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Los Angeles County|"

Los Angeles County Department of Health Services

o Safety net provider of Los Angeles County
e Population 10 million
e $4.5 billion/year health system with 23,000 staff
o 2" |argest public health system in the nation
 Affiliations with UCLA and USC
e 29 facilities (4 hospitals)
* 670,000 unique patients per year
e QOver 4500 providers, 810 PCMHs
e 385,000 empaneled lives




ELM

 Empaneled Life Management
e Cerner Healthelntent
 Four Components

— Empanelment

— Registries /
N

— Care Management
— Analytics
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Empanelment Outcomes
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Provider-centric empanelment fidelity at the facility level

 For any given primary care provider, are the patients they see
empaneled to the facility in which the provider is working

* Internal target is 90%

 Has the need to track historic empanelment



Registries

Population Quality Score
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Primary Care Registries

Adolescent Wellness (17 measures)
Asthma (4 measures)

Atrial Fibrillation (3 Measures)
Childhood Wellness (18 measures)
Chronic Kidney Disease (7 measures)

Comprehensive Adult Wellness (15
measures)

COPD (5 measures)

Depression (3 measures)
Diabetes (11 measures)

Heart Failure (5 measures)
Hepatitis C (2 Measures
Hyperlipidemia (7 measures)
Hypertension (1 measure)
IVD/CAD (11 measures)
Pediatric Asthma (10 measures)

Specialty Registries (Unscored)

m Breast Cancer (1 measure)
m Colon Cancer (1 measure)
m Maternity (18 measures)

m Myelodysplastic Syndrome/MDS (1
measure)

m Pediatric Cardiomyopathy (11 measures)
m Pediatric Diabetes (17 measures)

m Pediatric Epilepsy (13 measures)

m Pediatric IBD (17 measures)

m Rheumatoid Arthritis (2 measures)

Standard Registries: 23
Standard Measures: 173

Custom Registry: 1
Custom Measures: 27



Chronic Disease Registry Requirements

Clinical Standard v Depression Registry Requirements

Clinical Standard v Diabetes Registry Requirements

Clinical Standard v4 Heart Failure Registry Requiremesnts

Clinical Standard vt COFD Registry Requirements

Clinical Standard w4 Hypertension Registry Reguirements

Clinical Standard w4 [schemic Wascular Disease Coronary Artery Dis ease Registry Requirements
Clinical Standard w4 Lipid Management Registry Requirements
Clinical Standard v Asthma REegistry Requirements

Clinical Standard »4 Chronic Kidney Disease Registry Reguirements
Clinical Standard w4 Atrial Fibrillation Registry Requirements

Clinical Standard w4 Rheumatoid Arthritis Registry Reguirements
Clinical Standard v Hepatitis © Registry Requirements

Clinical Standard w4 HIV Registry Requirements

Clinical Standard v Chronic Pain Registry Requirements

Type

Fedgistry
Fegistry
Fegistry
Fegistry
Redgistry
Registry
Fedgistry
Registry
Fegistry
Fegistry
Registry
Registry

Registry

Fegistry

https://wiki.cerner.com/display/CSR/Clinical+Standard+v4+Registry+Requirements
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MEVY REGISTRY: In-
Frogress

MEVY REGISTRY: In-
Frogress



Registry Name: Comprehensive Adult Wellness

Summary
The Comprehensive Adult Wellness Registry will include persons in the registry population,

aged 18 years and over, with one outpatient visit or extended care visit during the current
measurement year, or the prior two measurement periods.

Inclusion

Inclusion Criteria Description * Person meets the following:
* Person's age is = 18 years as of the last day of the current measurement period.
« AND Ferson meets at least one of the following encounter requirements:
s Person has an Duipaticnt \Wisit during the current measurement period or the prior two measurement periods.
» OR Person has an Exfended Care Wisif during the current measurement period or the prior two measurement periods.

Inclusion Criteria

AgeGTETS AND (OutpatientVisit OR ExtendedCareVisit)

Exclusion

Exclusion Criteria Description e Person meets the following:
e Person is deceased at any time prior to the end of the current measurement period.
o OR Person is in Hogpice Care during the current measurement period.
« OR Person is manually excluded.

Exclusion Criteria

ManuallyExcluded OR Deceased OR HospiceCare
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Measure Name: Breast Cancer Screening

Description  The proportion of females in the Comprehensive Adult Wellness Registry population, aged 50 through 74 wears, with a documented mammogram within 27 months prior to the end
the current measurement period.

References  MNQF 2372

Polarity GOOD
INCLUSION CRITERIA
INCLUSION Criteria s Feimale persons aged = 50 and < 75 years as of the end of the current measurement period.

