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Intro to GPRA/GPRAMA

¢ GPRA: Government Performance and Results Act

0 Federal law passed in 1993 that requires agencies to
demonstrate that they are using congressional funds
effectively and efficiently

0 IHS has been reporting GPRA data for over 10 years

0 GPRAMA: Government Performance and Results
Act Modernization Act of 2010

0 I1J ggte to the Government Performance and Results Act of

0 Requires federal agencies to use performance data to drive
decision making

0 IHS began reporting GPRAMA in FY 2013
Smaller set of measures than GPRA




FY 2016 GPRA/GPRAMA measures

24 Clinical GPRAMA/GPRA (Budget) Measures — GPRAMA measures in red

Diabetes (5 measures):

* Good Glycemic Control
Controlled BP <140/90
Statin Therapy
Nephropathy Assessed
Retinopathy Exam

Dental (3 measures):

» Access to Dental Services

» Sealants

* Fluorides

Immunizations (4 measures):

* Influenza Vaccination (6 mo - 17yr)

* Influenza Vaccination (18+)
Pneumococcal 65+

* Childhood Immunizations

FY 2016 new measures are in blue

« Cancer Screening (3 measures):
* Cervical (Pap) Screening Rates
 Mammogram Screening Rates
* Colorectal Cancer Screening

« Behavioral Health (3 measures):
* Alcohol Screening
« DV/IPV Screening
* Depression Screening

* Prevention Measures (6 measures):

Tobacco Cessation

HIV Screening Ever

Comp. CVD Assessment
Childhood Weight Control*
Breastfeeding Rates

Controlling High Blood Pressure-Million
Hearts

*Childhood Weight Control is a long term measure that is
reported every three years. It will be reported in FY 2016




Intro to GPRA/GPRAMA

0Clinical GPRA/GPRAMA data

0 Collected and reported three times each GPRA year via
the Clinical Reporting System (CRS) package in RPMS
0 GPRA Year: July 1 - June 30
0 Data collected for Q2, Q3, and Q4
0 Data is cumulative

0 CRS data from all reporting clinics are aggregated into national
result

0 2016 GPRA/GPRAMA Reporting Deadlines
0 Q2: January 22, 2016
0Q3: April 22,2016
0Q4:July 22,2016




Important Definitions

0 GPRA User Population:

0 Must have been seen at least once in the three years
prior to the end of the time period, regardless of clinic
type, and the visit must be either ambulatory (including
day surgery or observation) or a hospitalization; the
rest of the service categories are excluded.

0 Must be alive on the last day of the Report Period.

0 Must be AI/AN; defined as Beneficiary 01.

0 Must reside in a community specified in the site’s GPRA
community taxonomy, defined as all communities of
residence in the defined CHS catchment area.




Important Definitions

0 Active Clinical Population:

0 Must have two face-to-face visits to medical clinics in
the past three years. Atleast one visit must be to a core
medical clinic.

0 Must be alive on the last day of the Report Period.

0 Must be AI/AN; defines as Beneficiary 01.

0 Must reside in a community specified in the site’s GPRA
community taxonomy, defined as all communities of
residence in the defined CHS catchment area.




Diabetes: Good Glycemic Control

FY 2016 Measure Logic:
Numerator: Patients in Good Glycemic Control: Alc< 8

Denominator: Active Diabetic Patients

Active Diabetic Patient: Active Clinical patients diagnosed with
diabetes (POV 250.00 through 250.93) prior to the report period, and at

least two visits in the past year, and two diabetes mellitus-related visits
ever.




Diabetes: Blood Pressure Control

0 FY 2016 Measure Logic:

Numerator:
Patients with BP less than (<) 140/90,

i.e., the mean systolic value is less than
(<) 140 and the mean diastolic value is
less than (<) 90.

Denominator: Active Diabetic Patients




Diabetes: Statin Therapy

0 FY 2016 Measure Logic*:

Numerator: Patients who are statin therapy users
during the report period or who receive
an order to receive statin therapy at any
point during the report period.

Denominator: Active Diabetic Patients ages 40 to 75, or
age 21 and older with documented CVD
or an LDL greater than or equal to 190.

*New measure in FY 2016




Diabetes: Nephropathy Assessment

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients with nephropathy assessment
during report period or
diagnosis/treatment of ESRD any time
before the end of the report period

(Nephropathy Assessment requires an

estimated GFR AND a UACR (NOT
dipstick) during the report period)

Active Diabetic Patients




Diabetes: Retinopathy Assessment

0 FY 2016 Measure Logic:

Numerator: Patients receiving a qualified retinal
evaluation during the report period

Denominator: Active Diabetic Patients




Dental Access

0 FY 2016 Measure Logic:

Numerator: Patients with a documented dental visit
during the report period

Denominator:
User Population patients




Dental: Sealants

0 FY 2016 Measure Logic:

Numerator: Patients with at least one or more intact
dental sealants

Denominator:
User Population patients ages 2 through

15




Dental: Topical Fluorides

0 FY 2016 Measure Logic:

Numerator: Patients who received one or more
topical fluoride applications during the
report period

Denominator: GPRA User Population patients age 1
through 15




Influenza Vaccination 6mo - 17yrs

0 FY 2016 Measure Logic*:

Numerator: Patients with influenza vaccine
documented during the report period or
with a contraindication documented any
time before the end of the report period

Denominator: Active Clinical patients ages 6 months to
17 years

*New measure in FY 2016




Influenza Vaccination 18+

0 FY 2016 Measure Logic*

Numerator: Patients with influenza vaccine
documented during the report period or
with a contraindication documented any
time before the end of the report period

Denominator: Active Clinical patients ages 18 and older

*New measure in FY 2016




Pneumococcal 65+

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients with Pneumococcal vaccine or
contraindication documented ever and, if
patient is older than 65 years, either a
dose of pneumovax after the age of 65 or
a dose of pneumovax in the past five
years.

Active Clinical patients ages 65 and older




Childhood Immunizations

0 FY 2016 Measure Logic:

Numerator:

Denominator:

0 4:3:1:3*:3:1:4 Series:
4 DTaP
3 Polio
1 MMR

Patients who have received the
4:3:1:3*:3:1:4 combination, including
contraindications and evidence of disease

GPRA User Population patients active in
the Immunization Package who are 19
through 35 months at end of report
period

3 or 4 HiB (depending on brand)

3 Hepatitis B
1 Varicella
4 Pneumococcal




Pap (Cervical) Screening

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients with a Pap smear documented in
the past three years, or if patient is 30 to
64 years of age, either a Pap Smear
documented in the past three years or a
Pap Smear and an HPV DNA documented
in the past five years.

Female Active Clinical patients ages 24
through 64 without a documented history
of hysterectomy




Mammography Screening

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients who had a mammogram
documented in the past two years

Female Active Clinical patients ages 52
through 64 years, without a documented
bilateral mastectomy or two separate
unilateral mastectomies




Colorectal Cancer Screening

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients who have had any Colorectal

Cancer screening defined as any of the

following:

A. Fecal Occult Blood Test (FOBT) or FIT
during the report period

B. Flexible sigmoidoscopy in the past 5
years

C. Colonoscopy in the past 10 years

Active Clinical Patients ages 50 through
75 without a documented history of
colorectal cancer or total colectomy




Tobacco Cessation

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients who received tobacco cessation
counseling, received a prescription for a
tobacco cessation aid, or quit their
tobacco use anytime during the Report
Period.

Active clinical patients identified as
current tobacco users or tobacco users in
cessation




Alcohol Screening (FAS Prevention)

0 FY 2016 Measure Logic*:

Numerator: Patients screened for alcohol use, had an
alcohol-related diagnosis or procedure, or
received alcohol-related patient education
during the report period

Denominator: *Female Active Clinical patients ages 14-46

*Measure logic revised in FY 2016 (Prior to FY 2016, measure denominator included
female active clinical patients ages 15-44)




Intimate Partner Violence/Domestic
Violence (IPV/DV) Screening

0 FY 2016 Measure Logic*:

Numerator: Patients screened for intimate partner
(domestic) violence any time during the
report period

Denominator: *Female Active Clinical patients ages 14-
46

*Measure logic revised in FY 2016 (Prior to FY 2016, measure denominator included female active clinical
patients ages 15-40)




Depression Screening

0 FY 2016 Measure Logic:

Numerator: Patients screened for depression or
diagnosed with a mood disorder any time
during the report period

Denominator: Active Clinical patients ages 18 and older




Comprehensive CVD Assessment
0 FY 2016 Measure Logic:

Numerator: *Patients with comprehensive CVD
assessment, defined as having BP
documented, tobacco use assessed, BMI
calculated, and lifestyle counseling

Denominator: Active CHD patients ages 22 and older

0 Active CHD Patient: Active Clinical patients diagnosed with CHD prior to the report
period, and at least two visits during the report period, and two CHD-related visits ever

¢ Numerator definitions:

0 BP documented at least twice in prior two years

0 Tobacco use screening completed during the report period
0 BMI calculated
7

Received any lifestyle adaptation counseling, including medical nutrition
counseling, or nutrition, exercise or other lifestyle education during the report
period

*In FY 2016, LDL Assessment was removed from the numerator




HIV Screening Ever

0 FY 2016 Measure Logic*:

Numerator: Patients who were screened for HIV at
any time before the end of the report
period

Denominator: User population patients ages 13-64 with
no recorded HIV diagnosis prior to the
report period

