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Agenda

=" Heart Health Now

" Analysis of Interest

" follow up from last year!



HHN — CVD Primary Prevention

= 245 practices in NC
= <10 providers

= Practice Facilitation (PF) model
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Today’s discussion

" Engagement with PF’s requires that practices are open
to partnering with facilitators.

= Little is known about practice or facilitator level factors
associated with greater engagement with practice
facilitators.

= Our objective : explore the factors associated with higher levels
of engagement of facilitators with practice teams at mid-point of
their 1-year intervention. ) 1yr

|

6 months



Conceptual Model
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Outcome measure

= Team Engagement scores are submitted MONTHLY
by practice facilitators

" PF’s document practice progress with
implementing key activities that drive change.

" Qutcome measure: “adequate” Team Engagement
(TE) = mean TE score of 2 or greater at six months

" Mean in the 4 - 6 mo. time interval where > 2
scores available.



KDIS score — ordinal scale

Team Engagement

O - No activity

No engagement

1 - Occasional

Team meets infrequently to discuss

meetings improvement; no practice-wide
understanding of improvement work exists

2 - Regular Improvement team communicates regularly

meetings (through meetings, huddles, email, memos,
etc.)

3 - Active Improvement team plans multiple tests

engagement

simultaneously and communicates findings
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Data Sources

Practice Surveys
" Practice Characteristics
= 1 respondent / practice (leadership role)

= Demographics, involvement in Accountable Care
Organizations, Prioritization of work in Cardiovascular Care,
# disruptions

" Member survey:
= Multiple responders possible — and with different roles

= Burnout, Adaptive Reserve, Readiness
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Determining Practice Eligibility:
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Figure 4 : Selection of Analytical Cohort

245 HHN

practices
Practices without Practice
_ 58 Characteristics or Practice Member
Survey data
=3 Practices lacking requisite KDIS
data

Practices without practice level

- 28 KDIS data

n=136

Among 245 HHN practices, 58 were missing either the practice characteristics or practice member survey data. From this group of 187, 23 were
eliminated for having incomplete KDIS data. Among this group, 28 were ineligible due to having KDIS data that represented groups of networked
practices instead of individual practice sites. This occurred in cases where network administrators representing 3 practice organizations
centralized the QI work, thus we do not have individual level practice data on these practices.
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Table 1. Practice Characteristics- N=136 HHN Practices o
Practice Characteristics Survey items, [# missing]
Practice Size (number of providers MD, DO, NP PA),[14] 6.3 (8.2)
Practice Ownership Type, [11]
Clinician-owned Solo or Group Practice 68 (50 %)
FQHC or Look-alike/Rural Health Clinic 29 (21.3%)
Payer Mix [13], %, (range)
Medicare 30.6% (5-82%)
Medicaid 15.4% (0-50%)
Commercial 32.5% (0-79%)
No insurance 11.8% (0-60%)
Practice Location in a Medically Underserved Area (MUA), [13], YES 42 (30.9%)
Number of Major Practice Changes (0-7), [O] 1.1 (0-4)
Practice Leadership Score (scored 0-3),[0] 2.0(0.7)
Involvement in an Accountable Care Organization (ACO), YES 75 (55.1%)
Mean Team Engagement Score of Months 4-6,[0] 1.6 (0.7)
Practice Member Survey Items
Adaptive Reserve Score (18 items, aggregate score 0-1),[0] 0.7 (0.1)
Practice Level of Burnout (single item, 0-4) 1.9 (0.6)
Practice Readiness (readiness1) single item 4.0 (0.5)
Practice Facilitation Experience Survey Items
Years of Experience as a Practice Facilitator, [1] 4.2 (3.7)
Practice Experience with NC AHEC Practice Support Program, [1], Yes 38 (27.9%)
Practice-PFacilitator Experience Together Prior to HHN, [1],Yes 9 (6.7%)
“Data provided as absolute numbers or means and standard deviations (SD) for continuous variables and proportions with chi squared test for categorical variables as appropriate. Ranges included for payer mix and number of patients



Demographic summary

Among the 245 HHN practices:

136 met our inclusion criteria
= 73 with a 6-month TE score of = 2
= 63 scored <2
Half were clinician owned and 21% were FQHC's.

