2016
Chronic Respiratory

Program Evaluation

Our mission is to improve the health
and quality of life of our members



Program Title:
Evaluation Period:

Introduction:

2016 Program Goals:

2016 Chronic Respiratory Program Evaluation

Chronic Respiratory Program
January 1, 2016 — December 31, 2016

The Chronic Respiratory Program combined Passport Health Plan’ §Passport)
two separate programs: Asthma and Chronic Obstructive Pulmonary Disease
(COPD).

Asthma:

Designed to improve the health status and quality of life for members with
asthma through improved compliance of both members and clinicians with the
National Institutes of Health (NIH) Guidelines for the Diagnosis and Management
of Asthma. Asthma Disease Management is the process of coordinating
healthcare interventions and communications for members with asthma in which
patient self-care efforts are significant, supporting clinician/member relationships
and the established treatment care plan; emphasizing prevention of
exacerbations and complications utilizing evidence-based practice guidelines
and patient empowerment strategies; and evaluating clinical, humanistic and
economic outcomes on an ongoing basis with the objective of improving overall
health.t

COPD:

Designed to improve the health status and decrease complications of adult
members with . COPD through improved compliance of both members and
clinicians with the NIH Global Initiative for Chronic Obstructive Lung Disease
(GOLD) Guidelines.

Asthma:
1 ~To improve the health status and quality of life of members, with asthma by:
0 Increasing member compliance with the NIH Guidelines for the
Diagnosis and Management of Asthma.
0 Increasing clinician adherence to the NIH Guidelines for the Diagnosis
and Management of Asthma.

1 To decrease the frequency of asthma related inpatient admissions,
readmissions within 30 days, and emergency room (ER) visits.

1 To increase clinician adherence to the NIH Guidelines for the Diagnosis and
Management of Asthma regarding members on appropriate medication for
treatment of persistent asthma, specifically prescription of long-term
controller medications.
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1 To increase member compliance with recommended treatment, including the
use of inhaled anti-inflammatory medication for treatment of persistent
asthma.

1 To increase the number of members with persistent asthma that have an
active Asthma Action Plan (AAP), developed and approved by their treating
clinician, and are utilizing the AAP on a daily basis to manage their asthma.

1 Increase members and caregivers knowledge regarding the diagnosis,
appropriate treatment, and appropriate self-management skills for persons
with asthma.

COPD:

1 To increase clinician adherence to NIH GOLD Guidelines for the use of
medications, such as:

0 Systemic corticosteroid
o Bronchodilator

1 To increase the percentage of members who receive appropriate
pharmacotherapy management of COPD exacerbation.

1 To increase the use of spirometry testing to confirm COPD for newly
diagnosed members.

1 To increase the percentage of members who receive flu and pneumonia
vaccinations.

1 To decrease the frequency of COPD related inpatient admissions,
readmissions within 30 days, and emergency room (ER) visits.

1 To promote healthy lifestyle including exercise, smoking cessation,
avoidance of air pollutants, and improved nutrition.

T To increase -managementskdls.s el f

2016 Program Asthma:
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Objectives:

T

Increase the number of members with persistent asthma, ages 2-4, on
controller medication.

Increase the number of members with persistent asthma, ages 5-64, on
controller medication for at least 50-75% of their treatment period.

Increase the overall rate of members with persistent asthma, ages 5-64, on
controller medication that continue to refill the medication at least 50% of the
expected number of refills.
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1 Increase member and clinician compliance with the NIH Guidelines for the
Diagnosis and Treatment of Asthma.

1 Reduce preventable inpatient admissions and ER visits.
1 Collaborate with members and their treating clinicians to develop an AAP.
1 Educate members on the use of an AAP.

1 Encourage members to manage their asthma day-to-day with using an AAP.

COPD:
1 Improve member and clinician compliance with the NIH GOLD Guidelines for
medication and oxygen therapy.

1 Reduce the need for inpatient admissions and ER visits.

1 Increase the percentage of members in the COPD population knowledgeable
in self-management skills.

1 Increase the percentage of members who receive appropriate
pharmacotherapy management of COPD exacerbation.

1 Increase the use of spirometry testing to confirm COPD for newly diagnosed
members.

Measurements: Overall effectiveness of the Chronic Respiratory Programs are measured
through annual participation rates and audited HEDIS®? results.

Annual Participation Rate

Eligible members are identified and passively enrolled in the Chronic Respiratory Programs. Members
may “ opt Bragtai, andfelect foteo receive Disease Management (DM) services, by notifying
the Chronic Respiratory Disease Manager or the Care Connector Program, either telephonically or in
writing. Participation Rates are tracked and reported annually.

2 HEDIS is a registered trademark of the National Committee for Quality Assurance (NCQA)
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Asthma(gl\llzr;lsbershlp Opt Out Part:g;r::tlon
2016 9,398 53 99.99%
2015 13,798 19 99.99%
2014 12,303 30 99.75%
2013 10,450 3 99.97%
2012 5,133 3 99.94%
COPD Membership (avg)? | Opt Out Part:s;;::non
2016 9,869 120 99.98%
2015 6,773 0 100%
2014 4,927 5 99.89%
2013 3,713 8 99.78%
2012 2,970 1 99.97%

The 2016 HEDIS® Results are based on measurement year 2015 data.