Inclusion Criteria

FemaleGender AND 2g0eGTESOandLTVS

EXCLUSION CRITERIA

EXCLUSION Criteria e Female persons are excluded from this measure if they meet any of the following:
o Bilgteral Mastectomy at any time prior to the end of the current measurement period.

s OR Fersons who had a Unilaferal Mastectorry AND 50 Q0UAL at any time prior to the end of the current measurement periad.
» DR at least one of the following:

o Mastectormy, Rioht at any time prior to the end of the current measurement period.

* OR Unifglteral Mastectomy AND SF QUAL at any time prior to the end of the current measurement period.
e AND at least one of the following:

o Mastectomy, Leff at any time prior to the end of the current measurement period.
o OR Unifateral Mastectomy AND LF QUAL at any time prior to the end of the current measurement period.

Exclusion Criteria

Bilateraltastectomy OR Unilateraltdastectomys0 OR (MastectomyRight AND Mastectomyl eft)
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MET CRITERIA

MET Criteria * Person has at least one of the following:
o A Bifateral Marmmograim within 27 months prior to the end of the current measurement period.
s OR a Unialeral Mammogram within 27 months prior to the end of the current measurement period.
e AND a Mastectorny at any time prior to the end of the current measurement period.
e OR a Mammogram within 27 months prior to the end of the current measurement period.

Met Criteria

BilateraltMammogram OR {Unilateraltammogram AND MastectomyPrior) OR Mammogram

EXCEPTION CRITERIA

EXCEPTION Criteria s Person had Mammogram Declined documented during the current measurement period or 15 months prior to the current measurement period.

Exception Criteria

MammogramDeclined

Due Date: Breast Cancer Screening

Due Date Description e Person isincluded in the Breast Cancer Screening measure {and not excluded)
o |f most recent date of service for a Bidateral Mammogram 15 = 820 days from date of generation of list.
e OR a Uniateral Mammogram = 820 days from date of generation of list.
e AND History of Undateral Mastectonry documented anytime prior to the end of the current measurement period.
s OR a Mammogram = 820 days from date of generation of list.

Due-date Criteria

BilateralMammogramDueDate OR {UnilateralMammogramDueDate AND HistoryOflUnilateraliastectomyDusDate) OR MammogramDueDate with frequency of 820 days
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Scorecards
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Sco reca rds # Scorable Persons by Point Potential €@
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Registry Workflow

e Select a registry measure

* |dentify care gaps

e Create outreach list

» Perform outreach to close gaps

15
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PRIME Results

/0 total measures

46 pay-for-performance (P4P)
Over 99% achievement rate
$222 million dollars

17 out of 21 metrics in the High Performance Pool met
20% gap closure
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ELM Care Management

 Patients identified algorithmically

» High Risk Adult and Senior (19,479)
* Transition Care Management (919)
e Utilization Coordination (2,585)

* High Risk Pediatrics (1,119)

» High Risk Maternity (1,847) /
e Cases passed to aligned care B
managers




Care Manager Dashboard

AR AR A 100%x OO
Case List X Care Manager Overview X +

" Cases By Status

Status Cases
= New

B Pending Enrollment
* Enrolled

B Active

I Pending Closure
Total Cases

Wlo = = O =

Potential Cases List (23)

" Organizer Observation Notifications
All Visits

No results found

Notes/Reminders (2)

Result Range: All w
4 Reminders (2)
v Patient Subject | SubType
Doe, Jason Jon Reminder Message
DOB: -- MRN: — zzCare Coordination Referral
Harrell, Donna Reminder Message
DOB: -- MRN: - Patient Follow-up

' Care Management Referral




CM assigns CM engages
patient to patient and
his/her caseload develops care
as “new” plan

Patient falls into Care plan s
visible by the

entire care team

the potential
case list

|dentified A patient has been identified by an algorithm. A case is
created and assigned to a care manager.

New A care manager has picked up the case

Pending A care manager attempted to contact the patient

enrollment

Enrolled A care manager has been able to reach the patient and
the patient has agreed to engage in care management

Active The care manager and the patient are actively engaged in
care management

Pending The care manager is keeping patient on their radar, but

Closure not actively managing them (e.g. pregnant patients

awaiting delivery)

Closed Case closed, for example management is completed or
the patient declined care management 21




Initial Assessment

Medication Adherence Assessment
Durable Medical Equipment

Skilled Services Evaluation

CM Systems Evaluation

Cognitive Evaluation OMCT
Psychosocial Behavioral Eval
Recent Visit Summany

Bamiers to Care Evaluation

gy CM Comprehensive Evaluation Peds
% CM Condition Evaluation Adult
gy CM Condition Evaluation Maternity