*New measure in FY 2016




Childhood Weight Control

0 FY 2016 Measure Logic*

Numerator: Patients with a BMI at or above the 95th
percentile

Denominator: Active clinical patients ages 2 through 5
for whom a BMI could be calculated

*Long-term measure, reported every three years; reported in FY 2016




Breastfeeding Rates

0 FY 2016 Measure Logic:

Numerator:

Denominator:

Patients who, at the age of two months
(45 through 89 days), were either
exclusively or mostly breastfed

Active Clinical patients who are 30
through 394 days old who were screened
for infant feeding choice at the age of two
months (45 through 89 days)




Controlling High Blood Pressure:
Million Hearts

0 2016 Measure Logic:

Numerator: Patients with BP less than 140/90

Denominator: User Population patients ages 18
through 85 years diagnosed with
hypertension and no documented
history of ESRD or current diagnosis of
pregnancy







FY 2016 Targets

FY 2016 Targets (Federal, Tribal, & Urban Programs)
DIABETES Final 2015 Target Final 2016 Target
Good Glycemic Control 47.7% 49.5%
Controlled BP <140/90 63.8% 65.0%
Statin Therapy to Reduce CVD Risk in Patients w/Diabetes N/A Baseline
Nephropathy Assessed 60.0% 61.1%
Retinopathy Exam 60.1% 61.6%

DENTAL
Dental: General Access 27.9% 29.3%
Sealants 14.1% 14.8%
Topical Fluoride 26.4% 28.3%

IMMUNIZATIONS
Influenza Vaccination Rates Among Children 6mo - 17yrs N/A Baseline
Influenza Vaccination Rates Among Adults 18+ N/A Baseline
Pneumococcal Vaccination 65+ 85.7% 87.3%
Childhood 1Z 73.9% 76.8%

PREVENTION
Pap Screening 54.6% 55.6%
Mammogram Rates 54.8% 55.9%
Colorectal Cancer Screening 35.2% 38.7%
Tobacco Cessation 46.3% 49.1%
Alcohol Screening (FAS Prevention) 66.7% Baseline
DV/IPV Screening 61.6% Baseline
Depression Screening 64.3% 67.2%
Comp. CVD-Related Assessment 47.3% 53.3%
HIV Screening Ever N/A Baseline
Childhood Weight Control N/A 22.8%
Breastfeeding Rates 29.0% 35.8%
Controlling High Blood Pressure: Million Hearts Measure 59.5% 60.6%







CRS Clinical Measure
Changes in 2017

o 2 measures will retire in FY 2017. FY 2016 is the
last reporting cycle for these measures

O

©)

Alcohol Screening (FAS Prevention)
Comprehensive CVD Assessment

o 6 new measuresin FY 2017

©)

Statin Therapy for the Prevention and Treatment of
Cardiovascular Disease (replacing Comp CVD measure)

Depression Screening 12-17 years
Antidepressant Medication Management (Acute Treatment)
Antidepressant Medication Management (Continuous Treatment)

Universal Alcohol Screening (replacing Alcohol Screening-FAS
Prevention measure)

Screening, Brief Intervention, and Referral to Treatment (SBIRT)



2017 GPRA Measure Changes

o Statin Therapy for the Prevention and Treatment of
Cardiovascular Disease (GPRAMA measure):

o  Numerator: Patients who are statin therapy users during the Report
Period or who receive an order (prescription) to receive statin therapy
at any point during the Report Period

Denominator: User Population patients ages 40-75 with diabetes, or

age 21 and older with documented cardiovascular disease or an LDL
greater than or equal to 190

o Depression Screening 12-17 years:

o  Numerator: Patients screened for depression or diagnosed with a
mood disorder or suicide ideation at any time during the report period

Denominator: Active Clinical Plus Behavioral Health Population
patients ages 12 through 17 years




2017 GPRA Measure Changes

o Antidepressant Medication Management — Acute Treatment

o  Numerator: Patients who filled a sufficient pumber of separate
PreSCI‘IptIOHS or refills of antidepressant medication for continuous
reatment or at least 84 days (12 weeks)

Denominator: User Population patients who, as,of the 120%™ day. of
the report periqd, were diagnosed wjth a new episode of depressSion
and treated with antidepressant medication in the past year

o Antidepressant Medication Management — Continuous
Treatment

o  Numerator: Patients who filled a sufficient pumber of separate
prescriptions or refills of antidepressant medication treatment to
provide continuous treatment for at least 180 days (6 months)

Denominator: User Population patients who, as,of the 120™ day. of
the report periqd, were diagnosed wijth a new episode of depressSion
and treated with antidepressant medication in the past year




2017 GPRA Measure Changes

o Universal Alcohol Screening

o Numerator: Patients screened for alcohol use or had an alcohol-
related diagnosis or procedure during the Report Period.

Denominator: Active Clinical Plus Behavioral Health Population
patients ages 12 through 75 years

o Screening, Brief Intervention, and Referral to Treatment
(SBIRT)

o Numerator: Patients screened in ambulat_mgl care for risky or
harmful alcohol use during the Report Period.

Denominator: Active Clinical Plus Behavioral Health Population
patients ages 9 through 75 years.







Upcoming FY 2016 National
GPRA/GPRAMA Webinars

0 June/July 2016: 2017 Measure GPRA/GPRAMA
Measure Logic Changes (Date TBD)

0 Flyer will be sent out prior to training




GPRA Resources/Trainings:

Recorded Adobe Connect National GPRA Trainings are here:

CRS 16.0 Training

2016 GPRA/GPRAMA Measure Logic Changes

Best Practices from High Performing Sites

HIV Screening

Influenza Vaccination and Childhood Immunizations GPRA Measures
Breast Cancer Screening (Mammography)

Alcohol Screening (FAS Prevention)

Blood Pressure Control (Diabetes & Million Hearts)
Physician Engagement in GPRA

Comprehensive CVD Assessment

Urban Indian Health Programs GPRA Reporting
Breastfeeding GPRA Measure

National Measures for Infectious Disease Screening
Statin Therapy

Dental Measures

7
7
7
7
7
7
7
7
7
7
7
7
7
7
7



http://ihs.adobeconnect.com/gpra_trainings/

CRS Website

7 Indian Health Service
% The Federal Health Program for American Indians and Alaska Natives

IHS Home - Clinical Reporting System share This Page: | 5] E] K B E2 B

‘\(L U.S. Department of Health and Human Services

» Ato ZIndex « Employee Resources - Feedback

Silriical Repmriibg Clinical Reporting System (CRS)
i CRS is the reporting tool used by the IHS Office of Planning and Evaluation to
I u y 1 I u N
CRS Software collect and report clinical performance results annually to HHS and to Congress. STAY CONNECTED vl
This site will serve as a central repository for information about the IHS Clinical
Reporting System (BGP).

Performance
Improvement Toolbox

Use our CRS LISTSERYV to stay
connected. The CRS Listserv is a mailbox
GPRA and Other National CRS is an RPMS (Resource and Patient Management System) software where questions and information can be
Reporting application designed for national reporting as well as local and Area monitoring communicated.

of clinical performance measures. CRS produces on demand from local RPMS

databases a printed or electronic report for any or all of over 300+ clinical performance measures, representing 66 clinical topics.
CRS is intended to eliminate the need for manual chart audits for evaluating and reporting clinical measures that depend on
Staff RPMS data.

Urban GPRA GPRAMA
Reporting

Contact Us Each year, an updated version of CRS software is released to reflect changes in and additions to clinical performance measure
definitions. Click on any of the software versions listed in the box at the left for detailed descriptions.

Performance measure example: GPRA Measure Mammogram Rates: Report the number of female patients ages 52 through 64
without a documented history of bilateral mastectomy or two separate unilateral mastectomies who had a mammogram
documented during the past two years.

Current Status:
CRS 2016 Version 16.1 was released nationally on March 31, 2016.

Performance measures and logic included in the CRS 2016 v16.1 Selected Measures (Local) Report [PDF - 849 MB]
CRS 2016 page to view a list of key changes for CRS 2016 v16.1

Download current software and documentation

GPRA FY14 through FY16 Performance Measures Matrix [PDF - 89 KB]




CRS Website (cont)

@ U.S. Department of Health and Human Services
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Indian Health Service

% The Federal Health Program for American Indians and Alaska Natives Search

IHS Home « Clinical Reporting System Share This Page- (=] £ Jo- [ »]in|

Clinical Reporting CRS 2016 (v16.0 and v16.1)
Svetem CRS VERSION 16.1

CRS Software

» CRS 2016 (v16.0 and CRS Version 16.1 was released on March 31, 2016.
vi16.1
) B View the CRS 2016 (v16.1) National GPRA/GPRAMA Report Performance Measure List and Definitions [PDF - 363 KB]

CRS 2015 (v15.0 and
v15.1)

B View the CRS 2016 (v16.1) National GPRA Developmental Report Performance Measure List and Definitions [PDF - 373
KB]

CRS 2014 (v14.0 and

v14.1) Key enhancements included in CRS Version 16.1 are shown below.