The Chronic Respiratory Program uses the following HEDIS® measures to assess asthma medication

management:

1. Medication Management for People With Asthma (MMA):

Asthma Medication Management

HEDIS® Results

years of age during the measurement year who were identified as having persistent asthma and
were dispensed appropriate medications that they remained on during the treatment period. Two

rates are reported:

1 The percentage of members who remained on an asthma controller medication for at least 50%

of their treatment period.

1 The percentage of members who remained on an asthma controller medication for at least 75%

of their treatment period.

3 Program membership numbers are annualized
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Findings: In measurement year 2015, a total of 2,561 members were identified with persistent
asthma and on a controller medication, of those members 1,550 (60.52%) of those members had at
least 50% medication compliance and 883 (34.48%) had at least 75% medication compliance.

MY 2012 MY 2013 MY 2014 MY 2015
Age Range Compliance Rate | Compliance Rate | Compliance Rate | Compliance Rate
50% 75% 50% 75% 50% 75% 50% 75%*
5-11 Years 70.54% | 48.49% | 72.38% | 47.16% | 64.47% | 38.08% | 60.66% | 33.83%
12-18 Years 63.53% | 42.29% | 65.53% | 39.10% | 61.13% | 32.35% | 54.13% | 28.59%
19-50 Years 71.20% | 56.00% | 70.89% | 49.37% | 65.29% | 39.67% | 65.59% | 38.66%
51-64 Years 91.30% | 71.74% | 93.55% | 67.74% | 68.66% | 52.24% | 77.94% | 58.82%
Total 5-64 Years | 68.37% | 47.17% | 70.03% | 44.65% | 63.51% | 36.67% | 60.52% | 34.48%

The MMA ages 51-64 met the 2016 Quality Compass® 75" Percentile. The MMA ages 5-11 and 12-
18 met the 2016 Quality Compass® 66.67™" Percentile. The MMA ages 19-50 met the 2016 Quality
Compass® 50t Percentile.

Overall, the Total Rate ages 5-64 met the 2016 Quality Compass® 50" Percentile.

2. Asthma Medication Ratio (AMR):

The percentage of members 5-64 years of age who were
identified as having persistent asthma and had a ratio of controller medications to total asthma
medications of 0.50 or greater during the measurement year.

Findings: In measurement year 2015, a total of 2,847 members were identified with persistent
asthma and of those members, 2,122 (74.53%) of those members had a ratio of 0.50 or greater
demonstrating better control.

Measure MY 2012 MY 2013 MY 2014 MY 2015
Asthma Medications Ratio - 5-11 Years 75.14% 85.49% 81.19% 85.50%
Asthma Medications Ratio - 12-18 Years 66.79% 75.66% 68.19% 72.31%
Asthma Medications Ratio - 19-50 Years 43.32% 57.56% 54.24% 59.81%
Asthma Medications Ratio - 51-64 Years 40.74% 55.10% 49.51% 63.64%
Asthma Medications Ratio - Total 5-64 Years 68.23% 78.43% 71.77% 74.53%

The goal to meet or exceed the 2015 Quality Compass® 90" Percentile for AMR 5-11 Years met
the 2016 Quality Compass® 95" Percentile. The AMR 12-18, 19-50, and 51-64 Years met the

2015 Quality Compass® 90™" Percentile.

Overall, the Total Rate ages 5-64 met the 2016 Quality Compass® 95" Percentile.

4 MMA Compliance 75% Rate will be looked at for NCQA Accreditation for 2016
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Hospital Cost with a Primary Diagnosis of Asthma
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Analysis

HEDIS®: Passport aspires to be in the Quality Compass® 90" Percentile for each measure. Results for
HEDIS® 2016 (MY2015) for MMA indicator ages 5-64 for members who remained on a controller
medication for at least 50% of their treatment period noted a decrease of 2.99 percentage points, and
MMA indicator ages 5-64 for members who remained on a controller medication for at least 75% of their
treatment period noted a decrease of 2.19 percentage points. Both measures achieved the 2016 Quality
Compass® 50t Percentile.

Results for AMR indicator for ages 5-64 for members who had a ratio of 0.50 or greater demonstrating
better control demonstrated an increase of 2.76 percentage points which met the 2016 Quality Compass®
95t Percentile.

Community and Clinician Engagement: Clinicians received status updates on members enrolled in the
Asthma Program and provided reference information on the NIH Guidelines for the Diagnosis and
Management of Asthmao n Pa s s p o r.tCommunity dcsvity ineolvement included collaboration
with the American Lung Association (ALA), and the Kentucky Asthma Partnership (KAP). The Asthma

Disease Manager engaged cliniciansonPassport’ s Chil d and toAdanlineus c e n

and feedback on suggestions on referral processes and ways to target members for asthma education.
This collaborative effort included presence of Embedded Case Manager with special emphasis on
asthma education in high volume clinician offices.

