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Quality Forum Measures and Targets
Clinical Quality

Non‐DRVS
Baseline

Baseline

(2016 UDS)

(2016 UDS)

Breast Cancer Screen

‐

Cervical Cancer Screen

Gold

DRVS

Silver

Current

Baseline

TARGET

TARGET

47.1%*

48.4%

47.1%*

>= 55%

>=48%

50.3%

45.3%

48.1%

52.1%*

>= 93%*

>= 65%

Colorectal Cancer Screen

29.7%

23.2%

38.1%

84.5%*

>= 70.5%*

>= 50%

Diabetes A1c > 9% or untested

35.1%

29.5%

32.3%

18%*

<= 16.1%*

<= 25%

Depression Screening

68.7%

67.0%

75.5%

60.3%*

>= 90%

>= 85%

Adult Weight Screening

51.7%

58.7%

70.8%

62.5%*

>= 72%

>= 58%

Hypertension Control

58.4%

65.0%

70.2%

43.7%*

>= 75%*

>= 70%

Childhood Immunizations

22.9%

24.2%

16.7%

68.4%*

>= 80%*

>= 30%

Dental Sealants

25.6%

76.4%

66.5%

48.7%*

>= 60%

>= 28.1%*

50.4%

52.5%

92.7%

62.9%*

>= 92%

>= 80%

Measure

Child Weight Screening

(* 2018 DRVS Baseline, * 2016 UDS National Performance, * HP 2020)
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DRVS Quality Forum Measures Scorecard
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Depression Screening Insight
 The CMS version of this measure requires follow‐up to occur
within one day of a positive screen. In order to improve, you
need to re‐set the timer.
 If you want to work the list of patients who are currently out
of compliance with the “follow‐up” you need to bring them
back into the CHC for another visit.
 Perform a Depression screen again. If the patient is still
positive, then you need to immediately document a follow‐
up plan.
 So, before recalling these patients to come back in, be clear
with staff about how you want them to document follow‐up
and make it relatively simple and easy.
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BMI and/or Depression Screening and Follow‐up PDSAs
 Did any of your practices pursue one of these?
 If so, was there any change in your performance and how do you know?
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UDS Controlling High Blood Pressure Measure
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Controlling High Blood Pressure Measure
BP RESULT

Legend

NUMERATOR

DENOMINATOR
Patients with essential
hypertension aged 18‐85
who had 1 or more
qualifying encounter(s)
during reporting year.

QUALIFYING
PATIENT &
DIAGNOSIS

Patients in the
denominator whose most
recent systolic was <140
and diastolic was <90.

Default

Most recent BP
measurement
in vitals was
<140/90.

Include patients
who were 18‐85.

Customer
Request

CPT Codes which constitute a
qualifying encounter
according to the measure
spec (see Technical
Specifications in i Button).

ICD‐9/10,
SNOMED‐CT
Diagnosis code for
essential
hypertension.

DIAGNOSIS

EXCLUSIONS
Patients who are pregnant or
have evidence of end‐stage
renal
disease (ESRD), dialysis, or
renal transplant before
or during the measurement
period.

ICD‐9/10, SNOMED‐CT Diagnosis code,
HCSPCS or CPT codes for pregnancy,
ESRD, dialysis, or renal transplant.
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UDS 2019 Change to HTN Measure
 The new version of the HTN BP Control measure requires calculation of the measure using:
– NEW: The lowest diastolic and systolic measures from the encounter, regardless of whether or not
they come from the same blood pressure measurement.
– CURRENT: takes the most recent BP measure, which is usually the lowest, but uses the results of a
single comprehensive BP measurement systolic and diastolic, rather than taking a systolic from one
and a diastolic from another.
– There might be very minimal improvement in the numerator, but great confusion in terms of data
validation for health centers. If validating, you’d need to look for the lowest number of each across
all the BP measures for the day to find the individual parts of the result.
– Also, most believe these two measurements (diastolic and systolic) are actually related to one
another, so to take the lowest from two different measures may not actually be reflective of the
patient’s true level of control.

HTN Controlling BP Workflow (High Level)

START

Patient
Arrives

Pre‐Visit
Planning in
advance.

MA/LPN/RN
Rooms Patient,
performs vitals
using manual cuff.

MA/LPN/RN enters
diastolic/ systolic
measurements in
separate fields and
on Vitals tab.

