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Jumpstart Guide
Follow these steps to identify existing measures of care coordination that may meet your needs.

Step 1: Review Care Coordination Measurement Framework

We organized all measures contained within this Atlas according to domains of this framework.
A description of the framework follows the figure. Use the § symbol to quickly return to this
page and continue with Step 2.

Step 2: Read Framework Domain Definitions
We categorized measures by linking them to framework domains. Pay particular attention to
domains that pertain to your areas of interest.

Step 3: Examine Care Coordination Measure Mapping Table
The measure mapping table is used to link measures to framework domains. A quick review of
the table structure will help you during Step 4.

Step 4: Follow Measure Selection Guide
This guide will walk you through the steps of identifying the domains pertinent to your interests
and identifying relevant measures.

Step 5: Review Profiles of Identified Measures
Once you have identified measures that may meet your needs, review details of measure
development, testing, and application in the Detailed Measure Profiles section.

For additional background information about the Care Coordination Measures Atlas, please refer
to Chapter 1: Background.

For additional context and definitions related to care coordination, please refer to Chapter 2:
What Is Care Coordination?

For additional discussion of emerging trends in care coordination measurement, please refer
to Chapter 4, newly added to the updated Atlas.

To quickly return to this page and continue with the next step in the Jumpstart Guide, click on the §
symbol. It will appear on the last page of each section, in the bottom left corner.

For users viewing the PDF version of the Atlas with Adobe reader software, you can also navigate
through the document by clicking on any title found in the Bookmarks Pane to the left of your screen.
Another option is to use the Page Pane to the left of your screen and click on the page to which you
would like to navigate.
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Chapter 1. Background

Investigation into care coordination definitions, practices, and interventions has recently been
sponsored by several national organizations including the Agency for Healthcare Research and
Quality (AHRQ), the Institute of Medicine, and the American College of Physicians, among
others. While evidence is starting to build about the mechanisms by which care coordination
contributes to patient-centered high-value, high-quality care, the health care community is
currently struggling to determine how to measure the extent to which this vital activity is or is
not occurring.

An AHRQ Evidence Report® published in 2007 demonstrated that systematic reviews of
interventions to improve care coordination used a broad range of measures, with almost none
that focused specifically on the structures, processes, or intermediate outcomes related to
coordination. Most reports synthesized clinical and utilization measures. While these are the
ultimate critical endpoints, the paucity of care-coordination-specific measurement results in
limited insight about the exact mechanisms that produce better outcomes.

In response, AHRQ launched a research project with the following aim:

= To develop an atlas to help evaluators identify appropriate measures for assessing care
coordination interventions in research studies and demonstration projects, particularly those
measures focusing on care coordination in ambulatory care.

In developing this Care Coordination Measures Atlas (henceforth, the Atlas), we investigated
currently available care coordination measurement approaches based on multiple data sources
(e.g., electronic health record systems, consumer surveys, and databases of administrative
claims), review of AHRQ Health Information Technology portfolio projects, information from
national organizations on their care coordination measurement activities, input from expert and
stakeholder/informant panels, and a comprehensive literature search.

The Atlas includes measures of patient and caregiver experiences with care coordination, as well
as experiences of health care professionals and health system managers. To provide context to
Atlas users and facilitate presentation of care coordination measurement approaches, we
developed a care coordination measurement framework.

! McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG, McDonald KM, Wachter RM, and Owens
DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies. Technical Review 9 (Prepared by
Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Vol. 7. Rockville, MD: Agency for
Healthcare Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.
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Purpose

The Atlas aims to support the field of care coordination measurement by:

= Providing a list of existing measures of care coordination.

= Organizing those measures along two dimensions (domain and perspective) in order to
facilitate selection of care coordination measures by Atlas users.

= Developing a framework for understanding care coordination measurement, incorporating
elements from other proposed care coordination frameworks whenever possible. The
framework is designed to support current and future development of this field, while
remaining flexible so that it may be adapted as the field matures.

Intended Audiences

The Atlas is designed with several key audiences in mind:

= Evaluators of interventions or demonstration projects that aim to improve care coordination
(either as a primary or secondary goal).

= Anyone wishing to evaluate the practice of care coordination or its effects outside the context
of interventions or demonstration projects, including quality improvement practitioners,
recognizing a likely need for this audience to have some technical support from measurement
experts or researchers in using the material presented in the Atlas.

= Researchers studying care coordination.

Scope

Selection of care coordination measures focused on:

= Those that could reasonably apply to the ambulatory care setting (e.g., a measure of care
coordination focused on the transition from inpatient to outpatient care would be eligible for
the Atlas but not one focused on care processes only applicable to a single hospital stay). The
Atlas focuses on environments where patients already have access to health care.

= Structural measures hypothesized to reflect better coordination (e.g., presence of a patient
registry with an algorithm that identifies complex patients with significant coordination
needs).

= Process measures hypothesized to reflect better coordination (e.g., percent of patients asked
to review their medication list during a primary care office visit).

= Intermediate outcomes of coordination (e.g., percent of test results communicated to patients
within a specific timeframe).

= Those that have been tested with evidence of some valid measurement properties using
National Quality Forum (NQF) standards and AHRQ Quality Indicators (QI) program
methods.

= Those that at a minimum were developed in association with a logic model that has evidence
of causal linkages between the activities measured and outcomes desired.

= Those that have been field tested and have shown feasibility or have had structured expert
panel face validity testing. Some measures may be more helpful for research or quality
improvement purposes, even if not feasible for performance measurement.

= Measures within the public domain.

Chapter 1. Background Page 2



The Atlas does not include commonly known endpoints, which evaluators are likely to identify
easily without the aid of the Atlas. These endpoints reflect the Institute of Medicine goals for
quality of care—safety, timeliness, effectiveness, efficiency, equity, and patient-centeredness.
Specific examples of endpoints used in care coordination studies to date include:

= Emergency room visits

= Hospital readmissions

= Disease-specific hospital admissions

= Mortality

= Disease-specific mortality

= Short-term clinical outcomes (e.g., glycated hemoglobin levels for diabetic patients)
= Functional status (e.g., for congestive heart failure patients)

= Quality of life

= QOther patient outcomes (e.g., missed school days for children due to illness)

= Treatment adherence

= Service adherence (e.g., remain in contact with services for mentally ill patients)

Atlas Update

Since the original Atlas was published in December 2010, interest in care coordination has
continued to grow, and many new coordination measures have been developed and published.
This updated version of the Atlas contains some of those new measures, with a particular focus
on those that reflect coordination efforts within the primary care setting. Primary care was
selected as a focus given its often central role in coordinating care across settings, particularly as
accountable care organization and patient-centered medical home delivery models are more
widely implemented. Furthermore, this focus aligns with the original scope of the Atlas that
centered on measures that might reasonably be applied in the ambulatory care setting. Measures
selected for this update are also applicable to broad groups of patients, such as the general
population or patients with any chronic condition, rather than measures tailored to individuals
with a single disease or condition.

This update also contains a new section on emerging trends in care coordination measurement. It
focuses, in particular, on measures that utilize data from electronic health records (EHR), in
addition to a brief discussion of approaches based on social network analysis. Use of EHRSs both
to carry out and to measure care coordination is central to the Centers for Medicare and Medicaid
Services’ (CMS) EHR incentive programs. The Medicaid EHR Incentive Program and the
Medicare EHR Incentive Program offer additional payments to eligible professionals and
hospitals that can attest to and implement Meaningful Use of EHRs through reporting of
measures established by the Office of the National Coordinator (ONC). Implementation of that
program was just beginning at the time the original Atlas was published; many new EHR-based
measures of care coordination have been developed in the intervening years. This update reviews
and discusses those measures, including those used for Meaningful Use.



An Evolving Field

At the time it was published, the original Atlas represented the emerging field of care
coordination and care coordination measures. This updated version of the Atlas reflects the
tremendous growth that has occurred in this field in the intervening three years, and its
continuing rapid evolution. Much of the ambiguity in definitions of care coordination and lack
of consensus around a single conceptual model that framed the original Atlas work still exists
today. Indeed, the proliferation of measure development, improvement initiatives, and discussion
around care coordination may have heightened, rather than clarified, this ambiguity. But this
growth in interest also represents important progress.

The Atlas aims to systematically map the particular aspects of care coordination measured by
each of its included measures, distinguishing evaluations of coordination processes from other
processes of care, to the extent that logistical versus clinical processes can actually be
disentangled. The scope of the Atlas is purposefully broad in an attempt not to limit, but instead
to stimulate, further thinking about which measures are most salient and useful to those working
to improve the coordination of care. By adopting an initially broad definition of care
coordination to identify measures and then mapping measures at the level of specific
coordination activities (the framework domains) and individual instrument items (i.e., survey
questions), the Atlas provides users an opportunity for flexibility in how narrowly or broadly to
assess coordination.

The Atlas conceptual framework is designed to evolve with the field. However, given the lack of
a broader consensus and the continued rapid expansion of the care coordination field, for this
update we did not see a rationale for any modifications to the Atlas framework or the way in
which its domains were mapped onto measures. Rather, in this section we discuss several
challenges highlighted by the experience of developing and updating the Atlas, and in so doing
hope to stimulate further advances in useful tools for evaluating care coordination.

Care vs. Coordination

One challenge encountered throughout the care coordination field is the difficulty in
distinguishing care coordination from other aspects or processes of care. Care coordination is a
complex concept, intertwined with many other concepts relating to quality, delivery, and
organization of care. In its broadest sense, almost all aspects of health care and its delivery can
be understood as part of care coordination. A very narrow definition, on the other hand, might
encompass only a few of the domains included in the measurement framework presented in this
report.

Throughout development of the Atlas, conceptualization of its framework of coordination
domains, and application of the framework while mapping measures, we have recognized the
lack of a bright line between coordination and other aspects of care. Particularly challenging
were decisions about whether to include within the scope of care coordination concepts such as
access to care (availability of after-hours care, access to medical insurance, transportation to
locations of care, ability to understand and navigate the health care system), continuity of care (a
continuous relationship with a single provider over time, on-going familiarity and trust), and
shared decisionmaking (engaging patients in discussions of treatment options, matching



communication style to patient preferences). Each of these aspects of care has a well-established
literature of its own, thereby interpreted often as distinct from coordination. But each can also
involve some coordination-like processes in certain situations. Also challenging were decisions
about how to map measures of communication and care planning, activities involved in many
other aspects of care beyond just coordination. When these were considered coordination and
when they were viewed as activities employed in the execution of other care processes depended
primarily on the context of the measure.

Ultimately, this Atlas reflects an understanding of care coordination as a process that occurs most
often during and in response to care transitions (e.g., transitions across settings, within care
teams, among care participants, between encounters or care episodes, as patient needs change)
and that involves activities or approaches that bridge gaps arising from those transitions.
Applying this understanding required judgment, consideration of measure context, and often
discussions among measure reviewers to debate grey areas, but was ultimately a useful lens
through which to view and categorize the measures identified through this review.

While in some situations the distinction between care and care coordination may seem semantic,
it becomes important when trying to understand how care coordination as a process relates to
outcomes. Achieving the goal of delivering high-quality, high-value, patient-centered care to all
patients requires a multifaceted approach. Each aspect of care that contributes to this ultimate
goal must be understood in its own right, as well as how the many different processes of care
interact synergistically to impact quality, cost, and patient satisfaction. Care coordination has
been suggested as one such aspect of care, but its role and impact cannot be understood without
first distinguishing it from other aspects of high-quality care, such as access, continuity and
shared decisonmaking. Such an understanding is crucial for establishing an evidence base around
care coordination and ultimately gaining insight about particular coordination activities that can
improve outcomes. Distinguishing care coordination from other processes of care is also
important in order to keep the scope of evaluations manageable, whether they are undertaken for
quality improvement, accountability or research purposes. For example, undertaking an
evaluation of all aspects of communication within a particular organization would likely be a
daunting task, and one of questionable utility given the lack of focus. In contrast, an evaluation
of all communication related to patient referrals would be far more manageable in scope
(although potentially still quite ambitious) and likely to yield more actionable results in terms of
useful ongoing measurement and intervention opportunities.

The Atlas framework represents just one stage in an evolving understanding of care coordination.
It reflects decisions made at the time the Atlas was initially developed, decisions oriented to
measurement applications, and decisions informed by discussions among experts, stakeholders,
team members and collaborators. These discussions have continued as the Atlas and its
framework have been applied to other activities, including this update. We hope that the Atlas
continues to stimulate discussion, and that additional voices join in the process of defining,
measuring, and improving care coordination, and ultimately the quality of care delivered to all
patients.

§



Chapter 2. What Is Care Coordination?

Care coordination means different things to different people; no consensus definition has fully
evolved. A recent systematic review identified over 40 definitions of the term “care
coordination.? The systematic review authors combined the common elements from many
definitions to develop one working definition for use in identifying reviews of interventions in
the vicinity of care coordination and, as a result, developed a purposely broad definition: ““Care
coordination is the deliberate organization of patient care activities between two or more
participants (including the patient) involved in a patient’s care to facilitate the appropriate
delivery of health care services. Organizing care involves the marshalling of personnel and other
resources needed to carry out all required patient care activities and is often managed by the
exchange of information among participants responsible for different aspects of care.”” For some
purposes, they noted that other definitions may be more appropriate. This lack of consensus is
perhaps not surprising given the many different participants involved in coordinating care.

In this section we provide a visual definition (see Figure 1) and scenarios to help illustrate care
coordination in the absence of a consensus definition. This visual definition may be helpful to

some Atlas users, and less so to others. Several additional illustrations of care coordination are
presented in a recent monograph on quality of cancer care.®

The central goal of care coordination is shown in the middle of the diagram. The colored circles
represent some of the possible participants, settings, and information important to care pathways
and workflow. The blue ring that connects the colored circles is CARE COORDINATION—
namely, anything that bridges gaps (white spaces) along the care pathway (i.e., care coordination
activities or broad approaches hypothesized to improve coordination of care). For a given patient
at a given point in time, the bridges or ring need to form across the applicable circles, and
through any gaps within a given circle, to deliver coordinated care.

Perspectives on Care Coordination

Successes and failures in care coordination will be perceived (and may be measured) in different
ways depending on the perspective: patient/family, health care professional(s), or system
representative(s). Consideration of views from these three potentially different perspectives is
likely to be important for measuring care coordination comprehensively.

Patient/Family Perspective. Care coordination is any activity that helps ensure that the patient’s
needs and preferences for health services and information sharing across people, functions, and
sites are met over time.”

2 McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG, McDonald KM, Wachter RM, and Owens
DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies. Technical Review 9 (Prepared by
Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Vol. 7. Rockville, MD: Agency for
Healthcare Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.

® Taplin SH, Rodgers AB. Toward improving the quality of cancer care: Addressing the interfaces of primary and oncology-
related subspecialty care. J Natl Cancer Inst Monogr2010;40:3-10.

4 Adapted from information published by the National Quality Forum.
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Patients, their families, and other informal caregivers experience failures in coordination
particularly at points of transition. Transitions may occur between health care entities
(see definition under “additional terms”) and over time and are characterized by shifts in
responsibility and information flow. Patients perceive failures in terms of unreasonable
levels of effort required on the part of themselves or their informal caregivers in order to
meet care needs during transitions among health care entities.

Health Care Professional(s) Perspective. Care coordination is a patient- and family-centered,
team-based activity designed to assess and meet the needs of patients, while helping them
navigate effectively and efficiently through the health care system. Clinical coordination
involves determining where to send the patient next (e.g., sequencing among specialists), what
information about the patient is necessary to transfer among health care entities, and how
accountability and responsibility is managed among all health care professionals (doctors,
nurses, social workers, care managers, supporting staff, etc.). Care coordination addresses
potential gaps in meeting patients’ interrelated medical, social, developmental, behavioral,
educational, informal support system, and financial needs in order to achieve optimal health,
wellness, or end-of-life outcomes, according to patient preferences.’

Health care professionals notice failures in coordination particularly when the patient is directed
to the “wrong” place in the health care system or has a poor health outcome as a result of poor
handoffs or inadequate information exchanges. They also perceive failures in terms of
unreasonable levels of effort required on their part in order to accomplish necessary levels of
coordination during transitions among health care entities.

System Representative(s) Perspective. Care coordination is the responsibility of any system of
care (e.g., “accountable care organization [ACO]”) to deliberately integrate personnel,
information, and other resources needed to carry out all required patient care activities between
and among care participants (including the patient and informal caregivers). The goal of care
coordination is to facilitate the appropriate and efficient delivery of health care services both
within and across systems.

Failures in coordination that affect the financial performance of the system will likely motivate
corrective interventions. System representatives will also perceive a failure in coordination when
a patient experiences a clinically significant mishap that results from fragmentation of care.®

® Adapted from information published in: Antonelli RC, McAllister JW, Popp J. Making care coordination a critical component
of the pediatric healthcare system: A multidisciplinary framework. New York: The Commonwealth Fund; 2009.

® Adapted from information published in: McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG,
McDonald KM, Wachter RM, and Owens DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies.
Technical Review 9 (Prepared by Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Rockuville,
MD: Agency for Healthcare Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.
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Additional Terms. Definitions for additional terms relating to care coordination are presented
below.

Health care entities. Health care entities are discrete units of the health care system that play

distinct roles in delivery of care. The context and perspective will determine who precisely those

units are. For example:

= From a patient and family perspective, entities are likely to be individual health care
providers with whom the patient and family interact, such as nurses, physicians, and
support staff.

= From a health care professional perspective, entities may be individual members of a
work group, such as nurses, physicians, and support staff in a particular clinic. Or
they may be provider groups, such as a primary care practice, specialty practice, or
urgent care clinic.

= From a system representative(s) perspective, entities will likely be groups of
providers acting together as a unit, such as medical units in a hospital, hospitals as a
whole, specialty clinics within an integrated system, or different clinical settings
within the health care system overall (i.e., ambulatory care, inpatient care, emergency
care).

Points of transition. Transitions occur when information about or accountability/
responsibility for some aspect of a patient’s care is transferred between two or more
health care entities, or is maintained over time by one entity. Often information and
responsibility are (or should be) transferred together.

It may be useful to think about two broad categories of transitions:

1. Transitions between entities of health care system. Information transfer and/or
responsibility shifts:
= Among members of one care team (receptionist, nurse, physician)
= Between patient care teams
= Between patients/informal caregivers and professional caregivers
= Across settings (primary care, specialty care, inpatient, emergency department)
= Between health care organizations

2. Transitions over time. Information transfer and/or responsibility shifts:
= Between episodes of care (i.e., initial visit and followup visit)
= Across lifespan (e.g., pediatric developmental stages, women’s changing
reproductive cycle, geriatric care needs)
= Across trajectory of illness and changing levels of coordination need

Chapter 2. What is Care Coordination? Page 8



Figure 1. Care Coordination Ring

Primary Care .
Community Specialty
Resources Care (1)
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The central goal of care coordination is shown in the middle of the diagram. The colored circles
represent some of the possible participants, settings, and information important to the care pathway
and workflow. The blue ring connecting the colored circles is CARE COORDINATION—nNamely,
anything that bridges gaps (white spaces) along the care pathway (i.e., care coordination activities or
broad approaches hypothesized to improve coordination of care. See Figure 2.) Successes and failures
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in care coordination will be perceived (and may be measured) in different ways depending on the
perspective: patient/family, health care professional(s), or system representative(s).

Example Scenarios

The level of care coordination need will increase with greater system fragmentation (e.g., wider
gaps between circles), greater clinical complexity (e.g., greater number of circles on ring), and
decreased patient capacity for participating effectively in coordinating one’s own care, as
illustrated by the following scenarios. The level of need is not fixed in time, nor by patient.
Assessment of level of care coordination is likely important to tailor interventions appropriately
and to evaluate their effectiveness.

Scenario 1. Mrs. Jones is a healthy 55-year-old woman. She visits her primary care provider,
Dr. 1. Care, once a year for a routine physical. Dr. Care practices in a primary care clinic with
an electronic medical record (EMR) system and on-site laboratory and radiology services. At
Mrs. Jones’ annual physical, Dr. Care ordered several blood tests to evaluate her cholesterol
and triglyceride levels. Mrs. Jones also mentioned that she is having lingering pain in her
ankle after a previous sprain. Dr. Care ordered an x-ray. After receiving the blood test results
via the electronic medical record system, Dr. Care sees that Mrs. Jones’ cholesterol is high
and prescribes a medication. She submits the prescription directly to the pharmacy via a link
from the EMR. She receives electronic notification that the x-ray does not show any fracture.
She calls Mrs. Jones to refer her to a nearby physical therapy practice. Mrs. Jones picks up
her medication from the pharmacy and calls the physical therapist to schedule an
appointment.

SCENARIO 1. VISUAL
Complexity: Low

Fragmentation: Low

Patient Capacity: High

Care Coordination Need: Minimal

Primary Care

Medical
History Test Results
Medications/ Commumnity
Pharmacy Resources
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Scenario 2. Mr. Andrews is a 70-year-old man with congestive heart failure and diabetes. He
uses a cane when walking and recently has had some mild memory problems. His primary
care physician, Dr. Busy, is part of a small group physician practice focused on primary care.
The primary care clinic includes a laboratory, but they refer their radiology tests to a nearby
radiology center. Mr. Andrews also sees Dr. Kidney, a nephrologist, and Dr. Love, a
cardiologist. Both specialists are part of a specialty group practice that is not affiliated with
Dr. Busy’s clinic. Their specialty practice includes an on-site laboratory, radiology clinic,
and pharmacy. Mr. Andrews has prescriptions filled at the specialty clinic pharmacy after his
appointments with Drs. Kidney and Love and picks up medications prescribed by Dr. Busy at
a pharmacy near his home. Mr. Andrews has a daughter who lives nearby but works full
time. Because he has trouble getting to the grocery store to do his shopping, he receives
meals at his home 5 days a week through a meals-on-wheels senior support service. His
daughter has hired a caregiver to help Mr. Andrews with household tasks for two hours three
days a week.

During a recent meal delivery, the program staffer noticed that Mr. Andrews seemed very ill.
He called an ambulance, and Mr. Andrews was taken to the emergency department. There he
was diagnosed with a congestive heart failure exacerbation and was admitted. During his
initial evaluation, the admitting physician asked Mr. Andrews about which medications he
was taking, but the patient could not recall what they were or the doses. The physician on the
hospital team contacted Dr. Busy, who provided a medical history and general list of
medications. Dr. Busy noted that Mr. Andrews may have had dosing changes after a recent
appointment with Dr. Love. In addition, Dr. Busy noted that Mr. Andrews may be missing
medication doses because of his forgetfulness. He provided the hospital team with contact
information for Drs. Love and Kidney. He also asked that a record of Mr. Andrews’ hospital
stay be sent to his office upon his discharge.

Mr. Andrews was discharged from the hospital one week later. Before going home, the nurse
reviewed important information with him and his daughter, who was taking him home. They
went over several new prescriptions and details of a low-salt diet. She told him to schedule a
followup appointment with his primary care physician within 2 days and to see his
cardiologist in the next 2 weeks. Mr. Andrews was very tired so his daughter picked up the
prescriptions from a pharmacy near the hospital, rather than the one Mr. Andrews usually
uses.
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SCENARIO 2: VISUAL

Complexity: High

Fragmentation: Moderate

Patient Capacity: Low

Care Coordination Need: Extensive

luon
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Chapter 3. Care Coordination Measurement
Framework

Elements of the Framework

To help organize measures of care coordination, we developed a framework diagramming key
domains that are important for measuring care coordination and their relationship to potentially
measurable effects (see Figure 2). When laid out in the Measure Mapping Table (see Chapter 5),
this serves as an indexing system to map the landscape of available measures and measurement
gaps for care coordination. Because the care coordination topic is potentially quite broad, it is
vital to have a way to see where measurement work has and has not been done. This indexing
approach may help guide future measurement work by showing what regions of the
measurement landscape are as yet unexplored or underdeveloped.

