selected:
Attribution End Date

Attribution End Reason
The following data is exported when the Attribution End Reason column is selected: Attribution End Reason

Referrals — Clinical Programs
The following patient data is exported when the Referrals — Clinical Programs column is selected: Number of
Referrals Sent

Columns to export
This section identifies data that can be exported to Excel or PDF when a specific column(s) in the Care
Opportunities patient view is selected.

Below is a list of the columns that can be exported to Excel.

Patient
Patient is preselected. The following patient data is exported:
e lLast Name
e First Name
o Age
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Date of Birth
Gender (M or F)
Member Address (dashes (--) indicates address is not available)
o Member Street
o Member City
o Member State
o Member ZIP code
Phone number

Eligibility
The following additional patient data is exported when the Eligibility column is selected:
e MemberID
e Line of business
e Product
e Home Plan Parent Company
e Home Plan Name

Hot Spotter

The following data is exported when the Hot Spotter column is selected:
e Chronic Hot Spotter (Y, Y-New or N)
e Readmission Hot Spotter (Y, Y-New or N)

Inpatient Authorization
The following indicators are exported when the Inpatient Authorization column is selected:
Inpatient Authorization (Y, Y-New or N)

Clinical Programs
The following Case Management and Disease Management data is exported when the Clinical Programs
column is selected:
e CM/DM Contact Name (primary)
e CM/DM Contact Phone (primary)
e CM/DM Contact Name (secondary)
e CM/DM Contact Phone (secondary)
e CM Program Name
e CM Program Status
e CM Program Status Reason
e DM Program Name
e DM Program Status
e DM Program Status Reason

New Attribution
The following indicators are exported when the New Attribution column is selected:
New Attribution (Y or N)

Attributed Provider
The following data is exported when the Attributed Provider column is selected:
e Attributed Provider Name
e Attributed Provider Address (dashes (--) indicates address is not available)
o Provider Street
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o Provider City

o Provider State

o Provider ZIP code
e NPl of Attributed Provider
e Provider Specialty

Organization

The following data is exported when the Organization column is selected:
e QOrganization name of Attributed Provider
e Organization TIN

Prospective Risk Score
The following data is exported when the Prospective Risk Score column is selected:
Prospective Risk Score

Total Care Opportunities
The following data is exported when the Prospective Risk Score column is selected: Total number of Care
Opportunities

Care Opportunity
Care Opportunity is preselected. The following patient data is exported:
e Care Opportunity Measure Name
e Condition
e Last Date of Compliance
e Status
e Number of Months in Status
e Clinical Due Date

Referrals — Clinical Programs

The following patient data is exported when the Referrals — Clinical Programs column is selected:
Number of Referrals Received
Number of Referrals Sent

Columns to export
This section identifies data that can be exported to Excel or PDF when a specific column(s) in the Care
Opportunities provider view is selected.

You can drag the columns up or down to define the placement of the columns in the export. The
additional selection of columns will affect the look of the PDF.

Below is a list of the columns that can be exported to Excel.

Provider

Provider is preselected. The following provider data is exported:
e Attributed Provider Name
o NPl of Attributed Provider

Organization
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The following provider data is exported when the Organization column is selected:
e Organization Name of Attributed Provider
e Organization TIN

Condition

The following data is exported when the Condition column is selected:
e Condition tied to the open Care Opportunity
e (Care Opportunity Measure

Past Due
The following data is exported when the Past Due column is selected:
Number of patients with past due open Care Opportunities

Due in 30 Days
The following data is exported when the Due in 30 Days column is selected: Number of patients who have
open Care Opportunities due in 30 days

Due in 60 Days
The following data is exported when the Due in 60 Days column is selected: Number of patients who have
open Care Opportunities due in 60 days

Due in Calendar Year
The following data is exported when the Due in Calendar Year column is selected: Number of patients who
have open Care Opportunities due in the calendar year

Total
The following data is exported when the Total column is selected: Total number of patients with completed or
closed Care Opportunities

Completed
The following data is exported when the Completed column is selected: Total number of patients with
completed or closed Care Opportunities

Columns to export
This section identifies data that can be exported to Excel or PDF when a specific column(s) in the ER
Visits view is selected.

Drag the columns up or down to define the placement of the columns in the export. The additional
selection of columns will affect the look of the PDF.

Below is a list of the columns that can be exported to Excel.

Patient is preselected. The following patient data is exported:
e Last Name
e First Name
o Age
e Date of Birth
e Gender (M orF)
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e Member Address (dashes (--) indicates address is not available)
o Member Street
o Member City
o Member State
o Member ZIP code
e Phone number

Eligibility
The following additional patient data is exported when the Eligibility column is selected:
e MemberID
e Line of business
e Product
e Home Plan Parent Company
e Home Plan Name

Hot Spotter
The following indicators are exported when the Hot Spotter column is selected:
e Hot Spotter Chronic (Y, Y-New or N)
e Months as Hot Spotter Chronic (humber of months)
e Readmission Hot Spotter (Y, Y-New or N) Chronic Care Gap Score
e Score for Open Risk Drivers

Risk Drivers
The following data is exported when the Risk Drivers column is selected: Hot
Spotter Risk Drivers

Inpatient Authorization
The following indicators are exported when the Inpatient Authorization column is selected:
Inpatient Authorization (Y, Y-New or N)

