CARING FOR OUR COMMUNITY LIKE FAMILY

Primary Care Quality Update
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Medicare Annual Wellnhess

Medicare Annual Wellness Visits

We surpassed our 68% goal!

) e * +1,200 more visits completed in 2022 than 2021
: 32 Biem—— 47.5% =5.0%
* Thank you to our physicians/APPs!
F¥ 2023
Jul-22 Aug-22 Sep-22 Oct-22 Mow-22 Dec-22 Jan-23 Feb-2=
Numerator 3736 4A 510 e0al G 76K i ¢ AWVs are critical for the Med Advantage and
Dencminator 10,722 10,763 10,518 10,975 11,081 11 161 C 0

Pt of Total 34.3% 41.0% 47.5% 55.0% 52.6% 69.0% Medicare populations to be successful with both
our quality and financial goal

e Continuing our efforts for 2023
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VMC Annual Wellness Exams Status Report: MAWYV Dashboard - Tableau Server (valleymed.net)
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https://tableau1.valleymed.net/#/views/VMCAnnualWellnessExamsStatusReport/MAWVDashboard?:iid=3

Patients Are First- Panel Based Measures

Disease Management (5 measures) Preventive Management (6 measures)

* Diabetes Alc control * Breast Cancer Screening

* Diabetes BP control e Cervical Cancer Screening

* Diabetes Retinal Exam * Colorectal Cancer Screening

e Diabetes Kidney Health * Chlamydia Screening

e HTN BP control * Childhood Immunization Status

* Depression-PHQQ9 utilization
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Diabetes Care

Added 286 patients over the past 6 months

July: 74.7% —> Dec: 76.2%
Alc less than 9.0 (Goal 74.7%)




Diabetic Kidney Health and Eye Exams

Diabetic renal health: Diabetic retinal eye examination:

* annual urine microalbumin and * annual eye examination by vision provider
serum creatinine

* Progress from July- Dec 2022
* Progress from July-Dec 2022

57.9% S8.3% S8.4% cSgst oS8T . e . —— ——— L
S0.48% S0.1% S50.3%
i Goal IS 809% ° Goal 630%
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Hypertension

~ : _ R P . 2 s ca £ Ac 100.0% 57 B
Hypertension Blood  Numerstor 14 656 14 748 14 g48 14 683 14 520 14 453 ki _ _ I
- - o _low o w
Pressure Control-  pengminator 21,667 21,742 21,668 21,808 21,915 22,023 X || BB.4% | s5po% B7.5% 57.6% 57.3% 55.3%
Panel 2021 . . . . . .
PctofTotal  67.5%  67.8%  676%  67.3%  66.3%  65.6% 005
Percentage of Patients with High First EP that had Follow Up BP Taken
Uncontrolled BP w/ Appropriate Follow Up Visit (within 4 weeks)
100% o 21.3% 21.7% 91.0% 20.2%
1005% - — - & e —
. 6 20.2% 21.0% 30.3%  B9.7% 6
» 2% g Ba a5 23.2% 23.3%
=3 a "—
=20 (=
z S 50% b oy 6 36.4%
£ anw 34.3%  34.8% 34.8% 33a% 33IR oo o = =l - 232% . 35.0% 43 . 34.2%  34.0%
s -— -— —— = = . - - 4.5 T4 30 & 24.0% o
£ 2os brom | 30.5% 323 333 3378 327% — 32 30 3z.2% &9 B zzm 9
- \ nes
Jan-22  Feb-22 ar-22  Apr-22 ay-22  Jun-22  Juk22  Awg-22  Sep-Z2  Oct-22  Nov-22  Dec-22 Jan-22  Feb-22  Mar-22  Apr-22  May-22  Jur-22 Jul-22 Aug-2Z2 Sep-22 Oot-Z@ Mow-22  Dec-Z2

- ARE
UW Medicine | VALLEY MEDICAL CENTER WE Vi




Breast and Colon Cancer Screening

Progress:

* Breast Cancer screening
e July 70.2% > December 71.0% (Goal 77.4%)

* Colon Cancer screening
* July 69.5% —> December 69.6% (Goal 72.6%)
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\"‘k’} Care Pathways

Diabetes Acute Low Back Pain

Chronic Opioid Update CHF Care Transition

December 2022
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Diabetes Care Pathways
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Ambulatory Care Pathway: Newly Diagnosed Diabetes

Screening positive for
Diabetes

Result forwarded to RN Care|
Manager
Complete referral to Care
Management

|

RN natifies patient of new
diagnosis

Schedule follow up visits
with the RN and the
Provider’

RN pends orders per DM
Diagnosis Order Set?