CRS 2013 (v13.0) E Logic Changes to National GPRA/GPRAMA Report Measures

CRS 2012 (v12.0 and E GPRA Developmental Measures:

v12.1) E Added the following new GPRA Developmental measures:

CRS 2011 (v11.0 and E Adult Immunizations (Tdap and Influenza for pregnant patients)

vi11) E Hepatitis C Screening: (New measures for Ab test result, patients with Ab result, patients with Hep C

diagnosis, ever cured and currently cured)
CRS 2010 (v 10.0 and

p1) E Removed topics:
CRS 2009 (v9.0 and p1) = Controlling High Blood Pressure

CRS 2008 (v8.0 and = Removed the following GPRA Developmental measures:
p1-p3) ® HIV Screening age breakdown measures.
CRS 2007 (v.7.0) E Hepatitis C Screening gender breakdown and no result measures.

& viei . ] - .
CRS 2006 (v.6.0 & Visit Statistic measure for Female Active Clinical patients ages 15 through 44.

v.6.1) = Updated codes and/or logic in the following measures: Diabetes: Blood Pressure Control; Access to Dental
CRS 2005 (v.5.0 & Service; Adult Immunizations, Comprehensive Cancer Screening, Statin Therapy for the Prevention and
v.5.1) o Treatment of Cardiovascular Disease; Hepatitis C Screening.

GPRA+ FY04 (v.3) E Diabetes: Blood Pressure Control: Updated blood pressure logic to include patients who only have one blood pressure
GPRA YOS [y 2) documented.




GPRA/GPRAMA Measure List and Definitions Document

IH5 Clinizal Repaorting System “ersion 151

IHS Clinizal Reporting System Wersion 15.1

# Lict of fermiale Sctivre Clindcal patierds ages 15 throagh 4 4 years writhonat
docmnerte d soeening.

[ntimate Partner (Domestic) Yiolence Screening

Orwrer and Contact
Baverly Cottor, IH S Divicion of Behavdoral Health (DEH)

Mational Reporting
HATIOHAL (chided i IH S Ped ooharce Feport; reported to OME and Congress)

Denominstors
1. GPEL: Femalk Sctie Clinicalpatiente ages 15 thoowugh 40 peats.

2. Pumale Tcer Popalation patierds ages 15 thooagh 40 years.

MHurerstors

1. GPEA: Patients screened for fdiihate parter (dormestic Jwiolenc e at arge tirme
itz the Tep ot period.

Hote: Thic romrerator does et nchide refinsals.

4 Patiertewrith docmherted TP W e,
B. Patierdswrith IPVWT W related diaghosis.
L. Patients provided with education or u:-:ﬂlms elihg abwnat TEW T

Definitions

[Rtimae Partne Yiolence/Domestic Violence ] IPYWOY Screening
*  Empam code 34
« EHEIPWIDY exam

IP%Y0% Related Diagnosis

* DOV, Curerdt PCC or BHE Problem List ICD-9: 90580 through 83,9058 5,
W15 41,W15.42,V1549; ICD-10: Tr4 11208 TF4 215008 TT4 31300,
Tr4 9120, TFG1 1200, TT6.21000, TF6 31204, TFO.912048 F01 410

EHS POW 43 % 44 %

IF%OY Patient Education

Patiert Ehacation codes cortaining “DW-" or ““DW", 00 5 20 throagh 83, 09585,
W1541,W1542, V1549

IF%P0Y Counseling
POV ICD-2: W61.11; ICD-10: 260 11

GFRA 2015 Target

Dnmimg FY 2015, achiewe the tarzetrate of 61.6% for the proportion of feanale
patiente ages 15 thoough 410 years who Tece e seresnitg for domestic wioleace .

Fatient Lists
*  Lict of farmale patients 15 thooagh 40 e ars with doommerte d IPVDW screening.

*  List of fernale patients 15 thoonagh 40 years without dooomerded TPV T W
SeTe ehiilE.

Depression Screening

Owmer and Contact

Beverly Cotton, THS D ivision of Behavioral Hebih (DEH)

Mational Reporting
HATIOHAL (chded in [HS Ped ooh ance Feport; reported to OME and Congresc)

Oenominatars

1. GPEADMS: Sotive Clindcal patierds ages 18 and older, broken domm by genoder.

2. User Populstion patierds azes 18 and older.

Murnerstors

1. GPEADS: Patievds ccreetied for depressionor disghosed with a mood disorder at
arytime daring the Tep ort period .

Mote: This ranrerstor does et i hade refiasals.

4. Patients ccTeered for deprescion dring the rep ot period.
B. Patiertsrith a diagrosis of 2 mood di order during the report period.

National GFRA/GE RAMA Feport Mational GFRAGPRAWS Report . -
Performance heasure List and O efinitio ne Performance Measure Topics and Definitiors Ferformance heasure List and Definitiors Ferformance heasure Topics and [ efinitiors




CRS Website (cont)

IHS Home - Clinical Reporiing System Share This Page: | [] [ lin] D

Clinical Reporting Performance Improvement Toolbox
System

To assist in improving GPRA/GPRAMA performance, below is a list of resource materials that can be adapted for use at your
CRS Software program.

Perf - .
Clinical GPRA Measure Information

GPRA and Other National Colorectal Cancer Screening Information for Providers [PDF - 267 KB]
Reporting

Urban GPRA GPRAMA
Reporting

=

Comprehensive CVD Screening Information for Providers [PDF - 276 KB]

Depression Screening Information for Providers [PDF - 574 KB]

Domestic (Intimate Partner) Violence Screening Information for Providers [POF - 205 KB]

Staff Mammaography Screening Information for Providers [PDF - 270 KB]

Contact Us Tobacco Screening and Cessation Intervention Information for Providers [PDF - 665 KB]

Infant Feeding Choice Screening Information for Breastfeeding Rates Measure [PDF - 191 KB]

O]
o]
O]
O]
O]
o}
ol

CRS Childhoed Immunizations Measure Information [PDF - 507 KB]
GPRA Webinar Trainings *

o]

Screening Tools and Guidelines for GPRA Measures

FAQs: Clinical Performance Measurement. GPRA. and CRS [PDF - 58 KB]

=

Clinical Cheat Sheet [PDF - 2.3 MB]
Clinical Cheat Sheet for EHR Users [PDF - 257 KE]
FAQs: Infant Feeding Choice [PDF - 360 KB]

¥ B E

Collection of Breastfeeding Data at Pediatric Visits with the PCC Form at PIMC [PDF - 1.3 MB]

National Documentation of Tobacco Screening and Cessation Intervention [FDF - 144 KB]

Cherokee Indian Hospital's Documentation of Tobacco Screening and Cessation Intervention [FDF - 155 KB]
PHQ-2 Depression Screening Tool [FOF - 184 KB]

PHQ-9 Depression Screening Tool [FOF - 688 KB]

IHS Prenatal Health Assessment (Form 866) [PDF - 50 KB]

5 OE OB B EB B &

GPRA Handout for Patients [PDF - 254 KB]

GPRA Handout for Providers [PDF - 737 KB]

E =

Improve GPRA Commercial Tobacco Treatment Interventions [PDF - 1 MB]




Data Entry Cheat Sheets

Key Clinical Performance Objectives

Performance Measure

Standard

Provider Documentation

How to Enter Data in EHR

Dental Sealants

Patients should have one
or more intact dental
sealants.

Note: Refusals are not
counted toward the GPRA
measure, but should still
be documented.

Standard EHR documentation for tests performed
at the facility, ask about off-site tests and record
historical information in EHR:

« Date received
« | ocation
¢ Results

Dental Sealants (ADA)

ADA codes cannot be entered
into EHR.

Dental Sealants CPT
Visit Services Entry (includes

historical CPTs)
Enter CPT: D1351, D1352,
D1353
Cluantity:
Maodifier:
Madifier 2:

Topical Fluoride

Patients should have one
or more topical fluoride
applications.

Note: Refusals are not
counted toward the GPRA
measure, but should still
be documented.

Standard EHR documentation for tests performed
at the facility, ask about off-site tests and record
historical information in EHR:

« [Date received
* Location
¢ Results

Topical Fluoride (ADA code)

ADA codes cannot be entered
into EHR.

Topical Fluoride CPT
Visit Services Entry (includes

historical CPTs)
Enter CPT: D1206, D1208,
D5986, 991388

Quantity:

Moadifier:

Modifier 2:
Topical Fluoride POV
Visit Diagnosis Entry

Purpose of Visit: ICD-9: V07 .31
Provider Narrative:

Modifier:

Cause of DX:




Data Entry Cheat Sheets

CPT codes are entered 1n the Visit Services component, which 15 located on the Services tab.
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Clinical Reporting System (CRS)
Reports:

oNational GPRA/GPRAMA Report
oNational GPRA/GPRAMA Patient List
0 GPRA/GPRAMA Forecast Report

0 GPRA/GPRAMA Dashboard

0 Taxonomy Reports




National GPRA/GPRAMA Report

Diakbetez: Blood Pressure Control

ABctive Diabetic
[GPFER)

% w/ EPs=s

W,
Documented
w/Controlled

Diabetes: Blood Pressure Control

CHG CHG
REPORT % PREV YR % from BASE % from
PREV YR
PERIOD PERIOD % PERIOD BASE %

Active Diabetic Pts (GPRA) 148 99 87
# w/ BPs Documented 118 79.7 77 77.8 72
# w/Controlled BP <140/90 (GPRA) 61 41.2 38 38.4 . 34




GPRA/GPRAMA Dashboard

CI16>RPT->NTL->DSH

National 2016 Target 2015 Final Numerator Denominator 2016* # Needed to Achieve Target
Good Glycemic Control <8 49.5 42.1 1 10 0

Controlled BP <140/90 65.0 59.2 10
LDL Assessed Baseline 73.4 10
Nephropathy Assessed 61.1 65.7 10

Retinopathy Assessed 61.6 40.4

Dental Access General
Sealants

Topical Fluoride

Influenza 6mo - 17 yrs Baseline

Influenza 18+ Baseline

—

Note: All patients are demo patients from a demo database.