Figure 2. Care Coordination Measurement Framework Diagram

GOAL: COORDINATED CARE (see Chapter 2)

U

MECHANISMS
Means of achieving goal

/
Coordination Activities Broad Approaches
Actions hypothesized to support coordination. Commonly used groups of activities and/or
Not necessarily executed in any structured way tools hypothesized to support coordination

COORDINATION
EFFECTS

Experienced in different ways depending
upon the perspective

YN

Patient/ Health Care System
Family Professional(s) Representative(s
Perspective Perspective

U

COORDINATION MEASURES

Context: Settings, Patient Populations, Timeframe, Facilitators, Barriers
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Goal. The framework starts at the top with the goal of achieving coordinated care. Chapter 2
describes through definitions, visual means, and patient scenarios ways to think about this goal.
In short, care coordination is a means to help achieve care goals: it aims to meet patient needs
and preferences and to facilitate delivery of high-quality, high-value care.

Mechanisms. Various mechanisms may be employed to facilitate this goal of care coordination.
Coordination activities are actions that help achieve coordination, whether employed in an
improvised or systematic way. Broad approaches aimed at improving the delivery of health care,
including improving or facilitating coordination, often incorporate a number of coordination
activities. Such approaches are often complex in intent and design. The specific activities
employed when implementing the broad approaches often vary, are not always well described,
and have coordination-related components that are not necessarily clearly delineated.

Table 1 lists coordination activities that have been hypothesized or demonstrated to facilitate
care coordination and broad approaches commonly used to improve the delivery of health care,
including improving care coordination. These mechanisms make up the domains of our care
coordination measurement framework. As the knowledge base around care coordination grows,
we expect this list to change. See domain definitions.

Table 1. Mechanisms for Achieving Care Coordination (Domains)

COORDINATION ACTIVITIES

Establish Accountability or Negotiate Responsibility
Communicate

Facilitate Transitions

Assess Needs and Goals

Create a Proactive Plan of Care

Monitor, Follow Up, and Respond to Change
Support Self-Management Goals

Link to Community Resources

Align Resources with Patient and Population Needs
BROAD APPROACHES

Teamwork Focused on Coordination

Health Care Home

Care Management

Medication Management

Health IT-Enabled Coordination

Effects. The effects of care coordination mechanisms—whether specific activities or broad
approaches—will be perceived differently depending upon who is asked: patient and/or family,
health care professional(s), or system representative(s).

The measurement perspective reflects the source of data used to understand the effect or

experience. The data source is a function of who is asked or assessed. Table 2 shows some
examples related to care coordination.
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Table 2. Examples of Effects or Experiences From Three Perspectives

PATIENT/FAMILY PERSPECTIVE
Patient report of satisfaction with coordination of care

Family report of confusion or hassle (e.g., number of contacts needed to
schedule a clinic visit)

Patient report of unnecessary care (e.g., unnecessary tests, procedures,
emergency room visits, or hospitalizations)

HEALTH CARE PROFESSIONAL(S) PERSPECTIVE

Nurses reports of confusion or hassle (e.g., time spent coordinating referrals)

Physician survey on effectiveness of medication management process at
averting drug interaction complications

SYSTEM REPRESENTATIVE(S) PERSPECTIVE

Quality of care (safe, effective, efficient, timely, equitable, patient-centered)
measured through analysis of medical chart data, electronic health record, or
administrative data

Health care utilization by a group of patients (e.g., hospital readmissions,

emergency room Visits)

Costs

Participants. Care coordination necessarily involves multiple participants. Chapter 2: What is
Care Coordination? outlines some of the groups of participants typically involved in patient care
and provides examples of gaps between participants and how they may be bridged by
coordination activities. When selecting care coordination measures, it may be helpful to consider
which participants are interacting in the activities of interest to be measured and from which
perspectives you wish to measure those interactions. For example, measures that assess
communication may focus on communication between patients/family and health care
professionals, communication within teams of health care professionals, or communication
across health care teams or settings. (When detailing specific measures, we provide information
on types of participant interactions for items related to the Communicate domain or its
subdomains).

Note that a single interaction may be measured from multiple perspectives. For example,
communication between patients and physicians during office visits might be measured from the
patient perspective by asking patients how much they agree that their doctor listens to their
concerns about conflicting advice from different health care professionals. It might be measured
from the health care professional(s) perspective by asking physicians whether they believe they
have adequate time during visits to convey information about referrals and followup plans. The
interaction also might be measured from a system representative(s) perspective by examining the
percent of office visits where discussion of a plan of care was documented in the electronic
medical record. All three measures evaluate communication between patients and health care
professionals but provide different views on the effect or experience of that activity.

While participant interactions are important to consider for many coordination activities, they
may be particularly important to consider for several additional framework domains, including
Teamwork Focused on Coordination (Which teams? Coordination of which participants?),
Establish Accountability or Negotiate Responsibility (Whose responsibility? Accountability for
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whom?), and Facilitate Transitions (Transitions between which participants? Across which
settings?). For further discussion of types of transitions, see Points of Transition in Chapter 2.

Coordination Measures in the Atlas. The effects noted in Chapter 1 are the ultimate endpoints
of interest (e.g., clinical outcomes, utilization-related outcomes, quality of life, etc.). However,
the Atlas focuses on perspectives as they relate to whether specific activities or approaches were
carried out, or what intermediate outcome these mechanisms produced, as gateways to
potentially achieving the ultimate endpoint experiences desired by the different stakeholders. The
Atlas scope targets measures proximal to coordinating successes or failures, even though distal
measures are the ultimate endpoints of interest. Proximal measures allow the “black box” of
coordination to be studied more closely, and in ways that reveal potential action points for
system improvement.

Context. Care coordination measurement must also consider the context: which patient
population(s), which setting(s), what timeframe. In addition, care coordination effects may be
magnified or muted by facilitators and barriers of care coordination (e.g., effect modifiers).
Therefore, it may be advisable, in addition to using measures from the Atlas, to examine
potential facilitators and barriers to successful implementation of an intervention. Examples of
factors that may facilitate or impede care coordination, depending upon the specific
circumstances, include the availability of resources, payment structure, patient complexity and
capacity (e.g., Chapter 2 patient scenarios), and local culture.

Harmonizing Across Frameworks

The goal in creating a care coordination framework was to develop a list of domains that are
important to care coordination. Existing measures of care coordination were mapped to these
domains to help users identify measures that might be of interest in relation to their measurement
objectives.

To create this framework, several other proposed frameworks for care coordination were
reviewed. We drew heavily on these past works and, when possible, tried to be consistent in use
of terminology. However, core domains also were organized differently from other frameworks
because of our goal to identify potentially measurable aspects of care coordination. Therefore,
some conceptual domains were grouped that were separate in other works and some provided
more granularity. Table 3 outlines key sources and their relation to our framework domains.

Care coordination is an emerging field with a rapidly growing evidence base. This framework is
intended to grow with the field. Elements of the framework that define each box, and that are
noted in bold in Figure 2, are core components that we do not expect to undergo much change.
However it is defined, care coordination will always have goals, it will be achieved through
some combination of mechanisms, and it will be experienced through effects. Those effects will
likely be perceived differently from three key perspectives: that of patients and family, of health
care professionals, and of system representatives. Coordination measures can be categorized
using these perspectives and domains related to mechanisms. Thus, as currently presented, this
framework provides a starting place for understanding care coordination and, in particular, for
indexing measures of care coordination.
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For an explanation of how our Care Coordination Measurement Framework might be envisioned
as a subset of broader models, see the box below and continuing on the following page. The box
shows two examples of the relationship between this framework and other conceptual models,
the Donabedian Model and the Organizational Design Model, discussed in Chapter 5 of the
AHRQ Care Coordination Evidence Report, “Conceptual Frameworks and Their Application to
Assessing Care Coordination.”’

Relation to Other Conceptual Models

Our care coordination measurement framework may be understood in relation to other
commonly used conceptual models. In particular, we find the Donabedian and
Organizational Design models to be valuable, somewhat contrasting, lenses through
which to view the flexibility of our framework. To help link our framework to these
models, we SMALL CAP elements of our framework and italicize elements of the models.

Donabedian Model

Structures of Processes

Care of Care

Many of the BROAD APPROACHES included in our framework are structures of care, such
as establishment of a health care home, use of a health IT system to improve
coordination, or designation of a case manager. These are structures of a system
(whether a clinic, hospital, or integrated network) that will influence processes of care.
The COORDINATION ACTIVITIES in our framework are processes of care. These are
specific actions taken in the delivery of care, such as transferring information and
assessing needs and goals. The EFFECTS, or outcomes, of care coordination
mechanisms—both BROAD APPROACHES and COORDINATION ACTIVITIES—are perceived in
different ways from different PERSPECTIVES.

For our purposes, strengths of the Donabedian model include its familiarity to the health
care quality research community and its basis for different types of measures (structure,
process, and outcome measures). However, in its original simplified form above, it does
not reflect the complexities of health care delivery or acknowledge the need for tailoring
interventions to fit a particular context.

" McDonald KM, Sundaram V, Bravata DM, et al. Conceptual frameworks and their application to assessing care coordination.
In: Shojania KG, McDonald KM, Wachter RM, and Owens DK, eds. Closing the quality gap: A critical analysis of quality
improvement strategies. Technical Review 9 (Prepared by Stanford-UCSF Evidence-Based Practice Center under contract No.
290-02-0017). Vol 7, Chapter 5. Rockville, MD: Agency for Healthcare Research and Quality, June 2007. AHRQ Publication
No. 04(07)-0051-7.
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Organizational Designh Model

: Coordination
Settings and Needs

Patients Coordinating

Mechanisms

Effective,
Efficient
Care
Coordination
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Table 3. Relation Between the Care Coordination Measurement Framework and Other Key
Sources

FRAMEWORK DOMAINS | KEY SOURCES

COORDINATION ACTIVITIES

NQF: Communication domain includes — all medical home
Establish Accountability or Negotiate team members work within the same plan of care and are
Responsibility measurably coaccountable for their contributions to the
shared plan and achieving the patient’s goals.

Antonelli: Care coordination competency — communicates
proficiently; care coordination function — manages

Communicate continuous communication.

NQF: Framework domain — Communication available to all
team members, including patients and family.

Coiera: All information exchanged in health care forms a
“space”; the communication space is the portion of all
Interpersonal Communication information interactions that involves direct interpersonal
interactions, such as face-to-face conversations,

telephone calls, letters, and email.

MPR: Care coordination activity — send patient information to
primary care provider.

NQF: Communication domain includes — availability of

Information Transfer patient information, such as consultation reports,

progress notes, test results, and current medications to

all team members caring for a patient reduces the chance

of error.

Antonelli: Care coordination function — supports/facilitates
care transitions.

CMS Definition of Case Management: §440.169(c) Case
management services are defined for transitioning
individuals from institutions to the community.

NQF: Framework domain — transitions or “hand-offs”
between settings of care are a special case because
currently they are fraught with numerous mishaps that
can make care uncoordinated, disconnected, and unsafe.
Some care processes during transition deserve particular
attention, including involvement of team during
hospitalization, nursing home stay, etc.; communication
between settings of care; and transfer of current and past
health information from old to new home.

Facilitate Transitions

Antonelli: Care coordination function — completes/analyzes
assessments.

CMS Definition of Case Management: 8§440.169(d) Case
management includes assessment and periodic
reassessment of an eligible individual to determine
service needs, including activities that focus on needs
identification, to determine the need for any medical,
educational, social, or other services.

MPR: Care coordination activity — assess patient’s needs
and health status; develop goals.

Assess Needs and Goals
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FRAMEWORK DOMAINS

KEY SOURCES

Create a Proactive Plan of Care

Antonelli: Defining characteristic of care coordination —
proactive, planned and comprehensive; care coordination
function — develops care plans with families; facile in care
planning skills.

CMS Definition of Case Management: §440.169(d)(2) Case
management assessment includes development and
periodic revision of a specific care plan based on the
information collected through an assessment or
reassessment that specifies the goals and actions to
address the medical, social, educational, and other
services needed by the eligible individual, including
activities such as ensuring the active participation of the
eligible individual and working with the individual (or the
individual’'s authorized health care decisionmaker) and
others to develop those goals and identify a course of
action to respond to the assessed needs of the eligible
individual.

MPR: Care coordination activity — develop a care plan to
address needs.

NQF: Framework domain — Proactive Plan of Care and
Followup is an established and current care plan that
anticipates routine needs and actively tracks up-to-date
progress toward patient goals.

Monitor, Follow Up, and Respond to

Change

Antonelli: Care coordination function — manages/tracks tests,
referrals, and outcomes.

CMS Definition of Case Management: §440.169(d)(1) Case
management assessment includes periodic
reassessment to determine whether an individual’'s needs
and/or preferences have changed. 8440.169(d)(2) Case
management includes monitoring and followup activities,
including activities and contacts that are necessary to
ensure that the care plan is effectively implemented and
adequately addresses the needs of the eligible individual.
If there are changes in the needs or status of the
individual, monitoring and followup activities include
making necessary adjustments in the care plan and
service arrangements with providers.

MPR: Care coordination activities — monitor patient’s
knowledge and services over time; intervene as needed;
reassess patients and care plan periodically.

NQF: Plan of Care domain includes — followup of tests,
referrals, treatments, or other services.

Support Self-Management Goals

Antonelli: Defining characteristic of care coordination —
promotes self-care skills and independence; care
coordination function — coaches patients/families.

MPR: Care coordination activity — educate patient about
condition and self-care.

NQF: Plan of Care domain includes — self-management
support.
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FRAMEWORK DOMAINS KEY SOURCES

Antonelli: Care coordination competency — integrates all
resource knowledge.

CMS Definition of Case Management: 8§440.169(d)(2) Case
management includes referral and related activities (such
as scheduling appointments for the individual) to help an
individual obtain needed services, including activities that
help link eligible individuals with medical, social,
educational providers, or other programs and services
that are capable of providing needed services to address
identified needs and achieve goals specified in the care

Link to Community Resources plan.

MPR: Care coordination activity — arrange needed services,
including those outside the health system (meals,
transportation, home repair, prescription assistance,
home care).

NQF: Plan of Care domain includes — community services
and resources. The Plan of Care includes community and
nonclinical services as well as traditional health care
services that respond to a patient’s needs and
preferences and contribute to achieving the patient’s
goals.

MPR: Care coordination activity — arrange needed services,
including those within the health system (preventive care
with primary care provider; specialist visits; durable
medical equipment; acute care).

NQF: A principle of care coordination is that care
coordination is important to all patients, but some
populations are particularly vulnerable to fragmented,
uncoordinated care on a chronic basis, including (not
mutually exclusive): children with special health care
needs; the frail elderly; persons with cognitive
impairments; persons with complex medical conditions;
adults with disabilities; people at the end of life; low-
income patients; patients who move frequently, including
retirees and those with unstable health insurance
coverage; and behavioral health care patients.

Align Resources with Patient and
Population Needs

BROAD APPROACHES

Antonelli: Care coordination competency — applies team-
Teamwork focused on Coordination building skills; care coordination function — facilitates
team meetings.

NQF: Framework domain — Health Care Home is a source of
usual care selected by the patient (such as a large or
small medical group, a single practitioner, a community
health center, or a hospital outpatient clinic).

Health Care Home

See elements of CMS case management definition mapped

Care Management under other domains.

MPR: Care coordination activity — review medications.
Medication Management NQF: Transitions or “hand-offs” domain includes medication
reconciliation.
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FRAMEWORK DOMAINS KEY SOURCES

Antonelli: Care coordination competency — adept with
information technology; care coordination function — uses
health information technology.

Health IT-enabled Coordination NQF: Framework domain — information systems — the use of

standardized, integrated electronic information systems

with functionalities essential to care coordination is
available to all providers and patients.

Antonelli = Antonelli RC, McAllister JIW, Popp J. Making care coordination a critical component of the pediatric health
system: A multidisciplinary framework. New York, NY: The Commonwealth Fund. May 2009. Publication No. 1277.
CMS Definition of Case Management = Centers for Medicare and Medicaid Services. Medicaid Program; Optional
state plan case management services. 42 Code of Federal Regulations 441.18 2007 4 December;72(232):68092-3.
Coiera = Coeira E. Guide to health informatics. 2™ ed. London, England: Hodder Arnold, a member of the Hodder
Headline Group; 2003.

MPR = Coordinating care for Medicare beneficiaries: Early experiences of 15 demonstration programs, their patients,
and providers: Report to Congress. Princeton, NJ: Mathematica Policy Research, Inc.; May 2004.

NQF = National Quality Forum. National Quality Forum-endorsed definition and framework for measuring care
coordination. Washington, DC: National Quality Forum; 2006.

Definitions of Care Coordination Domains

The care coordination measurement framework includes activities that have been hypothesized
as important for carrying out care coordination and broad approaches that have been proposed as
means of achieving coordinated care. This set of domains may change as knowledge about care
coordination grows. For additional details on key sources that informed development of this set
of framework domains, see Table 3.

The term “care coordination’ is cited often in the health services literature, but is rarely clearly
defined. The 2007 AHRQ Evidence Report on care coordination identified more than 40
definitions of coordination pertaining to a diverse set of patient populations, health care
scenarios, and organizational situations.® Descriptions of care coordination activities and
interventions are also often ambiguous. This is particularly true of the broad approaches, which
are frequently described by referring to general processes or roles without specifying who
performs which actions under which circumstances. These are also usually wide in scope, with
goals of improving aspects of patient care beyond just care coordination.

The working definitions for each framework domain were developed by drawing on a variety of
sources. The intent is to help Atlas users understand how care coordination measures were
mapped to the framework domains and to identify more easily the domains most relevant to their
evaluation objectives. For details of this mapping process, see Chapter 5 — Measure Mapping.

§

8 McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG, McDonald KM, Wachter RM, and Owens
DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies. Technical Review 9 (Prepared by
Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Vol 7. Rockville, MD: Agency for Healthcare
Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.
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Activities

Establish accountability or negotiate responsibility. Make clear the responsibility of
participants in a patient’s care for a particular aspect of that care. The accountable entity
(whether a health care professional, care team, or health care organization) will be expected to
answer for failures in the aspect(s) of care for which it is accountable. Specify who is primarily
responsible for key care and coordination activities, the extent of that responsibility, and when
that responsibility will be transferred to other care participants.

Communicate.® Share knowledge among participants in a patient’s care. Communication may
occur through a wide variety of channels, but for the purposes of measurement, we distinguish
two key modes of communication:

Interpersonal communication. The give-and-take of ideas, preferences, goals, and
experiences through personal interactions. Examples include face-to-face interactions,
telephone conversations, email, and letters.

Information transfer. The flow of information, such as medical history, medication lists, test
results, and other clinical data, from one participant in a patient’s care to another. For
example, a written summary of laboratory results sent from a primary care practice to the
patient, verbal confirmation of a laboratory value from the laboratory to a physician, or
transfer of a disk containing CT images from a hospital to a primary care office.

While in practice interpersonal communication and information transfer often occur together, for
the purposes of measurement, interpersonal communication is distinguished from information
transfer by a two-way exchange of knowledge through personal interactions, while information
transfer is characterized by the transfer of data—whether orally, in writing, or electronically—
and does not necessarily involve direct interaction between sender and receiver. Many, but not
all, care coordination measures include aspects of both interpersonal communication and
information transfer and, as such, we expect that many measures will map to both subdomains.

Facilitate transitions. Facilitate specific transitions, which occur when information about or
accountability for some aspect of a patient’s care is transferred between two or more health care
entities or is maintained over time by one entity. Facilitation may be achieved through activities
designed to ensure timely and complete transmission of information or accountability.

Across settings. For example, transitions from the inpatient (hospital) setting to the outpatient
setting (i.e., physician’s offices); or transitions between ambulatory care settings (i.e.,
primary care to specialty clinics).

As coordination needs change. For example, the transition from pediatric to adult care;
transitions over the course of a woman’s changing reproductive cycle; and transitions
between acute episodes of care and chronic disease management.

% Informed by Coeira E. Guide to health informatics. 2" ed. London, England: Hodder Arnold, a member of the Hodder Headline
Group; 2003.
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Assess needs and goals.™® Determine the patient’s needs for care and for coordination, including
physical, emotional, and psychological health; functional status; current health and health
history; self-management knowledge and behaviors; current treatment recommendations,
including prescribed medications; and need for support services.

Create a proactive plan of care.* Establish and maintain a plan of care, jointly created and
managed by the patient/family and health care team, which outlines the patient’s current and
longstanding needs and goals for care and/or identifies coordination gaps. The plan is designed
to fill gaps in coordination, establish patient goals for care and, in some cases, set goals for the
patient’s providers. Ideally, the care plan anticipates routine needs and tracks current progress
toward patient goals.

Monitor, follow up, and respond to change. Jointly with the patient/family, assess progress
toward care and coordination goals. Monitor for successes and failures in care and coordination.
Refine the care plan as needed to accommodate new information or circumstances and to address
any failures. Provide necessary followup care to patients.

Support self-management goals. Tailor education and support to align with patients’ capacity
for and preferences about involvement in their own care. Education and support include
information, training, or coaching provided to patients or their informal caregivers to promote
patient understanding of and ability to carry out self-care tasks, including support for navigating
their care transitions, self-efficacy, and behavior change.

Link to community resources. Provide information on the availability of and, if necessary,
coordinate services with additional resources available in the community that may help support
patients’ health and wellness or meet their care goals. Community resources are any service or
program outside the health care system that may support a patient’s health and wellness. These
might include financial resources (e.g., Medicaid, food stamps), social services, educational
resources, schools for pediatric patients, support groups, or support programs (e.g., Meals on
Wheels).

Align resources with patient and population needs. Within the health care setting, assess the
needs of patients and populations and allocate health care resources according to those needs. At
the population level, this includes developing system-level approaches to meet the needs of
particular patient populations. At the patient level, it includes assessing the needs of individual
patients to determine whether they might benefit from the system-level approach. For example, a
system-level approach to meeting the needs of patients with cancer (the population) might be to
establish a multidisciplinary tumor board meeting to help coordinate cancer care among the
many relevant specialties. In this scenario, aligning a particular patient’s needs with available
resources would include assessing whether that individual would likely benefit by having his/her

10 Adapted from: Coordinating care for Medicare beneficiaries: Early experiences of 15 demonstration programs, their patients,
and providers: Report to Congress. Princeton, NJ: Mathematica Policy Research, Inc.; May 2004.

1 Adapted from: McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG, McDonald KM,
Wachter RM, and Owens DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies. Technical
Review 9 (Prepared by Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Vol 7. Rockville, MD:
Agency for Healthcare Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.
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case presented at the multidisciplinary tumor board meeting either for coordinating a consensus
recommendation or for simplifying the patient’s care pathway or both.

Broad Approaches Potentially Related to Care Coordination

Teamwork focused on coordination.? Integration among separate health care entities
participating in a particular patient’s care (whether health care professionals, care teams, or
health care organizations) into a cohesive and functioning whole capable of addressing patient
needs.

Health care home.*® A source of usual care selected by the patient that functions as the central
point for coordinating care around the patient’s needs and preferences. This includes
coordination among all participants in a patient’s care, such as the patient, family members, other
caregivers, primary care providers, specialists, other health care services (public and private),
and nonclinical services, as needed and desired by the patient. Other terms are frequently used to
describe this model, such as medical home, patient-centered medical home, and advanced
primary care. Building on the work of a large and growing community, the Agency for
Healthcare Research and Quality defines a medical home as not simply a place but a model of
the organization of primary care that delivers the core functions of primary health care. The
medical home encompasses several functions and attributes: it is patient-centered and provides
superb access to comprehensive and coordinated care and employs a system-based approach to
quality and safety.