PR T I T R R S T

v [ Critical [ElHigh [ Low

[C] Abnormal Unauth Flag

A Communication Method
Information Given by
Information Given by Mames
Preferred Language
Preferred Written Language
Interpreter Called
Relationship of Interpreter to Patient
Mame of Interpreter
Preferred Method of Contact
Contact Information
Best Time to Visit or Contact
Best Day to Visit or Contact
A Environment, Resources and Services Eval
Lives In
Immediate Needs or Current Concerns
Support System
Special Services and Resources
Medication Adherence Assessment
Adherence Other
Primary Administrator of Home Medication
Medication Knowledge Needs
@Hnme Medication Behavior Problems
Prescription Filled Pharmacy Prior to DC

| Result |Cu:ummerds | Hag | Date | Performed By
] 09,/20/2013
il 13:27 POT

International Mormalization Ratio
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Initial Assessment

Medication Adherence Assessment
Durable Medical Equipment

Skilled Services Evaluation

CM Systems Evaluation

Cognitive Evaluation OMCT
Psychosocial Behavioral Eval
Recent Visit Summany

Bamiers to Care Evaluation

|
o CM Condition Evaluation Matemity
B |

» [ElcCritical [[High [[Jlow [[]Abnormal [ Unauth [T]Flag ]

S
4 Communication Method
Information Given by
Information Given by Names
Preferred Language
Preferred Written Language
Interpreter Called
Relationship of Interpreter to Patient
Name of Interpreter
Preferred Method of Contact
Contact Information
Best Time to Visit or Contact
Best Day to Visit or Contact
4 Environment, Resources and Services Eval
Lives In
Immediate Needs or Current Concerns
Support System
Special Services and Resources
Medication Adherence Assessment
Adherence Other

" med By

09/20/2013
13:27 POT
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Create Care Plan

Cummunity Care Managemem O Fullscreen () Print o1 hours 15 minute
IR 1 IR YUERRAT N B

Patient Summeary X Enrollment A Active Case K Close Case X ‘|' @ _5
Patient Information ‘

Care Plan 4 Qv |
Manage Case
Histories

Al(1) Future (0) | Met(0)
Allergies (1) ‘ W | |
Visits (1)
Hame Medicaions (2 o X+ Complications of Hypertension Avoided Start: 06/28/2017  Target: 06/30/2017  Creator: MANAGER, CARE ]
p 0of 1 Met Confidence Level: - Department: - Barriers:

Observation Notifications
Sereenings and Assessments (2)
ELM —

Care Team # EE
Recommendations
Immurizatons (1) Role/Relafionship Contact Phone Service Team

This Visit

. .
- Le2, Jumie 3102235 Acute Follow Up (4l Faciities) HAR Acute Follow Up

Care Team Cross-Visits
Reminders (2) Care Manager MANAGER, CARE
Communication Events (3)
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Create Care Plan

Community Care Management

BNARRR [ 004

DOFulscreen  [GPrint ¥ 1 hours 15 minute:

Ee

Patient Summary X Envollment A dtive Case K Close Case X
Patient Information Care Plan + A ‘e‘
Manage Case
e o I E o [ Mot |
Allg
Vs i x D-Check my feet daily for sores and redness, report any changes to my health care provider Creator: Moreno RN, Mary Ann ]
Hor Y v lof3Met Confidence Level: 10 Department: Primary Care  Barriers: No identified barriers  Start: 09/20/2018  Target: 10/16/2018
Ot nafed at this time
Sere
EMIntervantions Sourca Confidenca Level Status Fraquency Oviner Target  Priority
Ret Level
miPatient to keam how to check fest dally Primary Care 10 X Notdone QDAY Pafient IWeek 10
v 3 (High)
“Collaborate w-Patient and Provider to Ensure Follow-Up Care Primary Care 10 X Notdone QMWK CM Provider Patient 4 Week 10
e v g (High)
o
. Printed copy of Goals and Interventions handout given to patient  Primary Care 10 Vooe »  ONCENOW (M and Patient 1Days 10
(High)
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Note Created

< - | Community Care Management

AN AR R 00% 00

Patient Summary 'e Frrallmant %

Patient Information Case Information '~ |

Historics Mo case details exist for the encounter,
Allergies (0)
Home Medicstions (¢ §creenings and Assessments
Visits (1) Mo screenings and assessments have been documented.
Observation Notifical
icmmemngs e he Goals and Interventions
Care Plan
Recommendations ..
Immunizations ... Goal: D-Check my fest  Start Date: SEP. 20, 2018 Target: OCT. 16, 2018 Status: Not met
Care Plan ... daily for sores and
Care Team ... recnass, report any
Reminders ... changes to my health care
Communication Ever pmviq:ler
——  Barriers: No identified barriers noted at this time
Intervention Frequency Status Owner
Create Note Patient to learn how to QDAY Not done Patient
Case Summary Mote Eh'ECk. fEEt dEIIl'ﬁI’
Cara Plan Mote

