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   -MEASURING TO IMPROVE-

To:  	Dirigo Board of Trustees
From: 	Karynlee Harrington
RE:  	Maine Quality Forum Progress Report
Date:  August 24, 2016


1.  Patient Centered Medical Home (PCMH) and Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration

CMS announced earlier this month the 14 regions that have been selected to participate in the CPC+ initiative (see PDF document below for list of the 14 regions as well as a letter from Maine’s Department of Health and Human Services).  Unfortunately Maine was not one of the regions.  Per CMS regions were selected based on payer alignment and market density to ensure that CPC+ practices have sufficient payer support to make fundamental changes in their primary care delivery. Unlike the MAPCP Demonstration neither the Maine Quality Forum nor any other convening entity was allowed to apply on behalf of the payers and or practices-however, we did strongly encourage participation along with the other conveners of the PCMH pilot.    CMS structured the CPC+ opportunity as one where the payers had to apply for participation.  Unfortunately, not all the payer proposals in Maine provided sufficient alignment and the remaining proposals did not provide sufficient market density to support the practices.   At our last PCMH conveners meeting (early August) we discussed potential options for moving forward.  As a reminder both the PCMH pilot and the MAPCP demonstration end December 31, 2016.  The SIM Medicare Proposal Oversight Committee (which I am a member of) is also reconvening next month to discuss next steps.





2.  New HealthCare Associated Infection (HAI) Training Modules for Extended Care Facilites

I am pleased to report that we have released the eight-hour HealthCare Associated Infection curriculum for extended care facilities which can be found here:  http://maineinfectionpreventionforum.org/

Reminder:  the curriculum is divided into six stand-alone modules to be completed at the convenience of the participant. Content areas include: general infection control and prevention practices; common infectious diseases; Isolation/transmission precautions, surveillance and data collection; performance Improvement, and antibiotic stewardship.  In addition to the stand-alone modules there is a comprehensive set of resources that have been organized by topic that are accessible to the facility.  

Commissioner Mayhew and I recently sent a joint letter to the heads of our 103 nursing homes in the state where we introduced the new training modules.   See Copy of press release and letter below:


[bookmark: _MON_1533560593]


	3.  Maine Patient Experience Matters
     
Attached below is a copy of our final report –Maine Patient Experience Matters-   Analysis of Patient Experience Over Time: 2012 and 2014.  We developed an executive summary-first three pages of the report which summarize our findings.  I also included a copy of a slide deck that we presented to the PCMH Conveners (Conveners are:  Quality Counts, MQF, Maine Health Management Coalition and the Department of Health and Human Services) which summarizes the key points in the full report.  We are preparing for a third round of CG-CAHPS surveying in 2017.  Timeline is attached.  Lastly, we have updated the Maine Patient Experience Matters Website with the most recent survey results which can be found here: http://www.mainepatientexperiencematters.org/ and we finalized the Quality Improvement Toolkit to Improve Patient Experience which can be found at:
            http://www.mainepatientexperiencematters.org/resources.php
           Our Toolkit offers practices an easy-to-navigate list of evidence-based quality      improvement strategies and related resources from literature to help improve performance for specific patient experience measure categories. 
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4.  Status of RFP Selection Process-

As reported previously the Evaluation Team comprised of: Laurie Smith-MQF, Commissioner Head-Commissioner of PFR and Karynlee Harrington-MQF met and through a consensus based process scored the three RFP’s received.  After reviewing with the States Division of Purchases we awarded the contract to the Muskie School of Public Service.   A copy of the contract and scope are attached.   

5.  CompareMaine 2.0-

In July we successfully launched the next version of CompareMaine-our health care cost and quality website.  http://www.comparemaine.org/    
Based on feedback we received since launching the site in the fall of 2015, we have added colonoscopies, digital mammograms and 28 other new procedures to this release. We also added 8 new facilities and made several enhancements regarding  functionality. The cost data has been updated for the time period October 1, 2014 through September 30, 2015. The quality data have also been updated to the most recent time periods available. For more details regarding the 2.0 updates go to: http://www.comparemaine.org/?page=about&subpage=faqs
7.  MQF’s 2016 Annual Healthcare Associated Infections (HAI) Report to the Joint Standing Committee on Health and Human Services-

Attached is a copy of our 2016 HAI Annual Report.   We included an executive summary-first several pages of the report for overview of key findings.  



 8.  MQF Budget-
     
  We ended FY16 according to plan and anticipate no budget issues in FY17.

9.  HAI Collaborating Partner Committee:

This committee is chaired by a representative from the Maine Center for Disease Control (Maine CDC) and me representing the Maine Quality Forum (MQF). The Committee has been established with a purpose to assess and analyze the status of infection prevention and control in the state of Maine and make recommendations on state strategies for the reduction of healthcare associated infections across all healthcare settings.  This committee began its work in 2015 and successfully submitted recommendations in all aspects of the States HAI Plan 2015-2018.  The membership of the committee and meeting notes and documents including the States HAI plan 2015-2018 can be found here:
https://mhdo.maine.gov/haiCPcommittee.htm


9. Other-

I am proud to report that Maine is one of three states that received an A for providing detailed pricing on a variety of procedures through easy-to-use public websites, backed by rich data sources.  Note:  compare Maine is described in the report as an excellent website for consumers.  Copy of press release and full report can be found in the link below:

http://www.catalyzepaymentreform.org/images/documents/Price%20Transparency%20Report%20Card%20Press%20Release%202016.pdf

Lastly, I was asked in June to testify in DC before the National Committee on Vital and Health Statistics (NCVHS) on the value of APCD’s in health care reform.  NCVHS is an advisory committee to the US Department of Health and Human Services.  Attached is a copy of my testimony.  



Submitted to Dirigo Board of Trustees
August 24, 2016 	Page 1
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Department of Health and Human Services
Comunissioner’s Office

221 State Street

11 State House Station

Augusta, Maine 04333-0011

Tel.: (207) 287-3707; Fax (207) 287-3005
TTY Users: Dial 711 (Maine Relay)

June 8, 2016

Dr. Frances Jensen

Centers for Medicare and Medicaid Services
7500 Security Boulevard

Baltimore, MD 21244

Dear Dr. Jensen:

[ am writing in response to the Centers for Medicare and Medicaid Services’ (CMS)
request for states to apply for participation in Medicare’s Comprehensive Primary Care Plus
model. Maine applauds CMS’ desire to invest in alternative payment models that have the
potential to transform health care delivery in its Medicare program. In fact, the LePage
Administration has been aggressively implementing a value-based, outcomes-focused approach

- to Maine’s Medicaid program (MaineCare) over the last several years. We launched primary care
Health Homes on a statewide basis in 2013 which focus on improved care coordination and
management of individuals with chronic disease. In 2014, we established Behavioral Health
Homes, which aim to facilitate improved coordination of physical and behavioral health. More
recently, we created the MaineCare Accountable Community initiative (AC), modeled after
Accountable Care Organizations, which provide the opportunity for organizations to engage in
risk sharing agreements with the Medicaid agency.