ER/Readmissions: The Asthma Program received daily facility-specific ER and readmission reports.
Staff used this report to identify members diagnosed with chronic respiratory conditions. Members
identified received targeted mailings and telephonic outreach. Members who are newly identified with
a chronic respiratory condition received a new member packet, along with individualized and quarterly
mailings. High risk members also received telephonic outreach. The Asthma Program collaborated
with area schools to provide education about asthma education and prevention. The Asthma Program
alsobeganacol | aborative effort with Pas s-odacet rmadingar
telephonic outreach to members with asthma who have an ER visit.

During 2016, an average of 9,398 members were enrolled in the Asthma Program. Of those members
enrolled, an average of 1,879 were identified as high risk. An average of 47 members were active with
one-on-one telephonic outreach by the Asthma Disease Manager. A total of 3,615 members were
identified as newly diagnosed with asthma. Three separate attempts are made to contact the member.
All members receive quarterly mailings, and high risk members receive individualized mailings based
on assessment by the Asthma Disease Manager.

Member Complaints: During 2016, there were no complaints received regarding the Asthma Program or
the Asthma Disease Manager.
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COPD Management

HEDIS® Results

The 2016 HEDIS® Results are based on measurement year 2015 data.
The Chronic Respiratory Program uses the following HEDIS® measures to assess COPD management:
1. Use of Spirometry Testing in the Assessment & Diagnosis of COPD (SPR)

The percentage of members 40 years of age and older with a new diagnosis of COPD or newly active
COPD, who received appropriate spirometry testing to confirm the COPD diagnosis.

Findings: In measurement year 2015, a total of 434 members were identified and of those members,
146 (33.64%) received appropriate spirometry testing to confirm COPD diagnosis.

Measure MY 2012 | MY 2013 | MY 2014 | MY 2015

Use of spirometry Testing in the
Assessment & Diagnosis of COPD

33.57% | 38.15% | 33.81% | 33.64%

The goal to meet or exceed the 2016 Quality Compass® 90" Percentile of 40.54% was not met.

The SPR met the 2016 Quality Compass® 50" Percentile. The measurement year 2015 SPR rate
exceeds the 2016 Quality Compass® Mean of 30.96%.

2. Pharmacotherapy Management of COPD Exacerbation (PCE)®
The percentage of COPD exacerbations for members 40 years of age and older who had an acute
inpatient discharge or ER encounter on or between January 1-November 30 of the measurement
year and who were dispensed a systemic corticosteroid within 14 days of the event, or a
bronchodilator (or there was evidence of active prescriptions for either) within 30 days of the event.

Findings: In measurement year 2015, a total of 1,253 members with COPD exacerbations were
identified, 920 (73.42%) of those members were dispensed a systemic corticosteroid and 1,049
(83.72%) were dispensed a bronchodilator.

Measure MY 2012 | MY 2013 | MY 2014 | MY 2015
Pharmacotherapy Management of
COPD Exacerbation with Systemic 38.20% 76.78% 72.04% 73.42%

Corticosteroid

Pharmacotherapy Management of

0 0, 0, 0,
COPD Exacerbation with Bronchodilator 56.01% 91.63% 86.02% 83.72%

The goal to meet or exceed the 2016 Quality Compass® 90" Percentile for PCE Systemic
Corticosteroid (79.07%) and PCE Bronchodilator (88.78%) were not met. Both measures met the
2016 Quality Compass® 50" Percentile. The measurement year 2015 rates exceeds the 2016
Quality Compass® Mean for PCE Systemic Corticosteroid of 67.1% and PCE Bronchodilator of
79.92%.

5pcE (Both Rates) will be looked at for NCQA Accreditation for 2016
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Hospital Utilization with a Primary Diagnosis of COPD
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Members with COPD by Category of Aid
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Analysis

HEDIS®: Passport aspires to be in the Quality Compass® 90™" Percentile for each measure. Results for
HEDIS® 2016 (MY2015) notes that SPR indicator for Use of Spirometry Testing in the Assessment &
Diagnosis of COPD remains relatively the same with a slight decrease of 0.17 percentage points which
met the 2016 Quality Compass® 50" Percentile.

Results for PCE indicator for Pharmacotherapy Management of COPD Exacerbation with Systemic
Corticosteroid demonstrated an increase by 1.38 percentage points and PCE indicator for
Pharmacotherapy Management of COPD Exacerbation with Bronchodilator decreased by 2.30
percentage points from the previous measurement year. Both met the 2016 Quality Compass® 50"
Percentile.

Member Incentive Program: Passport utilized our Member Incentive Program targeted toward
increasing clinician and member awareness of spirometry testing. Members newly diagnosed with
COPD who receive a spirometry test received a $20 gift card. For 2016, a total of 12 members took
advantage of this reward, a decrease of 69% from 2015. The objective is to increase member and
clinician awareness of recommended spirometry testing for members newly diagnosed with COPD, and
improve the percentage of members with COPD receiving the NIH GOLD Guidelines recommended
spirometry testing (the HEDIS® 2016 rate for spirometry was 33.64% in the Quality Compass® 50
Percentile).