Inpatient Authorization Details
The following Inpatient Authorization data is exported when the Inpatient Authorization Details column is
selected: Inpatient Facility

e Length of Stay

e Admission Date

e Discharge Date

e Admitting Diagnosis

e Readmission Risk

Clinical Programs
The following Case Management and Disease Management data is exported when the Clinical Programs
column is selected:
e CM/DM Contact Name (primary)
e CM/DM Contact Phone (primary)
e CM/DM Contact Name (secondary)
e CM/DM Contact Phone (secondary)
CM Program Name
CM Program Status
CM Program Status Reason
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e DM Program Name
e DM Program Status
e DM Program Status Reason

New Attribution
The following indicators are exported when the New Attribution column is selected:
New Attribution (Y or N)

Attributed Provider
The following data is exported when the Attributed Provider column is selected:
e Attributed Provider Name
e Attributed Provider Address (dashes (--) indicates address is not available)
o Provider Street
o Provider City
o Provider State
o Provider ZIP code
e NPl of Attributed Provider
e Specialty Provider

Attribution Details

The following attribution data is exported when the Attribution Details column is selected:

e Attribution Date
e Months Attributed
e Attribution Method

Organization

The following data is exported when the Organization column is selected:
e Organization Name of Attributed Provider
e Organization TIN

Risk Score

The following patient data is exported when the Prospective Risk Score column is selected:

Prospective Risk Score

ER Visits

The following data is exported when the Visits column is selected:
e ER Visits (Y or Y-New)
e Number of ER visits
e Llast Visit Date

ER Visit Details
The Visit Details column is preselected. The following data is exported:
e Visit date
e Day of week
e Facility name
e Potentially avoidable ER visit (Y or N)
e Primary diagnosis
e Secondary diagnosis 1
e Secondary diagnosis 2

Page 85 of 112



e Secondary diagnosis 3

Referrals — Clinical Programs
The following patient data is exported when the Referrals — Clinical Programs column is selected:

e Number of Referrals Received
e Number of Referrals Sent
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Columns to export
This section identifies data that can be exported to Excel or PDF when a specific column(s) in the
Inpatient Admissions view is selected.

Drag the columns up or down to define the placement of the columns in the export. The additional selection of
columns will affect the look of the PDF.

Below is a list of the columns that can be exported to Excel.

Patient is preselected. The following patient data is exported:
e last Name
e  First Name

o Age
e Date of Birth
e Gender (MorF)

e Member Address (dashes (--) indicates address is not available)
o Member Street
o Member City
o Member State
o Member ZIP code
Phone number

Eligibility
The following additional patient data is exported when the Eligibility column is selected:
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e Member ID

e Line of business

e Product

e Home Plan Parent Company
e Home Plan Name

Hot Spotter
The following indicators are exported when the Hot Spotter column is selected:
e Hot Spotter Chronic (Y, Y-New or N)
e Months as Hot Spotter Chronic (humber of months)
e Readmission Hot Spotter (Y, Y-New or N) Chronic Care Gap Score
e Score for Open Risk Drivers

Risk Drivers
The following data is exported when the Risk Drivers column is selected: Hot
Spotter Risk Drivers

Inpatient Authorization
The following indicators are exported when the Inpatient Authorization column is selected:
Inpatient Authorization (Y, Y-New or N)

Inpatient Authorization Details
The following Inpatient Authorization data is exported when the Inpatient Authorization Details column is
selected:

e Inpatient Facility

e Length of Stay

e Admission Date

e Discharge Date

e Admitting Diagnosis

e Readmission Risk

Clinical Programs
The following Case Management and Disease Management data is exported when the Clinical Programs
column is selected:
e CM/DM Contact Name (primary)
e CM/DM Contact Phone (primary)
e CM/DM Contact Name (secondary)
e CM/DM Contact Phone (secondary)
e CM Program Name
e CM Program Status
e CM Program Status Reason
e DM Program Nam
e DM Program Status
e DM Program Status Reason

New Attribution

The following indicators are exported when the New Attribution column is selected: New
Attribution (Y or N)
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Attributed Provider
The following data is exported when the Attributed Provider column is selected:
e Attributed Provider Name
e Attributed Provider Address (dashes (--) indicates address is not available)
o Provider Street
o Provider City
o Provider State
o Provider ZIP code
e NPl of Attributed Provider
e Specialty Provider

Attribution Details

The following attribution data is exported when the Attribution Details column is selected:
e Attribution Date
e Months Attributed
e Attribution Method

Organization

The following data is exported when the Organization column is selected:
e Organization Name of Attributed Provider
e Organization TIN

Risk Score
The following patient data is exported when the Prospective Risk Score column is selected: Prospective Risk
Score

Inpatient Admission
The following patient data is exported when the Inpatient Admissions column is selected:
e Inpatient admissions (Y or N)
o Inpatient Number of Admissions
o Last Inpatient Admission
e Inpatient Admit Details
o Admit Date
Discharge Date
Length of Stay
Facility Name
Ambulatory Sensitive Condition (Y or N)
Acute Readmission (Y or N)
Admitting Diagnosis
Secondary Diagnosis 1
Secondary Diagnosis 2