National GPRA/GPRAMA Patient List

CI16>RPT>NTL->LST

Diabetes: Blood Pressure Control

List of diabetic patients who had their BP assessed.

UP=User Pop; AC=Active Clinical; AD=Active Diabetic; AAD=Active Adult Diabetic
PREG=Pregnant Female; IMM=Active IMM Pkg Pt; IHD=Active Ischemic Heart Disease

CHD=Active Coronary Heart Disease; HR-High Risk Patient

PATIENT NAME COMMUNITY SEX AGE LAST MEDICAL VISIT LAST VISIT DENOMINATOR  NUMERATOR

JOHNSON,CELIA KAY 105161 BRAGGS
PATIENT,CRSAC 900029 BRAGGS
BILBY,DEBORA ELLEN 108341 BRAGGS
BUNKER,EDITH 656723 BRAGGS
SHATWELL,TARA MARIE 111313 BRAGGS
NOFIRE,BOBBIE SUE 119298 BRAGGS
SKINNER,KERRY NADINE 112866 BRAGGS
JACKSON,SHERRY LADAWN 100939 BRAGGS
HARVELL,JONELLE LADAWN 114258 BRAGGS
PIGEON,PAULINE 103058 BRAGGS

8/1/2011  9/1/2011 UP,AD,AAD 131/77 UNC

8/2/2011  8/2/2011 UP,AD,AAD 2000F UNC
12/8/2011 12/16/2011UP,AD,AAD 133/82 UNC
12/14/2011 12/14/2011 UP,AD,AAD 133/86 UNC
12/30/2011 12/30/2011 UP,AD,AAD 201/87 UNC
12/4/2011 12/18/2011 UP,AD,AAD 138/66 UNC
12/17/2011 12/29/2011 UP,AD,AAD 159/86 UNC
12/31/2011 12/31/2011 UP,AD,AAD 3074F/3080F UNC
11/21/2011 12/9/2011 UP,AD,AAD 127/58 CON
11/2/2011 12/17/2011UP,AD 132/69 UNC

™ ™ T '™ '™ '™ '™ ™ ™™

Note: All patients are demo patients from a demo database.




GPRA/GPRAMA Forecast Patient List

Time Patient Hame HEN 5 Community
Measure Not Met of Last Screening 1 N Due Date
Counted

Annual Dental Exam Last Dental Exam: /
(211 Patientsz) Cwerdue az of: 06705/
GPRA counts wisits wi
30, POV VI2.2, Z01.20,
with any ADA code during
Depre=zzion Screen Lazt Depreszzion Screen: N
Cverdue a= of: 01,011,713
GPEA counts PCC n 36, POV
code 14.1, PCC W Weas;rerﬂ
or 2 mood disorder

"




Taxonomy Reports

Recommend that you check medication and lab taxonomies
at least once every 6 months:

- Lab taxonomies: check with lab clinic uses to get
specific lab test names for each taxonomy

- Medication taxonomies: check with providers and
pharmacy to get drug names for each taxonomy

To check medication and lab taxonomies:
CRS=>CI16=>RPT—>TAX

To edit medication and lab taxonomies:
CRS=>CI16>SET—->TS




Taxonomy Reports

0 CRS>CI16>SET->TS

File Edit WView Optons Tools Help
id [ 2] X s da e g (52 @

|+ 161.223.93.8 (1) |

et IHS/RPMS CRS 2016 s
“E O TaXonomy Setup Menu FF

version 16.1
CAD CLINIC
NGTS Taxonomy Setup-wNational GPRA/GFRA Performance Rpts
oTS Taxonomy Setup-Other National Measures Report
CRTS Taxono Setup-aAll CR5 Reports
wT View All CR5 Taxonomies

Select Taxonomy Setup <TEST ACCOUNT= option: |

-

[Telnet |16, 46 || 25 Rows, 89 Cols ||VT100

|[cap|jnum|




Taxonomy Reports

5 161.223.93.8 (1) - SecureCRT
File Edit WView Oplions Tools Help

id [ 2] ¥ LA eSS e

|+ 161.223.93.8 (1) |

(2016 CRS TAXONOMY UPDATE May 04, 2016 12:42:40
TAXONOMIES TO SUPPORT 2016 NATIONAL GPRA REPORT REPORTING

BGP CDd4 TAX LAB cp4 Tests for HIV Quality of Ca
BGP CHLAMYDIA TESTS TAX LAE Chlamydia Lab Tests.
BGP CMS SMOKING CESSATION MEDS DRUGS
BEGP GPRA ESTIMATED GFR TAX LAB Estimated GFR Lab Tests
BEGP GPRA FOB TESTS LAR Fecal occult Blood Lab Tests
BGP HEP € CONF TEST TAX LAB
BEGP HEP C TESTS TAX LAR
BGP HIV TEST TAX LAE HIV Screening Lab Tests
BGP HIV-1 TEST TAX LAE
BGP HIV-2 TEST TAX LAB
BGP HPYV TESTS TAX LAE
BGP PAP SMEAR TAX LAB Pap sSmear Lab Tests
BGP POA STATIN MEDS DRUGS
BGP QUANT UACR TESTS LAB
DM AUDIT HGB AlC TAX LABE Hemoglobin Al1C Lab Tests
DM AUDIT LDL CHOLESTEROL TAX LAR LDoL Cholestero]l Lab Tests
Enter 77 Tor more actions
Selact Ta:-mrlcum}r TDO EQT
Display a Taxonomy
select action:+// |}

Ready |24, 19 || 25 Rows, 83 Cols |[VT100




Taxonomy Re

5 161.223.93.8 (1) - SecureCRT
File Edit Wiew Options Tools Help

iod [ 5 ] ~4a | EEkEg 3 e

|+ 161.223.93.8 (1) |

CRS TAXONOMY UPDATE May 04, 2016 12:43:23
Updating the BGP PQA STATIN MEDS Taxornomy

LOVASTATIN 20 MG TABLET
PRAVASTATIMN 10MG TAB (MF)
PRAWVASTATIN 20MG TABE (NF)
LOWVASTATIMN 40 MG TABLET
FLUWASTATIN SODIUM 20 MG CAP
ATORVASTATIN= CA 10MG TAB
SIMWVASTATIN= 10MG TABE
SIMWASTATIN= 40MG TAB
ATORVASTATIN= CA 20MG TAB
ATORVASTATIN CA 40MG TAB
SIMVASTATIN= 20MG TABE
SIMVASTATIN 5MG TAB
SIMVASTATIN= B0MG TAB
ATORVASTATIN BOMG TAB
LOWVASTATIN 10MG TAB
FLUVASTATIN S0MG**XL **TAR
or more acCti1ons
T-.':I.:-{l::lr'II:III'II},.-r ITam Eamowve amn ITam
select Action:+//

Ready Telnet 23, 19 || 25FRows, 89 Cols ||VT100
I I | I I




Additional Tips

0 What if my results don’t look correct?

¢ Run a patient list in CRS of all patients not meeting the
measure in question

¢ Do chart audits to make sure those patients actually did not
receive test/screening

0 Check the National GPRA & PART Report Performance
Measure List and Definitions document to be sure the code
you are using actually counts for GPRA

0 Use Data Entry Cheat sheet to ensure data is entered into
RPMS in the correct way to count for GPRA

0 Check medication and lab taxonomies for accuracy and
completeness







HIV Screening Ever

0 Run patient lists in CRS
0 Include HIV testing as part of general medical consent

0 Offer HIV test as part of national, age-based
recommendation

0 Offer HIV test by nurse as with many other screenings
0 Allow patient to ask questions or decline
0 Use clinical reminders in EHR




Diabetes: Statin Therapy

0 Ensure that all contraindications to statins are
documented in EHR (pregnancy, breastfeeding,
cirrhosis, acute alcoholic hepatitis, palliative care,
ESRD, LDL<70, statin allergy or adverse effect).