These efforts have been labor intensive in a small Medicaid agency with significant time
and staff resources devoted to model design, data analytics, payment structure, performance
measures, practice-level reports, learning collaboratives, state regulations, federal consultation,
and federal state plan amendments. With all of these efforts in mind, we are somewhat perplexed
by a request for a state Medicaid program to apply to Medicare for participation in a value-based
payment model for Medicare physicians. Additionally, as a State Innovation Model (SIM) state,
we remain interested in developing a “custom” Advanced Payment Methodology for Medicare in
Maine but we find that this request to join a regional model adds complexity to an already
complex payment environment.

Maine’s innovative models of care and the transformative changes already underway are
producing significant and positive results for our Medicaid members. It is imperative that Maine,
based on authorizations already given by CMS and support provided by the Center for Medicare
and Medicaid Innovation through the SIM cooperative agreement, retain the flexibility to
continue advancing these models in the best interests of improved healthcare outcomes for our
members.
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Today, just five years into our efforts to transform care delivery, roughly forty percent of
all MaineCare recipients are participating in one of our value-based purchasing models. We
currently have 177 physician practices participating as Health Home providers. Enrollment in
our Health Homes program has increased by over thirty percent since the program’s inception.
We are pleased that there are 52,000 members enrolled in our Health Homes program out of a
total eligible population of 180,000. In terms of our Behavioral Health Homes model, we have
over twenty-seven mental health agencies at over seventy-seven locations throughout the state
participating along with over 137 primary care practices partnering with these mental health
agencies to increase care coordination. This program has seen a fifty percent growth in member
‘enrollment in the last quarter alone, with more than 5,600 members currently being served.

Our Accountable Communities initiative includes alternative payment arrangements with
four AC organizations consisting of sixty-seven primary care practices and serving 45,000
members in fourteen communities across the state. This initiative offers AC Lead Entities the
opportunity to choose from two payment models. The first model offers an entity to share in a
maximum of fifty percent of savings achieved, based on quality performance. If savings are not
achieved, the AC does not have to pay back any costs. The other model offers the ability to share
in a maximum of sixty percent of savings, based on quality performance, and if savings are not
achieved, the AC is liable for forty to sixty percent of losses, based on the outcome of quality
performance.

As we have worked to support healthcare transformation and specifically practice-level
transformation, it is clear that the benefits of such are not limited to simply the Medicaid patient
population within a practice. Medicare members are benefiting significantly from MaineCare’s
efforts and through the work of the Maine Department of Health and Human Services as the
recipient of the Centers for Medicare and Medicaid Innovation SIM cooperative agreement. The
collective focus on practice-level standards, including the collection and sharing of data, provider
accountability, and established standards of care that are applied at a population-based, rather
than payer-based level, are positively impacting the Medicare population aligned with our 177
Health Homes practices and sixty-seven AC primary care practices.

When it comes to cost savings, we have seen non-emergent use of the Emergency
Department drop fourteen percent in the Health Homes population and twenty-four percent in
Behavioral Health Homes. Health Homes have experienced a cost avoidance of nearly eighteen
percent, which averages $110 per member, per month. Behavioral Health Homes have seen a
cost avoidance of fourteen percent, or $150 per member, per month. Much of this is due to a
greater level of care coordination which has led to more appropriate, and less fragmented, care.

Medicare’s recent aggressive movement to reward healthcare value over volume is welcome
news. In fact, we believe that another logical next step is alignment of the dual eligible
population, consisting of nearly 17,000 people, with Maine’s already established alternative
payment models. We would be very interested in exploring the viability of this opportunity with
CMS.
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In closing, Maine takes pride in what it has accomplished as one of the leaders in
healthcare payment reform and system transformation. We continue to invest in this reform
strategically. We believe, however, that flexibility is a critical element to retain so that our ,
initiatives are responsive to Maine’s healthcare goals and our delivery system reforms. I have
attached a document that illustrates how Maine’s efforts over the last several years strongly
reflect Medicare’s proposed model, and I am hopeful that Medicare’s alignment with Maine’s
direction can be achieved quickly to accelerate delivery system transformation.

Sincergly,

Mafy C. Mayhew ¢
Commissioner





Maine’s Current Initiatives
Some of the key elements of Maine’s models closely align with Medicare’s CPC+ model in the
categories outlined by CMS in the memorandum of understanding.

Non-Visit Based Financial Support
e Health Homes and Behavioral Health Homes per member, per month (PMPM) payment.
o Technical assistance provided in addition to PMPM. '
e Data-focused learning collaboratives will identify those providers that need additional
assistance around specific identified measures.

o Primary Care Case Management payments are $3 PMPM for participating practices.

Performance-Based Incentive Payments
e Accountable Communities pay out based on twelve month cycles, depending upon
results in regard to measures around utilization, cost of care, and quality.

e Share in a maximum of sixty percent savings, based on quality performance.
e Model II (requires minimum of 2,000 members)

o If savings are not achieved in the first year, the ACO does not have to pay back
any of the costs that are above and beyond the benchmarks. However, if savings
are not achieved in years two and three, the ACO is liable for forty to sixty
percent of losses, based on quality performance.

Alternative to Visit-Based Reimbursement Methodology (Track 2 only)
MaineCare’s alternative payment models include the following alternatives to visit-based
reimbursement methodologies, as are described above:

e PMPM fees

o Shared savings payment arrangements

e Primary Care Case Management fees
e Primary Care Provider Incentive Payment program

Sharing Data with Participating Practices
e MaineCare currently has a portal where all Health Homes, Behavioral Health Homes,
and AC organizations can access claims and quality data for their attributed members.
This includes monthly updates of:

o Member-level claims data for all attributed members, which includes all services
received by the member (with the exception of HIV and substance abuse), not
just services delivered by the health system to which the practice belongs; and

o Cost and utilization metrics for those members.

The portal also includes quarterly updates to Health Homes and Behavioral Health
Homes practice-level quality measures.

e  Accountable Communities receive the following quarterly reports outside of the portal:
o AC practice-and member-level quality reports
o Total cost of care reports for the most recent twelve month period, with data
broken out by practice service category (specifically, twelve different core






service categories and eleven optional service categories that make up total cost
of care); and four different population groups (duals, aged and disabled non-
duals, children, and all other adults).