O 0 O o0 O O O O

Referrals — Clinical Programs
The following patient data is exported when the Referrals — Clinical Programs column is selected:

e Number of Referrals Received
e Number of Referrals Sent
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Appendix 1: Table of Conditions

Priority Condition Rule friendly name Rule description
1 CHF CHF PMH Identifies members with a past medical
history of congestive heart failure (CHF)
2 Diabetes Diabetes mellitus PMH Identifies members with a history of DM
mellitus (type 1 or 2)
3 CHD CHD PMH Identifies patients with coronary heart
disease CHD)
4 Hypertension Hypertension PMH Identifies patient with HTN
5 COPD American | COPD ATS PMH Identifies members who probably have
Thoracic Society COPD according to the American Thoracic
Criteria Society definition.
'COPD'
Chronic Bronchitis_ PMH";
OR"_Emphysema_PMH"
6 Asthma Asthma PMH Identifies patients who have asthma
7 Migraine Migraine PMH Identifies members with a past medical
history of migraine headaches
8 Hyperlipidemia Lipid PMH Identifies members with
hyperlipidemia
9 Smoking history | Smoking history PMH Identifies members with medical, Rx,
and/or HRA claims suggestive of a history
of cigarette smoking
10 Depression Depression PMH Identifies members with depression
11 Hospice Hospice history PMH Identifies members with a history of
hospice services over the past year
12 Vulnerable Elder | Vulnerable Elder PMH Identifies patients >=75 or ages 65-74 with

recent hospitalization, physical therapy or
functional impairment diagnosis in past
6 months
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Priority Condition Rule friendly name Rule description
13 Atrial fibrillation | Atrial fibrillation PMH Identifies members with a past
medical history of atrial
fibrillation (Afib)
14 Fatigue or Fatigue or Somnolence PMH Identifies patients with claims fatigue or
Somnolence somnolence
15 Obstructive Obstructive Sleep Apnea (OSA) PMH Identifies patients with claims for Obstructive
Sleep Apnea Sleep Apnea
(OSA)
16 Osteoporosis Osteoporosis PMH Identifies patients with a diagnosis of
osteoporosis
17 DVT lower DVT lower extremity PMH Identifies patients with claims for Lower
extremity Extremity Deep
Vein Thrombosis - DVT
18 DVT PE DVT PE PMH Identifies patient with DVT & PE
19 Bipolar Bipolar PMH Identifies members with a history of bipolar
disorder
20 Dementia Dementia PMH Identifies members with a history of
dementia
21 Schizophrenia Schizophrenia PMH Identifies members with a history of
schizophrenia
22 CVA CVA PMH Identifies patients with a
PMH of CVA
23 Seizure Seizure PMH Identifies members who have a seizure disorder
24 Proteinuria Proteinuria PMH Identifies individuals with
Proteinuria
25 Kidney- CKD Chronic Kidney Disease (CKD) - Past Identifies patients with claims for CKD,codes for
Medical History ESRD Services
26 Obesity Obesity PMH Identifies members >= 18 years-old with a past

medical history of obesity (BMI >= 30 kg/m2)
Most recent HRA claims for
'BodyMassindex_HRA' >= 30 kg/m?2
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Priority Condition Rule friendly name Rule description
27 Overweight or Overweight or heavier (BMI>=25) Identifies patients with claims with most recent
heavier value of BodyMassindex_HRA >= 25.0; OR Has
(BMI>=25) >=1 claim for overweight or obesity
28 Pregnancy now | Pregnancy now PMH Identifies pregnant female members
29 Colorectal Colorectal cancer PMH Identifies adult members with a diagnosis of
cancer colorectal cancer
30 Breast cancer Breast cancer PMH Identifies members with a history of breast
cancer
31 High Risk Breast | High Risk Breast Cancer PMH Women only; claims for Genetic susceptibility for
Cancer BrCa
32 Prostate cancer | Prostate cancer past medical history Identifies patients with history of prostate
cancer anytime in the past
33 Recent cancer Recent cancer PMH Identifies patients with claims for cancer
34 Melanoma Melanoma PMH Identifies patients with claims for melanoma
35 Cirrhosis Cirrhosis - Past Medical History Identifies patients with claims for cirrhosis
(chronic liver)
36 Rheumatoid Rheumatoid arthritis PMH Identifies adult patients with a history of
Arthritis Rheumatoid Arthritis (RA)

Appendix 2: Table of Readmission Risk Drivers

Driver type Risk drivers that display on Definition Data source
report
Readmission Risk Demographic Risk Age, Gender Membership

Model

Readmission Risk
Model

Co morbidities

Charlson Comorbidity Index

Readmission Risk
Model

High Medical care Utilization

Based on the # of inpatient, ER,
Outpatient, urgent care & office
visits in prior 12 months

1 year claims prior to
index admission
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Driver type

Risk drivers that display on
report

Definition

Data source

Readmission Risk
Model

Recent High Risk Utilization

UM review in last 90 days (includes
requests that are urgent, emergent,
elective, acute )

90 Days UM History prior to

Index Admission

Readmission Risk
Model

Admit Diagnosis

Current admit has primary diagnosis
of Heart Disease, Psychoses,
Malignant Neoplasm