1 Provider/RNFoline Up Visl

*  Newly diagnosed patients should have a
wisit g.un?:?zn cg‘r: Manager as socn as
possible (Recommended within 2 weeks
of natifying patient).

®  Newly diagnosed patients should have a
visit with a provider
® Within 2wesksif Alc is2 7
* In3monthsif Aleis <7

*® BN or Health Facilitator will screen
patient for social determinant of health
needs

®  Glucometer, test strips, lancets

* Injection supplies (if needed)

®  Referral toClinical Pharmacist and/or
Lifestyle Medicine for Diabetes Education

®  Referral toOphthalmaology

* BN associates diagnosis with pended
orders

*Newly Diagnosed Di* Smartset under
canstriction

UW Me
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Ambulatory Care Pathway: Transitions to Endocrinology

Patient referred to
Endocrinology’

)

*  Typel. typel5 type 2 on inwlin pump
« Dighetes due to pancreatic disease requiring
comples insulin regimen (more than 2 insulin

injections per day)

Endocrinology to assume
care

I

)

Type 2 not on insulin pump

l

Consultation entalk 3 visits
with Endocrinology*

|

be transfermed to Endocrinology ARNE/PA

® Insome cases recommendation will be to continue care
with Endocrinologist (glucos particulary difficult to
mianage. co-morbidities)

®  In most cases, 1-3 visits with Endocrinologist. then care wil

Patient scheduled for 3 visits when initially contacted:
«  Consultation appointment

193 month follow up

* 2™ Imonth follow up

Provider Follow Up Visit
Refer to Medications for
Diabetes Ambulatory Care
Pathway

l

RN Follow Up Visit
Support and education
Glucometer use
Discuss medications as
needed

l

Follow up with provider
after 3months, sooner
indicated

Refer to Chronic Diabetes
Management Ambulatory
Care Pathway

{Patient is under Endocrinology care for 9 months, or longer as

indicated™)

L Endocrinnlogy Referral Criteria
If not at goal a'ter trialof 3 medication classes {oral and/or

injectable) despite adherence to treatment plan
Hypoglycemia despite medication adjusiments
Interest in insulin pump tharapy

Additional visits with CDCES and/or clinical pharmacist in
between visits with Endoainology

(Patient will be advised to continue working with the same
CDCES and/or clinical pharmacist when care s transfermed back

Subtype of di is Is unclear

2 ELonaite for Dishoteg
General questions that can be answered through a brief chart
review:

®  Nexi steps for medication management
®  |nsulin initiation or titration advice
& Cuestions about CGM

to primary care)

*  3yisit will detall plan of care (Endocrinology will continue
to see patient for more tham 3 visits if indicated)
*  Primary care will take over prescriptions

1 Tramsitinns to Primary Care.
Patients currently followed by Endocrinology meating the
fallowing criteria will be transitioned back to primary care:

®  Glycamic goals met for at least 6 months on astable
medication regimen

® Noforeseeable changes to medications

®  Diabetes-related complications and comorbidities are
reasnnably stable

®  Patient is agreeable to transitioning care back ta PCP

|

Patlent can be referred back to Endocrinology If needed
* Worsening Alc despite adherence with meds/diat
*  Difficulty with managing meds due 1o side effects
*  More intansive glucose monitoring

+  Requiring more intensive insulin management
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Diabetes Smartset is Live

w Supplies

GEN Diabetes Mellitus Type 2 CPG VMG#
[IBlood Glucose Test Kit Panel

- Chronic Diabetes Management Care Pathway

w Orders [Jinsulin syringe,safetyneedle 1 mL 31 gauge x 15/64" Syringe

» Labs Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

P Labs - Future 3 Months Click for more [Jinsulin syringe-needle U-100 1 mL 31 gauge x 15/64" Syringe

¥ Labs - Future 6 Months Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

» Click fi < :

» MyChart l?ck for mere O pen needle, diabetic 32 gauge x 5/32" Needle

Referrals Click for more Normal, R-0, Please provide brand as covered by insurance, Diagnosis code E11.9

R v CGM Supplies

» Supplies click for more Dexcom G6 CGM Panel

» CGM Supplies Click for more

blood-glucose meter,continuous (DEXCOM G6 RECEIVER) Misc

¥ Medications Use to check glucose using Dexcom G6 sensors daily.

P Metformin Click for more Normal, Disp-1 each, R-0
» GLP-1RA Click for more )

. . blood-glucose sensor (DEXCOM G6 SENSOR) Device
» DPP-4i Click for more :
» SGLT2i Click for more Use to check glucose daily. Change every 10 days.