The mean and median number of providers per practice
was 6.3 (SD 8.2) and 4.0 respectively.

31% percent located in a Medically Underserved Area
(MUA)

Nearly 28% of practices had previously worked with the NC
AHEC practice support program. 13



Methods

= Univariable logistic regression to
identify variables associated with the

odds of having team engagement
scores = 2 vs. < 2.

= Variables with a p<.05 were included
in multivariable logistic modeling.



Results — Univariate logistic modeling

= > # Practice changes
= > Practice KDIS leadership scores,

= Location in a medically underserved area
(MUA/MUP)

....Associated with a statistically significant
increase Iin the odds of engagement with
practice facilitation at six months



NOT associated

= | evels of burnout, adaptive reserve and
readiness were not associated with TE
scores.
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Multivariable Logistic Regression

Statistically significant adjusted odds ratios of greater
TE with:

= Higher practice QI leadership,
= MUA location
= Higher number of practice disruptions/changes.

No facilitator characteristics were independently
associated with greater TE.
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Univariate and Multivariable Logistic Models, Odds
Ratios for achieving a mean TE score of 2 2 at the
study mid-point (~ 6 months)

Univariate Logistic Model Multivariable Logistic Model*
OR (95% Cl), [p value] OR (95% Cl), [p value]

For every one-point increase in
leadership 9.42 (4.37-20.30), [0.000] 13.14 (4.87 -35.44), [0.000]
For every increase in the # of
disruptive practice changes 1.57 (1.07- 2.29), [0.021] 1.64 (1.01-2.66), [0.044]
For practices located in a
Medically Underserved Area
(MUA) vs. not in an MUA 2.25 (1.04- 4.85), [0.039] 3.23 (1.01-10.3), [0.047]

*Model adjust for leadership, number of disruptive changes and practice location.
Data presented as Odd ratios (OR) (95% CI) of TE =2, [p value]
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Thank You!

Heart Health Now!

The North Carolina Cooperative for AHRQ’s

FvidenceNQW

Advancing Heart Health in Primary Care
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Table 1. Practice Characteristics- N=136 HHN Practices

Practice Characteristics Survey items, [# missing]
Practice Size (number of providers MD, DO, NP PA),[14]
Practice Ownership Type, [11]
Clinician-owned Solo or Group Practice
FQHC or Look-alike/Rural Health Clinic
Academic health Center/Faculty Practice
Other
Hospital/Health System Owned
Missing
Payer Mix [13], %, (range)
Medicare
Medicaid
Dual Medicare/Medicaid
Commercial
No insurance
Other
Patient-Centered Medical Home Recognition, [11]
Yes
Patients Seen per Day by Full Time Clinician, [12] (range)
Practice Location in a Medically Underserved Area (MUA), [13]
Yes
Number of Major Practice Changes (0-7), [0]
CPCQ SCORE (scored -28 to 28), [11]
CPCQ-CVD Priority (single item, scored 1-10), [1]
Practice Leadership Score (mean of months 4-6 scores, scored 0-3),[0]
Prior or Ongoing Involvement in an Accountable Care Organization (ACO)
Yes
bMean Team Engagement Score of Months 4-6,[0]
Practice Member Survey ltems
Adaptive Reserve Score (18 items, aggregate score 0-1),[0]
Practice Level of Burnout (single item, 0-4)
Practice Readiness (readiness1) single item
Practice Facilitation Experience Survey ltems
Years of Experience as a Practice Facilitator, [1]
Practice with Prior Experience with NC AHEC Practice Support Program, [1]
Yes
Practice-practice Facilitator Experience Working Together Prior to HHN, [1]
Yes

N or mean
(%, SD)

6.3 (8.2)