Community and Clinician Engagement: Clinicians received status updates on members enrolled in the
COPD Program and provided reference information on the NIH GOLD Guidelines for the Diagnosis and
Management of COPDon Pa s s p o r .t Cosmmuwity bctvitytineolvement included collaboration
with the ALA, Better Breathers, and University of Louisville Pulmonary Research Program.

ER/Readmissions: The COPD Program received daily facility-specific ER and readmission reports.
Staff used this report to identify members diagnosed with chronic respiratory conditions. Members
identified received targeted mailings and telephonic outreach. Members who are newly identified with
a chronic respiratory condition received a new member packet, along with individualized and quarterly
mailings. High risk members also received telephonic outreach.

Risk Stratification: During 2016, an average of 9,869 members were enrolled in the COPD Program.
Of those members enrolled, an average of 53 were identified as high risk. An average of 90 members
were active with one-on-one telephonic outreach by the COPD Manager. A total of 3,360 members
were identified as newly diagnosed with COPD. Three separate attempts are made to contact the
member. All members receive quarterly mailings, and high risk members receive individualized
mailings based on assessment by the COPD Manager.

Member Complaints: During 2016, there were no complaints received regarding the COPD Program or
the COPD Manager.
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Program Materials

Member materials:

Asthma:

A -—Aa-_a8_a_-9_98_40_-4_9a_-5_-2°_-2-2

=

Asthma and Exercise

Your Asthma Medicines

Asthma Triggers

Smoking Makes Asthma Worse

What is Asthma

Five Ways to Control Asthma

Be Healthy with Asthma

Asthma and the Flu

Asthma Action Plan

Using an Asthma Action Plan

What to do for Asthma Attacks
Question and Answer: Daily Controller
Medicines

Tips for School Staff: Exercise for
Students with Asthma

Finding YouBe s“tP’e rPseoan
Number

COPD:

= =4 -_8_9_-9_-98_4a_-93._-2

9 Ways to Deal with COPD

You Can Control Your Breathing

COPD

What is COPD

COPD Management Tips

COPD Flare-ups and How to Avoid Them
What is COPD (new members)

Your COPD Medicines

Get the Most out of Every Breath with
COPD

Clinician Materials:
Both Asthma and COPD:

T

= = -a_-9_-9_-95_-2

Care Coordination: Your Connection
to Disease and Case Management
Programs Brochure

Enrolled Letter

Opted-Out Letter

Admitted 1onl Letter

Discharge Letter

Thank You Referral Letter
Discharged 1lonl Letter

Unable to Contact Letter
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Student Asthma Action Card

Let  s—ABthnayord Match! Game
Propeller Health — Take Control of Your
Asthma

How to Use Your Aerolizer

How to Use Your Nebulizer

How to Use Your Twisthaler

How to Use Your Flexhaler

How to Use Your Holding Chamber
(Spacer)

How to Use Your Diskus Inhaler

How to Use Your Metered Dose Inhaler
(MDI)

How to Use Your Peak Flow Meter
Peak Flow Meter Cleaning Instructions
How to Use Take Your Inhaler Using a
Spacer with a Facemask

E E R

= —A

E N

Is Home Oxygen Right for You

Exercise Can Help Your COPD

Lung Therapy

What is Spirometry

Do You Have COPD

My COPD Diet

COPD Track My Symptoms Chart

Using an Oxygen Machine (Concentrator)
How to Use Your Handihaler®

A A -_A8_-49_-9_45_9_-°3_-°

Additional Letters for Asthma:
9 Asthma Action Plan Notification Letter

1 Asthma Controller Medication Compliance
Letter

Additional Letter for COPD:
1 COPD Clinician Educational Letter
1 COPD Management Objectives
1 Clinician Spirometer Survey
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Barriers and Opportunities

Asthma Barrier:

Asthma Barrier:

4/18/17 FINAL

Lack of clinician awareness regarding NIH Guidelines for the Diagnosis and

Management of Asthma and the diagnosis and treatment of persistent asthma.

Opportunity: q

Opportunity: 1

Collaborate with Provider Relations to educate clinicians during all site
visits regarding NIH Guidelines for the Diagnosis and Management of
Asthma and the diagnosis and treatment of persistent asthma.

Increase clinician awareness of the appropriate treatment for persons with
persistent asthma by posting current NIH Guidelines for the Diagnosis and
Management of Asthma on P a s s p wabdgité. s

Collaborate with the Child and Adolescent Committee to develop and
implement interventions aimed at increasing clinician awareness of the
NIH Guidelines for the Diagnosis and Management of Asthma.

Educate clinicians on the use of A'A P dusing all site visits.

Provide clinicians with a standardized AAP for utilization with their
members.

Member lack of knowledge regarding asthma control.

Increase members and caregivers knowledge regarding the appropriate
treatment and appropriate self-management skills for persons with
persistent asthma through new member, monthly, quarterly and targeted
mailings, and telephonic outreach.

Collaborate with community agencies and statewide initiatives to increase
awareness of asthma and asthma management (i.e., American Lung
Association, KAP and local health departments).