Care management. A process designed to assist patients and their support systems in managing
their medical/social/mental health conditions more efficiently and effectively. Case management
and disease management are included in this definition and further defined below.

Case management'? The Case Management Society of America defines case management as:
“A collaborative process of assessment, planning, facilitation and advocacy for options and
services to meet an individual’s health needs through communication and available resources
to promote quality cost-effective outcomes.”

Disease management.* The Disease Management Association of America defines this term
as: “A system of coordinated health care interventions and communications for populations
with conditions in which patient self-care efforts are significant. Disease management
supports the physician or practitioner/patient relationship and plan of care, emphasizes
prevention of exacerbations and complications utilizing evidence-based practice guidelines
and patient empowerment strategies, and evaluates clinical, humanistic, and economic
outcomes on an ongoing basis with the goal of improving overall health.”

12 Adapted from McDonald KM, Sundaram V, Bravata DM, et al. Care coordination. In: Shojania KG, McDonald KM, Wachter
RM, and Owens DK, eds. Closing the quality gap: A critical analysis of quality improvement strategies. Technical Review 9
(Prepared by Stanford-UCSF Evidence-Based Practice Center under contract No. 290-02-0017). Vol 7. Rockville, MD: Agency
for Healthcare Research and Quality, June 2007. AHRQ Publication No. 04(07)-0051-7.

13 Adapted from National Quality Forum. National Quality Forum-endorsed definition and framework for measuring care
coordination. Washington, DC: National Quality Forum; 2006.
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Medication management.** Reconciling discrepancies in medication use in order to avoid
adverse drug events associated with transitions in care. This can involve review of the patient’s
complete medication regimen at the time of admission/transfer/discharge, including assessing
use of over-the-counter medications and supplements; comparison across information sources
and settings; or direct communication between patients and providers.

Health IT-enabled coordination. Using tools, such as electronic medical records, patient
portals, or databases, to communicate information about patients and their care between health
care entities (health care professionals, care teams, or health care organizations) or to maintain
information over time.

§

14 Adapted from information available at: Agency for Healthcare Research and Quality. AHRQ Patient Safety Network Glossary.
http://www.psnet.ahrg.gov/glossary.aspx. Accessed: 26 September 2010.
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Chapter 4. Emerging Trends in Care Coordination
Measurement

In this chapter, we discuss care coordination measurement approaches that are still early in their
development. We focus on three main areas of development: (1) care coordination measures
utilizing data from electronic health records (EHR) or other health information technology (IT)
systems, (2) public reporting of health 1T-enabled care coordination, and (3) social network
analysis as a novel approach to care coordination measurement. Because these areas of care
coordination measurement are still evolving, we discuss them here with an emphasis on current
level of development and growth potential, rather than including them in the review of individual
measure instruments profiled in Chapter 6. These approaches were identified through the recent
Atlas update measures search. Through this discussion, we aim to provide insight into future
directions for measurement, and explore measurement potential, implementation challenges, and
directions for further development.

EHR-based Care Coordination Measures
Much attention is being paid to the potential for using data from health IT systems, primarily
EHRs, for quality measurement.? This interest has increased exponentially since passage in 2009
of the Health Information Technology for Economic and Clinical Health (HITECH) Act, part of
the federal stimulus legislation. The HITECH Act allocated more than $25 billion towards
building health information technology (IT) infrastructure and established two incentive
programs (one each for Medicare and Medicaid) for adoption and “meaningful use” of certified
EHR technology, including use for quality measurement. Given the potential for EHRs and other
health IT systems, such as health information exchanges, to facilitate information flow between
providers, patients, and settings, health IT-based measures are of particular interest to the field of
care coordination. Such cross-boundary measurement has traditionally been very difficult, yet it
is crucial for understanding the process and effects of coordination across these care interfaces,
whether or not they span separate organizations.

The Office of the National Coordinator for Health IT (ONC) within the Office of the Secretary
for the U.S. Department of Health and Human Services recently reported that in 2012, 72% of all
office-based physicians have adopted an EHR system, nearly double the rate just 3 years prior.
Growth of EHR adoption has been even greater in recent years in the inpatient setting, where
EHR adoption rates among non-Federal acute care hospitals more than tripled from 12% to 44%
between 2009 and 2012. As of 2012, 85% of all non-Federal acute care hospitals use a certified
HER.% These numbers are expected to grow in the coming years. This growth in EHR adoption
and use offer much potential for major advances in the performance, and measurement, of care
coordination over the next several years, even while many challenges remain.

In 2012, AHRQ published a report on the prospects for care coordination measurement using
electronic data sources which evaluated opportunities for and barriers to measuring coordination
processes using EHR data.” That report, based on interviews with 21 informants with expertise in
health IT systems development and use, health information exchanges, EHRSs, all-payer claims
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databases, insurance plans, health data standards, and quality measurement, highlighted three
potential advantages of EHR data for use in measuring care coordination:

e Minimal data collection burden. Structured data within EHRs may be automatically
extracted for quality measurement using computer programs or other advanced search
techniques rather than through manual chart review.

¢ Rich clinical context. EHRs contain a trove of clinical data, including information on
physician orders, laboratory and imaging results, medications prescribed, and progress
notes. This information offers a view of processes of care and clinical outcomes not
available within administrative claims data.

e Longitudinal patient data can be aggregated from multiple sources over time. EHRs aim
(ideally) to aggregate information for each patient from multiple providers, settings,
payers, and encounters into a single location.

While promising, both EHR technology and its implementation into clinical practice are
evolving rapidly, and many barriers to EHR-based care coordination measurement have been
highlighted in reports by AHRQ and others.***%¢ These barriers fall into three main categories:
clinical workflow barriers, data limitations, and limited ability to share information across EHRs
at different sites.

Just as the concept of care coordination is ambiguous in the health services research literature,
there is as yet little agreement within the clinical sphere about what constitutes care coordination,
who should do it, when, and how. This ambiguity limits clinicians’ efforts to coordinate care,
and also limits documentation of coordination activities. As patterns of coordination-related
clinical workflows emerge in the U.S. health care system, so too will the ability of EHRs to
capture and facilitate those processes. Variability in care coordination documentation practices
further limits development of standardized EHR-based measures of care coordination.
Furthermore, heavy reliance on narrative documentation, rather than use of structured data
fields,® when entering clinical information into the medical record further limits use of
information within EHRs for quality measurement.® (Structured data are contained within
specific data fields that specify the type and format of recorded information, such as height
recorded in meters. Unstructured data are generally recorded as free text, with no limitations in
the format and often without clear specification of the type of information recorded in a
particular location.)

Several aspects of EHR data present challenges for use in quality measurement, including
measures of care coordination. Lack of data standardization complicates the process of
specifying data elements to be used in EHR-based quality measures. Coding of lab results and
medication information was of particular concern in prior reviews.* Proposed measures of care
coordination that focus on the transfer of this kind of information across settings or providers
will be limited by this lack of standardization. In addition, much work is needed to evaluate the
reliability, accuracy, and completeness of information contained within EHRs when used for
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quality measurement.*® Furthermore, many EHRSs in use today require significant resources and
technical support in order to extract data for the purpose of quality measurement.

Poor EHR system interoperability presents a major obstacle to EHR-based measurement of care
coordination processes. Without interoperability, EHRs cannot integrate into their record
information about care received from other health delivery organizations or providers. This
limits both coordination at the point of care and measurement of the coordination process using
information contained within the EHR*“" Prior reports have noted that business models related to
EHRs typically facilitate competition rather than cooperation, especially in ways that prevent a
full picture of the steps taken to care for a patient across settings and time.® Much work is on-
going to address EHR interoperability, but until increased information sharing becomes
commonplace, one of the greatest potential advantages of EHR-based care coordination
measures—the ability to capture processes of care that span providers and settings—will remain
largely unrealized.

Together, these reports underscore that EHR-based quality measurement is a nascent field, but
one that is undergoing tremendous growth, spurred in particular by the HITECH Act.?

Specification of EHR-based Measures

The degree to which current measures can actually be calculated using EHR data depends upon
the level of EHR-particular specifications available. By specification, we mean a set of
definitions, instructions, codes, and/or software programs that allow any user to implement a
measure in a precise, reliable, and replicable way. For example, while a measure definition
describes what and who is measured, including a numerator and denominator description, the
measure specification precisely specifies how the measure is to be calculated, including which
fields within the data source are to be used and which values, such as particular diagnosis codes
or ages, are included or excluded for a particular data field. For coordination, relative timing of
events might be part of the specification (e.g., test result and interpretation communicated to
patient within a particular time window relative to test performance).

Measure specifications designed to enable automatic extraction of clinical data from an EHR are
necessary to realize one of the most promising benefits of EHR-based quality measurement:
reducing resources needed for data collection while retaining rich clinical information, including
timing and logistical steps related to care. Without such specifications, manual review of the
electronic record would still be required, offering little additional benefit beyond traditional chart
review of paper records. Accordingly, a new standard, the Health Level 7 (HL7) Health Quality
Measure Format (HQMF), has been established to guide specification of EHR-based quality
measures. eMeasure specifications are those that are fully specified in accordance with this
standard, and that also include associated value sets for data elements used by the measure.
Today, eMeasure specifications facilitate implementation of EHR-based quality measurement,
although complete automation of EHR-based measurement has not yet been realized. Further
automation of EHR-based care coordination measurement will advance as EHR technology and
the HL7 HQMF standard continue to evolve in conjunction with changes in clinical workflow
patterns that incorporate greater performance, and documentation, of care coordination
processes.
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Currently Available EHR-based Measures of Care Coordination

With this context, we now review currently available EHR-based measures of care coordination
(Table 4 and Table 5). These measures were identified through the updated Atlas measure search
(see Appendix Il for details), map to at least one of the Atlas framewaork care coordination
domains, and were designed specifically for use with EHR data or have complete eMeasure
specifications available. We omit from this discussion measures that included EHR or health IT
system data as a potential data source within the measure documentation without any further
specifications particular to EHR data. We do include in the discussion the Meaningful Use
objectives that are being used in the CMS EHR incentive programs to document that
participating eligible professionals and hospitals are using certified technology in accordance
with program goals. While the purpose of these objectives differs somewhat from traditional
health care quality measurement, we believe they represent an additional type of EHR-based
measure that may shed light on processes of care coordination, and as such include them in this
discussion. We reviewed all Stage 1 and Stage 2 Meaningful Use objectives and clinical quality
measures (CQM) (collectively referred to in this discussion as Meaningful Use measures), and
include here only those that evaluated a process of care that mapped to at least one of the Atlas
framework domains.

Many of the Meaningful Use and other EHR-based measures included in this discussion assess
additional aspects of quality of care beyond coordination processes. As with many of the
measures profiled in Chapter 6, determining whether a particular measure evaluated care
coordination or some other aspect of care was at times a difficult decision requiring subjective
judgment and consideration of context. See the section on care vs. care coordination in Chapter 1
for further discussion of the challenges in distinguishing measures of care coordination from
measures that assess other aspects of care, and how we addressed those challenges when
considering measures for inclusion in the Atlas.

The original Atlas search completed in July 2010 found no EHR-based measures of care
coordination. A brief discussion of the Meaningful Use Stage 1 objectives was included in the
original Atlas, but the CMS EHR incentive programs were in a very early stage of initiation at
the time of its publication, so a complete review of measures associated with those programs was
not undertaken.

As Table 4 and Table 5 demonstrate, there has been much interest and development in this area

since that time, with 26 new EHR-based measures identified in the Atlas search update, including
13 Meaningful Use measures (9 objectives and 4 CQMs).
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Table 4. Meaningful Use Measures that Assess Care Coordination*

TITLE AND SOURCE

BRIEF DESCRIPTION

MEANINGFUL USE OBJECTIVES

Stage 1 & 2 Meaningful Use EP Coret
Provide Patients the Ability to View
Online, Download and Transmit Their
Health Information Within 4 Business
Days of the Information Being Available
to the EP?

Two measures:

(1) Patients seen by the EP during the EHR reporting period
are provided timely online access to their health information;
(2) Patients seen by the EP during the EHR reporting period
(or their authorized representatives) views, downloads, or
transmits their health information to a third party.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family), Health IT-enabled
coordination

eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EP Coret
Provide Clinical Summaries for Patients
for Each Office Visit®

Clinical summaries provided to patients or patient-authorized
representatives within 1 business day for office visits.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family)

eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EP Coret
Use clinically relevant information to
identify patients who should receive
reminders for preventive/follow-up care
and send these patients the reminders,
per patient preference’

Patients who have had =2 office visits with the EP within 24
months before the beginning of the EHR reporting period
were sent a reminder, per patient preference when available.
Atlas Domains: Monitor, follow up, and respond to change
eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EP, EH
Coret

Use Clinically Relevant Information
From CEHRT to Identify Patient-
Specific Education Resources and
Provide Those Resources to the
Patient®

Patient-specific education resources identified by CEHRT
Technology are provided to patients with EP office visits (or
patients admitted to inpatient or ED) during the EHR
reporting period.

Atlas Domains: Support self-management goals

eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EP, EH
Coret

The EP/EH Who Receives a Patient
From Another Setting of Care or
Provider of Care or Believes an
Encounter is Relevant Should Perform
Medication Reconciliation®

The EP/EH performs medication reconciliation for patient
transitions of care to the EP or admissions to the EH
inpatient or ED.

Atlas Domains: Facilitate transitions across settings,
Medication management

eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EP, EH
Coret

The EP/EH Who Transitions Their
Patient to Another Setting of Care or
Provider of Care or Refers Their Patient
to Another Provider of Care Should
Provide a Summary Care Record for
Each Transition of Care or Referral®

3 measures (all required):

(1) EP/EH who transitions or refers their patient to another
setting or provider of care provides a summary of care record
(2) EP/EH who transitions or refers patients provides a
summary of care record either [a] electronically transmitted
using CEHRT to recipient, or [b] where the recipient receives
the summary of care record via HIE; and

(3) EP/EH either [a] conducts at least 1 successful electronic
exchange of summary of care document with a recipient who
has EHR technology developed or designed by a different
company from the senders’, or [b] conducts at least 1
successful test with the CMS-designated test EHR during the
reporting period.

Atlas Domains: Information transfer (across health care
teams or settings), Facilitate transitions across settings,
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Health IT-enabled coordination
eMeasure specifications available: N/A

Stage 2 Meaningful Use EP Core

Use Secure Electronic Messaging to
Communicate with Patients on Relevant
Health Information®

A secure message was sent using the electronic messaging
function of CEHRT by patients (or their authorized
representatives) seen by the EP during the EHR reporting
period.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family), Health IT-enabled
coordination

eMeasure specifications available: N/A

Stage 2 Meaningful Use EH Core
Provide Patients the Ability to View
Online, Download and Transmit
Information About a Hospital Admission®

This objective includes 2 measures: (1) Patients discharged
from the inpatient or ED of the EH during the EHR reporting
period have their information available online within 36 hours
of discharge; and (2) Patients (or their authorized
representatives) who are discharged from the inpatient or ED
of EH actually view, download or transmit to a third party their
information during the EHR reporting period.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family), Facilitate transitions
across settings

eMeasure specifications available: N/A

Stage 1 & 2 Meaningful Use EH Menut
Provide Structured Electronic Lab
Results to Ambulatory Providers®

Hospital labs send structured electronic clinical lab results to
the ordering provider for electronic lab orders received.
Atlas Domains: Information transfer (across teams of health
care professionals), Health IT-enabled coordination
eMeasure specifications available: N/A

MEANINGFUL USE CLINICAL QUALITY MEASURES

Stage 2 Meaningful Use EP CQM
Closing the Referral Loop: Receipt of
Specialist Report”

Percentage of patients with referrals, regardless of age, for
which the referring provider receives a report from the
provider to whom the patient was referred.

Atlas Domains: Information transfer (across teams of health
care professionals), Facilitate transitions across settings
eMeasure specifications available: Yes

Stage 2 Meaningful Use EP CQM
Follow-Up Care for Children Prescribed
ADHD Medication (NQF #0108)"

Percent of children 6-12 years old newly dispensed
medication for ADHD who had appropriate follow-up care.
Two rates are reported: (1) percent of children with one
follow-up visit with a practitioner with prescribing authority
during the 30-day initiation phase; (2) percent of children who
remained on ADHD medication for 2210 days who, in
addition to the visit in the initiation phase, had at least 2 other
follow-up visits within 270 days (9 months) after the initiation
phase ended.

Atlas Domains: Monitor, follow up, and respond to change
eMeasure specifications available: Yes

Stage 2 Meaningful Use EH CQM
Home Management Plan of Care
Document Given to Patient/Caregiver
(NQF#0338)"

Assessment that there is documentation in the medical
record that a Home Management Plan of Care document
was given to the pediatric asthma patient/caregiver.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family), Create a proactive plan of
care

eMeasure specifications available: Yes
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Stage 2 Meaningful Use EP CQM

Percent of patients aged 18 years and older with a diagnosis

Diabetic Retinopathy: Communication of diabetic retinopathy who had a dilated macular or fundus
With the Physician Managing Ongoing exam performed with documented communication to the

Diabetes Care (NQF#0089)"

physician who manages the on-going care of the patient
regarding the findings of the exam at least once with 12
months.

Atlas Domains: Communicate (across teams of health care
professionals)

eMeasure specifications available: Yes

*The CMS EHR incentive programs are broad in scope and include many objectives and CQMs that do not assess

care coordination. This table includes

only those that, in our judgment, evaluated a process of care that mapped to at

least one of the Atlas framework domains.
1tThis measure was used in Stage 1 and Stage 2, with slight modifications for the different stages. Only the stage 2

version is listed here.

ADHD - Attention deficit hyperactivity disorder; BMI — Body mass index; CCD — Continuity of care document; CEHRT
— Certified electronic health record technology; CQM — Clinical quality measures; EH — Eligible hospital (includes
critical access hospitals); EHR — Electronic health record; EP — Eligible professional; HIE — Health information
exchange; HIT — Health information technology system (includes EHR and HIE); N/A — Not applicable; NQF —

National Quality Forum.

Table 5. Other EHR-based Care Coordination Measures

TITLE AND SOURCE

BRIEF DESCRIPTION

Prenatal Record Present at the
Time of Delivery'

Percent of patients, regardless of age, who gave birth at 36 weeks
gestation or beyond during a 12-month period whose prenatal record
was present at the facility at the time of delivery (may include faxing or
emailing copy to labor and delivery).

Atlas Domains: Information transfer across teams of health care
professionals, Facilitate transitions across settings

eMeasure specifications available: No

The Ability for Providers With
HIT to Receive Laboratory
Data Electronically Directly
Into Their Qualified/Certified
EHR System as Discrete
Searchable Data Elements
(NQF#0489)’

Documents the extent to which a provider uses certified/qualified EHR
system that incorporates an electronic data interchange with one or
more laboratories allowing for direct electronic transmission of
laboratory data into the EHR as discrete searchable data elements.
Atlas Domains: Information transfer (across teams of health care
professionals), Health IT-enabled coordination

eMeasure specifications available: No

Tracking of Clinical Results
Between Visits (NQF # 0491)

Documentation of the extent to which a provider uses a
certified/qualified EHR system to track pending laboratory tests,
diagnostic studies (including common preventive screenings) or
patient referrals. The Electronic Health Record includes provider
reminders when clinical results are not received within a predefined
timeframe.

Atlas Domains: Monitor, follow up, and respond to change, Health IT-
enabled coordination

eMeasure specifications available: No

Heart Failure Follow-Up Visit
Scheduled"

Percent of patients, regardless of age, discharged to ambulatory care
or home health care with a principal discharge diagnosis of heart
failure for whom a followup appointment was scheduled and
documented including location, date, and time for a follow-up office
visit, or home health visit (as specified).

Atlas Domains: Facilitate transitions across settings, Monitor, follow
up, and respond to change

eMeasure specifications available: No
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TITLE AND SOURCE

BRIEF DESCRIPTION

Critical information
communicated with request for
referral to specialist (sent by
PCP)

Number of patients with relevant clinical information communicated
using CCD with request for referral to specialist. Defined from PCP
perspective (CCD sent) and also from specialist perspective (CCD
received).

Atlas Domains: Information transfer (across teams of health care
professionals), Facilitate transitions across settings, Health IT-enabled
coordination

eMeasure specifications available: No

Critical Info communicated
with request for referral to
specialist (received by
specialist)I

Number of patients with relevant clinical information communicated
using CCD with request for referral to specialist. Defined from PCP
perspective (CCD sent) and also from specialist perspective (CCD
received).

Atlas Domains: Information transfer (across teams of health care
professionals), Facilitate transitions across settings, Health IT-enabled
coordination

eMeasure specifications available: No

PCP communicates to patient
the reason for referral

Number of referred patients where PCP gave patient written
information on reason for referral/consultations.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family), Facilitate transitions across
settings

eMeasure specifications available: No

Specialist communicates
results to patient/familyI

Number of patients seen by specialist where the specialist provided
written results to the patient.

Atlas Domains: Information transfer (between health care
professional(s) and patient/family)

eMeasure specifications available: No

PCP review of Specialist
ReportI

Number of referred patients seen by the specialist where the PCP
reviewed the results of the specialist report.

Atlas Domains: Information transfer (across teams of health care
professionals), Health IT-enabled coordination

eMeasure specifications available: No

eMeasures of Effect on Quality
of EHR with HIE™

Set of 11 process measures that use EHR data to assess the effect of
using an EHR that has health information exchange capabilities.
Includes redundant testing, medication documentation, referral
communication and post-discharge follow-up.

Atlas Domains: Information transfer (across teams of health care
professionals), Facilitate transitions across settings, Monitor, follow up,
and respond to change

eMeasure specifications available: No

Osteoporosis: Communication
with the physician managing
on-going care post fracture of
hip, spine, or distal radius for
men and women aged 50 and
older. (NQF #0045)"

Patients age 50 or older treated for hip, spine, or distal radial fracture
who have documentation of communication with physician managing
the patient's on-going care that a fracture occurred, and that the
patient was, or should be tested or treated for osteoporosis.

Atlas Domains: Communicate (across teams of health care
professionals), Facilitate transitions across settings, Facilitate
transitions as coordination needs change

eMeasure specifications available: Yes
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TITLE AND SOURCE BRIEF DESCRIPTION

Medication Reconciliation Patients aged 65 years and older discharged and seen within 60 days
(NQF#0097)" in the office by the physician providing on-going care who had a
reconciliation of the discharge medications with the current medication
list in the medical record documented.

Atlas Domains: Establish accountability or negotiate responsibility;
Information transfer (across health care teams or settings); Facilitate
transitions across settings, Monitor, followup and respond to change;
Medication management

eMeasure specifications available: No

Dementia: Caregiver Percent of patients, regardless of age, with a diagnosis of dementia
Education and Support® whose caregiver(s) were provided with education on dementia disease
management and health behavior changes AND referred to additional
resources for support within a 12-month period.

Atlas Domains: Support self-management goals, Link to community
resources

eMeasure specifications available: Yes

EHR — Electronic health record; HIE — Health information exchange; HIT — Health information technology system
(includes EHR and HIE); NQF — National Quality Forum; PCP — Primary care provider.

Numbers in parentheses refer to the NQF measure identification number, included for reference.