BP
Complete

END

If elevated, >140/80, repeat BP.
If BP is less than 140/80 then
just record new BP.
If you repeat a BP, add a line
for another entry, do not erase
the original or enter in notes.
If repeat BP >140/80 then
repeat BP in 10 minutes. If still
high, notify provider.
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HTN BP Workflow (Detailed)
Patient
Arrives

START

Pre‐Visit
Planning in
advance.

MA/LPN collects
patient and begins
vitals using
automatic cuff.

MA/LPN enters
diastolic/ systolic
measurements in
separate fields and
on Vitals tab.

If elevated, >140/90
(either part), MA/LPN
repeat BP with
manual cuff at least
10 mins later.

MA/LPN continues getting the patient ready for the visit,
including: obtaining other vitals (waist circumference, pulse,
and oxygen); identifying the chief complaint, verifying/updating
the patient’s social, medical, family, and (if applicable) OBGYN
history; complete PHQ, SBIRT, and readiness for change; verify
flowsheet to identify any other pre‐visit planning items that
need addressed.
MA/LPN notifies provider of the elevated B/P in one of three
ways (as specified by specific care teams):
1. Instant Messaging identifying patient & room
2. Red heart laid out on the computer counter for the provider
3. Provider is verbally notified.

If normal, continue
with visit.

Provider enters exam room to initiate the office visit. The
provider addresses the chief complaint as well as the elevated
blood pressure (regardless of what the chief complaint is). If
appropriate, provider add sthe assessment for Hypertension
and adds it to the patient’s problem list (if not already present).
If new medication/ dose is
prescribed, f/u is
scheduled within no more
than 4 weeks
END

BP
Complete

If no new medication is
prescribed, f/u is
scheduled within no more
than 3 months

Provider establishes blood
pressure goal and
treatment/ action plan
with the patient.
Document in Care Plan,
or Treatment Plan.

Best Practices – Outreach and Pre‐Visit Planning
Outreach
a. Use reports to identify patients with HTN who have not been in for an
encounter in the past 6‐12 months. Call them to talk about why they
need an appointment.
b. Use reports or registries to find HTN patients without an visit in last 3‐6
months. Call these patients to ask them to come in for follow up.
Include discussion of other care gaps too. Ask patient to bring all
medications.
Pre‐Visit Planning
a. Identify overdue BP checks or patients whose last BP was “out of
range.”
b. Consider activating the alert that looks for 2 high blood pressure readings
without a diagnosis of Hypertension.
12
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Best Practices – Care Delivery
a. Define your practice’s protocol for the CHA/P/MA/LPN to repeat the BP,
including communication to the provider if first or second BP was
considered “out of range.”

b. Establish standing order for RNs to work with patients to monitor
BP using BP check visits.
c. Consider doing medication education with a pharmacist or care
manager who can do medication education with patients to help
patients understand why, when, and how they should take medication
to optimize results.

d. Use a multi‐disciplinary team to assess and address barriers
preventing following medical advice or follow up appointments.
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Best Practices ‐ Care Delivery
 Office Measurement: correct BP measure procedure.
 At rest for >5 mins with back support, feet on floor, arm support.
 Not talking on a cell phone or in conversation.
 Use correct cuff size (proper width is about ¾ of the length of the arm from the underarm to the
elbow).
 No smoking within 30 minutes of the BP measure.
 Recheck all elevated initial BP >=140/90 after 10 minutes.
 Consider use of home BP measurement devices that automatically obtain multiple measures and
can report electronically. OR use an in office device that takes multiple measures (like Bp TRU).
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BP Measurement Tips, Video Link, and Articles
https://www.youtube.com/watch?v=gUHALsLeeoM

Academic articles from 2006 and 2007 by Pickering: https://academic.oup.com/ajh/article/19/10/988/524695
and https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3639494/

