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inciples for Performance Measurement for Connecticut’s MME Population

derlying principles guide selection of performance measures for the Medicare and Medicaid Eligibles (MME) population in

t. These guiding principles pertain to placing a priority on person-centered care and the systems’ responsibility to educate, inf
viduals regarding their care delivery options across the full continuum of medical, behavioral and social support services. The
e measurement is based on an extensive stakeholder process that includes stakeholders and experts in the field. Measures il
m were selected based on their clinical, scientific, and programmatic significance. This compendium offers a range of the pote
vailable in the field today. Stakeholders in the CMMI effort will be asked to select a more limited set of measures for both the
Jealth Neighborhoods with shared savings and, for the purpose of monitoring, evaluating and managing the CMMI demonstrat

takeholder discussions, Performance Measurement efforts of the CMMI MME initiative are based on agreement that:
, person- and family-centered: experience of care must reflect the needs of the whole person as defined later in this document

vad set of domains as defined in this document are all important to the CMMI demonstration for MMEs

nation of care across the Medicare and Medicaid continuum is highly valued

> consists of both quality and cost-effectiveness and reflects results that offer the “right” amount of integrated care in the “right”
1" time

nsumer must be treated with dignity and respect throughout the continuum of care with a real voice in the process

and their families/informal caregivers must be educated on care options in a manner that supports their ability to make meanir
d choices about their health and well being

ce-based care should be delivered whenever possible, including medical, behavioral, and long-term care services and support
e-based performance measures are given highest priority whenever available and applicable

vation of function and quality of life are highly valued

tanding of the contextual nature of disability requires an interactive dynamic between abilities and supports

'n for community access and participation represent fundamental aspects of health

MME adult sub-populations for performance measurement purposes (for further discussion):
1dults (age 65 older)

s with disabilities™
s with severe and persistent mental iliness (SPMI)



mericans with Disabilities Act ( ADA) has a three-part definition of disability. Under ADA, an individual with a disability is a
) has a physical or mental impairment that substantially limits one or more major life activities; OR (2) has a record of such an
nent; OR (3) is regarded as having such impairment.

cal impairment is defined by ADA as "any physiological disorder or condition, cosmetic disfigurement, or anatomical loss affe
> of the following body systems: neurological, musculoskeletal, special sense organs, respiratory (including speech organs), car
ctive, digestive, genitourinary, hemic and lymphatic, skin, and endocrine."

ADA nor the regulations that implement it list all the diseases or conditions that are covered, because it would be impossible tc
hensive list, given the variety of possible impairments.

or the purposes of this document, the terms patient/consumer/person and clinician/physician/providers are used interchangeatl
b reflect various stakeholders' preferences.

tions, Proposed Performance Measurement Domains and Performance Measures
tions

f Connecticut's ASO/Health Neighborhood initiative’s key goal is to ensure that MMEs have access to coordinated, integrated
sive health care inclusive of their medical, behavioral and community support needs across the Medicare and Medicaid contin
seek to provide quality, cost-effective health care and associated social and long-term services and supports, in partnership wi
 his or her family, where desired by the MME, across multiple components of quality. Within this document, “domains” expres;
to the choice of, and delivery and monitoring of medical, behavioral and social support services. As such, the Department an
rs have organized a Performance Measurement approach based on domains, listed below.

alth Neighborhood, there are multiple “core” providers participating on the team. The Health Neighborhood will collectively m:
ty for offering quality care; individual members of the team will take lead responsibility for specific aspects of care delivery. Th
1 the Health Neighborhood include:

ary care practitioners

ician specialists

itals and tertiary care providers

vioral health providers

| Term Social Supports (LTSS) providers (including but not limited to rehabilitation therapy); and,
ing facilities & other institutional settings.

e Health

macy/pharmacist

ice



iduals may be included on the team; however the provider types listed above are mandatory team members. In the measuren
iment, additional providers are listed for selected performance measures.