Together, the 26 EHR-based measures shown in Table 4 and Table 5 evaluated nine Atlas
domains (Figure 3). The Communicate domain was the most commonly measured, specifically
the Information Transfer sub-domain (n=17), highlighting the predominant focus of early EHR-
based care coordination measures on tracking the flow of information from one location to
another as patients receive care (Figure 4). Measures that mapped to the Information Transfer
sub-domain most often evaluated transfers of information occurring across health care teams or
settings (n=10), with an additional seven measures evaluating transfers of information between a
health care provider and the patient or family. As highlighted by the gaps in Figure 4, no
measures evaluated communication among members of a health care team, such as providers and
staff within a single clinic, and no measures evaluated the Interpersonal Communication sub-
domain, an area less identifiable with currently collected electronic information.
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Figure 3. Frequency of Care Coordination Domains Measured by EHR-Based Measures

0 2 4 6 8 10 12 14 16 18 20

Establish Accountability or Negotiate Responsibility

Communicate

Faciliate Transitions

Assess Needs and Goals

Create a Proactive Plan of Care

Monitor, Follow Up & Respond to Change

Support Self-Management Goals

Link to Community Resources
Align Resources with Patient and Population Needs 1
Teamwork Focused on Coordination 1
Health Care Home |
Care Management |

Medication Management
Health IT-Enabled Coordination %

® Total Measures

Note: No measures mapped to some of the domains, as illustrated above. Many measures mapped to more than one
domain. N = 26 measures total.

Twelve measures mapped to the Facilitate Transitions domain; all of these evaluated transitions
occurring across health care settings (Figure 5). The transitions most frequently measured were
those from primary care to outpatient specialty care (n=4), inpatient to primary care (n=2),
inpatient to outpatient specialty (n=2), and inpatient to any other setting of care (n=2). One
measure also assessed the transitions as coordination needs change, evaluating coordination as
older adults who have experienced certain fractures (hip, spine or distal radius) transition from
acute care to a period of rehabilitation.

Health IT-enabled coordination was also commonly measured among the set of EHR-based
measures (n=9), not surprising given the focus of many of these measures on the use of EHR
technology, particularly among the Meaningful Use objectives and CQMs that account for 13 of
the 26 EHR-based measures identified (Figure 3). (Note that this domain reflects whether health
IT system functionality was used to carry out care coordination activities, not whether health IT
data were used in calculating the measure. Thus, not all EHR-based measures map to this
domain). While previous evaluations of potential for EHR-based care coordination indicated
interest in using EHR data to evaluate coordination facilitated by comprehensive care plans,®
only one of the currently available EHR-based measures addresses this domain, in this case,
evaluating provision of a home management plan of care to pediatric asthma patients. This likely
reflects continued ambiguity around what constitutes a comprehensive plan of care and how to
measure it. As highlighted in that report, such proactive, interactive, comprehensive and shared
care planning is not widely used in current practice.
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Figure 4. Frequency of Communicate Domains and Sub-Domains Measured by EHR-Based
Measures
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Note: Measures mapped to the Communicate domain when the mode of communication was not specified as either
Interpersonal Communication or Information Transfer. No measures mapped to the Interpersonal Communication
sub-domain. No measures assessed communication within teams of health care professionals. N = 26 measures total.

Taken together, these EHR-based measures reflect the current health IT climate that is widely
concerned with solving problems of interoperability and achieving greater information sharing
across settings, providers, and other participants in patients’ care. They also reflect limitations in
the ability of EHR technology to capture dynamic, interpersonal processes such as teamwork,
care planning, and interpersonal communication. Advances in technology and its integration into
clinical work flows may attenuate some of these limitations in the future, but some aspects of
care coordination may never be well-captured in EHRs.® When resources allow, combining
EHR-based measurement with other measurement approaches, such as surveys, can provide a
more complete assessment of the many aspects of care coordination. Furthermore, EHRs
represent just one view of care coordination processes (the system representative perspective).
Measurement from the patient/family and health care professional perspectives is also important.
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Figure 5. Types of Cross-Setting Transitions Evaluated by EHR-based Measures
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Note: The sum of transitions listed above exceeds the total number of measures that evaluate any cross-setting
transition (12) because some measures evaluated multiple transitions of care (i.e., transitions between Primary Care
and Outpatient Specialty Care, as well as Primary Care and Inpatient).

Measures of EHR Use for Care Coordination - Meaningful Use

The Meaningful Use objectives and CQMs used in the CMS EHR incentive programs deserve
particular attention, given the powerful impact those programs are having on health IT adoption.
CMS reports that by mid-2013, more than half of all eligible professionals had received some
incentive payment under the EHR incentive programs (Medicare and Medicaid combined). More
than 309,000 unique eligible professionals and more than 4,000 unique eligible hospitals have
received incentive payments. Payments as of June 2013 total more than $15.5 billion.”

Of the 26 EHR-based measures identified in the recent Atlas update search, 13 are used to
evaluate Meaningful Use under the CMS EHR incentive programs (Table 4). These measures
focus in particular on measuring the transfer of information (8 measures), either between
providers and patients or their family (5 measures) or across health care providers or settings (3
measures). This reflects the focus of the Meaningful Use evaluation criteria to date (Stage 1 and
Stage 2), which emphasizes data capture and sharing. It also reflects limitations in most EHR
technology available today. One of the barriers to EHR-based care coordination measurement
reported by AHRQ is that few options are available within current EHR technology to create,
maintain, and share a longitudinal, comprehensive plan of care.® Similarly, much of the
information needed for care coordination, such as documentation of needs assessments, patient
preferences, responsibilities of the various participants in a patient’s care, and patient support
networks, typically resides in unstructured text format (i.e., free text notes) or is simply not
recorded anyplace, rather than in structured fields using standard terminology or code sets. To
date, no EHR-based measures use unstructured data, and recent evaluations suggest this will be
the case for the foreseeable future.® Enabling measurement of these aspects of care coordination
will require a combination of advances in technology (building in structured data fields for this
information), standardization (creating standards to encode this information), and clinical
workflow (gathering information and documenting within structured fields using standards).
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Public Reporting of Health IT-enabled Care Coordination
As increasing attention is focused on the adoption and use of EHRSs and other health IT systems,
some efforts are underway to publicly report health IT use. To the extent that these publicly
reported measures specifically address care coordination, they also represent new opportunities
for public reporting of coordination processes. Below, we summarize three such public reporting
efforts identified as part of the Atlas measures search update. (Because the Atlas measures search
was not designed specifically to identify public reporting initiatives, other examples may exist
that report on some aspects of care coordination.)

Rhode Island Health IT Adoption. As of August 2013, Rhode Island is the only state to
mandate public reporting of health IT adoption and use by all licensed physicians.
Beginning in 2013, advanced practice nurse practitioners and physician assistants must
also participate, and will be individually identified in public reporting beginning in 2014.
This public reporting is based on an annual survey that measures communication and
information transfer across health care settings and use of EHRS to support patient
monitoring and followup, as well as other aspects of EHR use not related to care
coordination (see Measure #75, profiled in this updated Atlas). Practitioner-level scores
are reported for five composite measures of EHR use, of which two (scores for basic and
advanced EHR functionality use) include most of the coordination-related survey items.
Although these composite measures mask some of the specificity of the coordination
items included within them, they represent one of the earliest attempts to publicly report
the performance of care coordination for individual health care professionals. More
information and physician-level measure scores are available from the State of Rhode
Island Department of Health (http://www.health.ri.gov/physicians/about/quality/).

Minnesota Health Scores. This voluntary, state-wide public reporting initiative includes
reporting the level of health IT-based care available from individual ambulatory care
clinics within the state with respect to three functionalities: Adoption, Use, and
Exchange. Most relevant to care coordination is the level of reported Exchange
functionality, indicating whether an ambulatory care clinic sends or receives electronic
data via an EHR with network hospitals (mid-level exchange functionality) and whether
the clinic can also safely send or receive electronic information from its own EHR with
hospitals outside its network (advanced level exchange functionality). Data are reported
from a survey of most ambulatory care clinics in Minnesota; all clinics were invited to
participate. In 2013, the first year of the program, 80% of clinics completed the survey.
Clinic-level data are available online from Minnesota Health Scores
(http://www.mnhealthscores.org/index.php?p=our_reports&sf=clinic&category=18).
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e State of California Office of the Patient Advocate (OPA) Quality Report Cards.
Through this web site, consumers can view quality information about ten commercial
health maintenance organizations (HMO), six preferred provider organizations (PPO),
and more than 200 medical groups in California. The medical group ratings include
information about use of health IT to facilitate communication and information transfer
between health care providers and patients, such as whether patients can email their
doctor, receive test results online, view their medical record online, or receive a visit
summary with instructions after each visit. These ratings are generated by the Integrated
Healthcare Association’s pay for performance initiative using the National Committee for
Quality Assurance (NCQA) Healthcare Effectiveness Data and Information Set (HEDIS)
measures as well as results from the Patient Assessment Survey. The HMO and PPO
quality ratings include patient-reported experience of care based on the AHRQ Consumer
Assessment of Healthcare Providers and Systems (CAHPS) health plan survey, including
ratings of care coordination, but do not specifically address use of health IT to facilitate
care coordination. More information and the HMO, PPO and medical group quality
scores are available from the OPA Quality Report Cards web site
at http://reportcard.opa.ca.gov/rc2013/.

In addition to myriad research and public policy uses, these publicly available data on some care
coordination processes may serve as a benchmark against which to gauge care coordination
processes measured at a local level, such as local quality improvement efforts. In this sense, they
are examples of tools to be used alongside the Care Coordination Measures Atlas, providing a
reference point or sense of scale against which to interpret results from other coordination
measures.

Social Network Analysis of Care Coordination
Social network analysis (SNA) is a method for mapping and analyzing relationships among
actors within a network. A network consists of actors, such as individuals, organizations,
programs, or other entities, who are connected with one another in some way.4 SNA uses
quantitative methods to evaluate the relationships and interactions of actors within a network,
and can facilitate comparisons of one network to another, even when network structures differ."
In this section, we provide a brief overview of SNA methods, then discuss its application to the
health care setting, in particular its use in the study of processes related to care coordination.

Method Overview

To use the SNA method, the first step is to identify actors within a particular network. When the
boundaries around a network are clear, this is a straightforward task and all actors are identified
before any data collection begins. When boundaries are not clear, data must be collected to
identify actors, often through qualitative methods, such as interviews or snowball techniques.
However actors are identified, once this has been done, relationships—or ties—between each
member of the network are mapped with each other member of the network, yielding a matrix of
dyadic interactions. For example, if examining relationships among five nurses within a
particular primary care clinic, the resulting network would take the form of a 5-by-5 matrix. The
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actors and ties among them may be depicted visually through a variety of network graphs, and
quantitative methods can be used to evaluate various characteristics of a network. These include
the degree of connectivity of particular actors within the network, the importance—or
centrality—of particular actors based on their position between, proximity to, and directed
connections with other actors, and the extent to which different actors within a network play
similar roles (termed structural equivalence). While the metrics used to evaluate and describe
networks vary depending upon the questions of interest, all SNA methods are similar in their
focus on identifying actors within a network and quantifying the interactions or relationships
among them.

Social Network Analysis in the Health Care Setting

SNA has been used for the study of organizations since the 1950’s, including some application in
the health care setting. A recent systematic review of SNA methods published within the medical
and health care literature identified 52 such studies published between 1950 and 2011.° All but
one of the included studies used SNA to describe an existing social network in a health care
delivery organization, typically gathering information about networks of physicians, nurses,
other health professionals, administrators, and policy makers. These studies focused most often
on (1) organizational management, such as physician-nurse interactions, staff relationships,
team-functioning, and within-organization decision-making processes; (2) diffusion of
innovations, including adoption of medical technology, prescribing practices, and evidence-
based medicine; and (3) professional ties among providers from different organizations, settings,
or health professions. Few examined connections across health care settings (just 9 of 52 studies)
and none specifically examined care coordination.

However, several studies suggest how SNA methods might provide insight into coordination
processes at the level of organizations, patients, or particular care transitions. Below, we
highlight three studies identified from the prior review, the updated Atlas measure search

(see Appendix Il for details), and other informal searches that demonstrate how SNA methods
can be applied to the study and measurement of coordination-related processes.

In an example of an organization-level SNA approach to examining care coordination,
Nageswaran and co-authors examined inter-agency collaboration in the care of children with
complex chronic conditions in a single U.S. city.' The authors found that pediatric practices
reported the greatest degree of collaboration with other agencies with respect to both referrals out
to and in from other organizations. They also had strong connections with subspecialty practices,
but weak ties with supportive services agencies. The latter had poor ties with many other
agencies and the greatest gaps in collaboration. By asking network actors about desired as well
as actual ties, the authors zeroed in on the Atlas domain of links to community resources,
revealing potential gaps in the coordination of services for this patient population which may be
ripe for establishing new connections among agencies that desire more collaboration.

Weenink and colleagues examined networks of providers caring for patients with type 2 diabetes
and chronic heart failure (CHF) at three primary care clinics in the Netherlands, using
information from patients, health care providers, and the medical record to construct patient-
specific networks." While small and of very limited generalizability, this study demonstrated
feasibility of constructing patient-specific networks that arise during the provision of care. This
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patient-centric approach differs from other applications of SNA that have examined networks
defined by organizational, professional, or disease boundaries. Thus SNA has the potential to
provide measures from each of the three Atlas perspectives (patient/family, health care
professional, and system representative), as well as linkages between the individuals representing
each view.

Finally, Benham-Hutchins and co-authors examined the network of actors and communication
patterns surrounding five patient hand-offs within a single hospital, such as admission to the
hospital from the emergency department or transfers from one inpatient unit to another.” While
these transitions occurred within a single hospital, the results illustrate that much care
coordination, in particular communication, occurred during even intra-organization care
transitions. Networks of providers included in the five hand-offs studied included between 11
and 20 providers. These networks were mapped by functional role, such as emergency
department nurse or surgeon, rather than by individual name. Thus, the number of individuals
involved in these hand-offs was likely greater than that reported from the analysis. The study
found that none of the communication networks used in the five studied transfers had a
centralized structure and that no single provider within any network coordinated information
exchange. Gatekeepers were common among the networks, controlling the flow of information
among various other actors. This study demonstrates that applying SNA techniques to examine
care coordination processes is feasible, even at the very granular level of examining specific
transitions for individual patients.

A key distinction between these three example studies is the level of analysis. Nageswaran and
co-authors examined networks of organizations,' reflecting typical patterns of interaction that
occur routinely over the course of providing care or services for many patients. Analyses
conducted at this level can provide insight into patterns of information sharing, collaboration,
and referrals that occur regularly across organizations, potentially suggesting structural gaps
where stronger connections are needed, as well as links that bridge separate operational
networks. Weenink and colleagues examined networks centered around patients, evaluating the
degree to which certain aspects of care were centralized with a particular provider role or
specialty group, or with the patients themselves." This type of application might be useful for
evaluating the effects of team-based or multidisciplinary care models or the effectiveness of
improvement initiatives that employ care coordinators or technology to centralize coordination
processes.

The study by Benham-Hutchins and co-authors examined coordination processes at an even
more granular level, mapping networks of interactions that emerged on an ad hoc basis at the
point of care as specific patient transitions occurred within a single institution.” This extreme
micro-level view provided much more detailed insight into the roles and interactions of
particular providers within the hospital of study, but results might not be reflective of typical
patterns of interactions around other patient transitions within the same hospital, and are likely
even less generalizable to other health care delivery organizations. However, the greater level of
detail would likely be useful for quality improvement efforts that target team functioning.

These studies demonstrate just three of the ways that SNA methods can be applied to evaluate
care coordination processes, but other applications exist and more will emerge as social network
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methods are more widely applied in this field. It is probable that additional applications of SNA
to care coordination measurement have been published, but were not identified through the
updated Atlas measure search. However, the identified evidence suggests that while promising
and feasible, SNA has not yet been applied widely to questions of care coordination. Only one of
52 SNA applications from the health care setting identified by a recent systematic review® related
directly to care coordination, and another recent systematic review of boundary spanning roles
within collaborative networks found only three examples from the health care setting, none of
which addressed care coordination."

SNA-based methods of examining care coordination processes hold promise because they
consolidate great complexity into a few measures and are highly adaptable. However, data
collection can be burdensome, particularly for networks without clear boundaries or with many
actors, and analyses can be complex and often require special software programs. Future
development of SNA-based care coordination measures must address these challenges, while
refining methods particular to questions of coordination, care transitions, and collaborative care.

Landscape of Care Coordination Measures
These emerging trends will enhance the landscape of care coordination measurement options,
supplementing the current predominance of survey-based measurement methods with additional
data sources and approaches. For the most part, these newer approaches to measurement will not
replace older methods, but rather complement them by providing additional lenses through
which to view coordination-related processes of care. However, it is likely that one formerly
common approach to care coordination measurement—manual chart review—will be replaced in
the future. As EHR technology and EHR-based measurement methodologies develop further,
many measures that formerly relied on manual chart review will likely be supplanted by EHR-
based measures for which data can be automatically extracted rather than requiring time-
consuming manual review. In some cases this will involve revising measure specifications that
were designed for chart review methods to instead adhere to the emerging standards for
eMeasure specifications, as has been done for some of the currently available EHR-based
measures. As the field of EHR-based measurement matures, additional measures will be
developed that leverage the types of data most readily available from within EHRs.

Obtaining a comprehensive understanding of care coordination requires measurement from
multiple perspectives, as is emphasized by the inclusion of three key perspectives in the Atlas
framework: patient/family, health care professional, and system representative. While this
chapter emphasizes development of novel measurement approaches, we do not wish to suggest
that surveys—the predominant type of care coordination measure in use today—are outdated or
inadequate. Indeed, we expect that surveys will continue to be the chief method of measuring
care coordination for the patient/family and health care professional perspectives, and will
continue to play an important role as one of several options for measuring the system
representative perspective. Rather, as they are further developed and implemented, the emerging
measurement approaches discussed in this chapter will provide additional options for measuring
care coordination from each measurement perspective. EHR-based measures offer a new method
for evaluating the system representative perspective, and in the future may provide an additional
avenue for evaluating the patient/family perspective as opportunities increase for patients and
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their representatives to interact directly with EHRs. Social network analysis approaches can be
adapted for measuring each of the perspectives, depending upon the level of analysis and source
of information used to create network maps. Further development may also lead to combined or
hybrid approaches, such as integrating questionnaires that collect data for social network analysis
into existing care coordination-related surveys of patients or health care professionals, and then
linking network characteristics to coordination processes evaluated through other means, such as
EHR-based measures. While these possibilities are as yet unrealized, the rapid pace of care
coordination measure development will ensure that many new measurement approaches continue
to emerge and further enhance the measurement landscape.

As these and future measurement approaches emerge, the expanded landscape of care
coordination measures will become broader, richer, and more diverse, but also potentially more
difficult to navigate. It is our hope that this Atlas will serve as a valuable resource to guide
measure selection, identify key measurement gaps, and build towards a common understanding
of care coordination.
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Chapter 5. Measure Mapping
Measure Mapping Table

To lay out information about the care coordination measurement landscape in two dimensions, a
Measure Mapping Table was developed to show the intersection of care coordination domains
and measurement perspectives. Measures were indexed, or “mapped,” according to the care
coordination domains included in the care coordination measurement framework (see Figure 2),
in order to indicate which aspects of care coordination a particular instrument measures. This
measure indexing, or mapping, serves two main purposes:

1. It provides an overview of the current care coordination measurement field, highlighting
areas with many available measures and those with few measures.

2. It allows Atlas users to quickly narrow the field of available care coordination measures,
homing in on those that assess aspects of care coordination of particular interest to the
user.

Measures relevant to care coordination that are included in this Atlas were mapped using the
Measure Mapping Table (Table 6). The table is structured to simultaneously categorize measures
by perspective—patient/family, health care professional(s), or system representative(s)—and by
care coordination domain (specific care coordination activities and broad approaches). The
perspective (seen in the columns of the table) reflects how care coordination is measured: who is
providing the information (e.g., patients, primary care provider, chart review), what data are used
(e.g., patient satisfaction survey scores, medical record information, administrative data), and
how data are aggregated during analyses (e.g., by patient, by physician group, by payer, etc.).
The domains reflect the specific components of care coordination that are addressed by each
measure, or individual items within the measure. The Definitions of Care Coordination Domains
were used to guide measure mapping.

A filled square (m) indicates that the measure contains 3 or more individual items that pertain to
that domain. Composite measures or summary scores are also indicated with a filled square. An
open square (0) indicates that the measure contains only 1 or 2 items that relate to a domain.
This allows users to quickly assess the degree to which each measure focuses on a particular
domain of care coordination, as well as the burden of data collection (i.e., number of items)
related to the specific domain. Individual questions or items (measure components) within a
measure may map to more than one domain. In addition, a single measure, or measure
component, may address only one aspect of a particular domain. We mapped a measure to a
domain if it addressed any aspect of the domain definition. For more detailed information on
measure mapping, please refer to Appendix I: Measure Mapping Strateqy.

Measure profiles follow each individual measure mapping table and contain more detailed
information on the measure (see Figure 6) for an explanation of what information is included).
Decisions regarding the types of information to include were based on input from the advisory
groups (see Appendix Ill: Advisory Group Participants). Relevant information for each section
of the profile was obtained and extracted from publications identified through a detailed
literature search (see Appendix Il: Identifying Measures). The measure profiles also identify the
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specific measure items (i.e., survey questions or measure components) that map to each domain.
Copies of the measure instruments are available in Appendix IV: Care Coordination Measures.

In this updated version of the Atlas, measure profiles also include information about three
additional measure characteristics: patient age groups, patient conditions, and settings. These
characteristics identify the group or groups of patients whose care the measure is intended to
assess. Measures were mapped to these categories based on information contained in the measure
instrument and in published sources listed in the Atlas profiles. Measures were mapped to a
category if it matched a stated intent or purpose of the measure or a published use of the
measure. When possible, feedback from measure developers was incorporated prior to finalizing
the categorization for each measure. Definitions for categories can be found in Appendix I:
Measure Mapping Strategy.

Special Caution. Many measures included in the Atlas are survey instruments. Users are
cautioned that even though individual items from surveys are mapped to particular domains,
most instruments should be used in their entirety. Typically, measure testing is conducted on the
entire measure; performance of measurement based on individual items is usually unknown. It
may be possible to seek advice directly from a measure developer about any potential
adaptations.

Table 4. Care Coordination Measure Mapping Table

MEASUREMENT PERSPECTIVE

Health Care System
Professional(s) | Representative(s)

Patient/Family

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination
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Figure 6. Measure Profile Template

TITLE OF MEASURE

Purpose. A short statement defining the main objective or goal of the measure.

Format/Data Source. A description of the type of instrument(s). If applicable, specific
information is noted regarding the number of individual items and the domains, categories, or
subtopics covered.

Date. The date the measure was published or released.

Perspective. The perspective—Patient/Family, Health Care Professional(s), or System
Representative(s)—being measured.

Measure Item Mapping. A list of which measure items map to which domains. Measure items
are typically survey questions or instrument components. For domain definitions, refer to the
Definitions section. For the Communicate domain and its subdomains (Interpersonal
Communication and Information Transfer), we also provide information on the participants
involved in the communication (e.g., communication between health care professional(s) and
patient/family; within teams of health care professionals; and across health care teams or
settings).

Development and Testing. A summary of relevant information concerning the development of
the measure, as well as reliability and validity testing. Measure developers were contacted to
seek updated testing information.

Link to Outcomes or Health System Characteristics. A summary of results that link the
measure to patient outcomes or health system characteristics.

Logic Model/Conceptual Framework. A brief description of a model, framework, or design if
utilized in the development of the measure.

Country: The country in which the measure was developed.

Past or Validated Applications

e Patient Age. Age groups for which the measure is applicable or validated.

e Patient Condition. Conditions for which the measure is applicable or validated.
e Patient Setting. Settings in which the measure is applicable or validated.

Notes
e This section contains any additional relevant information.

Source(s). List of relevant sources for the measure and its development or testing.

8
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Measure Selection Guide

Purpose

This section of the chapter is intended to help users identify existing care coordination measures
that can potentially be used to evaluate their care coordination interventions or demonstration
projects.