Increase member and caregiver awareness regarding the appropriate
treatment and appropriate self-management skills for persons with
persistent asthma through:

o Face-to-face outreach

Telephonic outreach

Member newsletters

On-hold SoundCare messages

Passport’s website

Member educational materials

Assist the member to get an AAP from their clinician

Educate the member on how to utilize their AAP in the day-to-day
management of asthma

O O0OO0OO0OO0OOoOOo

Page 14 of 26



Asthma Barrier:

Opportunity:

Asthma Barrier:
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Opportunity:

Lack of early recognition and treatment of asthma exacerbation leading to
more inpatient admissions and ER visits.

T

Identify members with inpatient admissions and ER visits with a diagnosis
of asthma for targeted member educational outreach.

Distribute a follow-up educational letter to clinicians notifying them of
members on their panel with an ER visit related to asthma.

Utilize the Care Connector Program to assist members with urgent issues
related to asthma.

In collaboration with data and quality departments, development of a
predictive modeling tool for proactive identification of members at risk for
exacerbation.

Collaboration with ER Navigators for identification of members for
targeted mailing and telephonic educational outreach.

Educate members on how to utilize their AAP.

Educate members when to contact their clinician regarding escalating
asthma symptoms.

Lack of recognition of home environmental factors that lead to asthma
exacerbations.

T

Collaborate with home health agencies to provide home environmental
assessments for high-risk asthma members based upon Environmental
Protection Agency (EPA) recommendations.

Collaborate with Provider Relations to educate clinicians during all site
visits regarding availability of home health agency services for home
environmental assessments.

Provide member education regarding asthma triggers and how
environmental factors can impact asthma through:

Face-to-face outreach

Telephonic outreach

Member newsletters

On-hold SoundCare messages

Passport’s website

Member educational materials

O OO0 o0 oo

Collaborate with community agencies and state-wide initiatives to improve
education regarding environmental factors that can impact asthmatics
(i.e., ALA, KAP and local health departments).
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COPD Barrier:

COPD Barrier:

COPD Batrrier:
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Clinician identification of needed testing as recommended by the NIH GOLD

Guidelines.

Opportunity: q

Opportunity: 9

Collaborate with Provider Relations to educate clinicians during all site

visits to improve compliance with NIH GOLD Guideline recommendations.

Member lack of knowledge about COPD.

Increase members and caregivers knowledge regarding the diagnosis,
appropriate treatment, and appropriate self-management skills for persons
with COPD.

Increase community awareness regarding the diagnosis, appropriate
treatment, and appropriate self-management skills for persons with COPD
by distributing educational materials at health fairs and events.

Increase member awareness regarding the appropriate treatment and
appropriate self-management skills for persons with COPD:

o Perform outreach to those members identified as needing a spirometry
test

Face-to-face outreach

Telephonic outreach

Member newsletters

On-hold SoundCare messages

Passport’'s website

Member educational materials

O 0O O0OO0OO0Oo

Collaboration with ER Navigators for identification of members for targeted
mailing and telephonic educational outreach.

Member lack of knowledge of NIH GOLD Guidelines for recommended testing

and results.

Opportunity: §

Educate members on the specific NIH GOLD Guidelines for recommended
testing.

Perform targeted telephonic outreach to COPD members delinquent in
NIH GOLD Guidelines recommended testing.

Utilize the Care Connector Program to assist members with urgent issues
related to COPD.
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Interventions
completed for 2016:
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Asthma:

Provider Education:

T

Provided one-on-one clinician education with the Care Coordination
clinical staff regarding the NIH Guidelines for the Diagnosis and
Management of Asthma and provide tools for clinician offices to utilize to
educate their staff, as well as members.

Utilized clinician education tools, in conjunction with committees, to
educate clinicians regarding management of members with persistent
asthma.

Worked with clinician committees to develop tools for the clinicians to
utilize, in order to ensure thorough documentation regarding all aspects of
the NIH Guidelines for the Diagnosis and Management of Asthma.
Passport conducts clinician outreach regarding the NIH Guidelines for the
Diagnosis and Management of Asthma and audit compliance with
documentation.

Increased clinician awareness of the appropriate treatment for persons
with persistent asthma by posting current NIH Guidelines for the Diagnosis
and Management of Asthmaon Passport’s website
Relations site visits.

Member Education:

T

Educated members/caregivers regarding Asthma through face-to-face
outreach, telephonic outreach, member newsletters, on-hold SoundCare
messages,Pass port’' s website, and member

Continued efforts to educate members/caregivers in regards to asthma,
asthma treatment, triggers, smoking cessation, how to prevent an
exacerbation, and what to do when the member has an exacerbation.

Organized member educational materials to include a definition of asthma,
asthma triggers, information regarding smoking cessation, asthma
medications including controller medication, how to take medication, and
clinician follow-up.

Updated “ SphecRraolgrhkaeresl,t Just for Yo
education on support programs available for them.