Alisnment of Quality Measures

e MaineCare currently uses quality measures developed by the Measure Alignment
workgroup under the State Innovation Model. MaineCare intends to continue, wherever
feasible, the use of these measures with other payers to promote more effective

healthcare improvement.

e " The key measures that MaineCare reports on, as mentioned above, are as follows:

‘Health HomeMeasures

‘Behavioral H 2 lth Home
Measures

;'Accountable Commumty‘ :
| Measures

'Ambulvatory Care-Sensitive Condition

Ambulatory Care—

Diabetes - HbAlc control
Admission Sensitive Condition testing, eye care
Admission
Plan- All Cause Readmission: Plan- All Cause Readmission: | Asthma- Medication
Management
ED Utilization (Utilization) ED Utilization (Utilization) Follow-Up After

Hospitalization for Mental
Illness

Non-Emergent ED visits

Non-Emergent ED visits

Initiation and Engagement of
Alcohol and Other Drug
Dependence Treatment

Use of Imaging Studies for low back

Percent of Members

Diabetes- Nephropathy testing

pain (LBP) with Fragmented
Primary Care
Percent of Members with fragmented | Care Transition: Use of Spirometry Testing in
primary care Transition Record the Assessment and Diagnosis
Transmitted to Health of Chronic Pulmonary Disease

Care Professional

(COPD)

Diabetic Care HbAlc testing

Out of Home Placement

Prevention Quality Indicator

Days for Children
Diabetic Eye Care Exams All Readmissions for Pediatric Quality Chronic
» Behavioral Health Composite
Diagnoses
Diabetic LDL measured within Adult Diabetes Care: Non-emergent ED Use
previous 12 months: HbA1lc Monitoring

Diabetic Nephropathy Screening

Pediatric Diabetes Care:
HbA 1c Monitoring

Percent of Primary Care
Providers who Successfully
Qualify for a Health
Information Technology EHR
Program Incentive Payment






Health Home Measures | Behavioral Health Home - | Accountable Communlty
, Measures e Measures ;
Use of Splrometry Testlng in the Adult Diabetes Care Eye All Cause Reachmssmns

Assessment and Diagnosis of Chronic
Pulmonary Disease (COPD)

Exam

Cholesterol Management for Patients
with Cardiovascular Conditions,
| HEDIS Claims based measure

Adult Diabetes Care: Lipid
Monitoring

Use of High-Risk Medications
in the Elderly

Follow-Up After Hospitalization for

Adult Diabetes Care:

(CAHPS) Clinician & Group

Mental Tllness HEDIS Claims Nephropathy Screening Surveys Version
Initiation and Engagement of Alcohol | Controlling High Blood Adolescent Well-Care Visit
and Other Drug Dependence Pressure (12-21)

Treatment

Appropriate Medication

Developmental Screening

Well-Child Visits Therapy
Adult & Pediatric Asthma
Care:
Adolescent Well-Care Visit (12-20) Spirometry Testing in Well-Child Visits

Chronic Obstructive
Pulmonary Disease
(COPD)

Developmental Screenings in the first
3 years of Life

Lipid Management

Breast Cancer Screening
Measure

Use of Appropriate Medications for
People with Asthma / Pediatric
Measures. Medication Therapy

Well-Child Visits ages 3—§
and 7-11

Non evidence-based Antipsychotic
Prescribing

Adolescent Well-Care
Visit (12-20)

Use of High-Risk Medications in the
Elderly (DAE)

Healthy Weight

Cardio-Metabolic
Screening for adults and
children who are prescribed
antipsychotic medications

Screening for Clinical
Depression and Follow-up
Plan

Follow-Up After
Hospitalization for Mental
Illness HEDIS Claims

Weak/No Evidence Base for
receipt of antipsychotic -
medication

SMI/SED Care — Access and
Adherence to Antipsychotic
medications






k'I;Zbr:nploxyment Status
(adults)

Residential stability

Functional Improvement

SMI/SED Experience
of Care

SMI/SED Access to
services

SMI/SED Improved
QOutcomes

SMI/SED Level of
Functioning

SMI/SED Social
Connectedness

Participation in
Treatment Planning
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AUGUST 24, 2016

DEAR COLLEAGUE, 

A national study which examined infections in U.S. nursing facilities from 2006 through 2010 found increased infection rates for pneumonia, urinary tract Infections, viral hepatitis, septicemia, wound Infections and multiple drug-resistant organisms.[footnoteRef:1] These are preventable infections that may cause deaths, complications and unnecessary costs. [1:  Herzig CT, Stone PW, Castle N, Pogorzelska-Maziarz M, Larson EL, Dick AW. Infection Prevention and Control Programs in US Nursing Homes: Results of a National Survey. J Am Med Dir Assoc. Jan 2016;17(1):85-88.] 


The Maine Quality Forum’s 2013 Annual HealthCare Associated (HAI) Report highlights the need to enhance training within extended care facilities in response to the rise of healthcare associated Infections (HAIs) among residents. The Infection Prevention Forum, a free online training, was recently developed to help address this need.  

The training covers the following topics:

· General Infection Prevention

· Infectious Diseases Overview

· Antimicrobial Stewardship

· Surveillance and Reporting

· Quality Improvement 

Those who complete the course will be able to:

· Identify and describe the use of standard precautions. 

· Describe droplet and airborne precautions and when to use them. 

· Demonstrate hand hygiene skills and practices. 

· Employ personal protective equipment for infection prevention.

· Apply best practices for safely handling potentially contaminated equipment or surfaces in the resident environment.  

· Identify and describe environmental procedures and practices that prevent and control infection. 

· Describe safe injection practices. 

· Identify isolation precautions and when they may be necessary

The training is flexible and allows staff to log in and complete it at their own pace. After each of the five training modules, the individual completes a knowledge assessment.  A certificate is awarded after successfully completing the training.  

We encourage you to make your staff aware of this voluntary training and to provide the support needed for staff to complete it.   The training can be found at:  http://maineinfectionpreventionforum.org/

Thank you for your continued support of this and other educational opportunities that help improve the quality of healthcare delivery in Maine.



Sincerely,						

[bookmark: _GoBack]


Mary C. Mayhew, Commissioner					Karynlee Harrington, Executive Director
Maine Department of Health and Human Services			Maine Quality Forum	
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		Karynlee Harrington



		Phone

		207-446-0890



		Email

		Karynlee.Harrington@maine.gov







		FOR IMMEDIATE RELEASE

DATE





Maine quality forum releases On-Line training Tool on infection prevention 

In their 2014 report to the Maine State Legislature, the Maine Quality Forum (MQF) highlighted the need to enhance training within extended care facilities- nursing facilities and assisted living facilities, in response to the rise of healthcare associated Infections (HAIs) among residents. Maine does not require extended care facilities to report HAIs and therefore cannot calculate their incidence. However, a national study which examined infections in U.S. nursing facilities over a five year period (2006·2010) found increased infection rates for pneumonia, urinary tract infections, viral hepatitis, septicemia, wound Infections, and multiple drug-resistant organisms.   These are considered preventable Infections that may cause death and complications to nursing facility residents.  