Outline
1. Identify the measures relevant to your intervention.

Identifying the measures relevant to your intervention study involves several steps outlined
below.

a. Specify mechanisms of achieving care coordination.

b. Find relevant domains on measure mapping table.

c. Consider perspective(s) of interest.

d. Identify relevant care coordination measures.

2. Review relevant measure profiles.

Once you have identified the relevant measures, go to the Measure Profiles section to examine
the relevant measures in more detail and determine which may meet your evaluation needs.

Step-by-Step Guidance

This section augments the brief outline above with more detailed guidance on how to use the
Atlas, including example material (in blue). (Note: this section reflects the set of 61 measures
included in the original Atlas and does not include the newer updated Atlas measure additions).

1. Identify the measures relevant to your intervention.

Step a. Specify the relevant mechanisms that your intervention will utilize to achieve its care
coordination goals. Then identify the corresponding care coordination domain(s) (see Domain
Definitions).

A single intervention may employ multiple mechanisms so you will want to map each one
individually to all applicable domains. Repeat this step for each mechanism, and highlight
applicable rows on the measure mapping table. Keep in mind that a single mechanism may
correspond to multiple domains.

Example

Dr. Smith designed a program to improve post-discharge health outcomes for
patients with congestive heart failure and to reduce readmissions related to
CHF. The program aims to achieve this by actively facilitating the transition
from the inpatient to outpatient setting, using a patient-centered case
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management approach to facilitate care during this transition. The study
protocol includes activities such as: specially trained nurse case manager
develops a care plan with the patient prior to discharge using a computerized
protocol; a 30-minute patient education session with a nurse on the day of
discharge to go over the patient care plan including ‘red flags’ (specific
situations and the specific actions needed); faxing a complete medical record
from the hospital, including test results, to the primary care provider within 48
hours of discharge; a followup phone call from a nurse to the patient within the
first 7 days after discharge to assess the patient and trigger further followup as
required. This program will be implemented at a single community hospital for
6 months. All patients admitted for CHF will be invited to participate.

Intervention mechanism: Facilitate transition from inpatient to outpatient
setting - Domain: Facilitate Transitions Across Settings

Intervention mechanism: The program uses a case management approach and
a designated case manager - Domain: Care Management

Intervention mechanism: Through red-flag discussion, help educate patient
about how they can best react to changing symptoms - Domain:
Interpersonal Communication; Support Self-Management Goals.

Intervention mechanism: Develop a care plan with the patient prior to
discharge, using a computerized protocol - Domain: Create a Proactive Plan
of Care

Intervention mechanism: 30-minute patient education session with nurse on
the day of discharge to go over patient care plan - Domain: Support Self-
Management Goals; Create a Proactive Plan of Care

Intervention mechanism: Faxing complete medical record from hospital stay,
including test results, to primary care provider within 48 hours of discharge >
Domain: Information Transfer; Monitor, Follow Up, and Respond to Change.

Intervention mechanism: Followup telephone call from nurse within the first
7 days after discharge - Domain: Monitor, Follow Up, and Respond to
Change

Step b. Find the relevant domains on the Master Measure Mapping Tables (see Table 7, Table
8, and Table 9).

From the care coordination domains listed in the top rows on the left-hand side of the tables, find
the domain(s) you selected and highlight across the row.

Example
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For the example listed above, find and highlight the rows for Facilitate
Transitions (across settings); Care Management; Information Transfer;
Interpersonal Communication; Monitor, Follow Up, and Respond to Change;
Create a Proactive Plan of Care; Support Self-Management Goals.

Step c. Consider perspective(s) of interest.

Who is the intervention primarily targeted towards? Who will carry out the intervention? Which
perspective are you most interested in assessing? Measurement from any of the three
perspectives listed in the measure mapping tables may be relevant—Patient/Family, Health Care
Professional(s), or System Representative(s). For example, an intervention that includes a patient
education mechanism will certainly merit evaluation from a Patient/ Family perspective. But it
may also be useful to assess it from a Health Care Professional(s), or System Representative(s)
perspective, depending on the goals of the intervention. Thorough evaluation may require
looking at your intervention from multiple perspectives. There are three Master Measure
Mapping Tables, one for each measurement perspective (see Table 7, Table 8, and Table 9).

Example
| am most interested in understanding the effects of this program on patients
with CHF.

Perspective: Patients/Family = Specify population: CHF patients
Step d. Identify relevant care coordination measures.

Using the Master Measure Mapping Tables (see Table 7, Table 8, and Table 9), look at the
measures available that correspond to the intersections of interest (boxes in the grid) based on the
previous steps (domains and perspectives). For example, if you wish to evaluate Information
Transfer from the Patient/Family perspective, find the Patient/Family perspective column and
scan down until you connect to the Information Transfer row. The box that connects these
columns and rows lists the existing measures in the Atlas that evaluate information transfer from
a patient or family perspective.

Note that interventions could have multiple mechanisms and perspectives and so you will need to
do Steps a through d for each combination to identify all the relevant existing measures. Also,
note that for some combinations, there may not be an existing care coordination measure
included in the Atlas.

Example

Go to the Master Measure Mapping Table for the Patient/Family perspective
and look across the Care Management domain row. The numbers in this box
correspond to related measures that may be of use in evaluating this
intervention. For this example, the measures addressing care management from
the patient/family perspective are: 11a, 14, 21, and 51.
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Continue checking the table(s) for all domains and perspectives of interest in
evaluating this intervention. This will provide the complete set of available
measures contained in the Atlas for evaluating the mechanisms of the
intervention. For this example, measure number 21 would be particularly
important to review because it maps to the Patient/Family perspective of all 7
domains identified as relevant for this intervention.

2. Review relevant measure profiles.

Once you have identified each measure that maps to your intervention and evaluation
mechanisms and perspectives, go to the Measure Profile section to find out more information
about each of them. Each profile is preceded by an individualized measure mapping table that
shows the care coordination domains and perspectives of the specific measure. The profile
highlights the main features of the measure and key resources associated with it. These
summaries also provide information on validity and testing, links to care coordination outcomes,
application settings and populations, and format and data source. It also maps individual measure
items (i.e., survey questions or questionnaire components) to each domain. This information
should be used to guide the selection of specific measures for use in evaluating the intervention.

The individualized measure mapping tables provide information on the number of items related
to each domain. A filled square (m) indicates that the measure has 3 or more items corresponding
to that particular domain or that it is a composite measure related to that domain. An open square
(0) indicates that a measure has only 1 or 2 items corresponding to that domain.

Example

There are 37 different measures that map to the Patient/Family perspective of
the 7 domains identified as relevant to the intervention in this example. To
further narrow this list, you may begin by reviewing those measures that map
to most of those 7 domains. For example:

Measure #4a. Consumer Assessment of Healthcare Plans and Systems --Adult
Primary Care 1.0 (CAHPS) maps to 5 of the 7 relevant domains.

Measure #6. Client Perception of Coordination Questionnaire (CPCQ) maps
to 5 of the 7 domains.

Measure #10. Patient Assessment of Care for Chronic Conditions (PACIC)
maps to 5 of the 7 relevant domains.

Measure #11. Family Centered-Care Self-Assessment Tool — Family version
maps to 6 of the 7 relevant domains.

Measure #13. Primary Care Assessment Survey (PCAS) maps to 5 of the 7
relevant domains.

Measure #16c. Medical Home Family Index and Survey (MHFIS) maps to 5
of the 7 relevant domains.

Measure #17a-b. Primary Care Assessment Tool (PCAT-CE) maps to 5 of the
7 relevant domains.

Measure #21. Resources and Support for Self-Management (RSSM) maps to
all 7 relevant domains.
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Measure #37. Patient Perceptions of Care (PPOC) maps to 6 of the 7 relevant
domains.

Measure #40. Adapted Picker Institute Cancer Survey maps to 6 of the 7
relevant domains.

Measure #6 (CPCQ) has an open square (0) in the box for Information
Transfer from the Patient/Family perspective, indicating that the CPCQ has
only 1 or 2 questions focusing on this domain and perspective. In contrast,
Measure #4a (CAHPS) has a filled square (m) in the box corresponding to
Information Transfer from the Patient/Family perspective, as it has 3 or more
items addressing Information Transfer from this perspective. As a result, the
CAHPS survey may, for example, be more appropriate for evaluating this
component of the intervention. However, it also may require more resources to
implement a lengthier measure.
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Chapter 6. Measure Maps and Profiles

In the first section of this chapter we present three Master Measure Mapping Tables, one for each
perspective—Patient/Family, Health Care Professional(s), and System Representative(s). In the
second section of this chapter, we present specific measure mapping tables for each individual
measure and profiles detailing information about each measure.

Master Measure Mapping Tables

Table 7, Table 8, and Table 9 are Master Measure Mapping Tables for the three care
coordination perspectives—Patient/Family, Health Care Professional(s), and System
Representative(s), respectively. The tables indicate which measures focus on each of the care
coordination domains for each perspective. The measure numbers seen in the Master Measure
Mapping Tables correspond to the numbers assigned to each measure in Table 10.
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Table 5. Care Coordination Master Measure Mapping Table, Patient/Family Perspective'

MEASUREMENT PERSPECTIVE:
Patient/Family

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

3, 4a, 4b, 4c, 6, 9b, 11a, 13, 14, 16c, 17a, 17b, 26, 32, 37,
40, 42, 45, 48, 64, 68, 69, 73

Communicate

3, 4a, 4b, 4c, 4d, 4e, 6, 9b, 10, 11a, 13, 14, 16c, 17a, 17D,
24, 25, 26, 29, 30, 31, 32, 33, 37, 38a, 45, 48, 51, 65, 66,
68, 70, 72, 73

Interpersonal communication

3, 4a, 4b, 4c, 6, 10, 11a, 13, 14, 16c¢, 17a, 17b, 21, 33, 35,
36, 37, 38b, 39, 40, 41a, 41b,42, 45, 48, 51, 64, 66, 67, 68,
69, 70, 72

Information transfer

3, 4a, 4b, 4c, 6, 9b, 10, 114, 13, 14, 16¢, 17a, 17b, 21, 24,
26, 29, 30, 31, 32, 33, 35, 36, 37, 38a, 38b, 39, 40, 41a,
41b, 42, 45, 48, 49, 51, 65, 67, 68, 69, 70

Facilitate transitions*

Across settings

4d, 4e, 9a, 9b, 13, 14, 16c, 17a, 17b, 21, 26, 31, 32, 37,
38a, 38Db, 40, 42, 51, 64, 65, 67, 68, 70, 72, 73

As coordination needs change

11a, 14, 24, 68

Assess needs and goals

3, 4a, 4b, 4c, 4d, 4e, 6, 9a, 9b, 10, 11a, 13, 14, 16c, 173,
17b, 21, 24, 25, 26, 30, 31, 32, 33, 35, 37, 38a, 38Db, 40,
41a, 41b, 42, 45, 65, 66, 68, 69, 70, 73

Create a proactive plan of care

6, 9b, 10, 11a, 16¢, 21, 24, 37, 38a, 40, 65, 66, 67, 68, 69

Monitor, follow up, and respond to change

3, 4a, 4b, 4c, 4d, 4e, 6, 9b, 10, 114, 13, 16¢c, 17a, 17b, 21,
24, 25, 26, 29, 31, 32, 33, 36, 37, 39, 40, 414, 45, 64, 65,
67, 68, 69, 70, 72

Support self-management goals

4a, 4b, 4c, 6, 9a, 9b, 10, 114, 13, 16¢, 17a, 17b, 21, 24, 25,
26, 29, 31, 32, 33, 35, 36, 37, 38a, 38b, 40, 41a, 41b, 64,
65, 66, 67, 68, 70, 72

Link to community resources

10, 11a, 16¢, 17b, 21, 24, 31, 33, 38a, 38D, 64, 65, 67, 70,
73

Align resources with patient and population
needs

6, 11a, 14, 16c¢, 17a, 17b, 31, 38a, 38b, 51, 65, 73

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

6, 11a, 16¢, 24, 25, 29, 30, 35, 36, 39, 40, 65, 68, 69, 70,
73

Health care home

4a, 4D, 4c, 4d, 4e, 16¢, 17a, 17b, 45, 51

Care management

11a, 14, 21, 51

Medication management

4a, 4b, 4c, 4d, 4e, 6, 9a, 9b, 10, 17a, 17b, 21, 32, 35, 36,
37, 38a, 38b, 42, 48, 65, 66, 70

Health IT-enabled coordination

4a

T A key to measure numbers can be found in Table 10. Index of Measures.
1 All measure items addressing transitions were mapped to one of the specific transition types (across settings or as coordination

needs change).
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Table 6. Care Coordination Master Measure Mapping Table, Health Care Professional(s)

Perspective'

MEASUREMENT PERSPECTIVE:
Health Care Professional(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

5, 7a, 7b, 11b, 18, 20, 22b, 38c, 38d, 38e, 43, 46, 62, 74,
77

Communicate

5, 7a, 7b, 11b, 12a, 12b, 17d, 22b, 23, 38e, 38f, 43, 46, 62,
74,77

Interpersonal communication

7a, 7b, 8, 11b, 12a, 12b, 17d, 18, 22b, 28, 43, 74, 75, 77

Information transfer

5, 8, 11b, 12a, 12b, 17d, 18, 20, 22b, 23, 27, 38c, 38d,
38e, 38f, 62, 74, 75, 77

Facilitate transitions*

Across settings

5, 17d, 22b, 27, 43, 38c, 38d, 38e, 38f, 74, 75, 77

As coordination needs change

11b, 22b

Assess needs and goals

5, 11b, 12a, 12b, 17d, 20, 23, 27, 38d, 38e, 38f, 43, 46, 74

Create a proactive plan of care

5, 7b, 8, 11b, 12a, 22b, 23, 27, 38e, 38f, 62

Monitor, follow up, and respond to change

5, 11b, 12a, 12b, 17d, 20, 22b, 23, 74, 75, 77

Support self-management goals

5, 8, 11b, 17d, 20, 22b, 38d, 38e, 38f, 74

Link to community resources

5, 11b, 17d, 22b, 27, 38e, 74

Align resources with patient and population
needs

5, 8, 11b, 17d, 20, 38d, 38e, 74

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

7a, 7b, 11b, 12a, 12b, 18, 23, 27, 28, 43, 46, 62, 74

Health care home 17d, 74

Care management 5, 11b, 22b, 27

Medication management 17d, 18, 20, 38c, 38e, 38f, 63
Health IT-enabled coordination 12a, 17d, 75

T A key to measure numbers can be found in Table 10. Index of Measures.
1 All measure items addressing transitions were mapped to one of the specific transition types (across settings or as coordination

needs change).
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Table 7. Care Coordination Master Measure Mapping Table, System Representative(s)

Perspective'

MEASUREMENT PERSPECTIVE:
System Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

1, 2, 15, 16a, 16b, 57, 58, 59, 60, 63, 71, 73, 76, 78, 79, 80

Communicate

1, 16a, 16b, 17c, 22a, 34, 71, 73, 76, 80

Interpersonal communication

17c, 22a,52, 71, 76, 78, 79

Information transfer

1, 2,15, 164, 17c, 22a, 34, 44, 49, 50, 52, 53, 54, 56, 57,
58, 59, 60, 63, 71, 73, 76, 79, 80

Facilitate transitions*

Across settings

15, 16a, 17c, 22a, 49, 50, 55, 57, 58, 59, 60, 63, 71, 73, 76,
78, 80

As coordination needs change

16a, 16b, 22a, 73, 76

Assess needs and goals

1, 16a, 16b, 17c, 44, 49, 73, 76, 79, 80

Create a proactive plan of care

1, 16a, 16b, 22a, 49, 52, 55, 58, 59, 60, 73, 76, 80

Monitor, follow up, and respond to change

1,2, 3,17c, 19, 224, 44, 49, 54, 58, 59, 60, 61, 63, 71, 73,
76, 78,79, 80

Support self-management goals

1,164, 17c, 19, 22a, 34, 49, 71, 73, 76, 79, 80

Link to community resources

1, 16a, 17c, 22a, 44, 52, 73, 80

Align resources with patient and population
needs

1,2, 16a, 16b, 17c, 19, 49, 52, 73, 76, 79, 80

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

1,44,52,76,79, 80

Health care home

2, 3, 16a, 16b, 17c, 19, 47, 71, 76, 80

Care management

15, 16a, 16b, 22a, 49, 76, 79, 80

Medication management

2,3,17c, 57, 58, 60, 63, 71, 76, 78

Health IT-enabled coordination

1,16a, 17c, 19, 34, 44,50, 71, 73, 76, 79, 80

T A key to measure numbers can be found in Table 10. Index of Measures.
T All measure items addressing transitions were mapped to one of the specific transition types (across settings or as coordination

needs change).
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Measure Profiles

This section contains measure mapping tables specific to each individual measure. Each
individual measure mapping table is followed by a measure profile designed to provide more
detailed information on the measure’s purpose, format and data source, perspective, validation
and testing, links to outcomes, applications, and key sources. The measure profiles also identify
the specific measure items (i.e., survey questions or measure components) that map to each
domain. Table 8 below is an index to the measure numbers (far left column) cited in the Master
Measure Mapping Tables and the order in which the individual measure mapping tables and
profiles appear.

Table 8. Index of Measures
Measure Title

Assessment of Chronic lliness Care (ACIC)
ACOVE-2 Quality Indicators: Continuity and Coordination of Care Coordination
Coleman Measures of Care Coordination
Consumer Assessment of Healthcare Providers and Systems (CAHPS)
a. Adult Primary Care 1.0
b. Adult Specialty Care 1.0
c. Child Primary Care 1.0
d. Patient-Centered Medical Home (PCMH) Supplementary Survey Adult Version
2.0*
e. Patient-Centered Medical Home (PCMH) Supplementary Survey Child Version
1.1*
Care Coordination Measurement Tool (CCMT)
Client Perception of Coordination Questionnaire (CPCQ)
7. | Collaborative Practice Scale (CPS)
a. Nurse Scale
b. Physician Scale

Hlw|N e

o

o

8. | Breast Cancer Patient and Practice Management Process Measures
9. | Care Transitions Measure (CTM)

a. CTM-3

b. CTM-15

10. | Patient Assessment of Chronic lliness Care (PACIC)T

11. | Family-Centered Care Self-Assessment Tool

a. Family Version

b. Provider Version

12. | ICU Nurse-Physician Questionnaire

a. Long Version

b. Short Version

13. | Primary Care Assessment Survey (PCAS)

14. | National Survey of Children With Special Health Care Needs (CSHCN)
15. | Head And Neck Cancer Integrated Care Indicators

16. | Medical Home Index (MHI)

a. Long Version (MHI-LV)

b. Short Version (MHI-SV)

c. Medical Home Family Index and Survey (MHFIS)
17. | Primary Care Assessment Tool (PCAT)

a. Child Expanded Edition (PCAT-CE)

b. Adult Expanded Edition (PCAT-AE)

c. Facility Expanded Edition (PCAT — FE)
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Measure Title
d. Provider Expanded Edition (PCAT — PE)
18. | Physician-Pharmacist Collaboration Instrument (PPCI)
19. | Patient-Centered Medical Home Survey of Structural Capabilities of Primary Care
Practice Sitest
20. | Family Medicine Medication Use Processes Matrix (MUPM)
21. | Resources and Support for Self-Management (RSSM)
22. | Continuity of Care Practices Survey
a. Program Level (CCPS-P)
b. Individual Level (CCPS-I)
23. | Nursing Home Work Environment and Performance Team Surveyt
24. | Measure of Processes of Care (MPOC-28)
25. | Care Evaluation Scale for End-of-Life Care (CES)
26. | Oncology Patients’ Perceptions of the Quality of Nursing Care Scale (OPPQNCS)
27. | Care Coordination Services In Pediatric Practices
28. | Collaboration and Satisfaction About Care Decisions (CSACD)
29. | Follow Up Care Delivery
30. | Family Satisfaction in the Intensive Care Unit (FS-ICU 24)
31. | Korean Primary Care Assessment Tool (KPCAT)
32. | Primary Care Multimorbidity Hassles for Veterans With Chronic llinesses
33. | Primary Care Satisfaction Survey for Women (PCSSW)
34. | Personal Health Records (PHR)
35. | Picker Patient Experience (PPE-15)
36. | Physician Office Quality of Care Monitor (QCM)
37. | Patient Perceptions of Care (PPOC)
38. | PREPARED Survey
a. Patient Version
b. Carer Version
c. Residential Care Staff Version
d. Community Service Provider Version
e. Medical Practitioner Version
f. Modified Medical Practitioner Version
39. | Health Tracking Household Survey
40. | Adapted Picker Institute Cancer Survey
41. | Ambulatory Care Experiences Survey (ACES)
a. ACES
b. Primary Care Provider Ambulatory Care Experiences Survey (PCP ACES)*
42. | Patient Perception of Continuity Instrument (PC)
43. | Jefferson Scale of Attitudes Toward Physician-Nurse Collaborationt
44, | Clinical Microsystem Assessment Tool (CMAT)
45, | Components of Primary Care Index (CPCI)
46. | Relational Coordination Survey
47. | Fragmentation of Care Index (FCI)
48. | After-Death Bereaved Family Member Interview
49. | Schizophrenia Quality Indicators for Integrated Care
50. | Degree of Clinical Integration Measures
51. | National Survey for Children’s Health (NSCH)
52. | Mental Health Professional HIV/AIDS Point Prevalence and Treatment Experiences
Survey Part Il
53. | Cardiac Rehabilitation Patient Referral from an Inpatient Setting
54. | Cardiac Rehabilitation Patient Referral from an Outpatient Setting
55. | Patients with a Transient Ischemic Event ER Visit That Had a Follow Up Office Visit
56. | Biopsy Follow Up
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Measure Title

57. | Reconciled Medication List Received by Discharged Patients

58. | Transition Record with Specified Elements Received by Discharged Patients (Inpatient
Discharges)

59. | Timely Transmission of Transition Record

60. | Transition Record with Specified Elements Received by Discharged Patients (Emergency
Department Discharges)

61. | Melanoma Continuity of Care—Recall System

Measure Titles New with this Update

62. | Team Survey for Program of All-Inclusive Care for the Elderly (PACE)
63. | Medication Reconciliation for Ambulatory Care
64. | Promoting Healthy Development Survey PLUS — (PHDS-PLUS)
65. | Canadian Survey of Experiences with Primary Health Care Questionnaire
66. | Interpersonal Processes of Care Survey
67. | Brief 5 A’s Patient Survey
68. | Patient Perceived Continuity of Care from Multiple Providers
69. | Relational and Management Continuity Survey in Patients with Multiple Long-Term
Conditions
70. | Patient Perception of Integrated Care Survey (PPIC)
71. | Safety Net Medical Home Scale (SNMHS)
72. | Parents' Perceptions of Primary Care — (P3C)
73. | Primary Care Questionnaire for Complex Pediatric Patients
74. | Safety Net Medical Home Provider Experience Survey
75. | Rhode Island Physician Health Information Technology Survey
76. | The Joint Commission Patient-Centered Medical Home Self-Assessment Survey
77. | Communication with Referring Physicians Practice Improvement Module (CRP-PIM)
78. | Safe Transitions Community Physician Office Best Practice Measures
79. | National Survey of Physicians Organizations and the Management of Chronic lliness Il
(NSPO-2)
80. | Patient-Centered Medical Home Assessment (PCMH-A) Tool
*An additional version of this measure was added to this update.