Developed new Member Satisfaction Survey Postcard directing members
to the Passport website to fill out their survey. There is a specific survey
number based on the program the member was enrolled in. If the member
would prefer to have a hard copy mailed to them, they can call into our
Care Connector line and they will mail one to them to fill out and return.
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Interventions for
2016 (Continued):
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Screening Activities:

T

Administered the Patient Health Questionnaire (PHQ) 2 and the Pediatric
Symptom Checklist-17 (PSC-17) a depression screening used with
me mber ' s ag dhere weret38 addltimembers screened and 5%
of those members had a positive result and the PHQ-9 was administered.
Of those members, two were referred for Behavioral Health (BH) services.
There were 21 pediatric members screened using the PSC-17 screening
tool and none had a positive result from the screening. None of those
members screened were referred for Behavioral Health (BH) services.

Identification Activities:

T

Identified and outreached to members with inpatient admissions or ER
Visits.

Reviewed daily, and/or weekly reports from three high volume patrticipating
ERs,Uni versity of Louisville (U of
Coordinator reviewed these reports and outreached to the members and/or
guardians telephonically, to encourage clinician follow-up, identified
barriers to compliance, and offer Passport assistance with scheduling
appointments and/or transportation. In addition, the ER Coordinator
completed a health risk assessment and made referrals to clinical staff for
additional outreach and education.

Coordinated with Mommy Steps Program on members with controlled
asthma during their pregnancy. The Asthma Disease Manager acted as a
resource and provided additional interventions as needed.

Coordinated with Mommy Steps High Risk OB Case Managers on
members with asthma that had an inpatient admission with a primary
diagnosis of asthma during their pregnancy. The Asthma Disease
Manager assumed primary responsibility and the Mommy Steps High Risk
OB Case Managers act as a resource and provided additional interventions
as needed.

Provided education to internal, non-clinical, phone staff regarding A A P
and how to ask scripted questions during member contact to determine
compliance with A A P ansl when to make a clinical referral.

Evaluated all member materials to ensure each piece is clear and concise.
Materials continued to be utilized for member mailings; in addition to face-
tof ace education with the members
currently utilizes a written AAP, which is color coded red, yellow, and
green, with interventions at each level.

Continued to improve integration and collaboration with BH to improve

overall coordination of care for members with co-existing medical and BH
diagnoses/conditions.
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2016 (Continued):
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T

Distributed the Asthma Member Satisfaction Survey to members enrolled in
the Asthma Program, reviewed surveys as received and conducted
outreach to those members who indi
survey (if the member completes contact information section of the survey
tool) and monitored surveys for trends, none identified. Provided feedback
to individual staff when appropriate and addressed any identified areas that
needed improvement, none identified.

Community Activities:

T

Increased community initiatives related to the diagnosis and treatment of

asthma through:

o Collaborated with AIRLouisville project and Propeller (makers of FDA-
approved digital health solutions for asthma and COPD) initiative to be
able to more efficiently track and trend inhaler controller and rescue
use and compliance. Based on the results, develop interventions to
improve compliance.

o Collaborated with the ALA on various projects and events throughout
the year.

o Collaborated with the KAP to promote the importance of asthma
education and awareness.

o Collaborated with the local departments of health to promote the
importance of asthma education and awareness.

o Collaborated with community partners to provide supportive services to
members/families who need advance illness management services
without the requirement of discontinuing active treatments.

o Coll aborated with Text for He al
helpful information to members through Passport sponsored cell
phones.

Participated in community forums to determine additional community
resources and best practices related to a healthy lifestyle for our members
including:

0 School-based educational programs

ALA Progressive Pulmonary Forum

Kentucky Pulmonary Symposium

Healthy Hoops

Kentuckiana Health Collaborative Community Forum

KAP

Care Research Advisory Board

Area Health Education Center (AHEC)

ALA

Region 8 Health Fair

OO O0OO0OO0OO0OO0OO0o0OOo

Discussed the Asthma Performance Improvement Project with the Child
and Adolescent Committee and the Quality Medical Management
Committee (QMMC) to request clinician feedback, as well as, final
recommendations regarding a clinician education tool to improve clinician
performance against the NIH Guidelines for the Diagnosis and
Management of Asthma.
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COPD:

Provider Education:

T

Increased clinician awareness of the COPD testing, recommended by the
NIH GOLD Guidelines on Passport’ s website,
Relations site visits.

Utilized a multi-measure report to assist clinicians in identifying members
on the clinician’s panel who are d
spirometry testing.

Member Education:

T

Educated members/caregivers regarding COPD through face-to-face
outreach, telephonic outreach, member newsletters, on-hold SoundCare
messages, Passport’s website,. and

Identified 219 COPD members for the Stay Healthy at Home Program, a
77% increase from 2015. Of those 219 members, 44 were enrolled in the
program and 41 members had opted out.

Devel o9 Ways tb Deal with COPD” educational
members with ways to live better with COPD.

Updated “Speci al Heat oh YooQt amsop
education on support programs available for them.

Developed new Member Satisfaction Survey Postcard directing members
to the Passport website to fill out their survey. There is a specific survey
number based on the program the member was enrolled in. If the member
would prefer to have a hard copy mailed to them, they can call into our
Care Connector line and they will mail one to them to fill out and return.