Readmission Risk
Model

Unplanned Admit

Classification of current admit is
urgent or emergent

Readmission Risk
Model

Medical Service Classification

Members admitted for medical
services are more likely to have an
unplanned readmission than
members with surgical admissions

Readmission Risk
Model

Length of Stay

Approved days of current admission

Current UM Admission

Readmission Risk Future Risk Score Predicted utilization of medical/RX DXCG Risk
Model services in the next 12 months based | Score
on the DxCG risk solutions model
Care Gap No MD Visit Claims 6 mos. No Usual Source of Care: identifies RHI Rules
members who have not had claims
for a face to face office visit in the
past 6 mos.
Care Gap Rx Non-Compliance 6 mos. Rx Non-Compliance: identifies RHI Rules
members who have filled chronic
condition medical prescriptions less
than 80% of the time in the past 6
mos.
Care Gap Claims for > 10 Rx 4 mos. Polypharmacy: identifies members RHI Rules
who have had claims for more than
10 medicationsin the past 4 mos.
Appendix 3: Table of Chronic Care Gaps
Condition Care gap Definition Why it's important
ASTHMA Asthma needs 6-month Identifies members at least 18 A follow-up visit to review medication

and treatment options can prevent
future complications.

years old with asthma who need
6-month follow-up.

follow up
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Condition Care gap Definition Why it's important
ASTHMA Asthma recent ER visit Identifies members at least 18 A follow-up visit to review medication
needs follow up years old with asthma who were | and treatment options can prevent
seen in the ED for asthma3to9 | future ER visits.
months before the run date and
who have not had a follow-up
office visit between the ED visit
and the run date
ASTHMA Asthma beta blocker Identifies members at least 18 Beta blockers can make asthma symptoms
warning years old whose asthma might worse.
be exacerbated by taking
nonselective beta blocker
medication as treatment for
other medical conditions.
ASTHMA Zileuton needs LFT Identifies members at least 18 This drug is associated with
years old who recently started hepatotoxicity. Periodic evaluation of
taking zileuton and need a liver function is recommended.
3month liver function test.
Requires pharmacy eligibility.
ASTHMA Asthma recent hospital Identifies members at least 18 A follow-up visit to review medication
visit needs follow up years old with asthma who were | and treatment options can prevent
hospitalized for asthma and who | future hospital visits.
have not had a follow-up office
visit.
ASTHMA Asthma med erratic refill 6 | Identifies members at least 18 Compliance with drug therapy can help
months years old with asthma who are prevent exacerbations and improve
taking steroid inhalants less outcomes.
than 80% of the time. Requires
pharmacy eligibility.
ASTHMA Asthma persistent needs 4- | Identifies members age 5-17 A follow-up visit to review medication

month follow-up for child

years with asthma who need
4month follow-up.

and treatment options can prevent
future complications.
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Condition Care gap Definition Why it's important
ASTHMA Asthma new diagnosis Identifies members at least 18 Spirometry is needed to provide a baseline
needs initial spirometry years old with a new asthma for comparison and establish an accurate
diagnosis who did not have a diagnosis.
spirometry test between 30 and
90 days after the initial diagnosis
of asthma.
ASTHMA Asthma needs periodic Identifies members at least 18 Regular periodic assessment of pulmonary
spirometry years old with asthma who have | function is recommended for monitoring the
not had a spirometry test within | effectiveness of therapy and disease
the past 2 years. progression.
ASTHMA Asthma med recently Identifies members at least 18 These drugs can help achieve and maintain
discontinued years old who filled control of persistent asthma.
prescriptions for asthma
controller medication (such as
inhaled corticosteroids)
regularly in the last year but
who have no claims for them in
the last 60 days. Requires
pharmacy eligibility.
ASTHMA Asthma persistent needs Identifies members at least 18 These drugs can help achieve and maintain
controller medication years old with persistent asthma | control of persistent asthma.
who are not on a controller
medication. Requires pharmacy
eligibility.
ASTHMA/ Asthma or COPD overuse Identifies members at least 18 Excessive utilization of rescue medication
COPD of rescue inhaler years old with asthma or COPD suggests poor control of disease and need
who appear to be overusing for more aggressive use of controller
their beta-2 agonists. Requires medications.
pharmacy eligibility.
CHD CAD anti-inflammatory Identifies members at least 18 COX-2 inhibitors increase risk for

COX2 risk advisory

years old with a prior history of
coronary artery disease who are
currently taking a COX-2
inhibitor.

cardiovascular events by selectively
reducing vascular prostacyclin synthesis
without disrupting COX-1-derived
thromboxane synthesis in platelets.
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Condition Care gap Definition Why it's important
CHD CHD med erratic refill 6 Identifies members at least 18 Compliance with drug therapy will help
months years old who filled prevent exacerbations and improve
prescriptions for coronary heart | outcomes.
disease medication less than
80% in the last 6 months.
Requires pharmacy eligibility.
CHD CHD needs annual Identifies members at least 18 Annual follow-up visits to review medication
followup visit years old with coronary heart and treatment options can prevent future
disease who have not had an complications.
office visit within the past 12
months.
CHD CHD recent ER visit needs Identifies members at least 18 A follow-up visit to review medication
follow up years old with coronary heart and treatment options can prevent
disease (CHD) who were seen in | future ER visits.
the ED for CHD 3 to 9 months
before the run date and did not
have a follow-up office visit
between the ED visit and the run
date.
CHD CHD and migraine med Identifies members at least 18 These drugs are contraindicated for
warning years old with heart disease patients with heart disease.
who take sumatriptan or
ergotamine, which could
exacerbate angina and
ischemia. Requires pharmacy
eligibility.
CHD CHD recent hospital visit Identifies members at least 18 A follow-up visit to review medication
needs follow up years old with coronary heart and treatment options can prevent
disease (CHD) who were future hospital visits.
hospitalized for CHD 3 to 9
months before the run date and
did not have a follow-up office
visit between the hospital visit
and the run date.
CHD CHD on short-acting Identifies members at least 18 Short acting nifedipine has been associated