TALt the request of the measure developer, the title of this measure was changed from that which appeared in the
original Atlas.
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Measure #1. Assessment of Chronic Iliness Care (ACIC)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Health Care System

Patient/Family Professional(s) Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate ]

Interpersonal communication

Information transfer ]

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals ]
Create a proactive plan of care o
Monitor, follow up, and respond to change [
Support self-management goals ]
Link to community resources ]

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination n

Health care home

Care management

Medication management

Health IT-enabled coordination ]

Legend:

m = = 3 corresponding measure items

o = 1-2 corresponding measure items

*The use of a filled square for this measure indicates that it is a composite score.
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Assessment of Chronic Iliness Care (ACIC)

Purpose: To evaluate the quality-improvement-related strengths and weaknesses of care delivery
for chronic illness.

Format/Data Source: Version 3.5 is a 34-item survey that covers 6 areas: (1) community
linkages, (2) self-management support, (3) decision support, (4) delivery system design,

(5) information systems, and (6) organization of care. Questions are divided by area of focus (6
areas of chronic illness care) and responses are in the form of a rating scale (Levels A-D).

Date: Measure released in 2000.*
Perspective: System Representative(s)

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 18, 19
e Communicate:
= Across health care teams or settings: 15, 23
0 Information transfer:
= Between health care professional(s) and patient/family: 17, 29
= Participants not specified: 27
Assess needs and goals: 10, 30, 33
Create a proactive plan of care: 28
Monitor, follow up, and respond to change: 20-22, 25, 33
Support self-management goals: 10-13, 30, 34
Link to community resources: 7, 8, 31
Align resources with patient and population needs: 9, 16, 32
Teamwork focused on coordination: 18, composite score
e Health IT-enabled coordination: 24-26, 30

Development and Testing: Instrument development was based on areas of system change
suggested by the Chronic Care Model (CCM) that have been shown to influence quality of care.
The instrument was tested in 108 organizational teams implementing 13-month long quality-
improvement collaboratives in health care systems across the U.S. Paired t-tests were used to
evaluate the sensitivity of the ACIC to detect system improvements. Testing revealed that all six
subscale scores were responsive to system improvements made by care teams. In addition, a
significant positive relationship between differences in self-reported ACIC scores and a RAND
measuge of the presence of chronic care model components in care program implementation was
found.

Link to Outcomes or Health System Characteristics: Moderately strong and positive Pearson
correlations were found between ACIC scores and observational ratings of chronic care
outcomes made by faculty from each collaborative program, with the exception of the
community linkages subscale. Faculty ratings were based on team-prepared cumulative monthly
reports, which included process and outcomes data (e.g., chart review data).? Another study
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found that, controlling for patient and clinic characteristics, a 1-point increase in the ACIC score
was associated with a 16 percent relative decrease in risk for coronary heart disease attributable
to modifiable risk factors.®> Another study found that characteristics of the primary care clinic
where a4patient receives care, as measured by the ACIC, are an important predictor of glucose
control.

Logic Model/Conceptual Framework: Chronic Care Model.
Country: United States

Past or Validated Applications*:

e Patient Age: Adults, Older Adults

e Patient Condition: Combined Chronic Conditions, General Chronic Conditions, Mental
IlIness & Substance Use Disorders

e Setting: Primary Care Facility, Not Setting Specific
*Based on the sources listed below and input from the measure developers.

Notes:

e All instrument items are located online.*

e This instrument contains 34 items; 25 were mapped.

e Spanish, Thai, German, and Hebrew translations are available online.*

Sources:

1. Improving Chronic lliness Care Web site. Available
at: http://www.improvingchroniccare.org/index.php?p=Versions&s=297. Accessed: 23
September 2010.

2. Bonomi AE, Wagner EH, Glasgow RE, et al. Assessment of Chronic Iliness Care (ACIC): A
practical tool to measure quality improvement. Health Serv Res 2002;37(3):791-820.

3. Parchman ML, Zeber JE, Romero RR, et al. Risk of coronary artery disease in type 2
diabetes and the delivery of care consistent with the chronic care model in primary care
settings: A STARNet study. Med Care 2007;45(12):1129-34.

4. Parchman ML, Pugh JA, Wang CP, et al. Glucose control, self-care behaviors, and the
presence of the chronic care model in primary care clinics. Diabetes Care 2007;30(11):2849-
54.

5. Solberg LI, Crain AL, Sperl-Hillen JM, et al. Care quality and implementation of the chronic
care model: A gquantitative study. Ann Fam Med 2006;4(4):310-16.

6. Sunaert P, Bastiaens H, Feyen L, et al. Implementation of a program for type 2 diabetes
based on the Chronic Care Model in a hospital-centered health care system: The Belgian
experience. Health Serv Res 2009;9(152).
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Measure #2. ACOVE-2 Quality Indicators — Continuity and

Coordination of Care Coordination

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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ACOVE-2 Quiality Indicators — Continuity and
Coordination of Care

Purpose: To assess the quality of care related to coordination and continuity for vulnerable
elders at the health-system level across all health conditions and diagnoses.

Format/Data Source: 13 quality indicators from the ACOVE-2 set, specific to care coordination
and continuity. Information is obtained from medical records and administrative data.

Date: Measure released in 2001.*
Perspective: System Representative(s)

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 1
e Communicate:

o0 Information transfer:

= Across health care teams or settings: 4, 5, 8, 11, 12

e Monitor, follow up, and respond to change: 2, 5, 6, 8-10
e Align resources with patient and population needs: 13
e Health care home: 1
e Medication management: 2, 3,7

Development and Testing: Indicators were developed based on literature review and expert
panel consultation. Fifteen initial indicators were reviewed by independent panels of experts to
assess validity and feasibility using a variation of the RAND/UCLA Appropriateness Method for
developing guidelines to measure the appropriateness of medical care. Thirteen indicators were
ultimately found to be valid. They were further evaluated by the American College of Physicians
American Society of Internal Medicine Aging Task Force before publication.?

Link to Outcomes or Health System Characteristics: Supporting evidence, mostly from
observational studies, supports the linkage between these quality indicators and improved patient
health outcomes. For example, several studies cited in Wenger (2004) demonstrate an association
between the discharge planning and comprehensive followup activities outlined in the ACOVE
indicators and reduced hospital readmissions and costs of care.?

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States

Past or Validated Applications*:

e Patient Age: Adults, Older Adults

e Patient Condition: General Population/Not Condition Specific
e Setting: Not Setting Specific

*Based on the sources listed below and input from the measure developer.
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Notes:
e All instrument items are located online.*
e This instrument contains 13 items; all 13 were mapped.

Source(s):
1. RAND Health Project: Assessing Care of Vulnerable Elders Web site. Available
at: http://www.rand.org/health/projects/acove/acove2/. Accessed: 21 September 2010.
2. Wenger NS, Young RT. Quality indicators for continuity and coordination of care in
vulnerable elders. JAGS 2007;55(52):5285-S292.
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Measure #3. Coleman Measures of Care Coordination

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Coleman Measures of Care Coordination

Purpose: To measure coordination of care post-hospital discharge as part of an evaluation of the
association between care coordination and use of the Emergency Department (ED) in elderly
patients.

Format/Data Source: Measures of care coordination constructed from data found in a self-
reported health status survey, a telephone survey, and health plan utilization and pharmacy
administrative data. The following information was collected from administrative data: (1)
number of physicians involved with care, (2) number of prescribers involved with care, (3)
percent of changes in 1 or more chronic disease medications that resulted in a followup visit
within 28 days, (4) percent of missed ambulatory encounters that resulted in a followup visit
within 28 days, (5) percent of same day ambulatory encounters that resulted in a followup visit
within 28 days.

Date: Measure published in 2002.
Perspective: System Representative(s); survey items from Patient/Family perspective

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 1b
e Communicate:
= Across health care teams or settings: 1f
o0 Interpersonal communication:
= Between health care professional(s) and patient/family: 1i
o Information transfer:
= Between health care professional(s) and patient/family: le
= Across health care teams or settings: 19
= Participants not specified: 1j
Assess needs and goals: 1k
Monitor, follow up, and respond to change: 4-6, 1a, 1c, 1d
Health care home: 2
Medication management: 3, 4

Development and Testing: Telephone-based survey utilized validated scales of the Components
of Primary Care Index (CPCI) measure developed by Flocke.” Relevant administrative data
measures were selected based on the evidence-based hypothesis that followup care would be
particularly important post-discharge, when patients might be at increased risk for subsequent
adverse events (urgent ambulatory visits, missed appointments, or medication changes). Two of
the administrative data measures used have been utilized in other studies.>* Correlations between
self-report and administrative-data-derived care coordination measures were examined, and the
Person correlations ranged from 0.00 to 0.28, suggesting that the two types of measures were
likely measuring distinct aspects of care coordination.
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Link to Outcomes or Health System Characteristics: This multicomponent measure was used
to measure the impact of care coordination on inappropriate emergency department (ED) use in
older managed care enrollees with multiple chronic conditions. The measure was not found to be
associated with inappropriate ED use in this study population. The study authors suggest that this
may, in part, be due to the inability to adequately distinguish the role of care coordination from
other potential factors that influence utilization."

Logic Model/Conceptual Framework: None described in the source identified.
Country: United States

Past or Validated Applications*:

e Patient Age: Adults, Older Adults

e Patient Condition: Combined Chronic Conditions, General Chronic Conditions, Multiple
Chronic Conditions

e Setting: Emergency Care Facility, Other Outpatient Specialty Care Facility
*Based on the sources listed below and input from the measure developer.

Notes:

e The original measure did not have individual items numbered. In order to properly reference
specific items within this profile, we consecutively numbered all measure items with a care
coordination construct found in Table 1 of the source article.* Additionally, all question items
included in Measure 1 (Care Coordination Telephone Survey) found in Appendix 1 were
labeled 1la-1m.

e This instrument contains 18 items; 15 were mapped.

Sources:

1. Coleman EA, Eilertsen TB, Magid DJ, et al. The association between care coordination and
emergency department use in older managed care enrollees. Int J Integr Care 2002;2:1-11.

2. Flocke SA. Measuring attributes of primary care: development of a new instrument. J Fam
Pract 1997;45(1):64-75.

3. Roblin DW, Juhn PI, Preston BJ, et al. A low-cost approach to prospective identification of
impending high cost outcomes. Med Care 1999;37(11):1155-63.

4. Chapko MK, Fisher ES, Welch HG. When should this patient be seen again? Eff Clin Pract
1999;2(1):37-43.
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Measure #4a. Consumer Assessment of Healthcare
Providers and Systems (CAHPS) — Adult Primary Care 1.0

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE
Patient/Family PE)?gggcigI?s) Repress?/:;?ar\ntive(s)

CARE COORDINATION ACTIVITIES
Establish accountability or negotiate
responsibility o
Communicate [

Interpersonal communication [

Information transfer ]
Facilitate transitions

Across settings

As coordination needs change
Assess needs and goals [
Create a proactive plan of care
Monitor, follow up, and respond to change o
Support self-management goals [
Link to community resources
Align resources with patient and
population needs
BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION
Teamwork focused on coordination
Health care home |
Care management
Medication management o
Health IT-enabled coordination o
Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Consumer Assessment of Healthcare Providers and Systems
(CAHPS) — Adult Primary Care 1.0

Purpose: To measure adult consumers’ experiences with a specific primary care physician and
practice.

Format/Data Source: Survey comprised of 31 core items with an additional 64 supplemental
items specific to adult primary care. Supplemental items focus on additional aspects of care,
including: (1) after hours care, (2) costs of care, (3) doctor role, (4) doctor thoroughness,

(5) health improvement, (6) health promotion and education, (7) help with problems or concerns,
(8) other doctors, (9) provider communication, (10) provider knowledge of specialist care, (11)
doctor recommendation, (12) shared decisionmaking, (13) wait time, (14) care received from
specialists, and (15) most recent visit. All questions were answered on a 4-point frequency scale.
Responses covered experiences in the last 12 months and were compiled into a nationally
available database.’

Date: Measure published in 2008.
Perspective: Patient/Family

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 2
e Communicate:
= Between health care professional(s) and patient/family: 14, 15, AE1, AE2, OD2,
C2,SD2
0 Interpersonal communication:
= Between health care professional(s) and patient/family: COC3, COC5, OD3-
OD5, C1, C5, C7, C8, SD3, SC3, RV3-RV5
= Participants not specified: 18
o0 Information transfer:
= Between health care professional(s) and patient/family: 10, 12, 22, OD8, C9
= Across health care teams or settings: PK2, SC6
= Participants not specified: RV6
Assess needs and goals: DT2, HPC1, SD1, SD2, RV7
Monitor, follow up, and respond to change: 22
Support self-management goals: 17, HI1, HP1-HP6, HPC1
Health care home: 1, 2
Medication management: COC1, COC3
Health IT-enabled coordination: AE1, AE2

Development and Testing: Several rounds of revision of the draft instrument (all versions) were
based on literature review and feedback from extensive field tests with various health care
organizations, cognitive interviews, and stakeholders.! The final instrument is endorsed by the
National Quality Forum as well as the Ambulatory Care Quality Alliance (AQA).
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Link to Outcomes or Health System Characteristics: The CAHPS survey questions and data
have been used for evaluating patient experiences with care delivery.? Measure scores related to
communication and care coordination were shown to be higher (more favorable) for patients
seen by physicians in large, integrated medical groups compared with other practice settings.®
Study populations enrolled in care management programs also showed trends toward higher
ratings of patient experience with provider communication via the CAHPS.*

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States

Past or Validated Applications*:
e Patient Age: Adults
e Patient Condition: General Population/Not Condition Specific

e Setting: Primary Care Facility
*Based on the sources listed below.

Notes:

e The final survey includes 3 variations of a multi-item instrument: (1) Adult Primary Care 1.0,

(2) Adult Specialty Care 1.0, and (3) Child Primary Care 1.0, which has a beta adaptation

(Child Primary Care 2.0). Core question items are the same across the non-beta versions, but

wording (patient vs. child; primary care physician vs. specialist) changes according to the

instrument. All questions are answered on a 4-point frequency scale. Supplemental items

focus on additional aspects of care (shared decisionmaking, costs, prescription medications,

etc.). The survey also includes questions to obtain health status and demographic data.

All instrument items are available online.

The core instrument contains 31 questions; 9 were mapped.

The supplement contains 64 items; 35 were mapped.

Validated versions are available online for adult and child, in both English and Spanish.*

In addition to the CAHPS Clinical and Group Survey, ambulatory care surveys include: (1)

CAHPS Health Plan Survey, (2) CAHPS Surgical Care Survey, (3) ECHO Survey, (4)

CAHPS Dental Plan Survey, (5) CAHPS American Indian Survey, and (6) CAHPS Home

Health Care Survey.!

e Facility Surveys are also available, including: (1) CAHPS Hospital Survey, (2) CAHPS In-
Center Hemodialysis Survey, and (3) CAHPS Nursing Home Surveys.

Sources:

1. CAHPS Survey’s and Tools. Agency for Health Research and Quality. Available
at: https://www.cahps.ahrg.gov/default.asp. Accessed: 20 September 2010.

2. Agency for Health Research and Quality CAHPS Web site, CAHPS Bibliography. Available
at: http://www.cahps.ahrg.gov/content/cahpsoverview/Bibliography.asp?orderby=D&p=101
&s=15. Accessed: 16 September 2010.

3. Rodriguez HP, von Glanh T, Rogers WH, et al. Organizational and market influences on
physician performance and patient experience measures. Health Serv Res 2009;44(3):880-
901.
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4. lsetts BJ, Schondelmeyer SW, Heaton AH, et al. Effects of collaborative drug therapy
management on patients’ perceptions of care and health related quality of life. Res Soc Adm
Pharm 2006;2:129-42.
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Measure #4b. Consumer Assessment of Healthcare
Providers and Systems (CAHPS) — Adult Specialty Care 1.0

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE
Patient/Family PE)?gggcigI?s) Reprgg:;?zrﬂve(s)

CARE COORDINATION ACTIVITIES
Establish accountability or negotiate
responsibility o
Communicate [

Interpersonal communication [

Information transfer ]
Facilitate transitions

Across settings

As coordination needs change
Assess needs and goals |
Create a proactive plan of care
Monitor, follow up, and respond to change |
Support self-management goals [
Link to community resources
Align resources with patient and
population needs
BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION
Teamwork focused on coordination
Health care home O
Care management
Medication management o
Health IT-enabled coordination
Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Consumer Assessment of Healthcare Providers and Systems
(CAHPS) — Adult Specialty Care 1.0

Purpose: To measure adult consumers’ experiences with a specialty care physician and practice.

Format/Data Source: Survey comprised of 31 core items with an additional 20 supplemental
items specific to adult specialty care. Supplemental items focus on additional aspects of care,
including: (1) care received, (2) care coordination, (3) costs of care (prescription medications,
etc.), (4) role of doctor, (5) shared decisionmaking, and (6) procedures done by doctor. All
questions were answered on a 4-point frequency scale. Responses covered experiences in the last
12 months and were compiled into a nationally available database.

Date: Measure released in 2008.*
Perspective: Patient/Family

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 2, DR1
e Communicate:
= Between health care professional(s) and patient/family: 14, 15, CC1, SD1, SD2
0 Interpersonal communication:
= Between health care professional(s) and patient/family: DC1-3, SD3
o0 Information transfer:
= Between health care professional(s) and patient/family: 10, 12, 22, SP2
= Participants not specified: 18
Assess needs and goals: SD1, SD2
Monitor, follow up, and respond to change: 22
Support self-management goals: 17, DC4, SP5, SP6
Health care home: 1, 2
Medication management: CC1

Development and Testing: The draft instrument was revised based on a literature review and
feedback that was provided from extensive field tests with various health care organizations,
cognitive interviews, and stakeholders.* The final instrument is endorsed by the National Quality
Forum as well as the Ambulatory Care Quality Alliance (AQA).

Link to Outcomes or Health System Characteristics: The CAHPS survey questions and data
have been used for evaluating patient experiences with care delivery.” Measure scores related to
communication and care coordination were shown to be higher (more favorable) for patients
seen by physicians in large, integrated medical groups compared with other practice settings.’
Study populations enrolled in care management programs also showed trends toward higher
ratings of patient experience with provider communication via the CAHPS.*

Logic Model/Conceptual Framework: None described in the sources identified.
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Country: United States

Past or Validated Applications*:

Patient Age: Adults
Patient Condition: General Population/Not Condition Specific
Setting: Other Outpatient Specialty Care Facility

*Based on the sources listed below.

Notes:

The final survey includes 3 variations of a multi-item instrument: (1) Adult Primary Care 1.0,
(2) Adult Specialty Care 1.0, and (3) Child Primary Care 1.0, which has a beta adaptation
(Child Primary Care 2.0). Core question items are the same across the non-beta versions, but
wording (patient vs. child; primary care physician vs. specialist) changes according to the
instrument. All questions are answered on a 4-point frequency scale. Supplemental items
focus on additional aspects of care (shared decisionmaking, costs, prescription medications,
etc.). The survey also includes questions to obtain health status and demographic data.

All instrument items are located online.*

The core instrument contains 31 questions; 9 were mapped.

The supplement contains 51 items; 21 were mapped.

Validated versions are available online for adult and child, in both English and Spanish.

In addition to the CAHPS Clinical and Group Survey, ambulatory care surveys include: (1)
CAHPS Health Plan Survey, (2) CAHPS Surgical Care Survey, (3) ECHO Survey, (4)
CAHPS Dental Plan Survey, (5) CAHPS American Indian Survey, and (6) CAHPS Home
Health Care Survey.

Facility Surveys are also available, including: (1) CAHPS Hospital Survey, (2) CAHPS In-
Center Hemodialysis Survey, and (3) CAHPS Nursing Home Surveys.*

Sources:

1.

2.

3.

CAHPS Survey’s and Tools. Agency for Health Research and Quality. Available

at: https://www.cahps.ahrg.gov/default.asp. Accessed: 20 September 2010.

Agency for Health Research and Quality CAHPS Web site, CAHPS Bibliography. Available
at: http://www.cahps.ahrg.gov/content/cahpsoverview/Bibliography.asp?orderby=D&p=101
&s=15. Accessed: 16 September 2010.

Rodriguez HP, von Glanh T, Rogers WH, et al. Organizational and market influences on
physician performance and patient experience measures. Health Serv Res 2009;44(3):880-
901.

Isetts BJ, Schondelmeyer SW, Heaton AH, et al. Effects of collaborative drug therapy
management on patients’ perceptions of care and health related quality of life. Res Soc Adm
Pharm 2006;2:129-42.
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Measure #4c. Consumer Assessment of Healthcare Providers
and Systems (CAHPS) — Child Primary Care (1.0)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System

Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate

responsibility o
Communicate O
Interpersonal communication [
Information transfer ]
Facilitate transitions
Across settings
As coordination needs change
Assess needs and goals [
Create a proactive plan of care
Monitor, follow up, and respond to change |
Support self-management goals [

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home o
Care management
Medication management o

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Consumer Assessment of Healthcare Providers and Systems
(CAHPS) — Child Primary Care (1.0)

Purpose: To measure consumers’ experiences with a specific primary care physician and
practice.

Format/Data Source: Survey comprised of 30 core items with an additional 17 supplemental
items specific to child primary care. Supplemental items focus on additional aspects of care,
including: (1) after-hours care, (2) behavioral health, (3) screening items for children with
chronic conditions, (4) doctor communication with child, (5) doctor communication, (6) doctor
thoroughness, (7) health improvement, (8) Identification of site of visit, (9) prescription
medications, (10) provider knowledge of specialist care, and (11) shared decisionmaking. All
questions were answered on a 4-point frequency scale. Responses covered experiences in the last
12 months and were compiled into a nationally available database.

Date: Measure published in 2008.
Perspective: Patient/Family

Measure Item Mapping:

Establish accountability or negotiate responsibility: 2

e Communicate:
= Between health care professional(s) and patient/family: 14, 15

0 Interpersonal communication:
= Between health care professional(s) and patient/family: DC1-DC4, SD2, SD4
= Participants not specified: 18

o Information transfer:
= Between health care professional(s) and patient/family: 10, 12, 22, SD3
= Across health care teams or settings: PK2

Assess needs and goals: DT2, SD1, SD2

Monitor, follow up, and respond to change: 22

Support self-management goals: 17, DC3, HI1

Health care home: 1, 2

Medication management: PM1

Development and Testing: Several rounds of revision of the draft instrument (all versions) were
based on literature review and feedback from extensive field tests with various health care
organizations, cognitive interviews, and stakeholders.! The final instrument is endorsed by the
National Quality Forum as well as the Ambulatory Care Quality Alliance (AQA).

Link to Outcomes or Health System Characteristics: The CAHPS survey questions and data
have been used for evaluating patient experiences with care delivery.? Measure scores related to
communication and care coordination were shown to be higher (more favorable) for patients
seen by physicians in large, integrated medical groups compared with other practice settings.®
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Study populations enrolled in care management programs also showed trends toward higher
ratings of patient experience with provider communication via the CAHPS.*

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States

Past or Validated Applications*:
e Patient Age: Children
e Patient Condition: General Population/Not Condition Specific

e Setting: Primary Care Facility
*Based on the sources listed below.

Notes:

e The final survey includes 3 variations of a multi-item instrument: (1) Adult Primary Care 1.0,

(2) Adult Specialty Care 1.0, and (3) Child Primary Care 1.0, which has a beta adaptation

(Child Primary Care 2.0). Core question items are the same across the non-beta versions, but

wording (patient vs. child; primary care physician vs. specialist) changes according to the

instrument. All questions are answered on a 4-point frequency scale. Supplemental items

focus on additional aspects of care (shared decisionmaking, costs, prescription medications,

etc.). The survey also includes questions to obtain health status and demographic data.

All instrument items are available online.

The core instrument contains 31 items; 9 were mapped.

The supplement contains 17 items; 12 were mapped.