ave the ability to utilize any provider in the Fee-For-Service network; however, the Health Neighborhood is responsible for trac
and coordinating care regardless of where it is received.

pose of the ASO/Health Neighborhood Initiative, “person-centered” care is defined as health care and social supports that are
Medicare and Medicaid continuum in a manner that:

ntered Care is defined as the provision of health care and social supports that:

sides the MME with needed information, education and support required to make fully informed decisions about their care optic
vely participate in self-care activities;

ports the MME and their family or caregiver, if desired by the MME or is otherwise appropriate, in working together with their n
lical and behavioral health providers and care manager(s) to obtain necessary supports and services;

ides the development of an individualized plan of care, when appropriate, that is created in full partnership with the MME cons
onsistent with his or her personal preferences and choices and is implemented in the most integrated manner and setting poss

poses of this Performance Measurement Matrix, “person-centeredness” is identified as a distinct domain but it is also anticipat
1d measures incorporate a person-centered approach to delivery of services and supports, measurement and quality
nt. Domain definitions are intended to be both conceptual, but practical, in nature. Each domain is associated with detailed m



Performance Measurement Domains

ierwise indicated, the measures in the compendium have been validated by one or more of these measurement sourc
at the end of this document.

nain Name

Working Definition

centered
rience of Care

Measures of person-centered care will assess the extent to which health care and other services satisfy th:
definition identified above, including, but not limited to:

o providing MMEs with a positive experience of care that is characterized by respect for the autonom
individual

o provider 1) skills and knowledge of social and environmental determinants of an MME’s health

e supporting the MME in achieving self-determination, empowerment and capacity to perform self-cal

o partnering with MMEs and their families in a culturally and linguistically appropriate manner to desig
execute a plan of care; and,

e Incorporating the needs of the MME, as he or she defines them, in delivering medical, behavioral a
support services.

ordination

The degree to which coordinated and integrated, person-centered interventions that address long-term soc
supports (LTSS) and medical needs across the Medicare and Medicaid continuum for all services and, in &
settings, are implemented. Care coordination includes all services, programs (e.g. waiver services) and pr
types for individuals with one or more chronic conditions. Care coordination further includes end-of-life and
palliative care.

ransitions

The degree to which providers share information and coordinate medical, behavioral and social supports a
point of transition between services and locations where care is delivered. These settings may include ho:s
skilled nursing facilities, rehabilitation facilities, practitioners’ offices, assisted living facilities and private res
with the intent to integrate all services across the continuum including medication management.

With regard to ensuring that care transitions are person-centered, MMEs receive the benefit of full commu
and education for the purpose of making decisions with their family and/or caregiver, when desired and
appropriate, to support their ability to participate in the decision-making and care delivery process.




ition
ement and
nation

The degree to which all medications and dietary supplements (prescriptions, over-the-counter medications
by MMEs are reconciled, evaluated, monitored and coordinated by providers in order to achieve evidence-
treatment goals. The medication management processes will identify and resolve problems with:

- medication discrepancies (drug names, doses, dosage forms, schedule, quantities, and discontinued me
- medication appropriateness

- medication effectiveness

- medication safety

- medication adherence

Such measurement efforts should include, but not be limited to, the degree to which MMEs are educated o
appropriate medication use and self-management (in a Medication Action Plan - MAP) and medication
management recommendations are shared with prescribers/other providers (in a Medication Management
MMR).

ition

Preventive services include those that are provided to prevent, or screen for the presence of, communicab
chronic disease or injury. For the purpose of this CMMI initiative, prevention is the extent to which care pr¢
emphasize prevention and screening and promote the “right service, at the right place, in the right amount”
decreasing: duplicative or avoidable health care services; those that could otherwise cause harm; and/or tt
are inconsistent with evidence-based guidelines for medical, behavioral and social support services includi
medication management.

ioral Health

Services provided to assess, treat and improve cognitive, mood, anxiety, psychotic, and/or substance use
disorders and symptoms and related function.