nifedipine

years old with coronary heart
disease who have taken a
short acting nifedipine.

with increased risk of major cardiovascular
events.
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Condition

Care gap

Definition

Why it's important

CHD

CHD med recently
discontinued

Identifies members at least 18
years old with heart disease
who were filling prescriptions
for medication regularly in the
last year but who have no
claims for them in the last 60
days. Requires pharmacy
eligibility.

These patients may have stopped taking
their heart disease medication.

CHD

CHD may benefit from
statin

Identifies members 21-74 years
old with recent Ml, stent, PTCA
or coronary syndrome (angina,
impending infarction,
preinfarction angina/syndrome,
or unstable angina) who are not
currently receiving a statin.
Excludes those with
contraindications to statin
therapy and/or ESRD or severe
congestive heart failure, for
whom available data do not
support therapy. Requires
pharmacy eligibility.

Statins are strongly indicated as treatment of
CHD and are proven to decrease
cardiovascular events.

CHD

Drug-eluting stent no
antiplatelets

Identifies members at least 18
years old with a drug-eluting
stent procedure between 3 and
1 month ago (setting the most
recent procedure as the onset
date) who have no claims for an
antiplatelet prescription at least
30 days following coronary stent
placement. Requires pharmacy
eligibility.

Antiplatelet therapy following stent
placement is essential to prevent
rethrombosis.

CHD

Myocardial infarction
needs beta blocker

Identifies members at least 19
years old with a history of heart
attack who are not taking beta
blocker medication. Requires
pharmacy eligibility.

Sustained therapy with beta blockers
following Ml reduces risk of subsequent
coronary events.

CHF

CHF med erratic refill 6
months

Identifies members at least 18
years old with heart failure who
have taken heart failure
medication less than 80% of the
time. Requires pharmacy
eligibility.

Adherence with drug therapy will help
prevent exacerbations and improve health
outcomes.
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Condition Care gap Definition Why it's important
CHF CHF needs 6-month follow | Identifies members at least 18 A follow-up visit to review medication
up years old with heart failure who | and treatment options can prevent

need 6-month follow-up. future complications.

CHF CHF recent ER visit needs Identifies members at least 18 A follow-up visit to review medication

follow up years old with congestive heart and treatment options can prevent
failure (CHF) who were seen in future ER visits.
the ED for CHF 3 to 9 months
before the run date and did not
have a follow-up office visit
between the ED visit and the
run date.

CHF CHF norpace interaction Identifies members at least 18 This drug is contraindicated in patients
years old with heart failure who | with heart failure.
take disopyramide. Requires
pharmacy eligibility.

CHF CHF high sodium med Identifies members at least 18 These high sodium drugs can worsen fluid
years old with heart failure who | retention for heart failure patients.
are on high sodium content
drugs (sodium and sodium salts
alginate bicarbonate,
biphosphate, citrate, phosphate,
saliclate, and sulfate). Requires
pharmacy eligibility.

CHF CHF itraconazole Identifies members at least 18 This drug is contraindicated in patients

interaction years old with heart failure who | with heart failure.
have a supply of itraconazole in
the past 30 days.
CHF Digoxin needs annual K Identifies members at least 18 Declining kidney function, especially in the
and SCr test years old who have taken elderly, can lead to decreased renal
digoxin in the last year and clearance of digoxin and subsequent digoxin
need serum potassium and toxicity.
creatinine tests.
CHF CHF recent hospital visit Identifies members at least 18 A follow-up visit to review medication

needs follow up

years old with congestive heart
failure (CHF) who were
hospitalized for CHF 3to 9
months before the run date and
did not have a follow-up office
visit between the hospital visit
and the run date.

and treatment options can prevent
future hospital visits.
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Condition Care gap Definition Why it's important
CHF CHF on digoxin with high Identifies members at least 18 A recent blood test suggests the drug level
level years old with CHF who have a for digoxin is higher than it should be.
digoxin level greater than 1.2 Digoxin has a high risk of significant toxicity
ng/L. at levels close to the therapeutic range.
CHF CHF with NSAID use Identifies members at least 18 NSAIDs can cause sodium and water
years old with a history of retention and blunt the effects of diuretics.
congestive heart failure who are | Several observational cohort studies have
using a NSAID. revealed increased morbidity and mortality in
patients with HF using either nonselective or
selective NSAIDs.
CHF Heart failure on digoxin Identifies members at least 18 The drug level for digoxin is lower than the
with low level years old with heart failure who | therapeutic range.
are taking digoxin and who have
a digoxin level below 0.5 ng/mL.
The recommended range is 0.5-
1.0 ng/mL.
CHF CHF med recently Identifies members at least 18 Adherence with drug therapy will help
discontinued years old who filled prevent exacerbations and improve health
prescriptions for heart failure outcomes.
medication regularly in the last
year but who have no claims
for them in the last 60 days.
Requires pharmacy eligibility.
CHF Heart Failure Medication Identifies members at least 18 In patients with a history of Ml or ACS and
Recommendation years old with heart failure who | reduced EF, ACE inhibitors should be used to
(ACE/ARB) are not taking an ACE inhibitor prevent symptomatic HF and reduce
or an ARB, which might benefit mortality. In patients intolerant of ACE
their condition. Requires inhibitors, ARBs are appropriate unless
pharmacy eligibility. contraindicated.
CHF Beta Blocker Identifies members at least 18 Adding beta blockers in cases of heart