Validated versions are available online for adult and child, in both English and Spanish.*

In addition to the CAHPS Clinical and Group Survey, ambulatory care surveys include: (1)

CAHPS Health Plan Survey, (2) CAHPS Surgical Care Survey, (3) ECHO Survey, (4)

CAHPS Dental Plan Survey, (5) CAHPS American Indian Survey, and (6) CAHPS Home

Health Care Survey.!

e Facility Surveys are also available, including: (1) CAHPS Hospital Survey, (2) CAHPS In-
Center Hemodialysis Survey, and (3) CAHPS Nursing Home Surveys.

Sources:

1. CAHPS Survey’s and Tools. Agency for Health Research and Quality. Available
at: https://cahps.ahrg.gov/  Accessed 6 May 2014.

2. Agency for Health Research and Quality CAHPS Web site, CAHPS Bibliography.
Available at: https://cahps.ahrg.gov/ Accessed 6 May 2014.

3. Rodriguez HP, von Glanh T, Rogers WH, et al. Organizational and market influences on
physician performance and patient experience measures. Health Serv Res 2009;44(3):880-
901.

4. lsetts BJ, Schondelmeyer SW, Heaton AH, et al. Effects of collaborative drug therapy
management on patients’ perceptions of care and health related quality of life. Res Soc Adm
Pharm 2006;2:129-42.
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Measure #4d. CAHPS Patient-Centered Medical Home
Supplementary Survey Adult Version 2.0

CARE COORDINATION MEASURE MAPPING TABLE
MEASUREMENT PERSPECTIVE

Health Care System

Patient/Family Professional(s) Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate [

Interpersonal communication

Information transfer

Facilitate transitions

Across settings |

As coordination needs change

Assess needs and goals O

Create a proactive plan of care

Monitor, follow up, and respond to change O

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION
Teamwork focused on coordination

Health care home n*

Care management

Medication management ]

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items

*|ndicates that the measure as a whole focuses on the health care home model.
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CAHPS Patient-Centered Medical Home Supplementary
Survey Adult Version 2.0

Purpose: To assess processes of care and patients’ experiences with care provided by patient-
centered medical homes (PCMH). The PCMH supplementary survey consists of supplementary
items designed for use with the CAHPS Clinician & Group survey adult version 2.0.

Format/Data Source: An 18-item supplemental survey that can be added to the CAHPS
Clinician & Group (CG-CAHPS) Version 2.0 survey. Patients complete the survey, which
addresses six domains: (1) access to care, (2) comprehensiveness, (3) self-management support,
(4) shared decisionmaking, (5) coordination of care, and (6) information about care and
appointments.* Six composites may be calculated using data from the combined CG-CAHPS
with PCMH supplement.?

Date: Measure released in 2011.}
Perspective: Patient/Family

Measure Item Mapping:

e Communicate: PCMH2, PCMH5, PCMH11
= Between health care professional(s) and patient/family: PCMH2, PCMH5
= Across health care teams or settings: PCMH11

e Facilitate transitions:

0 Across settings: PCMH11

e Assess needs and goals: PCMH12, PCMH13

e Monitor, follow up, and respond to change: PCMH5

e Health care home: PCMH2, PCMH5, PCMH6, PCMH7, PCMH8, PCMH9, PCMH11,

PCMH12, PCMH13, PCMH15*
e Medication Management: PCMH6, PCMH7, PCMH8, PCMH9, PCMH15

*The instrument as a whole focuses on the Health care home model. Only those items that map to at least
one other care coordination domain are listed here.

Development and Testing: The CAHPS PCMH supplement was tested in 1,790 patients from
10 adult practices in the Boston area. The Cronbach’s alpha for composite scores ranged between
0.61 and 0.91 for the combined adult survey (core CG-CAHPS plus PCMH supplement).
Practice-level reliability of individual PCMH supplement items ranged from 0.09 to 0.92. Some
individual items were retained despite low practice-level reliability due to high salience to the
principles of the PCMH model and evidence that they performed well in other CAHPS surveys.
Items with low reliability were modified after the field test in response to qualitative feedback.?

Link to Outcomes or Health System Characteristics: None described in the source identified.

Logic Model/Conceptual Framework: The CAHPS PCMH supplementary survey is based on
the principles of the patient-centered medical home.?
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Country: United States

Past or Validated Applications*:
e Patient Age: Adults
e Patient Condition: General Population or Not Condition Specific

e Setting: Primary Care Facility, Other Outpatient Specialty Care Facility
*Based on the sources listed below and input from the measure developers.

Notes:

e All instrument items are located online.*

e Additional information about the survey is available online.*

e This instrument consists of 18 items, of which 10 were mapped.

e A version of the PCMH Supplement Survey is also available for children. It contains 11
of the 18 items included in the adult version and is intended for inclusion in the CAHPS
Clinician and Group Child Version 1.1 Survey.> See measure 4e for more information.

e A Spanish language version is available online.°

e In addition to the CAHPS Clinical and Group Survey, ambulatory care surveys include:
(1) CAHPS Health Plan Survey, (2) CAHPS Surgical Care Survey, (3) ECHO Survey, (4)
CAHPS Dental Plan Survey, (5) CAHPS American Indian Survey, and (6) CAHPS Home
Health Care Survey.!

e Facility Surveys are also available, including: (1) CAHPS Hospital Survey, (2) CAHPS
In-Center Hemodialysis Survey, and (3) CAHPS Nursing Home Surveys.

Sources:

1. Agency for Healthcare Research and Quality. About the CAHPS Patient-Centered Medical
Home (PCMH) Item Set. Washington, DC: 2011. Document No. 1314.

2. Scholle SH, Vuong O, Ding L, et al. Development of and field test results for the CAHPS
PCMH Survey. Med Care 2012;50 Suppl:S2-10.

3. American Academy of Family Physicians, American Academy of Pediatrics, American
College of Physicians, et al. Joint Principles of the Patient-Centered Medical Home.
Washington, DC: Patient-Centered Primary Care Collaborative; 2007.

4. Supplemental Items for the Adult Surveys 2.0. Agency for Healthcare Research and Quality.

Available at: https://cahps.ahrg.gov/surveys-guidance/item-sets/2357a_Adult_Supp Eng_2.pdf

Accessed: May 6 2014.

5. Supplemental Items for the Child Surveys 1.1. Agency for Healthcare Research and Quality.

Available at: https://cahps.ahrg.gov/surveys-guidance/item-sets/CG/1358a_Child_Supp Eng.pdf

Accessed: May 6 2014.

6. CAHPS Clinician and Group Surveys. Agency for Healthcare Research and Quality.

Available at: https://cahps.ahrg.gov/surveys-guidance/item-sets/CG/1358a_Child_Supp_Eng.pdf

Accessed: May 6 2014.

Chapter 6. Measure Maps and Profiles Page 82


https://cahps.ahrq.gov/surveys-guidance/item-sets/2357a_Adult_Supp_Eng_2.pdf
https://cahps.ahrq.gov/surveys-guidance/item-sets/CG/1358a_Child_Supp_Eng.pdf
https://cahps.ahrq.gov/surveys-guidance/item-sets/CG/1358a_Child_Supp_Eng.pdf

Measure #4e. CAHPS Patient-Centered Medical Home
Supplementary Survey Child Version 1.1

CARE COORDINATION MEASURE MAPPING TABLE
MEASUREMENT PERSPECTIVE

Health Care System
Professional(s) Representative(s)

Patient/Family

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate ]

Interpersonal communication

Information transfer

Facilitate transitions

Across settings |

As coordination needs change

Assess needs and goals |

Create a proactive plan of care

Monitor, follow up, and respond to change |

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION
Teamwork focused on coordination

Health care home ]

Care management

Medication management ]

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items

*|ndicates that the measure as a whole focuses on the health care home model.
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CAHPS Patient-Centered Medical Home Supplementary
Survey Child Version 1.1

Purpose: To assess processes of care and patients’ experiences with care provided by patient-
centered medical homes (PCMH). The PCMH supplementary survey consists of supplementary
items designed for use with the CAHPS Clinician & Group survey child version 1.1.

Format/Data Source: An 11-item supplemental survey that can be added to the CAHPS
Clinician & Group (CG-CAHPS) survey child version 1.1. Patients complete the survey, which
addresses six domains: (1) access to care, (2) comprehensiveness, (3) self-management support,
(4) shared decisionmaking, (5) coordination of care and (6) information about care and
appointments.* Six composites may be calculated using data from the combined CG-CAHPS
with PCMH supplement.?

Date: Measure released in 2011.}
Perspective: Patient/Family

Measure Item Mapping:

e Communicate: PCMH2, PCMH5, PCMH7
= Between health care professional(s) and patient/family: PCMH2, PCMH5
= Across health care teams or settings: PCMH7

e Facilitate transitions:

0 Across settings: PCMH7

Assess needs and goals: PCMH8, PCMH9

Monitor, follow up, and respond to change: PCMH5

Health care home: PCMH2, PCMH5, PCMH7, PCMHS8, PCMH9, PCMH11*

Medication Management: PCMH11

*The instrument as a whole focuses on the Health care home model. Only those items that map to at least
one other care coordination domain are listed here.

Development and Testing: The CAHPS PCMH supplement was tested in 3,129 parents of
pediatric patients from 33 child practices in the Boston area. The Cronbach’s alpha for composite
scores ranged between 0.57 and 0.88 for the combined child survey (core CG-CAHPS plus
PCMH supplement). Practice-level reliability of individual PCMH supplement items ranged
from 0.11 to 0.95. Some individual items were retained despite low practice-level reliability due
to high salience to the principles of the PCMH model and evidence that they performed well in
other CAHPS surveys. Items with low reliability were modified after the field test in response to
qualitative feedback.?

Link to Outcomes or Health System Characteristics: None described in the source identified.

Logic Model/Conceptual Framework: The CAHPS PCMH supplementary survey is based on
the principles of the patient-centered medical home.?
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Country: United States

Past or Validated Applications*:
e Patient Age: Children
e Patient Condition: General Population or Not Condition Specific

e Setting: Primary Care Facility, Other Outpatient Specialty Care Facility
*Based on the sources listed below and input from the measure developers.

Notes:

e All instrument items are located online.*

e Additional information about the survey is available online.!

e This instrument consists of 11 items, of which 6 were mapped.

e A version of the PCMH Supplement Survey is also available for adults. It contains the 11
items included in the child survey, plus several additional items. The adult version is
intended for inclusion in the CAHPS Clinician and Group Adult Version 2.0 Survey.* See
measure 4d for more information.

e A Spanish language version is available online.’

e In addition to the CAHPS Clinical and Group Survey, ambulatory care surveys include:
(1) CAHPS Health Plan Survey, (2) CAHPS Surgical Care Survey, (3) ECHO Survey, (4)
CAHPS Dental Plan Survey, (5) CAHPS American Indian Survey, and (6) CAHPS Home
Health Care Survey.!

e Facility Surveys are also available, including: (1) CAHPS Hospital Survey, (2) CAHPS
In-Center Hemodialysis Survey, and (3) CAHPS Nursing Home Surveys.

Sources:

1. Agency for Healthcare Research and Quality. About the CAHPS Patient-Centered Medical
Home (PCMH) Item Set. Washington, DC: 2011. Document No. 1314.

2. Scholle SH, Vuong O, Ding L, et al. Development of and field test results for the CAHPS
PCMH Survey. Med Care 2012;50 Suppl:S2-10.

3. American Academy of Family Physicians, American Academy of Pediatrics, American
College of Physicians, et al. Joint Principles of the Patient-Centered Medical Home.
Washington, DC: Patient-Centered Primary Care Collaborative; 2007.

4. Supplemental Items for the Child Surveys 1.1. Agency for Healthcare Research and Quality.
Available at:
https://www.cahps.ahrg.gov/clinician_group/cgsurvey/childsupplementalitemsengl-1.pdf.
Accessed: May 20 2012.

5. CAHPS Clinician and Group Surveys. Agency for Healthcare Research and Quality.
Available at: https://www.cahps.ahrg.gov/clinician_group/. Accessed: May 20 2013.
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Measure #5. Care Coordination Measurement Tool (CCMT)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System

Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

O

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Care Coordination Measurement Tool (CCMT)

Purpose: To collect information (activities, resource-use, outcomes, time) on care coordination
encounters for the purpose of determining the cost of care coordination and related outcomes.

Care coordination encounters were defined as “any activity performed by any primary care
office-based personnel that contributed to the development and/or implementation of a plan of
care for a patient or family.”

Format/Data Source: Written form placed at office workstations and filled out by health care
providers and staff at the time the care coordination encounter occurs. Providers received
instruction on how to fill out the form.

Date: Measure published in 2004.
Perspective: Health Care Professional(s)

Measure Item Mapping:
e Establish accountability or negotiate responsibility: Staff
e Communicate:
= Between health care professional(s) and patient/family: Activity to Fulfill Needs:

1a, 1b, 2a, 2b

= Within teams of health care professionals: Activity to Fulfill Needs: 1e, 19, 2e,
29,5

= Across health care teams or settings: Activity to Fulfill Needs: 1c-h, 2c-h, 3a-d,
10a-d

= Participants not specified: Activity to Fulfill Needs: 7a, 7b, 12
o0 Information transfer:
= Participants not specified: Activity to Fulfill Needs: 4, 6, 8; Outcomes: 2k
e Facilitate transitions:
0 Across settings: Outcomes: 2b-1I; Care Coordination Needs: 3; Focus Encounter: 6
Assess needs and goals: Outcomes: 2m, 2n
Create a proactive plan of care: Activity to Fulfill Needs: 11
Monitor, follow up, and respond to change: Outcomes: 2j; Care Coordination Needs :2, 4
Support self-management goals: Outcomes: 2a
Link to community resources: Focus Encounter: 3, 4, 8
Align resources with patient and population needs: Outcomes: 2|
Care management: Care Coordination Needs: 5; Focus Encounter: 7;

Development and Testing: Pilot testing was conducted in several general pediatric practices
with varying sizes, locations, patient demographics, and care coordination models. The tool was
successfully used to document care coordination encounters during the daily operations of
pediatric primary care offices. Statistical comparisons across practices were not performed due to
heterogeneity in practice type, sample design, and study methodology.?
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Link to Outcomes or Health System Characteristics: Use of the CCMT provided outcomes-
based information on trends in costs, resource utilization, and patient characteristics associated
with care coordination activities for children with special health care needs. Information included
associations between patient complexity and time spent coordinating care, number of encounters,
and type of care coordination required. Estimates of the annual cost of the time spent
coordinating care and average cost of care coordination activities were also calculated based on
data collected.*

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States

Past or Validated Applications*:

e Patient Age: Children

e Patient Condition: Combined Chronic Conditions, Children with Special Health Care
Needs, Other — cardiology ambulatory care and cleft lip and palate care, General
Population/Not Condition Specific

e Setting: Primary Care Facility, Other Outpatient Specialty Care Facility
*Based on the sources listed below and input from the measure developer.

Notes:
e All instrument items are located in the Appendix of the source article.?
e This instrument contains 76 items; 56 were mapped.

Sources:

1. Antonelli RC, Antonelli DM. Providing a medical home: The cost of care coordination
services in a community-based, general pediatric practice. Pediatrics 2004;113:1522-28.

2. Antonelli RC, Stille CJ, Antonelli DM. Care coordination for children and youth with special
health care needs: A descriptive, multi-site study of activities, personnel costs and outcomes.
Pediatrics 2008;122:e209-16.

Chapter 6. Measure Maps and Profiles Page 88



Measure #6. Client Perception of Coordination

Questionnaire (CPCQ)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate

responsibility o
Communicate [
Interpersonal communication o
Information transfer o
Facilitate transitions
Across settings
As coordination needs change
Assess needs and goals |
Create a proactive plan of care o
Monitor, follow up, and respond to change o
Support self-management goals [
Link to community resources
Align resources with patient and 5

population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

O
Health care home
Care management
Medication management o

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Client Perceptions of Coordination Questionnaire (CPCQ)

Purpose: To measure patient-centered care and care coordination in health care delivery from a
consumer perspective.

Format/Data Source: 31-item, written, self-administered survey addressing 6 domains of care
coordination: (1) identification of need, (2) access to care, (3) patient participation, (4) patient-
provider communication, (5) inter-provider communication, (6) global assessment of care. These
six domains spanned 4 areas of health care provision: (1) overall care, (2) general practitioner
(GP) care, (3) nominated provider care, and (4) carers. Questions are answered via Likert scale
responses.

Date: Measure published in 2003.
Perspective: Patient/Family

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 9
e Communicate:
= Between health care professional(s) and patient/family: 11, 13
= Across health care teams or settings: 17, 25
0 Interpersonal communication:
= Between health care professional(s) and patient/family: 19, 27
o0 Information transfer:
= Between health care professional(s) and patient/family: 6
= Across health care teams or settings: 5
Assess needs and goals: 16
Create a proactive plan of care: 19, 27
Monitor, follow up, and respond to change: 10
Support self-management goals: 14, 18, 20, 26, 28
Align resources with patient and population needs: 3
Teamwork focused on coordination: 7
Medication management: 4

Development and Testing: The instrument was developed through iterative item generation.
Most items achieved excellent completion and comprehension rates, and the instrument was
transferable among chronically unwell populations. Six scales were identified based on principle
components analysis (acceptability, received care, GP, nominated provider, client
comprehension, and client capacity). Construct validity, comprehensibility, and internal
consistency were demonstrated for all scales but client comprehension and capacity. Construct
validity was further supported by the finding that patients with chronic pain syndromes reported
significantly worse experiences for all items. Individual items in the instrument were found to be
relevant to care coordination, although authors suggest further testing and possible revisions for
the measure. Testing was conducted in association with the Australian Coordinated Care Trials
using data from 1193 survey responses.’
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Link to Outcomes or Health System Characteristics: None described in the sources identified.
Logic Model/Conceptual Framework: None described in the source identified.
Country: Australia

Past or Validated Applications*:

e Patient Age: Adults, Older Adults

e Patient Condition: Combined Chronic Conditions, General Chronic Conditions, Multiple
Chronic Conditions, General Population/Not Condition Specific

e Setting: Primary Care Facility; Other Outpatient Specialty Care Facility
*Based on the source listed below and input from the measure developer.

Notes:
e All instrument items are located in the Appendix of the source article.*
e This instrument contains 31 items; 23 were mapped.

Source:

1. McGuiness C, Sibthorpe B. Development and initial validation of a measure of coordination
of health care. Int J Qual Health Care 2003;15(4):309-18.
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Measure #7a. Collaborative Practice Scale (CPS) — Nurse

Scale

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System

Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Collaborative Practice Scale (CPS) — Nurse Scale

Purpose: To assess the interactions between nurses and physicians during typical delivery—of-
care processes.

Format/Data Source: 9-item, self-administered, written survey. Questions are answered on a 6-
point Likert scale and totaled. Higher scores indicate greater collaboration. For the purposes of
this instrument, collaboration is defined as “interactions between nurse and physician that enable
the knowledge and skills of both professionals to synergistically influence the patient care
provided.” The instrument focuses on 2 factors: (1) communication and (2) clarification of
responsibilities.

Date: Measure published in 1985.1
Perspective: Health Care Professional(s)

Measure Item Mapping:
e [Establish accountability or negotiate responsibility: 1-4, 6, 9
e Communicate:
= Within teams of health care professionals: 3, 5, 7-9
o0 Interpersonal communication:
=  Within teams of health care professionals: 1, 2, 4, 6
e Teamwork focused on coordination: 1-9

Development and Testing: The instrument was tested in a sample of 94 physicians. Significant
test-retest reliability was established, as was construct validity. Factor analysis confirmed the
presence of two distinct factors measuring unique components of collaboration. Concurrent
validity was tested by comparison of the CPS to 2 other instruments: (1) Management of
Differences Exercise (MODE) and (2) The Health Role Expectation Index (HREI). A correlation
was found only between the CPS and the HREI. Predictive validity was assessed by comparing
peer reviews of interprofessional practice by nurses for physicians and by physicians for nurses
with the CPS scores. Adequate validity correlations were not found for the nurse scale. Authors
suggest that further testing for predictive and concurrent validity is warranted.

Link to Outcomes or Health System Characteristics: Measure developers indicate that further
testing of theory-linked factors related to the instruments is necessary.

Logic Model/Conceptual Framework: None described in the sources identified.

Country: United States
Past or Validated Applications*:

e Patient Age: Not Applicable
e Patient Condition: Not Applicable
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e Setting: Not Setting Specific
*Based on the sources listed below.

Notes:
e All instrument items are located in Table 1 of the source article.!
e This instrument contains 9 items; all 9 were mapped.

Sources:
1. Weiss SJ, Davis HP. Validity and reliability of the collaborative practice scales. Nurs Res
1985;34:299-305.

2. Dougherty MB, Larson E. A review of instruments measuring nurse-physician collaboration.
J Nurs Adm 2005;35(5):244-53.
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Measure #7b. Collaborative Practice Scale (CPS) — Physician

Scale

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System

Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Collaborative Practice Scale (CPS) — Physician Scale

Purpose: To assess the interactions between nurses and physicians during typical delivery of
care processes.

Format/Data Source: 10-item, self-administered, written survey. Questions are answered on a
6-point Likert scale and totaled. Higher scores indicate greater collaboration. For the purposes of
this instrument, collaboration is defined as “interactions between nurse and physician that enable
the knowledge and skills of both professionals to synergistically influence the patient care
provided.” The instrument focuses on 2 factors: (1) communication and (2) clarification of
responsibilities.

Date: Measure published in 19851
Perspective: Health Care Professional(s)

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 6, 8, 10
e Communicate:
= Between health care professional(s) and patient/family: 1
0 Interpersonal communication:
= Within teams of health care professionals: 2, 3, 5, 6, 8-10
e Create a proactive plan of care: 4
e Teamwork focused on coordination: 1-10

Development and Testing: The instrument was tested in a sample of 94 physicians. Significant
test-retest reliability was established, as was construct validity. Factor analysis confirmed the
presence of two distinct factors measuring unique components of collaboration. Concurrent
validity was tested by comparison of the CPS to 2 other instruments: (1) Management of
Differences Exercise (MODE) and (2) The Health Role Expectation Index (HREI). A correlation
was found only between the CPS and the HREI. Predictive validity was assessed by comparing
peer reviews of interprofessional practice by nurses for physicians and by physicians for nurses
with the CPS scores. Adequate validity correlations were not found for the nurse scale. Authors
suggest that further testing for predictive and concurrent validity is warranted.

Link to Outcomes or Health System Characteristics: Measure developers indicate that further
testing of theory-linked factors related to the instruments is necessary.

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States
Past or Validated Applications*:

e Patient Age: Not Applicable
e Patient Condition: Not Applicable
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e Setting: Not Setting Specific
*Based on the sources listed below.

Notes:
e All instrument items are located in Table 1 of the source article.!
e This instrument contains 10 items; all 10 were mapped.

Sources:
1. Weiss SJ, Davis HP. Validity and reliability of the collaborative practice scales. Nurs Res
1985;34:299-305.

2. Dougherty MB, Larson E. A review of instruments measuring nurse-physician collaboration.
J Nurs Adm 2005;35(5):244-53.
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Measure #8. Breast Cancer Patient and Practice
Management Process Measures Surgeon Survey

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family Health Care

System

Professional(s) Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication =

Information transfer n

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care [

Monitor, follow up, and respond to change

Support self-management goals L]

Link to community resources

Align resources with patient and

population needs -

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Breast Cancer Patient and Practice Management Process
Measures Surgeon Survey

Purpose: To evaluate quality of treatment during the initial course of therapy for breast cancer
patients and address variation in patient and practice management processes that may be
associated with better outcomes.

Format/Data Source: Mailed, self-administered, 17-item survey addressing 5 measures: (1)
multidisciplinary clinician communication, (2) availability of clinical information, (3) patient
decision support, (4) access to information technology, and (5) practice feedback initiatives.