To address this mounting concern, the MQF contracted with the Muskie School of Public Service to work collaboratively with the Maine CDC and other key stakeholders to develop an online training for Infection Preventionists working in Maine's extended care facilities.  Karynlee Harrington, executive director of the MQF announced today  the formal launch of the MQF infection prevention forum-an on-line, eight-hour curriculum that is divided into five stand-alone modules to be completed at the will and convenience of the participant. Content areas include: general infection control and prevention practices; common infectious diseases; isolation/transmission precautions, surveillance and data collection; performance Improvement, and antibiotic stewardship.  A certificate is issued upon completion of all modules. 

[bookmark: _GoBack]Rita Owsiak, HAI Coordinator with the Maine CDC, emphasized the importance of the training resource.  It provides practical information and evidence-based strategies for integrating infection prevention activities into daily practice.  Materials included in the companion 'Go To Guide' provide a wide range of useful tools to evaluate and enhance the infection prevention and control program.  

“I applaud the efforts of these organizations to develop this comprehensive on-line training,” said Maine Department of Health and Human Services Commissioner Mary Mayhew. “These resources provide important information to all facility staff, especially those on the front lines, who are key in detecting and preventing healthcare-associated infections.”



The training can be accessed at: http://maineinfectionpreventionforum.org/.   The MQF will use feedback from users and emerging trends to update the training periodically.  The MQF is also investigating the future possibility of providing continuing education credits (CEUs) to those who successfully complete the training. 





Page | 2



image1.jpg

Maine Quality Forum

— MEASURING TO IMPROVE ——







image5.emf
Maine Patient  Experience_Analysis Over Time_3.24.16Revised-2.docx


Maine Patient Experience_Analysis Over Time_3.24.16Revised-2.docx






		MAINE QUALITY FORUM’S 



		Maine Patient Experience Matters



		Analysis of Patient Experience Over Time, 2012 and 2014





March 2016











		





















		

Submitted by 
Karynlee Harrington
Director, Maine Quality Forum



[image: ]

		

















[image: ]		MAINE PATIENT EXPERIENCE MATTERS











[bookmark: _Toc444507010][bookmark: _Toc436833013][bookmark: _Toc403551894][bookmark: _Toc438203536]

This report was prepared for the Maine Quality Forum by the Cutler Institute for Health and Social Policy

at the University of Southern Maine, Muskie School of Public Service as a deliverable for support related to contract #20120514*04906.
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What is Patient Experience and Why is it Important?

Patient experience includes what happens to patients from the time they make an appointment to see a healthcare provider to when an appointment is over - including any follow-up services. National research shows that patients having positive experiences with their healthcare providers are more likely to seek preventive care, and be more active and engaged in managing their health. By measuring patient experience, consumers can make more informed choices and healthcare providers can identify areas for improvement that can lead to better health outcomes and reduced costs. 

How is Patient Experience Measured?

The most common way to collect information about patient experience is through a survey instrument administered to patients. The Consumer Assessment of Health Systems and Plans (CAHPS) survey, designed by the federal Agency for Health Care Research and Quality, is broadly recognized as the leading instrument for assessing provider performance on domains of interest to patients. Questions on the CAHPS survey are related to the following: how often patients get timely appointments, care and information; and how often providers communicate with patients and whether they have helpful, courteous and respectful staff. The rating of the provider includes questions about the provider talking with you about taking care of your own health, talking about medication decisions, and attention to your mental and physical health.  

What is the Maine Patient Experience Matters Initiative?

Maine Patient Experience Matters is a voluntary initiative developed by the Maine Quality Forum, in partnership with the Maine Department of Human Services, Maine Quality Counts and Maine Health Management Coalition, to encourage and support Maine practices to collect and use patient experience survey data to improve care. In 2012 and again in 2014, the MQF worked with medical practices and independent vendors to survey patients using the CAHPS instrument and to publicly report survey results. This is the first time that comparable statewide data is available to assess patient experience across practices, over time and with national benchmarks.

How many Patients Completed and Returned a Survey?

Surveys were sent to over 233,500[footnoteRef:1] patients. A total of 40,402 patients completed and returned their survey in 2012; 52,613 patients in 2014. [1:  Estimated based on CAHPS recommended 40% response rate goal. https://cahps.ahrq.gov/surveys-guidance/survey4.0-docs/1033_CG_Fielding_the_Survey.pdf ] 


How Many Physician Practices Participated in this Initiative?

In 2012, 269 practices (162 adult primary care, 87 specialty, and 20 pediatric practices) voluntarily participated in Maine Patient Experience Matters. In 2014, the number of participating practices increased to 329 practices (205 adult primary care, 103 specialty and 21 pediatric practices). A total of 196 practices participated in the Maine Patient Experience Matters survey in both years.





Between the two survey years, the number of practices participating increased by more than 22% overall and now includes approximately 40% of adult primary care practices across all regions of the State.

Distribution of All Participating Practice Sites, 2014

[image: ]

MAJOR FINDINGS

[bookmark: _Toc446681722]Adult Primary Care Practices

· Adult primary care practices in Maine performed at or above the national average in 2014 on most patient experience measures. 

· Over time, patient experience in Maine adult primary care practices significantly improved in nearly all areas between 2012 and 2014.

· Patient experience significantly improved in several areas for all Maine adult primary practices both for those that participate in Maine’s multi-payer Patient Centered Medical Homes and MaineCare Health Homes initiative (PCMH/HH), HH-Only, and other practices that voluntarily participated. 

[bookmark: _Toc446681723]Specialty Care Practices

· Specialty care practices in Maine met or exceeded the average for specialty care practices nationally in many patient experience areas in 2014. 

· Over time, Maine specialty practices improved in some patient experience areas. 

[bookmark: _Toc446681724]Pediatric Care Practices

· Maine pediatric care practices met or exceeded the national pediatric practice average in several areas in 2014 but were below the national average on others. 

· Pediatric care practices participating in both 2012 and 2014 improved significantly on getting needed care after hours and helpful office staff, but saw no change in other areas.



How Measures of Patient Experience of Care can Inform Quality Improvement

A critical principle of quality improvement is that you cannot improve what you don’t measure. The MQF is committed to continuing its investment in measuring and reporting patient experience as a critical component to improving overall health care quality in Maine. To further aid practices in their efforts to enhance patient experience, the MQF has created a Toolkit for physician practices that compiles information and approaches to improving patient experience. The toolkit along with results of the 2012 and 2014 surveys can be found on the MQF website, mainepatientexperiencematters.org. 
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The Maine Patient Experience Matters initiative is sponsored by the Maine Quality Forum (MQF), a legislatively enacted state agency responsible for monitoring and improving healthcare in Maine. MQF promotes the collection and use of data to identify opportunities for improvement, convenes stakeholders to build consensus for action, and supports the development of pilots and projects to improve quality and safety. The Maine Patient Experience Matters initiative collects and publicly reports patient experience survey data about primary and specialty healthcare in Maine. Patient experience includes what happens to patients from the time they make an appointment to when an appointment is over - including any follow-up services. National research shows that patients having positive experiences with their healthcare providers are more likely to seek preventive care, and be more active and engaged in managing their health. By measuring patient experience, healthcare providers can identify areas for improvement and patients can make informed choices about healthcare providers.