Recommendation (Heart
Failure)

years old with heart failure who
have not filled a prescription for
a beta blocker over the past 30
days. Excludes those with
diastolic heart failure. Requires
pharmacy eligibility.

failure has been shown to

outcomes.

improve
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Condition Care gap Definition Why it's important
CHF CHF severe no aldosterone | Identifies members at least 18 Adding aldosterone antagonists in cases of
antagonist years old with a history of severe heart failure has been shown to
severe heart failure who do not improve outcomes.
have a prescription for an
aldosterone antagonist in the
past 60 days. Requires
pharmacy eligibility.
CHF/HTN Diuretic needs annual K Identifies members at least 18 Diuretic use might cause electrolyte
and SCr test years old who have taken a imbalance and therefore requires
diureticin the last year and monitoring.
need serum potassium and
creatinine tests.
COPD COPD needs 6-month Identifies members at least 18 A follow-up visit to review medication
follow up years old with COPD who need a | and treatment options can prevent
6-month follow-up visit. future complications.
COPD COPD recent ER visit needs | Identifies members at least 18 A follow-up visit to review medication
follow up years old with COPD who were and treatment options can prevent
seen in the ED for COPD3to 9 future ER visits.
months before the run date and
did not have a follow-up office
visit between the ED visit and
the run date.

COPD COPD needs spirometry Identifies members 42 or older Spirometry is needed to provide a baseline
with a new COPD diagnosis who | for comparison and establish an accurate
need spirometry. diagnosis.

COPD COPD recent hospital visit Identifies members at least 18 A follow-up visit to review medication

needs follow up years old with COPD who were and treatment options can prevent
hospitalized for COPD 3 to 9 future ER visits.
months before the run date and
did not have a follow-up office
visit between the hospital visit
and the run date.
COPD COPD med erratic refill 6 Identifies members at least 18 These patients may have stopped taking

months

years old with COPD who are
taking inhaled COPD controllers
(steroid inhalers, inhaled
anticholinergics, and inhaled
long acting beta 2 agonists) less
than 80% of the time. Requires
pharmacy eligibility.

their COPD controller medication. Improving
medication adherence among individuals
with COPD is critical to improving patient
outcomes.

Page 99 of 106




Condition Care gap Definition Why it's important
COPD COPD med recently Identifies members at least 18 These patients may have stopped taking their
discontinued years old with COPD who have COPD controller medication. Improving
not taken their controller medication adherence among individuals
medication, such as long-acting with COPD is critical to optimizing patient
inhaled bronchodilatorsin the outcomes.
past 60 days. Requires
pharmacy eligibility.
COPD COPD Medication Identifies members at least 18 Short-acting beta-2 agonist inhalers offer
Recommendation years old with COPD who may only temporary relief from symptoms and do
be overusing short-acting not correct the underlying inflammation.
beta-2 agonist inhalers (eg Overuse of a B2agonists indicates the need
albuterol) and who have no for an anti-inflammatory controller
claims for long- acting medication.
controller medications for the
past 4 months. Requires
pharmacy eligibility.
DIABETES Diabetes med erratic refill Identifies members at least 18 These patients may not be taking their
6 months years old with diabetes mellitus | diabetes medication regularly.
(DM) who are taking their oral
medication for DM less than
80% of the time. Requires
pharmacy eligibility.
DIABETES Diabetes needs annual | Identifies members at least 18 Diabetes can cause vision loss and
retina exam years old with diabetes who blindness. Regular monitoring for
have not had an annual eye retinopathy allows for early detection
exam. and intervention.
DIABETES Diabetes needs HbAlc | Identifies members at least 18 Regular HbAlc tests can assess whether a
every 6 months years old with diabetes who patient’s glycemic levels are under
need a 6-month HbA1c test. control.
DIABETES Diabetes needs annual | Identifies members at least 18 Diabetes can cause kidney disease. Regular
urine protein screen years old with diabetes (and no monitoring for proteinuria allows for early
history of renal disease) who detection and intervention.
need a urine microalbumin test.
DIABETES Medication Advisory: Identifies members at least 18 ACE inhibitors have been shown to reduce
ACE/ARB for Diabetic with | years old with diabetes and major CVD events in patients with diabetes,
Heart Disease coronary heart disease who are supporting their use in patients with
not taking an ACE inhibitor or an | diabetes and CHD.
ARB. Requires pharmacy
eligibility.
DIABETES Diabetes and CKD on Identifies members at least 18 These members may require a dosage

glimepiride

years old with diabetes and
chronic renal failure who are
taking glimepride. These
members may require a dosage
adjustment of glimepiride.