/e and End-of-
re

Services for consumers with advanced or terminal illnesses and their families that are intended to provide |
centered comfort, dignity, options and guidance regarding palliative and end-of-life care decisions.

Care Services provided to assess, treat and improve the common acute and chronic medical conditions found in
MME population.
to Care Factors that enhance consumer access to care to positively influence health status or health outcomes inc

but not limited to, appointment, geographic, physical, cultural, linguistic and other barriers (e.g. transportati
physical barriers) to obtaining care and maintaining health.




nal Status

of Life

Savings

Services provided to screen for and address limitations in function related to conducting activities of daily |i
(ADLSs) (e.g. ambulation, dressing, and bathing) and Instrumental Activities of Daily Living (IADLs) e.g. sho
ability to use the telephone, food preparation). Additional aspects of functions status may include, but not |
limited to, employment and ability to live independently with services and supports as needed.

The extent to which the consumer is satisfied with his or her quality of life including but not limited to physic
psychological, social and environmental factors.

Definition to be determined

OTE: Performance measures listed in the following matrix that are included in the Health Homes Core Quality Measu
ated with an asterisk (*). These measures (total of 7) are listed at the top of each relevant domain.




Measures

centered care

mance Measure

Source for Data
(claims; electronic health record
(EHR); self-report)

Relevant Health Neighborhood
Provider(s)

Other Domains Relev:
Performance Meas:

> of client receiving
2, appointments, and
nformation

Self-report (CAHPS survey items)
EHR

All

Care coordination/Care tr:

communication with
and/or other provider

Self-report (CAHPS survey items)

All

Care coordination/Care tr:

-of client and family

Self-report (CT MFP quality of life

Care manager

Care coordination/Care trz

I involvement in care survey)

gn to desired extent EHR

e client and family Self-report (CT MFP quality of life All Care coordination/Care trz
h respect and dignity survey) Palliative care
ntered care planning Self-report (see Tondora and Miller All Care coordination/Care tr:
Jestionnaire reference)

Iransitions

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health Neighborhood
Provider(s)

Other Domains Relev:
Performance Meas:

1ge with Ambulatory Claims Primary Care Clinical care
ensitive Condition Medical Specialist Behavioral health
ital Admission Behavioral health Medication managen
Home health care
Care manager
 Record Transmitted Claims Hospital Clinical care
1 care Professional EHR SNF for rehabilitation
patient facility to Self-report Care manager
'y provider within 24 Primary Care
hours)
Cause Readmission Claims Primary Care Clinical care

thin 30 days

Medical Specialist
Behavioral health
Home health care

Behavioral health
Primary care




Care manager

tage of enrollees
service coordinators
get what they need

Self-report (see Palmer et al
reference, page 9)

Care manager

Access
Person-centered ca

r rating of education
Jance provided by
al staff at time of
lischarge

Self-report (see Coleman reference;
CTM-3 or CTM-15)

Hospital
Care manager

Person-centered ca

r rating of education
1ce provided by SNF

Self-report (adaptation of CTM-3 or
CTM-15 to specify SNF rather than

SNF for rehabilitation
SNF for long-term care

Person-centered ca

ime of discharge hospital) Care manager

sess, implement care EHR Care manager Access
hose who become

jible for SNF

of written care plan EHR Care manager Person-centered ca
' of administrative EHR Care manager Person-centered ca
n between Medicare Access

aid covered benefits

 of referral and EHR Care manager Person-centered ca

rization process

Access

/e & user friendly
1ts, grievance, and
yeals process

Self-report (see Commonwealth of
Massachusetts reference, page 30)

Care manager

Person-centered ca

of adequate medical EHR Care manager Person-centered ca
ehavioral health Primary care Access
integration Medical specialist Medication managern

Behavioral health

Pharmacy/Pharmacist

of adequate primary EHR Care manager Person-centered ca
ialty care integration Primary care Access