This voluntary survey, initially conducted in 2012 and again in 2014, represents the first time that comparable statewide data on patient experience is available in Maine. Through the use of a standardized survey instrument, valid comparisons across medical practices in Maine, nationally and over time are now possible. Participating practices were required to use the Clinician and Group Consumer Assessment of Healthcare Providers and Systems (CG-CAHPS), a survey developed and scientifically tested by the Agency for Healthcare Research and Quality AHRQ).[footnoteRef:2] Practices were allowed, but not required, to include the patient-centered medical home (PCMH) supplemental questions also developed and tested by AHRQ that address aspects of healthcare experience closely linked to quality, such as the strength of the doctor-patient relationship.[footnoteRef:3]   [2:  https://cahpsdatabase.ahrq.gov/CGSurveyGuidance.aspx ]  [3:  The 2012 survey required all practices to use the CG-CAHPS PCMH Survey instrument. ] 


While survey sampling approaches and time frames differed slightly across years, in both the 2012 and 2014 surveys, adults and parents of children receiving care within participating practices were randomly surveyed by mail according to established CAHPS protocols allowing us to both compare Maine’s results in any year with national averages and also to measure change over time. 

The number of Maine practices voluntarily participating in the Maine Patient Experience Matters Survey increased substantially between survey years from 269 primary care, pediatric care, and specialty care practices in 2012 to 329 primary care, pediatric care, and specialty care practices in 2014. Of these, 196 practices participated in the Maine Patient Experience Matters survey in both years.

This report summarizes 2014 Maine Patient Experience Matters survey data for all adult primary care, pediatric and specialty practices (N=329) compared to national averages and then presents data for the subset of practices participating in surveys in both years (N=196) to measure how Maine patients’ experience has changed over time, and whether these changes were statistically significant. In analyzing Maine patient experience in adult primary care practices over time, we also compare change over time for adult primary care practices participating in MaineCare’s PCMH Health Home’s initiative (by PCMH/HH and HH-Only), which include engaging patients and surveying them about their experience as one of the 10 core expectations, and Non-HH practices in the state.[footnoteRef:4] [4:  Non-Health Home practices only include practices that voluntarily participated in the Patient Experience Matters survey, which, by their participation, suggest a greater focus on improving patient experience. They are not necessarily representative of all other practices in the state. ] 


The report begins with a brief background description of the Maine Patient Experience Matters survey and reporting methods used in 2012 and 2014,[footnoteRef:5] and the statistical methods used to assess change over time, followed by detailed results. [5:  Top box results show the percent of patients that reported the best possible answer to individual questions or composites (e.g. for questions asking about the frequency a provider did something, the top box score shows the percent of patients that said it “always” happened). National averages are based on all practices that submitted CG-CAHPS survey results to the National CAHPS database in 2014 based on the practice type (e.g. primary care, specialty care, and pediatrics). https://cahpsdatabase.ahrq.gov/CAHPSIDB/Public/CG/CG_About.aspx] 


[bookmark: _Toc403551897][bookmark: _Toc436833021][bookmark: _Toc438203548][bookmark: _Toc438203836][bookmark: _Toc446681727]Background and Survey Methods

In 2012, MQF subsidized the cost of survey administration for adult primary care, pediatric and specialty practices agreeing to use a standard instrument (CG-CAHPS PCMH 2.0, 12-month adult and child versions)[footnoteRef:6], contract with one of three designated vendors, submit survey results to the CAHPS National Database, and share survey results with the MQF for purposes of public reporting.[footnoteRef:7] Although participation was voluntary in both years, in 2014 practices participating in MaineCare’s Health Home initiative, including practices in the original Maine multi-payer Patient-Centered Medical Home (PCMH) pilot and Medicare’s Multi-payer Advanced Primary Care Practice demonstration (MAPCP), were required to participate in the Maine Patient Experience Matters survey as a condition of their participation in these programs.  Survey vendors randomly selected adults and parents of children receiving care in participating practice sites based on patient lists provided by the practices and sent them mail surveys according to established CAHPS protocols.[footnoteRef:8]  [6:  CAHPS survey instruments can be found on AHRQ’s website, https://cahps.ahrq.gov/surveys-guidance/cg/instructions/index.html]  [7:  http://www.mainepatientexperiencematters.org/]  [8:  More details on the specific survey administration requirements, survey vendor selection, subsidies offered, and sample selection process techniques can be found in Dirigo Health Agency Final Patient Experience Survey Guidelines: A Guide for Designated Vendors, July 31, 2012.] 


For the 2012 survey, the sample frame was drawn at a single point in time for individuals who had at least one practice visit during the sample selection time period, September 2012 through approximately March 2013. Sample sizes were based on CAHPS guidelines which use the number of providers in a site to determine the minimum number of completed surveys necessary for results to be statistically valid. Patients were sent two follow up mailings. All survey responses were anonymous; providers in practices were not aware of which patients were surveyed. Surveys were returned to the vendor who entered the data for the practice into the National CAHPS Database during the open submission period in June 2013. Neither the practice nor MQF had access to completed surveys. In total, over 40,402 surveys were completed in 2012 by patients: 28,219 surveys were completed for adult primary care practices; 10,344 for specialty practices and 1,839 for pediatric practices. The total 269 practices participating in the 2012 survey included 162 adult primary care, 87 specialty care, and 20 pediatric care practices.

The MQF repeated its survey initiative in 2014 to broaden the number of practices collecting patient experience data and, for those practices participating in 2012, to provide follow-up data to assess the impact of their quality improvement interventions. The second survey was administered with similar guidelines to the first survey, with several differences to help increase participation and to better align Maine Patient Experience Matters with ongoing survey efforts in Maine. Unlike in 2012, practices were not restricted to using the PCMH CG-CAHPS survey instrument but could choose to use the Adult or Child Core CG-CAHPS instrument with or without the PCMH supplemental items.[footnoteRef:9] Participating practices were not allowed to use the CG-CAHPS Visit Survey or other survey instruments. Practices in 2014 also were given the option to use either the 6 or 12 month versions of the CG-CAHPS survey  (i.e. asking patients about their experience in that practice over the prior 6 or 12 months)[footnoteRef:10]  and either a point in time or continuous survey sampling method to better align with any internal survey processes. For 2014, the point in time sample frame was drawn from June 1 through November 30, 2014 and the continuous survey sample was drawn from September 1 through December 31, 2014. This was the minimum measurement period for the continuous survey; practices with qualifying ongoing survey efforts with one of the designated vendors were encouraged to begin surveying in August 2014. In 2014, two survey vendors used two-wave mail surveys only; a third vendor also surveyed patients by telephone.[footnoteRef:11] In 2014, nearly 53,000 surveys were completed in 2014 by Maine patients including 39,739 surveys for adult primary care practices; 10,662 for specialty practices and 2,212 for pediatric practices. The total 329 Maine practices participating in the 2014 Maine Patient Experience survey included 205 adult primary care, 103 specialty care, and 21 pediatric care practices. Figure A shows the distribution of all participating practices in 2014. All 16 Maine counties were represented, with the highest concentration in Androscoggin and Cumberland (Figure A). Table 1 shows the number of practices participating by year and type of practice as of December 2014 (e.g. PCMH/HH, HH-Only, Non-HH).  [9:  The CG-CAHPS and the PCMH version of the CG-CAHPS survey instruments, version 2.0, are available on AHRQ’s website, https://cahps.ahrq.gov/surveys-guidance/cg/instructions/index.html.]  [10:  MQF’s decision to allow either 6 or 12 month survey versions was based on guidance provided by CAHPS Consortium consultants and advisors that conducted analyses confirming that responses were comparable across different look-back periods. ]  [11:  More details on the specific survey administration requirements, survey vendor selection, subsidies offered, and sample selection process techniques can be found in Maine Quality Forum Patient Experience Survey Guidelines, 2014: A Guide for Qualified Vendors and Participating Practices, June 25, 2014. ] 