68 (50 %)
29 (21.3%)
9 (6.6%)
2 (1,5%)
17 (12.5%)
11 (8.1%)

30.6% (5-82%)
15.4% (0-50%)
9.1% (0-70%)
32.5% (0-79%)
11.8% (0-60%)
1.5% (0-100%)

74 (54.4%)
21.3 (10-50)

42 (30.9%)
136 (0-4)
10 (13.3)
75(1.7)
2.0 (0.7)

75 (55.1%)
1.6 (0.7)

0.7 (0.1)
1.9 (0.6)
4.0 (0.5)
4.2 (3.7)
38 (27.9%)

9 (6.7%)

aData provided as absolute numbers or means and standard deviations (SD) for continuous variables and proportions with chi squared test for categorical variables as appropriate. Ranges

included for payer mix and number of patients seen per day by a full-time clinician.

boutcome measure
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Table 1. Practice Characteristics- N=136 HHN Practices

N or mean

Practice Characteristics Survey items, [# missing] 50
Practice Size (number of providers MD, DO, NP PA),[14] 6.3 (8.2)
Practice Ownership Type, [11]
Clinician-owned Solo or Group Practice 68 (50 %)
FQHC or Look-alike/Rural Health Clinic 29 (21.3%)

Payer Mix [13], %, (range)
Medicare
Medicaid

Commercial
No insurance

30.6% (5-82%)
15.4% (0-50%)

32.5% (0-79%)
11.8% (0-60%)

Practice Location in 3 Medically Underserved Area (MUA), [13], YES 42 (30.9%)
Number of Major Practice Changes (0-7), [0] 1.1(0-4)
Practice Leadership Score (scored 0-3),[0] 2.0(0.7)
Involvement in an Accountable Care Organization (ACO), YES 75 (55.1%)
Mean Team Engagement Score of Months 4-6,[0] 1.6 (0.7)
Practice Member Survey Items

Adaptive Reserve Score (18 items, aggregate score 0-1),[0] 0.7 (0.1)
Practice Level of Burnout (single item, 0-4) 1.9 (0.6)
Practice Readiness (readinessl) single item 4.0(0.5)
Practice Facilitation Experience Survey ltems

Years of Experience as a Practice Facilitator, [1] 4.2 (3.7)
Practice Experience with NC AHEC Practice Support Program, [1], Yes 38 (27.9%)
Practice-PFacilitator Experience Together Prior to HHN, [1] Yes 9 (6.7%)

“Datd provided as absolute numbers or means and standard deviztions (SD) for continuous variables and
proportions with chi squared test for categorical variables as appropriate. Ranges incduded for payer mix and

number of patients seen per day by a full-time clinician.
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Next steps

= Pivot now to evaluating associations/predictors of
practice level variables on level of engagement with
PF’'s (dependent variable)

» Dependent variable — Team engagement score (0-3)

= Next year’s talk/paper.
= END
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Key Drivers of Implementation

= Key Driver Implementation Scale

* Team Engagement with their PF to
work as a unit to drive change.

= Practice Leadership — for Ql/Change

" (others) Use of data from patient
panel to motivate change behavior,
standardizing care processes, use o
evidence based protocols, patient
self management support,

Change Concepts Activities you can do to drive change
(Key Drivers)
Clinical
System « Use a registry to manage your high

Registry or EHR used to
manage patient care and
support population
management

—_

blood pressure patients: determine
staff workflow to support registry,
populate registry with patient data,
maintain registry, use it to track
progress monthly and drive change

Clinical Outcomes

—>1

Team Engagement/
Optimized team care

Staff teams share in
identifying gaps in patient
care and works in teams
to optimize patient
outcomes.

» Define roles Care team members
understand their roles.