adjustment of glimepiride.
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DIABETES Diabetes and CKD on Identifies members at least 18 Metformin is contraindicated in patients
metformin years old with diabetes on with stage 3-5 CKD.
metformin who have stage 3
through 5 chronic kidney
disease.
DIABETES Diabetes need 6-month Identifies members at least 18 A follow-up visit to review medication
follow-up visit years old with diabetes who and treatment options can prevent
need a 6-month follow-up visit. future complications.
DIABETES Diabetes recent ER visit Identifies members at least 18 A follow-up visit to review medication
needs follow up years old with diabetes who and treatment options can prevent
were seen in the ED for diabetes | future ER visits.
3 to 9 months before the run
date and did not have a followup
office visit between the ED visit
and the run date.
DIABETES Diabetes with CHF on a Identifies members at least 18 Thiazolinediones are contraindicated in
TZD med years old with heart failure and patients with heart failure.
diabetes who are taking TZDs, a
contraindicated class of
medications.
DIABETES Diabetes screening for Identifies members at least 18 Patients with hypertension are at a higher
high-risk groups years old with hypertension who | risk for diabetes.
need diabetes screening.
DIABETES Diabetes recent hospital Identifies members at least 18 A follow-up visit to review medication
visit needs follow up years old with diabetes who and treatment options can prevent
were hospitalized for diabetes 3 | future hospital visits.
to 9 months before the run date
and did not have a follow-up
office visit between the hospital
visit and the run date.
DIABETES Gestational diabetes Identifies women who delivered | Patients with gestational diabetes should
postpartum screening between 6 and 12 months ago be screened for diabetes postpartum.
and who were diagnosed with
gestational diabetes within 9
months before delivery. These
members should be screened for
diabetes mellitus postpartum.
Members with no claims for
fasting blood sugar, glucose
tolerance test, or HbAlc test
since delivery are identified.
DIABETES Diabetes uncontrolled high | Identifies members at least 18 These patients have uncontrolled diabetes,

Alc

years old with diabetes who
have an Alc (HbA1lc) levels over
7.0%.

which may require more aggressive
therapeutic intervention.
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DIABETES Fasting blood sugar 126 or | Identifies members at least 18 These patients may have diabetes
greater needs follow up years old without a previous and may require confirmatory tests

diagnosis of diabetes who had a | and intervention.
most recent lab result for a

fasting blood sugar of at least

126 mg/dL from 90 to 365 days

ago. Excludes members with a

history of diabetes.

DIABETES TZD and high ALT Identifies members at least 18 Thiazolidinediones can affect liver
years old with an active function.
prescription for a
thiazolidinedione who have a
most recent ALT above 120 U/L.

DIABETES Metformin needs annual Identifies members 80 years old | Monitoring declining kidney function in
creatinine test reminder or older who are taking elderly patients allows for reduction of the
for elderly patients metformin and need an annual dose of metformin.

serum creatinine test.

DIABETES Diabetes on insulin no Identifies members at least 18 These patients have diabetes treated with
evidence of self- years old with diabetes on insulin and may not be monitoring blood
monitoring insulin who do not have glucose levels regularly.

evidence of proper
selfmonitoring blood glucose
testing. Requires pharmacy
eligibility.
DIABETES Diabetes >=40y/o LDL Identifies members age 40-74 These patients may be at a higher risk for

>=70 mg/dL no Statin

years old with diabetes who
have a recent LDL lab result
greater than or equal to 70
mg/dL. Excludes those with
coronary heart disease (these
members are covered by rule
CC4_CHD_no statin), LDL
greater than or equal to 190
mg/dL (these members are
covered by rule CC4_LDL >=190
mg/dL no Statin), and
contraindications to statin
therapy and/or ESRD or severe
congestive heart failure, for
whom available data do not
support therapy. Requires
pharmacy eligibility.

developing atherosclerotic cardiovascular
disease.
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DIABETES Diabetes HbAlc >=9 and Identifies members at least 18 These members should consider trying
>=2 oral agents no insulin | years old with diabetes who insulin.
have taken 3 oral treatments
and still have HbA1lc greater
than 8. These members should
consider trying insulin. Requires
pharmacy eligibility.
DIABETES Diabetes pramlintide no Identifies members at least 18 Pramlintide should only be used with
insulin years old with diabetes who are | insulin.
taking pramlintide and not
insulin. Pramlintide should only
be used with insulin. Requires
pharmacy eligibility.
DIABETES Diabetes TZD no prior Identifies members at least 18 Metformin, if not contraindicated and if
metformin years old with type 2 diabetes tolerated, is the preferred initial
who are taking a thiazolinedione | pharmacological agent for type 2 diabetes.
but not metformin. Requires Metformin may have fewer side effects than
pharmacy eligibility. thiazolinediones.
DIABETES Diabetes med recently Identifies members 18 years or These patients may have stopped taking
discontinued older with diabetes mellitus their diabetes medication.
(DM) who were regularly taking
DM meds over the last year and
are not currently taking insulin,
who have no claims for DM
meds over the last 60 days.