[bookmark: _Toc438202990][bookmark: _Toc438203550][bookmark: _Toc438203838][bookmark: _Toc440548725]


Figure A: Distribution of All Participating Practice Sites, 2014
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Table 1. Maine Patient Experience Matters Practices with Data Reported by Year and Type[footnoteRef:12],[footnoteRef:13]   [12:  Type of practice (PCMH/HH, HH-Only, Non-HH) is as of December 2014. See Appendix for full list of practices that participated in both years for which we measured change over time.]  [13:   2014 practice totals shown in this table do not include 6 practices that technically participated in Maine Patient Experience Matters but had no reported data due to vendor submission error. One of these practices had also reported in 2012, but was excluded from the cross year analyses since no data was available for 2014. ] 


		

		Total

		PCMH/

HH

		HH-Only

		Non-HH

		CG-CAHPS Only

		CG-CAHPS and PCMH CAHPS*



		2012 Participation

		

		



		Statewide

		269

		61

		53

		155

		0

		269



		Adult Primary Care Practices

		162

		57

		46

		59

		0

		162



		Specialty Care Practices

		87

		0

		0

		87

		0

		87



		Pediatric Practices

		20

		4

		7

		9

		0

		20



		2014 Participation

		

		



		Statewide

		329

		71

		84

		174

		72

		257



		Adult Primary Care Practices

		205

		67

		77

		61

		30

		175



		Specialty Care Practices

		103

		0

		0

		103

		42

		61



		Pediatric Practices

		21

		4

		7

		10

		0

		21



		2012 and 2014 Participation

		

		



		Statewide

		196

		54

		50

		92

		22

		174



		Adult Primary Care Practices

		126

		52

		44

		30

		9

		117



		Specialty Care Practices

		56

		0

		0

		56

		13

		43



		Pediatric Practices

		14

		2

		6

		6

		0

		14





[bookmark: _Toc444507018]* Note that some respondents did not answer all PCMH-CAHPS questions. 

[bookmark: _Toc446681728]Survey Analysis

Results for both 2012 and 2014 were submitted to the National CAHPS Database for analysis and are publicly reported on MQF’s website, www.mainepatientexperiencematters.org. The website shows practice-level results for the years they participated (2012 or 2014) and compares practice results to the statewide average.[footnoteRef:14] For both survey periods, survey vendors cleaned and submitted survey data to the National CAHPS Database for reliability testing and final analysis. Results were analyzed to determine if there were too few patients who responded to an individual question or to the entire survey to achieve the minimum threshold for meaningful reporting (0.7 reliability level). Generally, practices had to have a minimum of 30 completed surveys in a composite to report. In these cases, despite the good intention of the practice to participate, not enough patients who received surveys completed them. Practices with too few results did not have their data publically reported, but this data was included in the calculation of the statewide average and are available in the data file on the Maine Patient Experience Matters website. Practice-level scores were adjusted by the National CAHPS Database based on nationally established criteria for differences in patient age, education level, and self-reported general health status based on patient survey responses to these questions across practice sites. Practice site scores reported on the website are based on the percent of patients reporting the best possible answer to individual or combined questions. This is sometimes referred to as the “top box” score. For questions about the frequency a provider did something, the score shows the percent of patients that said it ‘always’ happened. For example, for getting appointments, the score shows the percent of patients reporting that they always get appointments when they need it. For questions that asked whether something happened (Yes/No) the score shows the percent that responded ‘Yes’. For the patient’s rating of the provider score, the score shows the percent of patients who rated their provider a 9 or 10 on a scale of 0 (worst) to 10 (best). The website also includes a downloadable spreadsheet that includes the results for all practices by all response categories. [14:  The statewide average is calculated by combining adult primary care and specialty practices; the pediatric statewide average is based on pediatric practices.] 
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[bookmark: _Toc441584200]This report compares results of the 2012 and 2014 Maine Patient Experience Matters surveys for the 196 practices that reported survey results in both years. This report shows the average top box results for all CAHPS composites and individual questions that were reported for 2012 and 2014. Practices have been grouped into three categories: adult primary care practices; adult specialty practices, and pediatric primary and specialty practices. The report shows the results by these three groupings, first showing the 2014 results for all participating practices (N=329) compared to the national average, and then comparing 2012 to 2014 for practices participating both years (N=196).[footnoteRef:15] The 2014 national average shown is based on the CAHPS grouping of results by primary care practice, specialty care practice, and pediatric practices that reported in the National CAHPS Database for 2014 (2,291 adult practices[footnoteRef:16] and 341 pediatric practices[footnoteRef:17]). The national CAHPS benchmark is based on the group of practices that voluntarily choose to report in the CAHPS database and may not be representative of all practices in the country. Also, because Maine is one of only a few states that supports a statewide Patient Experience survey requiring data to be submitted through the National CAHPS database, Maine is disproportionately represented in the national average (i.e. in 2014, Maine represented 11% of adult surveys[footnoteRef:18] and 8% of the pediatric surveys reported in the CAHPS national database. For the analyses of change over time, differences in scores for practices participating both years were tested to determine if changes were statistically different between 2012 and 2014.  [15:  All practice-level results were included in the analysis, including results where there were too few patients who responded to an individual question or to the entire survey to achieve the minimum threshold for meaningful reporting (0.7 reliability level). Generally, practices had to have a minimum of 30 completed surveys in a composite to report. In these cases, despite the good intention of the practice to participate, not enough patients who received surveys completed them. The decision to include them in the analysis aligns with the inclusion of these practices in the calculation of the statewide average that is reported on the Maine Patient Experience Matters website. ]  [16:  This includes surveys completed by patients in adult primary care and specialty care practices. ]  [17:  https://cahpsdatabase.ahrq.gov/CAHPSIDB/Public/CG/CG_About.aspx]  [18:  This includes adult and specialty care practices.] 