0 Update and maintain the BGP PQA STATIN MEDS
taxonomy in CRS (new taxonomy beginning with CRS
16.0)

0 Utilize clinical reminders and CRS patient lists




Comprehensive CVD Assessment

0 Run patient lists to determine which components CHD
patients are missing

0 Monitor each component of numerator to determine
which component(s) is/are resulting in measure not
being met

(data shown below is sample data from demo database)
Comprehensive CVD-Related Assessment

REPORT
PERIOD

Active CHD Pts 22+ (GPRAMA)

# w/ BPs documented w/in 2 yrs

# w/Tobacco Screening w/in 1 yr

# w/BMI calculated -No Refusals

# w/ lifestyle educ w/in 1 yr

# w/ BP, tobacco, BMI and life counseling-No Refusals or Dep (GPRAMA)




Comprehensive CVD Assessment by
numerator component (sample data)

95.3
90.7 907

#w/ BPs documented w/in  # w/Tobacco Screening #w/BMI calculated -No  # w/ lifestyle educ w/in 1 yr #w/ BP, tobacco, BMI and
2yrs w/in1yr Refusals life counseling-No Refusals
or Dep (GRPAMA)




Retinopathy Exam

¢ Run patient lists to determine who needs retinopathy exam
and contact patients to schedule appointment

0 Utilize EHR reminders

0 Utilize iCare

¢ Maintain extended clinic hours for ophthalmology

¢ Hold monthly case management meetings with DM team

0 Take photos at clinic and utilize tele-health optometry
services to have pictures analyzed

0 Provide training to multiple staff on use of retinopathy
screening cameras




BH Screening (Depression,
DV/IPV, Alcohol)

0 Implement Universal Behavioral Health Screening

0 Screen every patient at every visit for depression,
DV/IPV, and alcohol use

0 Exception: high utilizers (some clinics screen these

patients monthly)
0 Utilize EHR

0 Reminders
0 Behavioral Health screening dialogues

0 Provide training to staff on asking BH screening
questions




Childhood Immunizations

¢ Run patient lists to determine which patients are missing vaccines, contact
those patients

¢ Obtain data from immunization registries for patients who received vaccines
elsewhere

0 Monitor each immunization to determine which vaccine(s) is/are causing the

lower rates Childhood Immunizations
REPORT %

PERIOD

Active Imm Pkg Pts 19-35 mos (GPRAMA)

Data shown is sample data # w/4313*314 combo or w/ Dx/ Contraind/ NMI Refusal (GPRAMA)

from demo database
# w/ 4 doses Dtap or w/ Dx/ Contraind/ NMI Refusal

# w/ 3 doses Polio or w/ Dx/ Contraind/ NMI Refusal

#w/ 1 dose MMR or w/ Dx/ Contraind/ NMI Refusal
# w/ 3-4 doses HiB or w/ Contraind/ NMI Refusal

# w/ 3 doses Hep B or w/ Dx/Contraind/ NMI Refusal
# w/ 1 dose Varicella or w/ Dx/Contraind/ Refusal

# w/4 doses Pneumococcal or w/Dx/ Contraind/ NMI Refusal




Childhood Immunizations by
Vaccine (sample data)




Influenza Vaccination 6mo - 17
years and 18+

0 Utilize EHR reminders and CRS patient lists
0 Host vaccination clinics

0 Utilize outreach department to conduct flu clinics in
community

¢ Send mass mailings to educate patients on the importance
of flu immunization and to remind them to get vaccinated

0 Set up table outside front doors of clinic to offer flu shot as
patients arrive

0 Offer incentives for vaccinations

¢ Obtain and enter historical flu shot data for flu shots
obtained outside the clinic




Strategies from High
Performing Sites

¢ Communication & Teamwork!!

¢ GPRA/Quality Improvement Team consisting of staff
representing EVERY department; meets regularly

0 Need leadership buy-in and participation
0 Good communication amongst all staff and sharing of data

0 Utilize standing orders when possible

0 Utilize clinical reminders, EHR dialogues, and CRS patient
lists and reports

0 GPRA training for new staff and refreshers for current staff




Overall GRPA
Improvement Strategies

0 Use of the Clinical Reporting System (CRS)

0 Use of technologies including iCare, EHR Reminders
etc.

0 Obtaining screenings/test results from outside
providers and entering as historical data

0 Frequent monitoring of data
0 Frequent GPRA meetings
0 Clinical Decision making







Non-RPMS GPRA Reports

¢ Urban Indian Health Programs are required to report for
GPRA/GPRAMA

¢ Includes urban programs using non-RPMS systems

¢ Non-RPMS urban data is not aggregated with data from RPMS
systems

0 Non-RPMS Tribal Health Programs can choose to report
GPRA data to their Area office for local use only

0 Non-RPMS data is not included in Area or National GPRA
totals

0 Check with Area GPRA Coordinator to determine if your Area
accepts GPRA reports from non-RPMS health programs




Common Errors Found in
Non-RPMS GPRA Reports

0 The Diabetes Diagnosed Ever numerator is the same
as the denominator for all other Diabetes measures
0 Diabetes Dx Ever numerator includes all GPRA User Pop

patients ever diagnosed with Diabetes at any time prior to the
current report period

¢ Other than Statin Therapy, all Diabetes GPRA measure
denominators use a subset of this population, called the
Active Diabetic Patient

0 Active Diabetic Patient: defined as Active Clinical patients
diagnosed with diabetes prior to the Report Period, and at
least two visits in the past year, and two diabetes mellitus
(DM)-related visits ever




Common Errors, cont.

0 The Statin Therapy denominator is the same as other diabetes
denominators

0 The Statin Therapy measure uses a subset of the Active
Diabetic population denominator.

0 Statin Therapy denominator: Active Diabetic Patients ages 40
through 75, or age 21 and older with documented CVD or
LDL greater than or equal to 190

0 The Influenza 18+ denominator and the Depression Screening
denominator are different

0 Both denominators should be the same: Active Clinical
patients ages 18 and older

¢ Patients with documented contraindications to the flu vaccine
should be included in numerator AND denominator, not
excluded from the denominator




Common Errors, cont.

0 The Alcohol Screening and [PV /DV Screening
denominators are different

0 Previously these measures had slightly different measures but
as of FY 2016 they have the same denominator

0 Both measures use female Active Clinical patients ages 14-46

0 No Breastfeeding Rates data

¢ Health Programs should be asking new mothers about infant
feeding choice at their medical visits, even if they don’t
provide infant medical care.

¢ Documentation of infant feeding data should be in infant’s
chart, not the mother’s

0 Always report numerator and denominator, even if 0 (applies
to all measures)




Common Errors, cont.

0 The HIV Screening Ever denominator is much lower than
Depression Screening or Influenza Vaccination 18+
denominators

0 The measure has changed from Prenatal HIV to HIV Screening
Ever as of 2016

0 HIV Screening Ever measure uses GPRA User Pop patients
ages 13-64 as denominator (GPRA User pop denominator
includes patients with at least one visit in the last three years
- larger population than Active Clinical)

0 Both Depression and Flu Vaccine 18+ measure denominators
use Active Clinical patients 18 and older (Active Clinical pop
denominator requires two visits in the last three years, one
must be to a core medical clinic)

0 Generally, the HIV Screening denominator will be the largest
denominator in the report, except for Diabetes Diagnosed
Ever




Summary: Quick Quality Checks

0 Diabetes measures denominators are Active Diabetic Patients,
not Diabetes Diagnosed Ever numerator

0 Statin Therapy has a different denominator (smaller)

0 Influenza 18+ and Depression Screening have same
denominators

0 Alcohol Screening and DV /IPV Screening have same
denominators

¢ Numerators and Denominators reported for all measures,
including Breastfeeding Rates

0 HIV Screening Ever is larger than all other denominators except
Diabetes Diagnosed Ever







Contacts:

National GPRA Support Team:

0 Christine Brennan: christine.brennan@ihs.gov
0 Wendy Blocker: wendy.blocker@ihs.gov
0 Amy Patterson: amy.patterson@ihs.gov

0 Rachel Harvey: rachel.harvey@ihs.gov
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	*Measure logic revised in FY 2016 (Prior to FY 2016, measure denominator included female active clinical patients ages 15-44) 
	Intimate Partner Violence/Domestic Violence (IPV/DV) Screening 
	0 FY 2016 Measure Logic*: 
	Numerator: Patients screened for intimate partner (domestic) violence any time during the report period Denominator: *Female Active Clinical patients ages 14-46 
	*Measure logic revised in FY 2016 (Prior to FY 2016, measure denominator included female active clinical patients ages 15-40) 
	Depression Screening. 
	0 FY 2016 Measure Logic:. 
	Numerator: 
	Numerator: 
	Numerator: 
	Patients screened for depression or diagnosed with a mood disorder any time during the report period 

	Denominator: 
	Denominator: 
	Active Clinical patients ages 18 and older 


	Comprehensive CVD Assessment. 
	0 FY 2016 Measure Logic:. 
	Numerator: *Patients with comprehensive CVD assessment, defined as having BP documented, tobacco use assessed, BMI calculated, and lifestyle counseling Denominator: Active CHD patients ages 22 and older 
	0. Active CHD Patient: Active Clinical patients diagnosed with CHD prior to the report period, and at least two visits during the report period, and two CHD-related visits ever 
	0. Numerator definitions: 
	0. Numerator definitions: 
	0. BP documented at least twice in prior two years 
	0. Tobacco use screening completed during the report period 
	0. BMI calculated 
	0. BMI calculated 

	0. Received any lifestyle adaptation counseling, including medical nutrition 
	counseling, or nutrition, exercise or other lifestyle education during the report 
	period 
	period 

	*In FY 2016, LDL Assessment was removed from the numerator 
	HIV Screening Ever. 
	0 FY 2016 Measure Logic*:. 
	Numerator: 
	Numerator: 
	Numerator: 
	Patients who were screened for HIV at 

	TR
	any time before the end of the report period 

	Denominator: 
	Denominator: 
	User population patients ages 13-64 with no recorded HIV diagnosis prior to the 


	report period 
	report period 

	*New measure in FY 2016 
	Childhood Weight Control. 
	0 FY 2016 Measure Logic*. 
	Numerator: 
	Numerator: 
	Numerator: 
	Patients with a BMI at or above the 95th 