Date: Measure published in 2010.
Perspective: Health Care Professional(s)

Measure Item Mapping:
e Communicate:
0 Interpersonal communication:
= Across health care teams or settings: 1-3
o Information transfer:
= Across health care teams or settings: 4-6
e Create a proactive plan of care: 1-3
e Support self-management goals: 7, 8, 10-11
e Align resources with patient and population needs: 7-8, 10, 11

Development and Testing: The development of the measures was based on a literature review
and prior research conducted by the authors. The items were all pretested on a convenience
sample of 10 surgeons, and the scales were piloted on a convenience sample of 34 surgeons.
Scale reliability testing was conducted, and each of the scales had a Cronbach’s alpha of above 9.
Confirmatory factor analysis was also conducted for all of the patient management domain items
and confirmed the predominant loading of the items on their hypothesized subdomains.*

Link to Outcomes or Health System Characteristics: None described in the sources identified.

Logic Model/Conceptual Framework: The measures were based on the Chronic Care Model
and a previously developed framework for cancer care quality measures.’

Country: United States

Past or Validated Applications*:

e Patient Age: Not Age Specific

e Patient Condition: Combined Chronic Conditions, Cancer/Oncology
e Setting: Not Setting Specific

*Based on the sources listed below and input from the measure developer.
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Notes:

e The original measure did not have individual items numbered. In order to properly reference
specific items within this profile, All instrument items are found in Table 1 and 2 of the
source article were consecutively numbered.

e This instrument contains 17 items; 10 were mapped.

Sources:

1. Katz SJ, Hawley ST, Morrow M, et al. Coordinating cancer care: patient and practice
management processes among surgeons who treat breast cancer. Med Care 2010;48(1):45-51.

2. Kahn KL, Malin JL, Adams J, et al. Developing a reliable, valid, and feasible plan for quality
of care measurement for cancer. How should we measure? Med Care. 2002;40(Suppl): 11173-
11185.
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Measure #9a. Care Transitions Measure (CTM-3)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Health Care System

Patient/Family Professional(s) Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings [

As coordination needs change

Assess needs and goals |

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals o

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management O

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Care Transitions Measure (CTM-3)

Purpose: To evaluate the essential processes of care involved in successful care transitions,
including information transfer, patient and caregiver preparation, self-management support,
empowerment to assert preferences, from a patient-centered perspective.

Format/Data Source: 3-item written survey administered at time of discharge. All questions are
answered on a 5-point Likert scale.

Date: Measure published in 2002.
Perspective: Patient/Family

Measure Item Mapping:
e Facilitate transitions:
0 Across settings: 1-3
e Assess needs and goals: 1
e Support self-management goals: 2, 3
e Medication management: 3

Development and Testing: Key domains and measure items were developed using input from
patient focus groups. Psychometric evaluation established content validity, construct validity,
absence of floor and ceiling effects, and intra-item variation.* The 3-item CTM explained 88
percent of the variance in the 15-item CTM score. No differential item difficulty by age, gender,
education, self-rated health, or ethnic group was identified after differential item function
analysis.? The CTM is an NQF-endorsed measure and has been applied to a range of high-risk
patient populations, including frail older adults, adults with chronic health conditions, cancer
patients, and children with special health care needs. Translated Hebrew and Arabic versions of
the questionnaire have also been found to be reliable and valid.®

Link to Outcomes or Health System Characteristics: Patients with lower self-rated health
status had significantly lower CTM scores, a result that is consistent with previous studies,
suggesting that care coordination is especially important for individuals with complex health
conditions. The measure also demonstrated the power to discriminate between: (1) patients
discharged from the hospital that did/did not experience a subsequent emergency visit or
rehospitalization for their index condition and (2) health care facilities with differing levels of
commitment to care coordination.”

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States; translations available for use in other countries (see notes below).

Past or Validated Applications*:

e Patient Age: Children, Adults, Older Adults

e Patient Condition: General Population/Not Condition Specific
e Setting: Inpatient Facility, Primary Care Facility

Chapter 6. Measure Maps and Profiles Page 102



*Based on the sources listed below and input from the measure developer.

Notes:

All instrument items are located online.*

This instrument contains 3 items; all 3 were mapped.

Finnish and French translations of the CTM-3 are available online.’

A validated 15-item version (CTM-15) is also available online in English, Spanish, Arabic,
Hebrew, and Russian.*

Sources:

1.

2.

3.

Coleman EA, Smith JD, Frank JC, et al. Development and testing of a measure designed to
assess the quality of care transitions. Int J Integr Care 2002;2(1):1-9.

Parry C, Mahoney E, Chalmers SA, et al. Assessing the quality of transitional care: further
applications of the care transitions measure. Medical Care 2008;46(3):317-22.

Shadmi E, Zisberg A, Coleman EA. Translation and validation of the Care Transition
Measure into Hebrew and Arabic. Int J Quality Health Care 2009;21(2):97-102.

The Care Transitions Program: Improving Quality and Safety During Care Hand-Offs Web
site. Available at: http://www.caretransitions.org/articles.asp. Accessed: 15 September 2010.
Coleman EA, Mahoney E, Parry C. Assessing the quality of preparation for post-hospital
care from the patient's perspective: The Care Transitions Measure. Med Care 2005;
43(3):246-255.

Coleman EA, Parry C, Chalmers S, et al. The central role of performance measurement in
improving the quality of transitional care. Home Health Care Services Quarterly.

2007; 26(4):93-104.
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Measure #9b. Care Transitions Measure (CTM-15)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate

responsibility o
Communicate O
Interpersonal communication
Information transfer |
Facilitate transitions
Across settings [
As coordination needs change
Assess needs and goals [
Create a proactive plan of care o
Monitor, follow up, and respond to change o
Support self-management goals [

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Care Transitions Measure (CTM-15)

Purpose: To evaluate the essential processes of care involved in successful care transitions from
a patient-centered perspective.

Format/Data Source: 15-item survey administered at the time of, or immediately following,
hospital discharge. The items span 4 domains: (1) information transfer, (2) patient and caregiver
preparation, (3) self-management support, and (4) empowerment to assert preferences. All
questions are answered on a 5-point Likert scale.

Date: Measure published in 2002.
Perspective: Patient/Family

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 9
e Communicate:
= Between health care professional(s) and patient/family: 1
0 Information transfer:
= Between health care professional(s) and patient/family: 4
e Facilitate transitions:
0 Across settings: 1-15
Assess needs and goals: 1-3, 7
Create a proactive plan of care: 7, 12
Monitor, follow up, and respond to change: 12
Support self-management goals: 1, 4-6, 8-11
Medication management: 13-15

Development and Testing: Key domains and measure items were developed using input from
patient focus groups. Psychometric evaluation established content validity, construct validity,
absence of floor and ceiling effects, and intra-item variation.* M plus confirmatory factor
analysis supported the CTM-15 factor structure in a more diverse study population (225 patients
of varying racial/ethnic background, aged 18-90, in rural settings). No differential item difficulty
by age, gender, education, self-rated health, or ethnic group was identified after differential item
function analysis.” The CTM is an NQF-endorsed measure and has been applied to a range of
high-risk patient populations, including frail older adults, adults with chronic health conditions,
cancer patients, and children with special health care needs. Translated Hebrew and Arabic
versions of the questionnaire have also been found to be reliable and valid.

Link to Outcomes or Health System Characteristics: Patients with lower self-rated health
status had significantly lower CTM scores, a result that is consistent with previous studies,
suggesting that care coordination is especially important for individuals with complex health
conditions. The measure also demonstrated the power to discriminate between: (1) patients
discharged from the hospital that did/did not experience a subsequent emergency visit or
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rehospitalization for their index condition and (2) health care facilities with differing levels of
commitment to care coordination.”

Logic Model/Conceptual Framework: None described in the sources identified.

Country: United States

Past or Validated Applications*:

Patient Age: Adults, Older Adults
Patient Condition: General Population/Not Condition Specific
Setting: Inpatient Facility, Primary Care Facility, Home Health Care

*Based on the sources listed below and input from the measure developer.

Notes:

All instrument items are located online.”

This instrument contains 15 items; all 15 were mapped.

For those interested, Spanish, Arabic, Hebrew, and Russian translations of the CTM-15 are
available online.*

Sources:

1.

2.

3.

Coleman EA, Smith JD, Frank JC, et al. Development and testing of a measure designed to
assess the quality of care transitions. Int J Integr Care 2002;2(1):1-9.

Parry C, Mahoney E, Chalmers SA, et al. Assessing the quality of transitional care: further
applications of the care transitions measure. Medical Care 2008;46(3):317-22.

Shadmi E, Zisberg A, Coleman EA. Translation and validation of the Care Transition
Measure into Hebrew and Arabic. Int J Quality Health Care 2009;21(2):97-102.

The Care Transitions Program: Improving Quality and Safety During Care Hand-Offs Web
site. Available at: http://www.caretransitions.org/articles.asp. Accessed: 15 September 2010.
Coleman EA, Mahoney E, Parry C. Assessing the quality of preparation for post-hospital
care from the patient's perspective: The Care Transitions Measure. Med Care 2005;
43(3):246-255.

Coleman EA, Parry C, Chalmers S, et al. The central role of performance measurement in
improving the quality of transitional care. Home Health Care Services Quarterly.

2007; 26(4):93-104.
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Measure #10. Patient Assessment of Chronic Iliness Care

(PACIC)

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE
Patient/Family PE)?gggcigI?s) Reprgg:;?zrﬂve(s)

CARE COORDINATION ACTIVITIES
Establish accountability or negotiate
responsibility
Communicate [

Interpersonal communication o

Information transfer o
Facilitate transitions

Across settings

As coordination needs change
Assess needs and goals [
Create a proactive plan of care [
Monitor, follow up, and respond to change |
Support self-management goals [
Link to community resources [
Align resources with patient and
population needs
BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION
Teamwork focused on coordination
Health care home
Care management
Medication management o
Health IT-enabled coordination
Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Patient Assessment of Chronic IlIness Care (PACIC)

Purpose: To develop a patient self-report instrument that measures the extent to which patients
receive clinical services and actions consistent with the Chronic Care Model.

Format/Data Source: A 20-item survey administered to patients with chronic conditions for
evaluation of their care within the past 6 months. Scales address 5 topics: (1) Patient Activation;
(2) Delivery System Design/Decision Support; (3) Goal Setting; (4) Problem-Solving/Contextual
Counseling, and (5) Follow-up/Coordination.

Date: Measure published in 2005.
Perspective: Patient/Family

Measure Item Mapping:
e Communicate:
= Between health care professional(s) and patient/family: B11, B15, B19, B20
O Interpersonal communication:
= Between health care professional(s) and patient/family: B1
o Information transfer:
= Between health care professional(s) and patient/family: B3
= Participants not specified: B9
Assess needs and goals: B1, B2, B7-9, B12, B13
Create a proactive plan of care: B1, B4, B13, B14
Monitor, follow up, and respond to change: B16
Support self-management goals: B4, B6, B7, B8, B10, B13, B14, B17
Link to community resources: B10, B17, B18
Medication management: B3

Development and Testing: Face, construct, and concurrent validity, as well as measurement
performance were demonstrated, characterizing the PACIC as a reliable instrument. Test-retest
reliability was moderately stable over a three-month interval. Most items strongly related to their
respective subscale(s), and the overall model had moderate goodness of fit. The instrument is
appropriate across a variety of chronic conditions.*

Link to Outcomes or Health System Characteristics: None described in the sources identified.

Logic Model/Conceptual Framework: The Chronic Care Model establishes a framework from
which the Patient Assessment of Chronic Illness Care (PACIC) arises.*

Country: United States

Past or Validated Applications*:
e Patient Age: Adults
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Patient Condition: Combined Chronic Conditions, General Chronic Conditions, Multiple
Chronic Conditions
Setting: Primary Care Facility

*Based on the sources listed below and input from the measure developers.

Notes:

Instrument items located in the Appendix of the source article.

Instrument items are also located online.?

This instrument contains 20 items; 19 were mapped.

A 25-item version is also available, which can be scored according to the “5 As” model of
health behavior change.’

Additi%nal information regarding the measure and how to contact its developers is available
online.

An adapted two-factor structure version of the five-factor structure PACIC (tested in the
United States and Europe) was developed and tested in Australia.’

Studies using the PACIC have also been applied to diabetic patient populations, assessing the
level of literacy in relation to self-management support.

Sources:

1.

2.

Glasgow RE, Wagner EH, Schaefer J, et al. Development and validation of the Patient
Assessment of Chronic IlIness Care (PACIC). Med Care 2005;43(5):436-44.

Gensichen J, Serras A, Paulitsch MA, et al. The Patient Assessment of Chronic IlIness Care
questionnaire: Evaluation in patients with mental disorders in primary care. Community
Ment Health J 2010 Aug 24. [ePub ahead of print]. No doi number listed.

Robert Wood Johnson Foundation Improving Chronic Iliness Care Web site. Available

at: http://improvingchroniccare.org/tools/pacic.htm. Accessed: 17 September 2010.
Glasgow RE, Nelson CC, Whitesides H, et al. Use of the Patient Assessment of Chronic
Iliness Care (PACIC) with diabetic patients: Relationship to patient characteristics, receipt of
care, and self-management. Diabetes Care 2005;28:2655-61.

National Cancer Institute Grid-Enabled Measures Database (GEM), beta. Available

at: https://www.gem-beta.org/public/MeasureDetail.aspx?mid=100&cat=2&mode=m.
Accessed: 24 September 2010.

Taggart J, Chan B, Jayasinghe UW, et al. Patients Assessment of Chronic Iliness Care
(PACIC) in two Australian studies: Structure and utility. J Eval Clin Pract 2010 Sep 16 [ePub
ahead of print] doi:10.1111/j 1365-2753.2010.01423.x.

Wallace AS, Carlson JR, Malone RM, et al. The influence of literacy on patient-reported
experiences of diabetes self-management support. Nurs Res 2010;59(5):356-63.
Schmittdiel J, Mosen DM, Glasgow RE, et al. Patient Assessment of Chronic IlIness Care
(PACIC) and improved patient-centered outcomes for chronic conditions. J Gen Int Med
2008;23(1):77-80.
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Measure #11a. Family-Centered Care Self-Assessment Tool

— Family Version

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate

responsibility "
Communicate o

Interpersonal communication [

Information transfer ]
Facilitate transitions

Across settings

As coordination needs change ]
Assess needs and goals [
Create a proactive plan of care [
Monitor, follow up, and respond to change [
Support self-management goals [
Link to community resources [
Align resources with patient and .

population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

O
Health care home
Care management m|

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Family Centered Care Self-Assessment Tool — Family
Version

Purpose: To evaluate practices’ provision of family-centered health care from the family
perspective.

Format/Data Source: 98-item, written survey with questions across 3 domains: (1)
family/provider partnerships, (2) care setting practices and policies, and (3) community systems
of services and supports. These 3 domains are further divided into a total of 15 subtopics: (1) the
decisionmaking team, (2) supporting the family as the constant in the child’s life, (3) family-to-
family and peer support, (4) supporting transition to adulthood, (5) sharing successesof the
family/provider partnership, (6) giving a diagnosis, (7) ongoing care and support, (8) addressing
child/youth development, (9) access to records, (10) appointment schedules, (11) feedback on
care setting practices, (12) care setting policies to support family-centered care, (13) addressing
culture and language in care, (14) information and referral and community based services, and
(15) community systems integration and care coordination. The subtopics are referred to for
measure-item mapping.

Date: Measure published in 2008.
Perspective: Patient/Family

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 1.1A, 1.1B, 1.1D, 4.2C, 7.1F
e Communicate:
= Between health care professional(s) and patient/family: 9.1A
0 Interpersonal communication:
= Between health care professional(s) and patient/family: 1.2B, 1.2C, 1.5, 1.6,
2.1A-D, 3.1F, 7.1B-D, 7.1H, 8.1F
o0 Information transfer:
= Between health care professional(s) and patient/family: 1.4, 2.2A, 4.2E, 6.1A-C,
7.1E,7.1G, 9.1D, 9.1E, 9.2, 12.1
= Across health care teams or settings: 13.1D
= Participants not specified: 4.2F
e Facilitate transitions:
o0 As coordination needs change: 1.2D, 3.1D, 4.2A-H, 8.1B, 8.1F, 14.2
Assess needs and goals: 1.2B-D, 1.3A-D, 2.1D, 7.5, 8.1B, 13.1A, 13.1B
Create a proactive plan of care: 4.2C, 4.2E, 13.1B
Monitor, follow up, and respond to change: 1.2D, 6.1A, 7.1F, 8.1A, 8.1F, 14.1C-F, 14.2
Support self-management goals: 1.1D, 1.2A, 2.2B, 3.1E, 3.1F, 4.2A, 4.2B, 6.1C, 6.1D,
7.1A, 7.11,8.1C-D, 13.1E
Link to community resources: 2.2B, 3.1B-D, 4.1C, 14.1A, 14.1B, 14.2, 15.1A
e Align resources with patient and population needs: 1.1C, 3.1C, 3.1F, 4.2D, 4.2H, 7.11,
7.3,7.4,9.1B, 9.1C, 10.1A-D, 12.2,13.1C
e Teamwork focused on coordination: 1.2A
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e Care management: 15.1B

Development and Testing: The instrument was developed based on 10 components of family-
centered care within a framework for partnership between families and professionals. No
detailed testing information was described in the sources identified.

Link to Outcomes or Health System Characteristics: None described in the sources identified.
Logic Model/Conceptual Framework: National Center for Family-Centered Care Framework.?
Country: United States

Past or Validated Applications*:

e Patient Age: Children

e Patient Condition: Combined Chronic Conditions, Children with Special Health Care Needs
e Setting: Not Setting Specific

*Based on the sources listed below and input from the measure developer.

Notes:
e All instrument items are available online.*
e This instrument contains 98 items; 90 were mapped.

Sources:

1. Family Voices, funded by the Maternal and Child Health Bureau (MCBH). Family Centered
Care Self-Assessment Tool — Family Version. October 2008. Available
at: http://www.familyvoices.org/pub/index.php?topic=fcc. Accessed: 17 September 2010.

2. National Center for Family-Centered Care. Family-Centered Care for Children with Special
Health Care Needs. Bethesda, MD: Association for the Care of Children’s Health; 1989.
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Measure #11b. Family Centered Care Self-Assessment Tool

— Provider Version

CARE COORDINATION MEASURES MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate

Interpersonal communication

Information transfer

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support self-management goals

Link to community resources

Align resources with patient and
population needs

BROAD APPROACHES POTENTIALLY RELATED TO CARE COORDINATION

Teamwork focused on coordination

O

Health care home

Care management

Medication management

Health IT-enabled coordination

Legend:
m = = 3 corresponding measure items
o = 1-2 corresponding measure items
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Family Centered Care Self-Assessment Tool — Provider
Version

Purpose: Family-Centered Care aims to improve the health and well-being of children through a
respectful partnership between families and health care professionals. The Provider version aims
to evaluate health care staff to determine the quality of care provided to the families.

Format/Data Source: 105-item, written survey administered to providers (health care
professionals and staff). The Family-Centered Care Self-Assessment Tool — Provider Version
covers 3 domains: (1) Family/Provider Partnerships, (2) Care Setting Practices and Policies, and
(3) Community Systems of Services and Supports. These 3 domains are further divided into 15
subtopics: (1)Decision-Making Team, (2) Supporting the Family as the Constant in the Child’s
Life, (3) Family-to-Family and Peer Support, (4) Supporting Transition to Adulthood, (5)
Sharing Successes of the Family/Provider Partnership, (6) Giving a Diagnosis, (7) Ongoing Care
and Support, (8)Addressing Child/Youth Development, (9) Access to Records, (10) Appointment
Schedules, (11) Feedback on Care Setting Practices, (12) Care Setting Policies to Support
Family-Centered Care, (13) Addressing Culture and Language in Care, (14) Information and
Referral and Community-Based Services, and (15) Community Systems Integration and Care
Coordination. The subtopics are referred to for measure-item mapping.

Date: Measure published in 2008.
Perspective: Health Care Professional(s)

Measure Item Mapping:
e Establish accountability or negotiate responsibility: 1.1A, 1.1B, 1.1D, 4.2C, 7.1F
e Communicate:
= Between health care professional(s) and patient/family: 1.2D, 8.1F, 9.1A, 9.1C
= Within teams of health care professionals: 9.1E
O Interpersonal communication:
= Between health care professional(s) and patient/family: 1.2B, 1.2C, 1.4, 1.5,
4.1A,7.1B, 7.1D, 7.1F, 7.1H
o Information transfer:
= Between health care professional(s) and patient/family: 2.2A, 2.2B, 6.1A, 6.1B,
7.1E, 7.1G, 9.1D, 12.1A, 12.1C
= Within teams of health care professionals: 4.2E
= Participants not specified: 4.2F
e Facilitate transitions:
0 As coordination needs change: 4.1A-C, 4.2A-H, 8.1B, 8.1F, 14.2
Assess needs and goals: 1.1B, 1.2B-E, 1.3A-E, 2.1A, 2.1D, 7.1D, 7.4, 8.1B, 13.1A, 14.2
Create a proactive plan of care: 4.1A, 4.2C, 4.2E, 13.1B
Monitor, follow up, and respond to change: 1.7, 7.1F, 8.1A, 8.1F, 14.1C-F, 14.2
Support self-management goals: 1.1C, 1.1D, 1.2A, 2.1A, 2.2A, 2.2B, 3.1E, 3.1F, 4.1B,
4.1C,4.2A,4.2B, 6.1C, 6.1D, 7.1F, 7.1H, 7.11, 8.1C-F, 13.1E
e Link to community resources: 1.1C, 2.2B, 3.1B-E, 4.1B, 4.1C, 14.1A, 14.1B, 14.2
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e Align resources with patient and population needs: 1.1C, 1.3A-E, 3.1C, 3.1F, 4.2D, 4.2H,
7.11,7.2,7.3,9.1B, 9.1C, 10.1A-D, 11.1-11.4, 12.1C, 12.1G, 12.1H, 13.1A-E

e Teamwork focused on coordination: 1.2A

e Care management: 15.1B

Development and Testing: The instrument was developed and based on 10 principles of family-
centered care for children with special health needs within a framework for partnership between
families aqd professionals. No detailed testing information was described in the sources
identified.

Link to Outcomes or Health System Characteristics: National Center for Family-Centered
Care Framework.”

Logic Model/Conceptual Framework: None described in the sources identified.
Country: United States

Past or Validated Applications*:

e Patient Age: Children

e Patient Condition: Combined Chronic Conditions, Children with Special Health Care Needs
e Setting: Not Setting Specific

*Based on the sources listed below and input from the measure developer.

Notes:
e All instrument items are available online.!
e This instrument contains 105 items; 88 were mapped.

Sources:

1. Family Voices, funded by the Maternal and Child Health Bureau (MCBH). Family Centered
Care Self-Assessment Tool — Provider Version. October 2008. Available
at: http://www.familyvoices.org/pub/index.php?topic=fcc. Accessed: 17 September 2010.

2. National Center for Family-Centered Care. Family-centered care for children with special
health care needs. Bethesda, MD: Association for the Care of Children’s Health; 19809.
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Measure #12a. ICU Nurse-Physician Questionnaire - Long

Version

CARE COORDINATION MEASURE MAPPING TABLE

MEASUREMENT PERSPECTIVE

Patient/Family

Health Care
Professional(s)

System
Representative(s)

CARE COORDINATION ACTIVITIES

Establish accountability or negotiate
responsibility

Communicate ]
Interpersonal communication m
Information transfer (]

Facilitate transitions

Across settings

As coordination needs change

Assess needs and goals

Create a proactive plan of care

Monitor, follow up, and respond to change

Support se