For adult primary care practices, there is an additional analysis comparing 2012 to 2014 by the following practice types for practices participating in both years: [footnoteRef:19] [19:  Practice types were determined based on Health Home enrollment in the MaineCare Health Home Enrollment System (HHES) and lists grouping practices by PCMH and HH-Only provided by Maine Quality Counts effective as of December 2014. ] 


· Health Home Only practices (HH-Only) (N=44)

· Health Home/Patient-Centered Medical Home Pilot[footnoteRef:20] practices (PCMH/HH) (N=52) [20:  These practices include Maine PCMH Pilot original and expansion practices that were added through the Multi-Payer Advanced Primary Care Practice (MAPCP) demonstration. ] 


· Neither HH nor PCMH (Non-HH) (N=30)

For practices participating both survey years, comparisons between years for each composite and individual questions were tested for statistical differences using the Wilcoxon signed rank sum test using p<.05 as the standard for statistical difference between years. [footnoteRef:21] Statistical difference is shown in the charts/tables with an asterisk (*). Average scores for questions making up a composite score are shown in Appendix A. The “n” shown in the charts and tables refers to the number of practices included in the analysis for that particular patient experience measure. Appendix B lists the names of practices that participated in both survey years (2012 and 2014). [21:  The Shapiro-Wilk test for normality was used to assess if the data was normally distributed. Since most composites/questions were not normally distributed based on this test less than p<.05, the Wilcoxon rank sum test was used to test for statistically significant difference between years (non-parametric paired t-test).] 




Limitations: The data used for this analysis are based on 2012 and 2014 data files available on the Maine Patient Experience Matters website for public reporting, which includes results for practices with too few respondents. Since the statewide average shown on the website included results for practices with too few respondents, we included all data in the calculation of the statewide average by practice type (e.g. adult primary care, specialty care, pediatrics) for this report. Results for the question about if the provider seemed informed about care from specialists, and the question about how often the patient received an answer by phone to a medical question after office hours, showed some adult and specialty practices with results that did not total 100 percent. These results are not included in this analysis. Three questions comprising the composite talking about medication decisions had slightly different top box response options in 2012 than in 2014 (“a lot” in 2012; “yes; a lot” in 2014). While response options are slightly different, we felt the response options were similar enough to compare years for this question. Sub-analyses of PCMH/HH, HH-Only and Non-HH adult primary care practices should be interpreted with caution. In contrast to PCMH/HH and HH-Only practices that were strongly urged or required to participate in 2014, non-Health Home practices only include practices that voluntarily participated in the Patient Experience Matters survey in both years, which, by their participation, suggest a greater focus on improving patient experience. They are not necessarily representative of all other practices in the state. While statistical significance testing helps in assessing whether differences between years for each group is notably different, the Non-HH group may not be generalizable to other Non-HH practices that did not participate. 
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[bookmark: _Toc446681734]ADULT PRIMARY CARE PRACTICES 

Adult primary care practices in Maine performed at or above the national average in 2014 on most patient experience measures. 

For nearly all CG-CAHPS patient experience composites and individual questions, Maine adult practices performed at or above the national average. As shown in Figure B, in 2014, adult primary care practices exceeded the national average in all CG-CAHPS composites related to access to care and communication, and the rating of their provider. The access to care composite includes questions about patients getting timely appointments, care, and information. Communication composites include questions on how well providers communicate with patients, and having helpful, courteous, and respectful office staff. A patient’s rating of their provider is based on a scale of 0 (worst) to 10 (best) with the top box score representing those responding 9 or 10.

Figure B. 
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2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.




For those practices that used the version of the CG-CAHPS survey with supplemental PCMH questions, Maine adult practices were comparable to the national average (see Figure C). The PCMH Composite questions include questions about the provider talking with the patient about their own health, talking about medication decisions, and attention to mental or emotional health. Adult primary care practices in 2014 were similar to the national benchmark on PCMH composite questions.

Figure C.
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2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.




In addition to the CG-CAHPS and PCMH composites, adult primary care practices in 2014 met or exceeded the national average on all individual questions (Figure D). Individual questions include getting information and receiving care after office hours (evenings, weekends, and holidays), the number of days waited for urgent care[footnoteRef:22], receiving reminders between visits, the provider’s office following up about test results, and the provider talking with patients about all their medications.  [22:  Top box score for number of days waited for urgent care is same day to 1 day. ] 


Figure D.
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2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.


Between 2012 and 2014, patient experience in Maine adult primary care practices significantly improved in nearly all areas.

Adult primary care practices that participated in the 2012 and 2014 surveys improved significantly since 2012 on all composite areas and on most questions. There was a significant increase in all three composites on access to care and communication and the rating of their provider. For example, getting timely appointments, care and information went from 58.8% to 62.2% (Figure E). 

While adult primary care practices improved over time on most access-related composites and individual questions and PCMH composites, there is still room for further improvement. These areas were generally rated much lower than other areas of patient experience (e.g. only 62% of patients getting timely appointments, care and info compared to 81 to 85% on other CG-CAHPS composites).



Figure E. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 



We also looked at how PCMH/HH practices performed on patient experience measures relative to other practices. For the CG CAHPS composites, both PCMH/HH and Non-HH practices and to a lesser extent HH-Only practices showed significant improvement in most measures between survey years. Access to care improved for most practices and communication and rating of one’s provider improved for practices between 2012 and 2014. All practice types showed significant improvements in how well providers communicate with patients, having helpful, courteous, and respectful office staff, and a high rating of their provider. Getting timely appointments, care, and information was significantly different for PCMH/HH and Non-HH practices, but not for HH-Only practices (Table 2). 


Table 2. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), Practices Participating Both Years by Type

		

		PCMH/HH

n=52

		HH-Only

n=44

		Non-HH

n=30



		Getting timely appointments, care and information

		2012

		56.9

		60.8

		59.1



		

		2014

		60.9*

		63.0

		63.2*



		Got urgent care when needed

		2012

		66.0

		68.0

		69.6



		

		2014

		68.4

		70.1

		71.8



		Got routine care when needed

		2012

		68.8

		73.2

		71.8



		

		2014

		73.5

		74.1

		74.5



		Got answer by phone during regular office hours

		2012

		57.8

		61.1

		60.7



		

		2014

		59.2

		61.8

		65.8



		Saw provider within 15 minutes of appointment time

		2012

		39.1

		44.7

		39.3



		

		2014

		44.7

		50.4

		45.8



		How well providers communicate with patients

		2012

		82.0

		82.0

		82.0



		

		2014

		84.4*

		84.0*

		85.6*



		Provider explanations easy to understand

		2012

		84.0

		84.7

		83.3



		

		2014

		86.4

		86.9

		86.7



		Provider listened carefully

		2012

		84.3

		84.8

		84.9



		