	TR
	percentile 

	Denominator: 
	Denominator: 
	Active clinical patients ages 2 through 5 


	for whom a BMI could be calculated 
	*Long-term measure, reported every three years; reported in FY 2016 
	Breastfeeding Rates. 
	0 FY 2016 Measure Logic:. 
	Numerator: 
	Numerator: 
	Numerator: 
	Patients who, at the age of two months (45 through 89 days), were either exclusively or mostly breastfed 

	Denominator: 
	Denominator: 
	Active Clinical patients who are 30 through 394 days old who were screened for infant feeding choice at the age of two months (45 through 89 days) 


	Controlling High Blood Pressure: Million Hearts 
	0 2016 Measure Logic: 

	Numerator: 
	Numerator: 
	Numerator: 

	Patients with BP less than 140/90 

	Denominator: 
	Denominator: 
	Denominator: 

	User Population patients ages 18 through 85 years diagnosed with hypertension and no documented history of ESRD or current diagnosis of pregnancy 
	Figure
	FY 2016 Targets. 
	FY 2016 Targets (Federal, Tribal, & Urban Programs) DIABETES 
	FY 2016 Targets (Federal, Tribal, & Urban Programs) DIABETES 
	FY 2016 Targets (Federal, Tribal, & Urban Programs) DIABETES 
	Final 2015 Target 
	Final 2016 Target 

	Good Glycemic Control 
	Good Glycemic Control 
	47.7% 
	49.5% 

	Controlled BP <140/90 
	Controlled BP <140/90 
	63.8% 
	65.0% 

	Statin Therapy to Reduce CVD Risk in Patients w/Diabetes 
	Statin Therapy to Reduce CVD Risk in Patients w/Diabetes 
	N/A 
	Baseline 

	Nephropathy Assessed 
	Nephropathy Assessed 
	60.0% 
	61.1% 

	Retinopathy Exam 
	Retinopathy Exam 
	60.1% 
	61.6% 

	DENTAL 
	DENTAL 

	Dental: General Access 
	Dental: General Access 
	27.9% 
	29.3% 

	Sealants 
	Sealants 
	14.1% 
	14.8% 

	Topical Fluoride 
	Topical Fluoride 
	26.4% 
	28.3% 

	IMMUNIZATIONS 
	IMMUNIZATIONS 

	Influenza Vaccination Rates Among Children 6mo -17yrs 
	Influenza Vaccination Rates Among Children 6mo -17yrs 
	N/A 
	Baseline 

	Influenza Vaccination Rates Among Adults 18+ 
	Influenza Vaccination Rates Among Adults 18+ 
	N/A 
	Baseline 

	Pneumococcal Vaccination 65+ 
	Pneumococcal Vaccination 65+ 
	85.7% 
	87.3% 

	Childhood IZ 
	Childhood IZ 
	73.9% 
	76.8% 

	PREVENTION 
	PREVENTION 

	Pap Screening 
	Pap Screening 
	54.6% 
	55.6% 

	Mammogram Rates 
	Mammogram Rates 
	54.8% 
	55.9% 

	Colorectal Cancer Screening 
	Colorectal Cancer Screening 
	35.2% 
	38.7% 

	Tobacco Cessation 
	Tobacco Cessation 
	46.3% 
	49.1% 

	Alcohol Screening (FAS Prevention) 
	Alcohol Screening (FAS Prevention) 
	66.7% 
	Baseline 

	DV/IPV Screening 
	DV/IPV Screening 
	61.6% 
	Baseline 

	Depression Screening 
	Depression Screening 
	64.3% 
	67.2% 

	Comp. CVD-Related Assessment 
	Comp. CVD-Related Assessment 
	47.3% 
	53.3% 

	HIV Screening Ever 
	HIV Screening Ever 
	N/A 
	Baseline 

	Childhood Weight Control 
	Childhood Weight Control 
	N/A 
	22.8% 

	Breastfeeding Rates 
	Breastfeeding Rates 
	29.0% 
	35.8% 

	Controlling High Blood Pressure: Million Hearts Measure 
	Controlling High Blood Pressure: Million Hearts Measure 
	59.5% 
	60.6% 


	Figure




	CRS Clinical Measure .Changes in 2017. 
	CRS Clinical Measure .Changes in 2017. 
	o. 2 measures will retire in FY 2017.  FY 2016 is the last reporting cycle for these measures 
	o. 2 measures will retire in FY 2017.  FY 2016 is the last reporting cycle for these measures 
	o. 2 measures will retire in FY 2017.  FY 2016 is the last reporting cycle for these measures 
	o. 2 measures will retire in FY 2017.  FY 2016 is the last reporting cycle for these measures 

	o. Alcohol Screening (FAS Prevention) 
	o. Alcohol Screening (FAS Prevention) 
	o. Alcohol Screening (FAS Prevention) 

	o. Comprehensive CVD Assessment 
	o. Comprehensive CVD Assessment 



	o. 6 new measures in FY 2017 
	o. 6 new measures in FY 2017 
	o. 6 new measures in FY 2017 

	o. Statin Therapy for the Prevention and Treatment of .Cardiovascular Disease (replacing Comp CVD measure). 
	o. Statin Therapy for the Prevention and Treatment of .Cardiovascular Disease (replacing Comp CVD measure). 
	o. Statin Therapy for the Prevention and Treatment of .Cardiovascular Disease (replacing Comp CVD measure). 

	o. Depression Screening 12-17 years 
	o. Depression Screening 12-17 years 

	o. Antidepressant Medication Management (Acute Treatment) 
	o. Antidepressant Medication Management (Acute Treatment) 

	o. Antidepressant Medication Management (Continuous Treatment) 
	o. Antidepressant Medication Management (Continuous Treatment) 

	o. Universal Alcohol Screening (replacing Alcohol Screening-FAS Prevention measure) 
	o. Universal Alcohol Screening (replacing Alcohol Screening-FAS Prevention measure) 

	o Screening, Brief Intervention, and Referral to Treatment (SBIRT). 
	o Screening, Brief Intervention, and Referral to Treatment (SBIRT). 




	2017 GPRA Measure Changes. 
	o. Statin Therapy for the Prevention and Treatment of. Cardiovascular Disease (GPRAMA measure):. 
	o. Statin Therapy for the Prevention and Treatment of. Cardiovascular Disease (GPRAMA measure):. 
	o. Statin Therapy for the Prevention and Treatment of. Cardiovascular Disease (GPRAMA measure):. 
	o. Statin Therapy for the Prevention and Treatment of. Cardiovascular Disease (GPRAMA measure):. 

	o. Numerator: Patients who are statin therapy users during the Report Period or who receive an order (prescription) to receive statin therapy at any point during the Report Period 
	o. Numerator: Patients who are statin therapy users during the Report Period or who receive an order (prescription) to receive statin therapy at any point during the Report Period 
	o. Numerator: Patients who are statin therapy users during the Report Period or who receive an order (prescription) to receive statin therapy at any point during the Report Period 

	o. Denominator: User Population patients ages 40-75 with diabetes, or age 21 and older with documented cardiovascular disease or an LDL greater than or equal to 190 
	o. Denominator: User Population patients ages 40-75 with diabetes, or age 21 and older with documented cardiovascular disease or an LDL greater than or equal to 190 



	o. Depression Screening 12-17 years: 
	o. Depression Screening 12-17 years: 
	o. Depression Screening 12-17 years: 

	o. Numerator: Patients screened for depression or diagnosed with a mood disorder or suicide ideation at any time during the report period 
	o. Numerator: Patients screened for depression or diagnosed with a mood disorder or suicide ideation at any time during the report period 
	o. Numerator: Patients screened for depression or diagnosed with a mood disorder or suicide ideation at any time during the report period 

	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 12 through 17 years 
	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 12 through 17 years 




	2017 GPRA Measure Changes. 
	o Antidepressant Medication Management – Acute Treatment 
	o Numerator: Patients who filled a sufficient number of separate 
	prescriptions or refills of antidepressant medication for continuous 
	treatment or at least 84 days (12 weeks) 
	o Denominator: User Population patients who, as of the 120day of 
	th 

	the report period, were diagnosed with a new episode of depression
	and treated with antidepressant medication in the past year 
	o Antidepressant Medication Management – Continuous 
	Treatment 
	o Numerator: Patients who filled a sufficient number of separate 
	prescriptions or refills of antidepressant medication treatment to 
	provide continuous treatment for at least 180 days (6 months) 
	o Denominator: User Population patients who, as of the 120day of 
	th 

	the report period, were diagnosed with a new episode of depression
	and treated with antidepressant medication in the past year 
	2017 GPRA Measure Changes. 
	o. Universal Alcohol Screening 
	o. Universal Alcohol Screening 
	o. Universal Alcohol Screening 
	o. Universal Alcohol Screening 

	o. Numerator: Patients screened for alcohol use or had an alcohol-related diagnosis or procedure during the Report Period. 
	o. Numerator: Patients screened for alcohol use or had an alcohol-related diagnosis or procedure during the Report Period. 
	o. Numerator: Patients screened for alcohol use or had an alcohol-related diagnosis or procedure during the Report Period. 

	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 12 through 75 years 
	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 12 through 75 years 



	o. Screening, Brief Intervention, and Referral to Treatment .(SBIRT). 
	o. Screening, Brief Intervention, and Referral to Treatment .(SBIRT). 
	o. Screening, Brief Intervention, and Referral to Treatment .(SBIRT). 

	o. Numerator: Patients screened in ambulatory care for risky or harmful alcohol use during the Report Period. 
	o. Numerator: Patients screened in ambulatory care for risky or harmful alcohol use during the Report Period. 
	o. Numerator: Patients screened in ambulatory care for risky or harmful alcohol use during the Report Period. 