Medical specialist Medication managern
of adequate medical EHR Care manager Person-centered ca
ng-term services and Primary care Access
orts integration Medical specialist

Long term supports and services
providers

age of practices or EHR All providers Person-centered ca

| neighborhoods

) as person-centered
homes, based on
cific criteria

Access




ardized, all condition
tal readmission

Claims

Primary Care
Medical Specialist
Behavioral health

Care manager

Clinical care
Behavioral health
Medication managerr

ry sensitive hospital Claims Primary Care Clinical care
missions for: Medical Specialist Behavioral health
ive heart failure Behavioral health Medication managernr
obstructive pulmonary Home health care
Care manager
S
nsion
fure
ation
ion
\yocardial infarction
nia
tract infections
zation rates for care Claims Primary Care Functional status
ination-sensitive Medical Specialist Clinical care
ns in people with Home health care
aired mobility: Care manager
npaction
tract infection;
e ulcers
nic dysreflexia
ospital readmissions Claims Primary Care Clinical care

days and 30 days

Medical Specialist

Behavioral health

Home health care
Care manager

Behavioral health
Primary care

cation Management

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health Neighborhood

Provider(s)

Other Domains Relev:
Performance Meas:

ge with evidence of
1 reconciliation at the
nospital discharge

EHR

Hospital
Primary care
Care manager

Care coordination/Care tr:
Behavioral health
Clinical care




Pharmacy/Pharmacist

ge with evidence of EHR SNF rehabilitation Care coordination/Care fr:
1 reconciliation at the SNF long-term care Behavioral health
f SNF discharge Care manager Clinical care
Primary care
Pharmacy/pharmacist
ge with evidence of EHR Primary care Care coordination/Care trz

nitoring of long-term
nedications

Behavioral health
Medical specialist
SNF long-term care
Pharmacy/Pharmacist
Care manager

Behavioral health
Clinical care

tage improved in
agement of oral
nedications

EHR; OASIS; MDS
(OASIS is the Outcome Assessment
and Information Set used for all
Medicare and Medicaid home health
care recipients; MDS is the Minimum
Data Set used for all nursing home

Primary care
Home health care
Long term services and supports
SNF rehabilitation
SNF long-term care
Care manager

Functional status
Behavioral health

Clinical care
Care coordination/Care tre

residents)
it care for improper Claims Primary care Behavioral health
administration, or for EHR Home health care Clinical care
ation side effects Pharmacy/pharmacist Care coordination/Care tre
Long term services and supports
Care manager
SNF rehabilitation
SNF long term care
orosis medication EHR Primary care Clinical care
1ent in older women Medical specialist
fter fracture SNF long-term care
patients with new Rx Claims Primary care Clinical care
arin who have INR Medical specialist
thin 6 weeks SNF long-term care
of generic drugs on EHR Primary care Access
ormularies Pharmacy/Pharmacist
SNF rehabilitation
SNF long-term care
of counseling about EHR Primary care Care coordination/Care tr:
nedications Pharmacy/Pharmacist Prevention
Care manager Behavioral health
-of compliance with EHR Primary care Behavioral health




ibed medications

Self-report (no endorsed self-report
measure identified)

Medical specialist
Home health care

Prevention

Pharmacy/Pharmacist
age of individuals EHR Primary care Behavioral health
medications on the Home health care Prevention
urrent Beers list Pharmacy/pharmacist Clinical care

Long term services and supports
Care manager
SNF rehabilitation
SNF long term care

ntion

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health Neighborhood
Provider(s)