Best Practices ‐ Education
a. Use care team approach‐ life‐style and disease education, self‐
management goals, medication reconciliation, taking medicine
correctly, appointment recall.
b. Teach patients about low sodium diets, concerns about fluid gains
or water retention, and home BP monitoring techniques and
journaling results.
c. Assess cultural perspectives‐ are they understanding the
recommendations, are there any cultural barriers? Ideas about
medicine of which you may not be aware?
d. Establish mutual self‐management goals with patient for lifestyle
changes or improved outcomes.
16
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Best Practices‐ Self Management Goals
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Best Practices ‐ Treatment
a. Follow evidence‐based guidelines such as JNC‐8.
b. If BP>=160/100 begin with two medications.
c. Choose once daily or combination medications to improve compliance.
d. Consider chlorthalidone or indapamide over hydrochlorothiazide due to
better evidence of benefit.
e. See patient back to re‐assess in 2‐3 weeks after adding or changing a
medication. Don’t wait three months.
f. If BP is not at goal with 3 medications at max dosage, consider
secondary causes of HTN and or consider referral (e.g. nephrologist)
g. Use behavioral health or health coach assessment for barriers to
success.
18
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Best Practices – Population Health, Measurement and
Reporting
a. Post results at least monthly by care team, unblinded and
discuss results with all involved staff.
b. Produce regular lists of uncontrolled hypertensive patients
by location or provider for teams to work. Those with DRVS
may use the “patient details” section of the measure
analyzer.
c. Outreach to patients who are not returning for follow‐up
using appointment recall (electronic reminders via robo call
or portal) and direct contact (by phone).
d. Create a scorecard and/or dashboard that contains all the
parts of the relevant HTN measures.
19

Notable Pitfalls
 Documentation in the vitals template:
– Enter only numeric results
– Symbols (other than /) or interpretations such as “high” result in reports
being unable to count or capture the result
– Separate the systolic and diastolic results with a slash (/)
– When you take a second or more BPs, enter another line for a BP rather than
erasing the original measure. The history is important for the provider to
see.

 DRVS and most other reporting tools usually take the most recent BP
reading for use calculating control in measures.
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Member Best Practice Spotlight
HTN Controlling High Blood Pressure
 Health Ministries – Kaely Burgess and Lizzet Arellanes
 Prairie Star ‐ Mona Broomfield
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Forum Group Improvement Planning
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Brainstorming and Group Discussion

What is
our goal?

What factors
are preventing
better
performance?

What can we
change to
meet that
goal?

Who needs to
be involved
with
implementing
this change?
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Sample Tools to Improve High Blood Pressure
•
•
•
•
•
•
•

Visit Planning Report
BP High No Dx Alert
Dashboards
Scorecard
Measure Analyzer
Registries
Care Management Passport

24
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CONFIDENTIAL
The following slides contain information that is confidential to Azara
Healthcare, LLC
Do not view, copy, distribute, or disclose without prior consent.
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Visit Planning
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Alert for Undiagnosed HTN
Finding Undiagnosed Hypertensives with Visit Planning:
 The “BP High No Dx” Alert
– Triggers if a patient has had 2 BP readings in the past year with a systolic >=140 or a diastolic >=90.
– Only applies to patients 18‐85 years old by default.
– Excludes patients with ESRD, hypertension or pregnancy.
– This alert is not configurable.

 Your Azara DRVS Admin can enable this alert from the Admin console if you want this in your practice.

Do you have a process consistency problem?
 Image of Measure Analyzer by month (one or two inconsistent, and one consistent)
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Measure Analyzer

Provider Comparison
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Patient Details

Registries
Registry‐ Hypertension
– Includes all relevant data for managing
hypertension.
– Use custom registries if you want to add other
co‐morbidities or data‐points.
– Show patients that have R03.0 as dx and
determine if should have HTN dx.
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Registries for Outreach

Custom Registry to Look for Undiagnosed HTN
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Custom Registry to Look for Undiagnosed HTN
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Custom Registry to Look for Undiagnosed HTN
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Care Management Passport

Care Management Passport
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Questionable Values in Community Care DRVS
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Care Gap Report
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CQF Hypertension Dashboard

Predominant Conditions Dashboard
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National Alliance on Mental Illness (NAMI) Kansas
Tobacco Project and Cessation Guidelines
 Behavioral Health Tobacco Project
• Goal – to reduce the number of Kansans with mental illness and/or SUD who use tobacco products

 Tobacco Guideline for Behavioral Health Care
• 12 strategies for providers to support patients who are motivated to end dependence on tobacco products

 Mini‐Grants Available – Up to $5,000
• Eligibility – organizations who serve individuals living with a serious mental illness and/or substance use
disorder and who develop a work plan to implement one or more of the strategies in the Guideline
• Deadline to Apply – COB August 2, 2019

3 Posters Available
•

Objective – to drive demand for utilization of KanCare cessation benefits

•

17 x 24 posters developed in partnership with Bothner and Bradley

•

Digital copies – contact Terri Kennedy at
tkennedy@communitycareks.org

•

Printed posters – contact Rick Cagan at rcagan@namikansas.org
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Next Steps
 Review your Improvement Project ideas with the rest
of your health center team, create or update a PDSA.
 Plan for review of measure data at the beginning of
the next Connections Quality Forum.
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