HTN HTN med erratic refill Identifies the drug compliance These patients may not be taking their
pattern (<80% adherence) for antihypertensive medication regularly.
members at least 18 years old
with hypertension currently on
antihypertensive medication.

Requires pharmacy eligibility.
HTN HTN needs 6-month follow | Identifies members at least 18 Regular follow-up visits to review medication

up

years old with hypertension who
need a 6-month follow-up visit.

and treatment options can prevent future
complications.
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HTN HTN recent hospital visit Identifies members at least 18 Regular follow-up visits to review medication
needs follow up years old with hypertension who | and treatment options can prevent future
were hospitalized for complications.
hypertension 3 to 9 months
before the run date and did not
have a follow-up office visit
between the hospital visit and
the run date.
HTN HTN recent ER visit needs Identifies members at least 18 Regular follow-up visits to review medication
follow up years old with hypertension who | and treatment options can prevent future
were seen in the ED for complications.
hypertension 3 to 9 months
before the run date and did not
have a follow-up office visit
between the ED visit and the run
date.
HTN HTN needs annual K and Identifies members at least 18 Monitoring of serum creatinine and
SCr test years old with hypertension who | potassium levels is important, as
have not had test for creatinine hypertension as well as some
or potassium in the last 12 antihypertensive medications can affect
months. renal function.
HTN HTN and gout avoid Identifies members at least 18 Thiazide diuretics decrease urate excretion
thiazides years old with hypertensionand | and can lead to exacerbation of gout.
gout who have taken a thiazide.
HTN HTN med recently Identifies members at least 18 These patients may have stopped taking
discontinued years old with hypertension who | their antihypertensive medication.
were filling prescriptions for
medication regularly in the last
year but who have no claims for
them in the last 60 days.
Requires pharmacy eligibility.
HTN HTN new no HCTZ Diuretic, | Identifies members at least 18 Patients with hypertension may benefit

ACE/ARB or CCB

years old with a new diagnosis
of hypertension (and no major
comorbidities) who are taking
hypertension medication but
have not tried a thiazide-type
diuretic, calcium channel
blocker, ACE inhibitor, or ARB.
Requires pharmacy eligibility.

from one of these medications.

Page 104 of 106




Condition Care gap Definition Why it's important
MIGRAINE Migraine needs Identifies members at least 18 Prophylactic medication can prevent
prophylactic med years old with migraine migraines, improving a patient’s quality of
headaches who frequently treat | life.
acute headaches and who are
not taking medication to
prevent migraines. Requires
pharmacy eligibility.
OBESITY Overweight with fatigue Identifies members at least 18 Obstructive sleep apnea can lead to fatigue
needs obstructive sleep years old with a BMI of at least and cause serious complications.
apnea screening 25 and claims for fatigue or
somnolence who have not had
an obstructive sleep apnea
screening in the last 12
months.
OBESITY Obesity in youth needs | Identifies membersyounger Obesity can cause several serious health
follow up than 21 years with a history of problems, including diabetes and
obesity who have had not had hypertension.
an outpatient face-to-face visit
with a physician in the past 6
months.
OTHER Cholesterol test reminder Identifies members at least 18 Regular lipid testing should be performed
years old with hyperlipidemia to monitor therapeutic response and
who have not had a lipid level medication adherence.
test in the last 12 months.
OTHER Lipid med needs 8 week or | Identifies members at least 18 Regular follow-up visits to review medication
3-month follow up years old newly started on lipid and treatment options can prevent future
lowering medications who have | complications.
not had an office visit since
starting therapy. Requires
pharmacy eligibility.
OTHER ACE or ARB needs annual K | Identifies members at least 18 ACE inhibitor or ARB can affect creatinine
and SCr test years old who have taken an or potassium levels and monitoring of
ACE inhibitor or ARB for a year electrolyte and serum creatinine levels is
and need annual serum recommended.
potassium and creatinine test.
OTHER Dementia new needs TSH, Identifies members at least 50 Evidence supports thyroid function and B12

B12, and thiamine testing

years old newly diagnosed with
dementia who have not
received TSH, B12, and
thiamine testing within 3
months after diagnosis.

level testing in the routine initial evaluation
of patients with suspected dementia.
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OTHER PCOS, on TZD, and Identifies members age 18-55 TZDs can restore fertility to patients
Category X drug needs with polycystic ovaries placed with PCOS. It is important to stop
contraception women on TZD treatment (that can also | taking Category X drugs, which can
restore fertility) who are also cause birth defects.
taking a Category X drug with no
record of contraceptionin the
last 6 months.
OTHER RHI LDL >=190 mg/dL no Identifies members age 21-74 Patients with LDL >= 190 mg/dL are
Statin years with a most recent LDL lab | identified as having major statin benefit by
greater than or equal to 190 the ACC/AHA guideline on the treatment of
mg/dL, who have no claims for blood cholesterol.
statin therapy. Requires
pharmacy eligibility.
OTHER Age 45 or older needs Identifies members 46 years old | The American Diabetes Association

diabetes screening

who have not had diabetes
screening (fasting blood sugar,
random blood sugar, glucose
tolerance test, HbAlc) anytime
during the last 2 years.

recommends screening for asymptomatic
individuals at age 45 (with subsequent
intervals of 3 years).
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