	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 9 through 75 years. 
	o. Denominator: Active Clinical Plus Behavioral Health Population patients ages 9 through 75 years. 




	Figure

	Upcoming FY 2016 National .GPRA/GPRAMA Webinars. 
	Upcoming FY 2016 National .GPRA/GPRAMA Webinars. 
	0 June/July 2016:  2017 Measure GPRA/GPRAMA Measure Logic Changes (Date TBD) 0 Flyer will be sent out prior to training 
	GPRA Resources/Trainings:. 
	Recorded Adobe Connect National GPRA Trainings are here: 
	http://ihs.adobeconnect.com/gpra_trainings/ 
	http://ihs.adobeconnect.com/gpra_trainings/ 

	0 CRS 16.0 Training 0 2016 GPRA/GPRAMA Measure Logic Changes 0 Best Practices from High Performing Sites 0 HIV Screening 0 Influenza Vaccination and Childhood Immunizations GPRA Measures 0 Breast Cancer Screening (Mammography) 0 Alcohol Screening (FAS Prevention) 0 Blood Pressure Control (Diabetes & Million Hearts) 0 Physician Engagement in GPRA 0 Comprehensive CVD Assessment 0 Urban Indian Health Programs GPRA Reporting 0 Breastfeeding GPRA Measure 0 National Measures for Infectious Disease Screening 0 Sta
	CRS Website. 
	Figure
	CRS Website (cont). 
	Figure
	GPRA/GPRAMA Measure List and Definitions Document. 
	Figure
	CRS Website (cont). 
	Figure
	Data Entry Cheat Sheets. 
	Figure
	Data Entry Cheat Sheets. 
	Figure
	Join the CRS Listserv:. 
	Figure
	Figure
	Clinical Reporting System (CRS) .
	Clinical Reporting System (CRS) .
	Reports: 
	0 National GPRA/GPRAMA Report 0 National GPRA/GPRAMA Patient List 0 GPRA/GPRAMA Forecast Report 0 GPRA/GPRAMA Dashboard 0 Taxonomy Reports 
	National GPRA/GPRAMA Report. 
	Figure
	Diabetes: Blood Pressure Control 
	Diabetes: Blood Pressure Control 
	Diabetes: Blood Pressure Control 

	REPORT PERIOD 
	REPORT PERIOD 
	% 
	PREV YR % PERIOD 
	CHG from BASE PREV YR % PERIOD 
	% 
	CHG from BASE % 

	Active Diabetic Pts (GPRA) # w/ BPs Documented # w/Controlled BP <140/90 (GPRA) 
	Active Diabetic Pts (GPRA) # w/ BPs Documented # w/Controlled BP <140/90 (GPRA) 
	148 118 61 
	79.7 41.2 
	99 77 38 
	77.8 38.4 
	2 2.8 
	87 72 34 
	82.8 39.1 
	-3 2.1 


	GPRA/GPRAMA Dashboard. 
	CI16RPTNTLDSH 
	National 2016 Target 2015 Final 
	Numerator 
	Denominator 2016* 
	# Needed to Achieve Target 
	Good Glycemic Control <8 
	49.5 
	42.1 
	1 10. 
	04 
	59.2
	Controlled BP <140/90 
	65.0 
	3 10. 
	0 4. 
	Baseline 
	73.4 
	0 N/A 
	LDL Assessed 
	7 10. 
	65.7
	Nephropathy Assessed 
	61.1 
	2 10. 
	05 
	0 10.
	Retinopathy Assessed 
	61.6 
	40.4 
	07 
	49.5
	Dental Access General 
	29.3 
	24. 
	50 0 
	21.3
	Sealants 
	14.8 
	00 
	00 
	15.4
	Topical Fluoride 
	28.3 
	01 
	01 
	Baseline 
	0 N/A 
	Influenza 6mo – 17 yrs 
	55.5 
	12. 
	Baseline 
	79.9 
	0 N/A 
	Influenza 18+ 
	00 
	Note:  All patients are demo patients from a demo database.. 
	National GPRA/GPRAMA Patient List. 
	CI16RPTNTLLST 
	CI16RPTNTLLST 
	CI16RPTNTLLST 

	-------------------------------------------------------------------------------Diabetes: Blood Pressure Control 
	-------------------------------------------------------------------------------Diabetes: Blood Pressure Control 
	-


	List of diabetic patients who had their BP assessed. 
	List of diabetic patients who had their BP assessed. 

	UP=User Pop; AC=Active Clinical; AD=Active Diabetic; AAD=Active Adult Diabetic PREG=Pregnant Female; IMM=Active IMM Pkg Pt; IHD=Active Ischemic Heart Disease 
	UP=User Pop; AC=Active Clinical; AD=Active Diabetic; AAD=Active Adult Diabetic PREG=Pregnant Female; IMM=Active IMM Pkg Pt; IHD=Active Ischemic Heart Disease 

	CHD=Active Coronary Heart Disease; HR-High Risk Patient 
	CHD=Active Coronary Heart Disease; HR-High Risk Patient 

	PATIENT NAME HRN COMMUNITY SEX -------------------------------------------------------------------------------JOHNSON,CELIA KAY 105161 BRAGGS F PATIENT,CRSAC 900029 BRAGGS F BILBY,DEBORA ELLEN 108341 BRAGGS F BUNKER,EDITH 656723 BRAGGS F SHATWELL,TARA MARIE 111313 BRAGGS F NOFIRE,BOBBIE SUE 119298 BRAGGS F SKINNER,KERRY NADINE 112866 BRAGGS F JACKSON,SHERRY LADAWN 100939 BRAGGS F HARVELL,JONELLE LADAWN 114258 BRAGGS F PIGEON,PAULINE 103058 BRAGGS F 
	PATIENT NAME HRN COMMUNITY SEX -------------------------------------------------------------------------------JOHNSON,CELIA KAY 105161 BRAGGS F PATIENT,CRSAC 900029 BRAGGS F BILBY,DEBORA ELLEN 108341 BRAGGS F BUNKER,EDITH 656723 BRAGGS F SHATWELL,TARA MARIE 111313 BRAGGS F NOFIRE,BOBBIE SUE 119298 BRAGGS F SKINNER,KERRY NADINE 112866 BRAGGS F JACKSON,SHERRY LADAWN 100939 BRAGGS F HARVELL,JONELLE LADAWN 114258 BRAGGS F PIGEON,PAULINE 103058 BRAGGS F 
	-

	AGE LAST MEDICAL VISIT LAST VISIT DENOMINATOR 37 8/1/2011 9/1/2011 UP,AD,AAD 44 8/2/2011 8/2/2011 UP,AD,AAD 45 12/8/2011 12/16/2011 UP,AD,AAD 47 12/14/2011 12/14/2011 UP,AD,AAD 51 12/30/2011 12/30/2011 UP,AD,AAD 52 12/4/2011 12/18/2011 UP,AD,AAD 61 12/17/2011 12/29/2011 UP,AD,AAD 68 12/31/2011 12/31/2011 UP,AD,AAD 69 11/21/2011 12/9/2011 UP,AD,AAD 70 11/2/2011 12/17/2011 UP,AD 
	NUMERATOR 131/77 UNC 2000F UNC 133/82 UNC 133/86 UNC 201/87 UNC 138/66 UNC 159/86 UNC 3074F/3080F UNC 127/58 CON 132/69 UNC 

	Note:  All patients are demo patients from a demo database. 
	Note:  All patients are demo patients from a demo database. 