! ' rmor Normal, Disp-9 each, R-3
» TZD Click for more
»SU Click for more blood-glucose transmitter (DEXCOM G6 TRANSMITTER) Device
» Insulins - Basal Analog Click for more Use to chgck glucose with Dexcom G6 sensor daily. Change every 90 days.
» Insulins - Intermediate Acting Click for more Normal, Disp-1 each, R-3
» Insulins - Prandial Click for more FreeStyle Libre CGM Panel
P Insulins - Premixed Click for more .

. . [ flash glucose scanning reader (FREESTYLE LIBRE 2 READER)
» Hypoglycemic Therapy Click for more X ) M
. . Use as directed for continuous glucose monitoring

P Other Medications Click for more

Normal, Disp-1 each, R-0

S L
EEINENEANOnS [ flash glucose sensor (FREESTYLE LIBRE 2 SENSOR)

Use as directed for continuous glucose monitoring

~ Level of Service Normal, Disp-6 kit, R-3

» New Patient Click for more
» Established Patient Click for more M biood sugar diagnostic (FREESTYLE PRECISION NEO STRIPS) Strip
. . 1 strip by NOT APPLICABLE route daily as needed Use to check blood glucose using Freestyle libre 2 READER daily as
w Patient Instructions needed.
P Patient Instructions Click for more Normal, Disp-100 strip, R-3



Chronic Opioid Update
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Ambulatory Care Pathway: Chronic Opioid Management MNEXT Distro is a resource for patients, family & friends, and providers in Washington state. Through this site,
individuals can get information about Narcan/naloxone, how to use it, how to receive it, signs and symptoms
rehasion critera Defin . . 5 2 3
Putionts prescribd st s 60 caysof Opioic i the bt 90 ey o Acuteparc st <1 mocen of overdose, the Good Samaritan Law (for family and friends of patients on narcotics), and more. Most
or acthve chranic medicaton nqmv:wrr(ﬂ - . : Sob:n‘nmmdlimcnn i ) X X i i i
o el eietsialal st importantly, this site contains links to resources for people to obtain Narcan for free, and even mailed directly

1. Medical and behavioral comorbidities

I R e to their Washington state home. NEXT Distro.org/Washington

Scroen foe ot et & comarbidities’ o
SErUay 0 DRWE AR v DRI M COMETLITNISS atuse of trauma. depremion, anxiety
®  Depression (PHQ-5) and ariety (GADT)

e sl | iy The People's Harm Reduction Alliance will mail Narcan/naloxone directly to individuals anywhere in
(Soe Table 1) . - £ £
3 Corderatonsfor ok Lov Washington State. This service is FREE of charge.
C‘f:wm'wmjwwwmx Polyclinic Pharmacy - Kelly-Ross will provide Narcan/naloxone to individuals either by walk-in service at the
= 4 Indications to 1 aper Chronic Opioid Medication - A - ’ - . . L.
o N s e g Ve Ot Yy it Polyclinic Pharmacy or by mailing directly to the individual’'s home in Washington state. This service is FREE of
o £ Ao ®  Requests dosage reduction
: i\‘nxx:}:'l;‘:: opicid abuse using Opicid Rak Toof (ORT) ' Domsrok have ol maminghd kopei - Charge.
. "‘:‘I’:x::l"lm:'ﬂ'u"&v«mh" :“‘“"“”“ kDA o
d d 7 . on domges 50 without or . .
o1 CompRRRS SN W N S colc i comabloa ik s Narcan Resources QS Dispatch.pdf (sharepoint.com)
®  Shows sigm of inappeogriate use, substance use
daorder, or diversion
®  Daper or cther
m o Shows early warning sigrs for over dose risk such =
confuion, sdation or slurred speech
See Table 2 for Tapering Protocal
[ L 1
Low Risk Medium Rok High Reak ok Took
MED: 0 49mg ME D/ day MED: 50-89 mg MED/day MED: 290mg MED/cay  Haalth Maintonance Tope for
l l l x-:::::mm andurine
o '_’»‘E:f:\'-:::':mtvrfy . ::‘V;nl. vaisevery 3| |o :il'ow.:n-u:am«-ya j;:‘:“;::m“ s cament
[ T e It Pow wretem
o ‘ecomeandhaiomne] |5 PracibeNatmmnet | 1o Naion GEN Cheonic Pain CPG VMG
) MED>S0 «sﬁi NCheonic Pain F/U CPG VMG
I et GEN Chvonic Pein CPG
]
L
Sutsequent Visits
Aosens pain and functional status PEG at every visit

Comider taper if indicated®
Consider dascontinuing/tapering high risk co- prescriptions
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https://valleymed.sharepoint.com/teams/clinics/cpg2/CPGLibrary/Narcan%20Resources%20QS%20Dispatch.pdf