» Practice assigns patients to panels

o Identify needed services for each
patient with high blood pressure and
plan outreach (schedule
appointments, close loops on
referrals, assess adherence to Tx)

Ccare
Processes

Practice-wide guidelines
and processes
implemented for patients
with high blood pressure

|

Self-Management
Support (SMS)
Patient and care team
work as partners to help
patient achieve blood
pressure control

Care team is aware of
and actively uses
community and
educational resources

o Select and customize evidence-
based or best practice protocols
(including standing orders and use of
medication titration algorithms)
Determine your staff workflow to
support these protocols, use with
every high blood pressure patient

—>t

—>

« Determine staff workflow to support
SMS, including home blood
pressure monitoring and telephone
management, train staff in SMS

« Set patient goals collaboratively and
monitor progress toward goals

 Use teach back

o Link with resources

—>

Improved blood
pressure control
for your patients
with high blood
pressure

Measures of
success:
Among those with
high blood pressure,

blood pressure
<140/90 mm Hg

Project goals:

(1) 75% blood
pressure control
among all of your
patients with high

blood pressure

(2) 75% blood
pressure control
among all of your
African American
patients

(3) Perform at least 1
practice level
activity in each of
the 4 Change
Concepts
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Table 2. Summary Statistics - Practices with Key Driver Implementation Scale Team Engagement Scores <2 vs. =2

Practice Characteristics Survey items
Practice Size (number of providers MD, DO, NP PA)
Practice Ownership Type (n, %)

Clinician-owned Solo or Group Practice

FQHC or Look-alike/Rural Health Clinic

Academic health center/faculty practice

Other

Hospital/Health System Owned
Payer Mix (n,%)

Medicare

Medicaid

Dual Medicare/Medicaid

Commercial

No insurance

Other
Patient-Centered Medical Home Recognition (n, %)

Yes

No
Patients Seen per Day by Full Time Clinician (n, %)
Practice location; Medically Underserved Area (MUA)

Yes

No
Number of Major Practice Changes (0-7), (n, %)
CPCQ SCORE (scored -28 to 28), (mean, SE)
CPCQ-CVD Priority (single item, scored 1-10), (mean, SE)
Practice Leadership (mean of months 4-6 scores), (mean, SE)
Practice Prior or Ongoing Involvement in an Accountable Care Organization (ACO), (n, %)

Yes
No
Practice Member Survey ltems
Adaptive Reserve Score (18 items, score 0-1), (mean, SE)
Practice Level of Burnout (single item, 0-4), (mean, SE)
Practice Readiness (readiness1) single item (mean, SE)
Practice Facilitation Experience Survey ltems
Years of Experience as a Practice Facilitator (mean, SE)
Practice Prior Experience with the NC AHEC Practice Support Program (n, %)

Yes
No
Practice-practice Facilitator Experience with Working Together Prior to HHN (n, %)

Yes
No

TE<2
(63 practices)
N or mean (% or SE)

5.5 (4.3)

28.2 (15.1)
14.9 (10.9)
11.3 (11.9)
35.3 (18.0)
9.4 (10.6)
2.6 (13.4)

36 (28.8)
25 (20.0)
22.3 (6.4)

15 (12.2)
45 (36.6)

0.7 (0.1)
1.9 (0.4)
4.0 (0.5)

4.03 (3.4)

4 (3.0)
58 (43.0)

TE=22
(73 practices)
N or mean (% or SE)

7.1(10.7)

23 (18.4)
17 (13.6)
9(7.2)
1(0.8)
14 (11.2)

32.9 (18.8)
15.8 (11.1)
7.1(7.7)
29.8(17.0)
14.1 (15.5)
0.5 (1.97)

38 (30.4)
26 (20.8)
20.4 (6.0)

27 (22.0)
36 (29.3)
1.3 (1.1)
10.5 (14.0)
7.6 (1.6)
2.4 (0.6)

4.34 (4.0)

5(3.7)
68 (50.4)

p-value
chi-square? or t-test

0.28

<.00012

0.13
0.66
0.02
0.09
0.05
0.22

1.00
0.09

0.06
0.02
0.63
0.49
<.0001

0.06
0.82
0.28
0.65

0.62

1.00

25
1.00?