	GPRA/GPRAMA Forecast Patient List. 
	Figure
	Taxonomy Reports. 
	Recommend that you check medication and lab taxonomies at least once every 6 months: 
	-Lab taxonomies: check with lab clinic uses to get specific lab test names for each taxonomy 
	-Medication taxonomies:  check with providers and pharmacy to get drug names for each taxonomy 
	To check medication and lab taxonomies: CRSCI16RPTTAX 
	To edit medication and lab taxonomies: CRSCI16SETTS 
	Taxonomy Reports 
	0 CRSCI16SETTS 
	Figure
	Taxonomy Reports. 
	Figure
	Taxonomy Reports. 
	Figure
	Additional Tips 
	0 What if my results don’t look correct? 0 Run a patient list in CRS of all patients not meeting the measure in question 0 Do chart audits to make sure those patients actually did not receive test/screening 0 Check the National GPRA & PART Report Performance Measure List and Definitions document to be sure the code you are using actually counts for GPRA 0 Use Data Entry Cheat sheet to ensure data is entered into RPMS in the correct way to count for GPRA 0 Check medication and lab taxonomies for accuracy and
	Figure
	HIV Screening Ever. 
	0 Run patient lists in CRS 0 Include HIV testing as part of general medical consent 0 Offer HIV test as part of national, age-based 
	recommendation 0 Offer HIV test by nurse as with many other screenings 0 Allow patient to ask questions or decline 0 Use clinical reminders in EHR 
	Diabetes: Statin Therapy. 
	0 Ensure that all contraindications to statins are documented in EHR (pregnancy, breastfeeding, cirrhosis, acute alcoholic hepatitis, palliative care, ESRD, LDL<70, statin allergy or adverse effect). 
	0 Update and maintain the BGP PQA STATIN MEDS taxonomy in CRS (new taxonomy beginning with CRS 16.0) 
	0 Utilize clinical reminders and CRS patient lists 
	Comprehensive CVD Assessment 
	Comprehensive CVD Assessment 
	0 Run patient lists to determine which components CHD .patients are missing. 
	0 Monitor each component of numerator to determine .which component(s) is/are resulting in measure not .being met. 
	(data shown below is sample data from demo database) 
	Comprehensive CVD-Related Assessment 
	REPORT 
	% PERIOD 
	195
	Active CHD Pts 22+ (GPRAMA) 
	186
	# w/ BPs documented w/in 2 yrs 
	95.3 # w/Tobacco Screening w/in 1 yr 
	177 
	90.7 # w/BMI calculated -No Refusals 
	177 
	90.7 # w/ lifestyle educ w/in 1 yr 
	82 
	41.9 # w/ BP, tobacco, BMI and life counseling-No Refusals or Dep (GPRAMA) 
	54 
	27.9 
	Comprehensive CVD Assessment by .numerator component (sample data). 
	Figure
	Retinopathy Exam. 
	0 Run patient lists to determine who needs retinopathy exam and contact patients to schedule appointment 
	0 Utilize EHR reminders 
	0 Utilize iCare 
	0 Maintain extended clinic hours for ophthalmology 
	0 Hold monthly case management meetings with DM team 
	0 Take photos at clinic and utilize tele-health optometry services to have pictures analyzed 
	0 Provide training to multiple staff on use of retinopathy screening cameras 
	BH Screening (Depression, .DV/IPV, Alcohol). 
	0 Implement Universal Behavioral Health Screening 0 Screen every patient at every visit for depression, DV/IPV, and alcohol use 0 Exception:  high utilizers (some clinics screen these patients monthly) 
	0 Utilize EHR 0 Reminders 0 Behavioral Health screening dialogues 
	0 Provide training to staff on asking BH screening questions 
	Childhood Immunizations. 
	0. Run patient lists to determine which patients are missing vaccines, contact .those patients. 
	0. Obtain data from immunization registries for patients who received vaccines. elsewhere. 
	0. Monitor each immunization to determine which vaccine(s) is/are causing the .lower rates. 
	Childhood Immunizations REPORT 
	% PERIOD 
	Active Imm Pkg Pts 19-35 mos (GPRAMA) 
	75 # w/4313*314 combo or w/ Dx/ Contraind/ NMI Refusal (GPRAMA) 
	61.5
	46
	46
	Data shown is sample data from demo database 

	# w/ 4 doses Dtap or w/ Dx/ Contraind/ NMI Refusal 
	# w/ 4 doses Dtap or w/ Dx/ Contraind/ NMI Refusal 
	66.7

	50 
	# w/ 3 doses Polio or w/ Dx/ Contraind/ NMI Refusal 
	# w/ 3 doses Polio or w/ Dx/ Contraind/ NMI Refusal 
	79.5

	60 
	# w/ 1 dose MMR or w/ Dx/ Contraind/ NMI Refusal 
	84.6 # w/ 3-4 doses HiB or w/ Contraind/ NMI Refusal 
	63 
	63 
	74.4

	56 
	# w/ 3 doses Hep B or w/ Dx/Contraind/ NMI Refusal 
	# w/ 3 doses Hep B or w/ Dx/Contraind/ NMI Refusal 
	82.1

	62 
	# w/ 1 dose Varicella or w/ Dx/Contraind/ Refusal 
	# w/ 1 dose Varicella or w/ Dx/Contraind/ Refusal 
	84.6

	63 
	# w/4 doses Pneumococcal or w/Dx/ Contraind/ NMI Refusal 
	# w/4 doses Pneumococcal or w/Dx/ Contraind/ NMI Refusal 
	69.2

	52 
	Childhood Immunizations by .Vaccine (sample data). 
	Figure


	Influenza Vaccination 6mo – 17 .
	Influenza Vaccination 6mo – 17 .
	years and 18+. 
	0 Utilize EHR reminders and CRS patient lists 0 Host vaccination clinics 0 Utilize outreach department to conduct flu clinics in 
	community 
	0 Send mass mailings to educate patients on the importance. of flu immunization and to remind them to get vaccinated. 0 Set up table outside front doors of clinic to offer flu shot as .
	patients arrive 
	0 Offer incentives for vaccinations 
	0 Obtain and enter historical flu shot data for flu shots 
	obtained outside the clinic 


	Strategies from High .Performing Sites. 
	Strategies from High .Performing Sites. 
	0 Communication & Teamwork!! 0 GPRA/Quality Improvement Team consisting of staff 
	representing EVERY department; meets regularly 0 Need leadership buy-in and participation 0 Good communication amongst all staff and sharing of data 
	0 Utilize standing orders when possible 0 Utilize clinical reminders, EHR dialogues, and CRS patient lists and reports 0 GPRA training for new staff and refreshers for current staff 
	Overall GRPA .Improvement Strategies. 
	0 Use of the Clinical Reporting System (CRS) 
	0 Use of technologies including iCare, EHR Reminders etc. 
	0 Obtaining screenings/test results from outside 
	providers and entering as historical data 
	0 Frequent monitoring of data 
	0 Frequent GPRA meetings 
	0 Clinical Decision making 
	Figure
	Non-RPMS GPRA Reports. 
	0 Urban Indian Health Programs are required to report for GPRA/GPRAMA 0 Includes urban programs using non-RPMS systems 0 Non-RPMS urban data is not aggregated with data from RPMS systems 
	0 Non-RPMS Tribal Health Programs can choose to report GPRA data to their Area office for local use only 0 Non-RPMS data is not included in Area or National GPRA totals 0 Check with Area GPRA Coordinator to determine if your Area accepts GPRA reports from non-RPMS health programs 

	Common Errors Found in .Non-RPMS GPRA Reports. 
	Common Errors Found in .Non-RPMS GPRA Reports. 
	0 The Diabetes Diagnosed Ever numerator is the same as the denominator for all other Diabetes measures 0 Diabetes Dx Ever numerator includes all GPRA User Pop patients ever diagnosed with Diabetes at any time prior to the current report period 
	0. Other than Statin Therapy,  all Diabetes GPRA measure. denominators use a subset of this population, called the. 
	Active Diabetic Patient 
	Active Diabetic Patient 
	0. Active Diabetic Patient:  defined as Active Clinical patients diagnosed with diabetes prior to the Report Period, and at least two visits in the past year, and two diabetes mellitus (DM)-related visits ever 
	Common Errors, cont.. 
	0 The Statin Therapy denominator is the same as other diabetes denominators 0 The Statin Therapy measure uses a subset of the Active Diabetic population denominator. 
	0. Statin Therapy denominator:  Active Diabetic Patients ages 40 through 75, or age 21 and older with documented CVD or LDL greater than or equal to 190 
	0 The Influenza 18+ denominator and the Depression Screening denominator are different 0 Both denominators should be the same:  Active Clinical patients ages 18 and older 
	0. Patients with documented contraindications to the flu vaccine should be included in numerator AND denominator, not excluded from the denominator 
	Common Errors, cont.. 
	0 The Alcohol Screening and IPV/DV Screening denominators are different 0 Previously these measures had slightly different measures but as of FY 2016 they have the same denominator 0 Both measures use female Active Clinical patients ages 14-46 
	0 No Breastfeeding Rates data 0 Health Programs should be asking new mothers about infant 
	feeding choice at their medical visits, even if they don’t 
	provide infant medical care. 
	0. Documentation of infant feeding data should be in infant’s chart, not the mother’s 
	0. Always report numerator and denominator, even if 0 (applies to all measures) 
	Common Errors, cont.. 
	0. The HIV Screening Ever denominator is much lower than Depression Screening or Influenza Vaccination 18+ denominators 
	0. The measure has changed from Prenatal HIV to HIV Screening Ever as of 2016 
	0. HIV Screening Ever measure uses GPRA User Pop patients ages 13-64 as denominator  (GPRA User pop denominator includes patients with at least one visit in the last three years 
	– larger population than Active Clinical) 0 Both Depression and Flu Vaccine 18+ measure denominators use Active Clinical patients 18 and older (Active Clinical pop denominator requires two visits in the last three years, one must be to a core medical clinic) 0 Generally, the HIV Screening denominator will be the largest 
	denominator in the report, except for Diabetes Diagnosed Ever 

	Summary: Quick Quality Checks. 
	Summary: Quick Quality Checks. 
	0. Diabetes measures denominators are Active Diabetic Patients, .not Diabetes Diagnosed Ever numerator. 
	0. Statin Therapy has a different denominator (smaller) 
	0. Influenza 18+ and Depression Screening have same .denominators. 
	0. Alcohol Screening and DV/IPV Screening have same .denominators. 
	0. Numerators and Denominators reported for all measures,. including Breastfeeding Rates. 
	0. HIV Screening Ever is larger than all other denominators except. Diabetes Diagnosed Ever. 
	Figure
	Contacts:. 
	National GPRA Support Team: 
	National GPRA Support Team: 
	caogpra@ihs.gov 
	caogpra@ihs.gov 
	caogpra@ihs.gov 

	0 Christine Brennan: 0 Wendy Blocker: 0 Amy Patterson: 0 Rachel Harvey: 
	christine.brennan@ihs.gov 
	wendy.blocker@ihs.gov 
	amy.patterson@ihs.gov 
	rachel.harvey@ihs.gov 