Other Domains Relev:
Performance Meas:

age receiving body Claims; EHR Primary care Clinical care
x (BMI) assessment Care manager
e receiving influenza Claims Primary care Medication managern
Imunization EHR Pharmacy/Pharmacist Care coordination/Care tr
Self-report Home health care
Care manager
ntage receiving Claims Primary care Medication managerr
coccal vaccination EHR Pharmacy/Pharmacist Care coordination/Care tr
Self-report Home health care
Care manager
> with blood pressure EHR Primary care Clinical care
nent in preceding 2 Medical specialist
years Care manager
age of women with Claims Primary care Clinical care
-aphy screening per EHR Medical specialist
yractice guidelines Care manager
> of women receiving Claims Primary Care Functional status
g for osteoporosis EHR Medical specialist Clinical care
er clinical practice Care manager
guidelines
Jje with documented EHR Primary care Clinical care
se assessment and
tion intervention
> receiving glaucoma EHR Primary care Functional status
screening Claims Medical specialist




Care manager
SNF long-term care

Je receiving hearing
5 assessment

EHR

Primary care
Medical specialist
Care manager
SNF long-term care

Functional status

> receiving colorectal
cer screening

EHR
Claims

Primary care
Medical specialist
Care manager

Clinical care

je receiving fall risk
ssessment

EHR
Claims

Primary care
Medical specialist
Care manager
Hospital
SNF rehabilitation
SNF long-term care

Functional status

e receiving cognitive
IS assessment

EHR

Primary care
Medical specialist
Behavioral health

Care manager
Hospital
SNF rehabilitation
SNF long-term care
Palliative care

Functional status

Behavioral health

Medication managerr
Palliative care

je receiving mental
th assessment

EHR

Primary care
Medical specialist
Behavioral health

Care manager
Hospital
SNF rehabilitation
SNF long-term care
Palliative care

Functional status

Behavioral health

Medication managerr
Palliative care

age receiving pain
screening

EHR

Primary care
Medical specialist
Care manager
Hospital
SNF rehabilitation
SNF long-term care
Palliative care

Functional status

Behavioral health

Medication managern
Palliative care

tage screened for
Icohol use
IT-C or CAGE)

EHR

Primary Care
Behavioral health
Care manager

Functional status
Behavioral health
Medication managerr




e screened for other EHR Primary Care Functional status
bstance use Behavioral health Behavioral health
Care manager Medication managerr
tage screened for EHR Primary Care Functional status
ry incontinence Home health care Medication managerr

Medical specialist

SNF rehabilitation

SNF long-term care

e screened for elder EHR Primary care Person-centered ca

Ise or neglect

Care manager

Behavioral health

1y days at home

Claims (JEN Associates refining
measure; needs validation)

Primary care
Medical specialist
Care manager
Behavioral health

Functional status
Behavioral health
Medication managerr
Care coordination/Care tre
Clinical care
Access to care

vioral health

formance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health
Neighborhood Provider(s)

Other Domains Rel
Performance Me

Jp After Hospitalization for Claims Behavioral health Care coordination
'lliness within 7 days of Care manager Transitions
discharge
‘for Clinical Depression and EHR Behavioral health Prevention
Follow-up Plan Care manager
Primary Care
and Engagement of Alcohol Claims Behavioral health Care coordination
ther Drug Dependence EHR Care manager transitions

Treatment

3ccess behavioral services
quickly

Self-report; EHR

Care manager
Primary care
Behavioral health
Home health care
Hospital

Long term services and supports

SNF rehabilitation
SNF long-term care

Care coordination
transitions

Functional stat

Access to car

age improved in behavior

EHR; OASIS

Care manager

Care coordination




roblem frequency

Primary care
Behavioral health
Pharmacy/Pharmacist
Home health care
Hospital
Long term services and supports
SNF rehabilitation
SNF long-term care

transitions
Medication manag
Functional stat

e improved in anxiety level

EHR; OASIS

Care manager
Primary care
Behavioral health
Pharmacy/Pharmacist
Home health care
Hospital
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination
transitions

Medication manag

Functional stat

1ge stabilized in cognitive
function

EHR; OASIS; MDS

Care manager
Primary care
Behavioral health
Pharmacy/Pharmacist
Home health care
Hospital
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination
transitions