Select Other Mote
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TOC Intervention

% Met

Outcomes

Decreased Inpatient utilization (3% drop)
Decreased Observation utilization (0.5% drop)
Decreased Emergency utilization (3% drop)
Increased Outpatient utilization (22% increase)

June 2018

s N1
ADr £ULS

Month of Measure Date

45%

August 2018

48%

October 2018
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ELM Analytics

Runs off Vertica database

Powerful rendering capacity

— Business Objects (web-based)

— Tableau (desktop or web-based)
Accessible to all

Understands clinical “concepts” out of the
box, and can be "taught” others




Health Plan
Empanelment
Feeds
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End Lser

Project

Tableau Business Objects

Model(s)

Vertica Database

External s

ysiems




DHS | By MNetwork = By Clinic

By Provider

Last Manth Rankings

Cumulative Registry Trends (Comprehensive Adult Wellness: All )
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DHS | Trend by Metwork | Trend by Clinic
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ACN Scorecard Trend by Facility

June 2018 July 2018 Trend

1 ‘West Valley Health Center T8.7% 77.0% -1.7%

2 Roybal CHC T5.9% T6.3% 0.4%

3 East San Gabrigl Valley Health Center 75.8% 75.8% 0.0%
4 Hudson CHC T5.0% T4.8% -0.2%
& San Fernando HC 74.0% 73.6% -0.4%
[ El Monte CHC T2.7% T2.5% -0.2%

_E 7 Beliflower HC 71.3% 71.7% 0.4%
< 8 East Los Angeles Health Center 71.8% 71.3% 0.5%
g “%_5 9 Mid-Valley CHC 72.3% 71.0% -1.3%
LT, Humphrey CHC 68.9% 69.9% 1.0%
g " Wiimington HC 69.3% 69.1% 02%
c L Torrance HC 66.8% 68.1% 1.3%
g E 13 High Desert RHC 67.7% 67.6% -0.2%
n 14 Long Beach CHC 67.4% 67.5% 0.1%
g 15 La Puente HC 67.8% 66.3% -1.5%
@ 16 South Antelope Valley HC G4.7% 64.3% -0.4%
17 Antelope Valley HC 64.0% 63.1% -0.9%

18 Glendale HC 62.3% 61.8% -0.5%

19 Curtis Tucker HC AT 7% h8.8% 1.1%

20 Lake Los Angeles CC 56.3% 55.1% -1.2%

Littlerock CC h6.3% 55 1% -1.2%

1 East San Gabrigl Valley Health Center 79.8% 81.1% 1.3%

2 El Monte CHC T1.4% T2.4% 0.9%

3 Roybal CHC 66.1% 66.9% 0.9%

4 High Desert RHC £5.4% 66.0% 1.5%

o™ & Long Beach CHC 66.3% 65.9% -0.4%
E 6 Mid-Valley CHC 64.9% 65.2% 0.4%
§ 7 Humphrey CHC 54.4% 54 6% 0.2%
(%} a Hudson CHC 64.0% 64.5% 0.5%
f ‘gg 9 La Pusnts HC 54.1% £4.3% 0.2%
§ % 10 Wilmington HC G4_2% 63.6% -0.6%
S = M San Fernando HC 62 6% 63.1% 0.5%
- 512 Beliflower HC 61.3% 60.8% -0.5%
% E 13 West Valley Health Center RO 5% 58 5% -1.0%
o 14 South Antelope Valley HC A7 5% h8.4% 0.9%
o 15 Taowrance HC ET 000 EQ ADL N EoL




Overview =ByHCG By Facility | By PCP | Satsify Type |

By HCG

San Fernando Valley Hea | 775
San Gabriel Valley He:tth .. |
South Los Angeles HCG I 0%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50% 55% &0% E5% 70%
Met

Shows the total number of patients aged 11 through 21 (from their 11th birthday to their 21st birthday) who have received either:
a) 2 HPV vaccinations by their 15th birthday with no additional shots or
b) 2 HPV vaccinations by their 21st birthday if the first shot occured before their 15th birthday or

) 3 HPV vaccinations by the 21st birthday with no shot occuring before their 15th birthday

The standard denominator is all empaneled patients who are age 11-21 todav. those this age ranae can be chanoed usina the control on the riaht side of the screen.
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Questions?

tseto@dhs.lacounty.gov
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