Strategic Incentive Plan FY23

Qs / s

PROVIDER INFLUENZA MYCHART
MYCHART WELL-BEING
COMMUNICATION VACCINATION UTILIZATION
25%
(25%) (25%) (25%) (25%)
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https://valleymed.sharepoint.com/teams/clinics/Kit/SiteAssets/SitePages/Home/FY2023%20Provider%20Strategic%20Incentive%20Plan %20FINAL.pdf



https://valleymed.sharepoint.com/teams/clinics/Kit/SiteAssets/SitePages/Home/FY2023%20Provider%20Strategic%20Incentive%20Plan%20FINAL.pdf

Strategic Incentive FY23

https://tableaul/#/views/VMGProviderincentivesMeasureDetail/ByDivision-ProviderlncentiveSummary?:iid=3

Influenza Administration/Counseling- Target 80%

DivisionMName Jul-22 Aug-22 Sep-22 Oct-22 Mon-22 Dec-22 n-

Jan-23

Primary Care Clinics Mumsrstor 0 4] 7,024 15572 30,739 40,255 42 514
Denominator 0 0 G107 23136 35,549 A5 136 A8 756

Pt of Tota 7720 g4.6% 86.8% 87 .30 87 2%

MyChart Utilization- Target 60%

DivisionMName Jul-22 Aug-22 Sep-22 Oct-22 Mow-22 Dec-22 Jan-23
Primary Care Clinics Mumerstar 5 4o= 18,371 27,359 36,260 4L Z5E 51,450 52 840
Denominator 12145 24 251 34,821 45,005 54,239 62,310 63,814
Pct of Tota 89.9% 75 T% 78.7% 80.6% 81.6% 82 604 82.8%
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https://tableau1/#/views/VMGProviderIncentivesMeasureDetail/ByDivision-ProviderIncentiveSummary?:iid=3

Strategic Incentive FY23

Provider Communication- Target 82.3% top box OR reflections completion

Complete two Provider Patient Experience Incentive surveys (one survey for Q1 of FY23 and one survey for Q2 of
FY23) on Survey Monkey by February 28, 2023, to be eligible to participate in the reflective activity option.
https://www.surveymonkey.com/r/YV37YYQ

Submission For Fiscal Qtr

g2 (October-
Decamber)

Provider

Epicld ¢

Epic Assigned Clinic Provider Mame Provider Type Heisenberg.. | Q1 {July—SEptembfﬁ

CARDIOLOGY CLIMIC

CASCADE PRIMARY CARE

oo
wn i wn i (1] i
I
|

https://tableaul/#/views/VMGProviderincentivesMeasureDetail/ProviderReflections?:iid=3
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https://www.surveymonkey.com/r/YV37YYQ
https://tableau1/#/views/VMGProviderIncentivesMeasureDetail/ProviderReflections?:iid=3

Performance Dashboard

VMG Provider Performance Dashboard

Operational Efficiency (Targstierbzzecon 12-mo Avg)

lMeasure Description Tar:it
BVS - Visit Summary Completed v
Pct of Visit Encounters Completed and Signed in 72 Hrs v
Percent of Medication Lists Revieveed in EPIC by Provider v
Patient F_KPEI"iEﬂCE {Motesdata includes preliminany data)
Target
Met

Access To Care (Med Spc) v
Provider Communication (Med Spc)
Willingness to Recommend (Med Spc) x

12-Mo
Rolling

93.9%

93.9%

93.5%

12-Mo Top
Box%

33.1%

94.7%

32.8%

Target

97.0%

97.0%

95.0%

Target

83.5%

94 3%

93.3%

Curr Mo

(n)
111

111

114

Curr Mo

()
0

Curr Mo
Result

100.0%

100.0%

100.0%

Curr Mo
Top Box%

12 Month Rolling Trend

[}
[l
o

(NE)
in
L=
o

1-22 2-22 3-22 #-22 522 G&-22 7-22 8-22 9-22 10-22 11-22 12-22

12 Month Relling Trend

B M _—— —81.0%

1-22 2-22 3-22 4-22 5-22 &-22 T-22 8-22 95-22 10-22 11-22 12-22
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Strategic Incentive FY23

Well- Being

The Provider Well-Being Measure consists of well-being activities and three reflection questions that you must
complete. Please submit a Provider Well-Being Measure survey by February 28, 2023, to be eligible to participate in

the Provider Well-Being Measure moving forward through FY23.

Provider Well-Being Measure survey: https://www.surveymonkey.com/r/K8KWDTQ
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https://www.surveymonkey.com/r/K8KWDTQ

THANK YOU!
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