Medication manag

Functional stat

ge with newly diagnosed Claims Care manager Care coordination
prescribed antidepressant Primary Care transitions
 F/U appt in 30 days Behavioral Health Medication manag
Pharmacy/Pharmacist
Long term services and supports
SNF long-term care
eadmission to psychiatric Claims Care manager Care coordination
/ithin 30 days and 180 days Primary care transitions
Behavioral health Medication manag
Pharmacy/Pharmacist
Long term services and supports
of outpatient follow-up after Claims Care manager Care coordination

ion for mental health and/or
stance use disorder

Primary care
Behavioral health
Pharmacy/Pharmacist
Long term services and supports

transitions
Medication manag




N remission 6 months after
diagnosed depression

EHR

Care manager
Primary care
Behavioral health

Home health care
Hospital

SNF rehabilitation

Pharmacy/Pharmacist

Long term services and supports

SNF long-term care

Care coordination
transitions
Medication manag

tive and End-of-Life Care

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health
Neighborhood Provider(s)

Other Domains Releva
Performance Measu

ge with evidence of EHR Care manager Person-centered car
ce care planning Palliative care Care coordination/Care tra
SNF long term care
ntage who have EHR Care manager Person-centered car
trajectory of disease Primary care Care coordination/care trar
tment options with Palliative care
providers SNF long term care
e for whom palliative EHR Care manager Person-centered car
orovided in a setting Self-report Palliative care Care coordination/Care tra
their choice Home health care
SNF long term care
itage for whom a EHR Care manager Person-centered car
ve care plan was Palliative care Care coordination/Care tra
ed, including pain Pharmacy/Pharmacist
anagement SNF long term care
e of individuals who Claims Care manager Person-centered car
 year (for end of life Palliative care Care coordination/Care tra
) who were enrolled SNF long term care
e (within 7 days, 1
> months of death)
age of deaths that Claims Care manager Person-centered car
1 settings other than Palliative care Care coordination/Care tra
- nursing facility (i.e. Home health care
home) SNF long term care
individuals who died EHR Care manager Medication managem:




e of the following

s documented in the
record:

1

a

n

Palliative care
SNF long term care

Clinical care

of family caregiver
ng that the family

as treated according
hes and/or that their
idequately managed

Self-report

Care manager
Palliative care
Pharmacy/Pharmacist
SNF long term care

Person-centered car
Medication managem:
Care coordination/Care tre

al Care Measures

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health
Neighborhood Provider(s)

Other Domains Releva
Performance Measu

> with blood pressure EHR Primary care Prevention
N normal range Medical specialist Medication managem:
Pharmacy/Pharmacist
Home health care
SNF long-term care
S: percentage with EHR Primary care Prevention
)in A1c poor control Medical specialist
>0 percent) Pharmacy/Pharmacist
Home health care
SNF long-term care
5 composite: blood EHR Primary care Medication managem:
ssure <140/90 Medical specialist
Pharmacy/Pharmacist
Home health care
SNF long-term care
» with diabetes who Claims/EHR Primary care Care coordination/C
following: Medical specialist transitions
test Care manager
eye exam SNF long-term care
ofile
ing for neuropathy
am
ge of diabetics with EHR Primary care Prevention




3MI with counseling
diet / exercise

Medical specialist
Care manager
Behavioral health

Behavioral health
Care coordination/Care tra

> Vascular Disease EHR Primary care Medication managem:
plete lipid profile and Medical specialist
DL control Pharmacy/Pharmacist
Home health care
SNF long-term care
' of aspirin or other EHR Primary care Medication managem:e
tithrombotic Medical specialist
Pharmacy/Pharmacist
Home health care
SNF long-term care
ilure: Beta blocker EHR Primary care Medication manageme
for left ventricular Claims Medical specialist
lysfunction (LVSD) Pharmacy/Pharmacist
Home health care
SNF long-term care
rtery disease (CAD): EHR Primary care Medication manageme
py for lowering LDL- Claims Medical specialist
“holesterol Pharmacy/Pharmacist
Home health care
SNF long-term care
d diabetes and/or EHR Primary care Medication managem:
giotensin-converting Claims Medical specialist
(ACE) inhibitor or Pharmacy/Pharmacist
5in receptor blocker Home health care
RB) therapy SNF long-term care
je with osteoarthritis EHR Primary care Prevention
d/or knee with pain Medical specialist Functional status
3sessments
ge prescribed beta- Claims Primary care Medication managem:

r following AMI
spitalization

Medical specialist
Care manager

Care coordination/Care tra

to Care

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health
Neighborhood Provider(s)

Other Domains Releva
Performance Measu

> of assessment of

EHR

Care manager

Functional status




ronment for barriers
full mobility

Self-report (no endorsed self-report

measure identified)

Long term services and supports

e of transportation
ility assessment

Self-report (no endorsed self-report

measure identified)

Care manager
Long term services and supports

Care coordination/Care tra
Functional status

nce of financial

nt to determine any
) needed health and
social care

Self-report (no endorsed self-report

measure identified)

Care manager
Long term services and supports

Care coordination/Care tra
Medication managem:
Palliative care

e that required co-
for any services are
 medication and/or
latory care use

Self-report (no endorsed self-report

measure identified)
EHR for missed appointments

Care manager
Primary care
Medical specialist
Pharmacy/Pharmacist

Medication managem:
Prevention
Care management/Care tre

nal Status Measures

mance Measure

Source for Data
(claims; EHR; self-report)

Relevant Health
Neighborhood Provider(s)

Other Domains Releval
Performance Measui

ge with evidence of
status assessment

EHR; OASIS; MDS

Primary care
Medical specialist
Home health care
Care manager
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination/Care trar

tage improved in
ambulation

EHR;OASIS

Care manager
Home health care
SNF rehabilitation

Care coordination/Care trar

tage stabilized in
ambulation

EHR; OASIS; MDS

Care manager
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination/Care trar

ment of assistive
y needs and unmet
needs

EHR; OASIS; MDS

Care manager
Home health care
Long term care services and
supports
SNF rehabilitation
SNF long-term care

Access to care
Care coordination/Care trar

| decline in 3 or more
 daily living (bathing,
eating, transferring,

EHR; OASIS; MDS

Care manager
Home health care
Long term care services and

Care coordination/Care trar




toileting)

supports

> improved in bathing

EHR; OASIS

Care manager
Home health care
Long term care services and
supports
SNF rehabilitation

Care coordination/Care trar

» stabilized in bathing

EHR; OASIS; MDS

Care manager
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination/Care trar

tage improved in
1g in and out of bed

EHR; OASIS

Care manager
Home health care
Long term care services and
supports
SNF rehabilitation

Care coordination/Care trar

tage stabilized in
1g in and out of bed

EHR; OASIS; MDS

Care manager
Long term services and supports
SNF rehabilitation
SNF long-term care

Care coordination/Care trar

age who develop
essure ulcer

EHR; OASIS; MDS

Primary Care
Home health care
Long-term care services and
supports
SNF for rehabilitation
SNF for long-term care

Clinical care
Care coordination/Care trar

tage improved in
dyspnea (shortness
of breath)

EHR; OASIS

Care manager
Long term services and supports
SNF rehabilitation
SNF long-term care

Clinical care
Care coordination/Care trar

of life

ysical health Self-report (using the WHO Quality of All providers All
Life questionnaire; see reference list)

1ological health Self-report (using the WHO Quality of All providers All
Life questionnaire; see reference list)

al relationships Self-report (using the WHO Quality of All providers All
Life questionnaire; see reference list)

nvironment Self-report (using the WHO Quality of All providers All

Life questionnaire; see reference list)




ont-related measure | Self-report (measure TBD) | All providers All

Savings

sures TBD |

= Health Home Core Measure
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