Screening Activities:

T

Administered the PHQ-2 with 22 members with 32% of the members with
a positive screening.  Further depression screening (PHQ-9) was
conducted with those members. There were seven members referred for
BH services.

Identification Activities:

M

Distributed the COPD Member Satisfaction Survey to members enrolled in
the COPD Program, reviewed surveys as received and conducted outreach
to those members who indicate “fai
the member completes contact information section of the survey tool) and
monitored surveys for trends, none identified. Provided feedback to
individual staff when appropriate and addressed any identified areas that
needed improvement, none identified.
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Identified members who were diagnosed with COPD who did not receive a
spirometry test and provide indivi

Evaluated all member materials to ensure each piece is clear and concise.
Materials continued to be utilized for member mailings; in addition to face-
tof ace education with the members

Continued to improve integration and collaboration with BH to improve

overall coordination of care for members with co-existing medical and BH
diagnoses/conditions.

Community Activities:

Increased community initiatives related to the diagnosis and treatment of
COPD through:
o Collaborated with community agencies such as, the ALA, Better

Breathers, U of L Pulmonary Research Program, and local health
departments to develop a statewide initiative to improve the appropriate
testing in the assessment and diagnosis of COPD.

Collaborated efforts with community partners, clinicians, and
specialists to promote treatment of COPD.

Collaborated with community partners to continue to raise awareness
of COPD within the community such as the ALA and local departments
of health.

Coll aborated with Text for He al
helpful information to members through Passport sponsored cell
phones.

Asthma

New Enhancements:

1 Collaborate with Jefferson and Montgomery County Health Departments
involved with the KAIR Project to work towards identifying environmental
triggers to possibly help reduce asthma flare-ups and/or exacerbations.

Utilize the auto-dialer campaigns to assist in reaching more members to
provide education regarding timely filing of prescribed controller
medication(s) and using their AAP as directed by their clinician. The auto
dialer enhances current outreach efforts and allow for more interaction with
members.
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2017 (Continued):
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Develop clinician education tools, in conjunction with committees, to
educate clinicians regarding management of members with persistent
asthma.

Develop educational materials aimed at our younger population of
asthmatics ranging from ages 2-17.

Continued Interventions:

T

Increase clinician awareness of the appropriate treatment for persons with
persistent asthma by posting current NIH Guidelines for the Diagnosis and
Management of Asthma o n P a s swebsitet toHaborate with the
Embedded Case Managers, and the Asthma Disease Manager, and
through Provider Relations site visits. Embedded Case Managers while in
clinicians offices will assist the clinicians to increase the number of
members identified who may benefit from enrollment into the Asthma
Program.

Identify and outreach to members with inpatient admissions or ER visits.

Expand upon current processes to develop additional relationships with
participating ERs to promote discharge planning and education regarding
appropriate ER use.

Educate members/caregivers regarding asthma control and signs and
symptoms of asthma exacerbation through:

Face-to-face outreach

Telephonic outreach

Member newsletters

On-hold SoundCare messages

Passport’s website

Member educational materials

OO0 O0OO0OO0Oo

Evaluate new member materials to ensure each piece is clear and concise.
Materials continue to be utilized for member mailings; in addition to face-
tof ace education with the members
currently utilizes a written AAP, which is color coded red, yellow, and
green, with interventions at each level and printed in triplicate.

Identify members who have had a lapse in their asthma medication refill
pattern and provide targeted outreach.

OQutreach t o member s medrcation, identified throughn
pharmacy claims data, with additional written material regarding asthma
and the importance of controller medication and encouraging clinician
follow-up.

Administer the PHQ-2, PHQ-9 (for adults) and PSC-17 (for children 4-17)

to prescreen and screen for depression in newly identified asthma
members and refer members to the BH team as needed.
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Review surveys as received and conducted outreach to those members
who indicate “fair?” or “poor” re
completes contact information section of the survey tool).

Monitor for trends, provide feedback to individual staff and address any
identified areas that needed improvement.

Continue to improve integration and collaboration with BH to improve
overall coordination of care for members with co-existing medical and BH
diagnoses/conditions.

Leverage the Care Connector Program to engage members in need of
assistance making appointments during auto dialer campaigns to reduce
asthma care gaps.

Continue to work with clinician committees to develop tools for the
clinicians to utilize, in order to ensure thorough documentation regarding
all aspects of the NIH Guidelines for the Diagnosis and Management of
Asthma. Passport conducts clinician outreach regarding the NIH
Guidelines for the Diagnosis and Management of Asthma and audit
compliance with documentation.

Coordinate with Mommy Steps Program on members with controlled
asthma during their pregnancy. The Asthma Disease Manager acts as a
resource and provided additional interventions as needed.

Increase community initiatives related to the treatment of Asthma through:

o Collaborate with KAIR Project with identifying environmental triggers to
possibly help reduce asthma flare-ups or exacerbations.

o Continue collaboration with local health departments and KAIR Project
with identifying environmental triggers to possibly help reduce asthma
flare-ups or exacerbations.

o Continue collaboration with Propeller (makers of FDA-approved digital
health solutions for asthma and COPD) initiative to be able to more
efficiently track and trend inhaler controller and rescue use and
compliance. Based on the results, develop interventions to improve
compliance.

o Continue collaboration with the ALA on various projects and events
throughout the year.

o Continue collaboration with the KAP to promote the importance of
asthma education and awareness.

o Continue collaboration with the local departments of health to promote
the importance of asthma education and awareness.

o Continue collaboration with community partners to provide supportive
services to members/families who need advance illness management
services without the requirement of discontinuing active treatments.

o Continue collaboration with Care Message vendor to provide healthy,
helpful information to members through Passport sponsored cell
phones.
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Coordinate with Mommy Steps High Risk OB Case Managers on members
with asthma that has an inpatient admission with the primary diagnosis of
asthma during their pregnancy. The Asthma Disease Manager assumes
primary responsibility and the Mommy Steps High Risk OB Case
Managers acts as a resource and provided additional interventions as
needed.

Distribute new member packet to newly diagnosed asthmatic members to
assess the member’s understanding
and provide follow-up wi th recommendati ons
needs.

Review daily, and/or weekly reports from three high volume participating
ERs, U of L, Kosair ChiHMHdI The iR €qordiratordreviews
these reports and outreaches to the members and/or guardians
telephonically, to encourage clinician follow-up, identify barriers to
compliance, and offer assistance with scheduling appointments and/or
transportation. In addition, the ER Coordinator completes a health risk
assessment and makes referrals to clinical staff for additional outreach and
education.

COPD

New Enhancements:

T

Collaborate with community partners to provide supportive services to
members/families who need advance illness management services without
the requirement of discontinuing active treatments.

Initiate a step down process for the Stay Healthy at Home Program that
graduates the member to a lower level of monitoring when the more
intensiveprogr am i s no | onger needed or
much training towards self-management when enrolled in the program.

Continued Interventions:

1

l

Increase clinician awareness of the COPD testing, recommended by the
NIH GOLD Guidelines o n P a s s peabsite, ' cellabovation with
Embedded Case Managers, and the COPD Disease Manager, and
through Provider Relations site visits. Embedded Case Managers while in
clinicians offices will assist the clinicians to increase the number of
members identified who may benefit from enrollment into the COPD
Program.

Identify and outreach to members with inpatient admissions or ER visits.
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Expand upon current processes to develop additional relationships with
participating ERs to promote discharge planning and education regarding
appropriate ER use.

Identify members diagnosed with COPD who did not receive a spirometry
test and provide individual educat

Educate members/caregivers regarding COPD through:
Face-to-face outreach

Telephonic outreach

Member newsletters

On-hold SoundCare messages
Passport’s website

Member educational materials

O O0OO0OO0OO0Oo

Evaluate all new member materials to ensure each piece is clear and
concise. Materials continued to be utilized for member mailings; in addition
toface-tof ace education with the membe

Administer the PHQ-2 and PHQ-9 for prescreening and screening for
depression for identified COPD members and referred members to the BH
team as needed.

Review surveys as received and conducted outreach to those members
who indicate *“fair?” or “poor” res
completes contact information section of the survey tool).

Monitor surveys for trends, provide feedback to individual staff and address
any identified areas that needed improvement.

Continue to improve integration and collaboration with BH to improve
overall coordination of care for members with co-existing medical and BH
diagnoses/conditions.

Leverage the auto-dialer technology regarding spirometry to engage more
members towards testing for COPD.

Continue to enroll appropriate members with COPD diagnosis in the Stay
Healthy at Home Program.

Increase community initiatives related to the diagnosis and treatment of

COPD through:

o Continue collaboration with community agencies such as, the ALA,
Better Breathers, U of L Pulmonary Research Program, and local
health departments to develop a statewide initiative to improve the
appropriate testing in the assessment and diagnosis of COPD.

o Continue collaboration efforts with community partners, clinicians, and
specialists to promote treatment of COPD.
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Planned o Continue collaboration with community partners to continue to raise
Interventions for awareness of COPD within the community such as the ALA and local
2017 (Continued): departments of health.
o Continue collaboration with Care Message vendor to provide healthy,
helpful information to members through Passport sponsored cell
phones.

1 Distribute the new member packet to newly diagnosed COPD members to
assess the memb e rahdscurren tceatmesttofaheid GORIQ
and provide follow-up wi th recommendati ons
needs.

Overall the Chronic Respiratory Program noted improvements in 2016. Passport noticed an increase in
the number of members participating in the Chronic Respiratory Program which seems appropriate
given the increased membership in 2016. The COPD Disease Manager was able to enroll 44 members
utilizing Stay Healthy at Home, a Telehealth Program, during the programs second year, promoting
greater self-management with members, thereby assisting members in recognizing signs and symptoms
of exacerbations helping to decrease ER visits and inpatient admissions and readmissions with those
engaged in the Telehealth Program. Based upon the 2015 evaluation, Passport developed new and
innovative initiatives to strive towards the overall goal of improving the health and quality of life for our
members with chronic respiratory disease.
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