		2014

		87.1

		86.7

		88.5



		Provider gave easy to understand information

		2012

		81.7

		81.4

		80.3



		

		2014

		83.9

		83.7

		84.4



		Provider knew important information about medical history

		2012

		72.2

		72.5

		72.1



		

		2014

		74.5

		74.1

		77.2



		Provider showed respect for what patient had to say

		2012

		88.3

		87.8

		89.3



		

		2014

		90.3

		89.4

		91.4



		Provider spent enough time with patient

		2012

		81.3

		81.0

		82.4



		

		2014

		84.0

		83.3

		85.4



		Helpful, courteous, and respectful office staff

		2012

		78.0

		77.8

		79.8



		

		2014

		82.4*

		81.6*

		84.2*



		Clerks and receptionists were helpful

		2012

		71.0

		70.7

		73.3



		

		2014

		76.2

		75.2

		78.5



		Clerks and receptionists were courteous and respectful 

		2012

		85.0

		84.9

		86.3



		

		2014

		88.7

		88.0

		90.0



		Patients’ rating of the provider

		2012

		77.1

		76.1

		76.5



		

		2014

		80.4*

		80.0*

		82.1*





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. Statistical significance only calculated for composite not individual questions. 

[bookmark: _Toc440548730]While Maine 2014 rates were comparable to national rates for the PCMH composites, adult practices participating in the Maine Patient Experience Matters survey in both years improved significantly between 2012 and 2014 on all three PCMH measures. Specifically, patients in adult practices reported that providers were significantly more likely to always talk with patients about their own health, about medication decisions, and were more likely to pay attention to the patient’s mental or emotional health, (see Figure F). For example, the percent of patients reporting that their providers always paid attention to their mental and emotional health increased from 52.2% to 57.6% from 2012 to 2014.

Figure F. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 




We also looked at how PCMH/HH practices performed on PCMH-specific patient experience composites relative to other practices. While adult primary care practices significantly improved in talking about medication decisions and attention to mental or emotional health, regardless of if they were a Health Home practice or not, only PCMH/HH and Non-HH practices significantly improved in talking with the patient about taking care of their own health (Table 3).

Table 3. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), Practices Participating Both Years by Type

		

		PCMH/HH

n=521

		HH- Only

n=441

		Non-HH

n=301



		Talking with you about taking care of your own health

		2012

		49.4

		46.9

		46.6



		

		2014

		53.5*

		48.9

		50.8*



		Talked with patient about specific health goals

		2012

		60.1

		57.6

		56.9



		

		2014

		61.3

		52.7

		58.8



		Asked patient about things making it hard to take care of own health

		2012

		39.0

		35.7

		36.6



		

		2014

		43.2

		38.3

		38.6



		Talking about medication decisions

		2012

		65.4

		64.6

		64.2



		

		2014

		67.9*

		67.4*

		69.8*



		Provider talked about reasons to take a medicine

		2012

		65.6

		65.0

		64.2



		

		2014

		67.3

		67.6

		69.5



		Provider talked about reasons not to take a medicine

		2012

		45.6

		46.2

		42.9



		

		2014

		49.2

		49.9

		51.8



		Provider asked what was best for patient regarding a medicine

		2012

		85.0

		82.5

		85.5



		

		2014

		87.1

		84.8

		88.0



		Attention to mental or emotional health

		2012

		55.0

		49.6

		50.9



		

		2014

		60.3*

		55.1*

		56.0*



		Was asked about feeling sad or depressed

		2012

		63.8

		56.5

		56.8



		

		2014

		74.5

		68.0

		66.8



		Talked about anything causing worry or stress

		2012

		58.2

		54.2

		56.0



		

		2014

		62.5

		57.5

		59.4



		Talked about personal problems/alcohol or drug use

		2012

		42.9

		38.3

		39.9



		

		2014

		43.9

		39.9

		41.9



		1 Number of practices reporting may vary by individual question





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. Statistical significance only calculated for composite not individual questions.




[bookmark: _Toc440548732]Adult practices participating in Maine’s Patient Experience Matters survey in both years improved significantly on all but one individual survey questions. Specifically, Maine practices did better at patient’s getting needed information and receiving care after office hours, receiving reminders between visits and follow-up calls by the provider’s office about test results, and providers’ talking with patients about all their medications. The only area that showed no significant improvement between years was in the number of days waited for urgent care (Figure G). 

Figure G. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 




In terms of how PCMH/HH practices performed on patient experience on individual access and follow-up questions relative to other practices, adult primary care practices showed improvement in receiving reminders between visits regardless of if they were a HH practice (PCMH/HH or HH-Only) or not. HH-Only practices were the only ones to show significant improvement in patients getting needed care on evenings, weekends, or holidays, which may be due to starting at a lower average in 2012 than other practices (30% HH-Only vs 35% for PCMH/HH and Non-HH). PCMH/HH and Non-HH practices both showed significant improvement in getting information about care on evenings, weekends, or holidays and the provider talking with the patient about all their medications. There was no significant change on average for any practice type for number of days waited for urgent care and provider offices following up about test results (Table 4). 

Table 4. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), Practices Participating Both Years by Type. 

		

		PCMH/HH

n=521

		HH Only

n=441

		Non-HH

n=301



		Got information about care on evenings, weekends, or holidays

		2012

		73.9

		72.3

		74.3



		

		2014

		77.3*

		74.6

		79.6*



		Got needed care on evenings, weekends, or holidays

		2012

		34.9

		30.0

		35.4



		

		2014

		38.4

		36.3*

		38.3



		Number of days waited for urgent care

		2012

		71.0

		68.9

		73.9



		

		2014

		72.0

		74.1

		75.1



		Received reminders between visits

		2012

		69.4

		72.7

		67.0



		

		2014

		75.7*

		76.2*

		76.4*



		Providers office followed up to give results of blood test, x-ray, or other test

		2012

		73.6

		73.6

		74.1



		

		2014

		75.2

		74.8

		75.9



		Provider talked with patient about all prescriptions

		2012

		87.7

		86.6

		86.0



		

		2014

		89.0*

		88.0

		89.3*



		1 number of practices reporting may vary by individual question





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 




[bookmark: _Toc446681735]SPECIALTY CARE PRACTICES 

Maine specialty care practices met or exceeded the national average for specialty care practices in all composite areas and most questions in 2014. 

Specialty care practices in 2014 exceeded the national average in all composites related to access to care and communication, and the rating of their provider. For example, Maine’s specialty care average for getting timely appointments, care and information was 70% compared to the national average of 64% (Figure H). 

[bookmark: _Toc440548735]

Figure H.
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2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.

In addition, specialty care practices in 2014 were higher than the national average on all PCMH composite questions. Specifically, patients in specialty care practices reported that providers were more likely to always talk with patients about their own health, about medication decisions, and were more likely to pay attention to the patient’s mental or emotional health (see Figure I).



Figure I.
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2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.

Specialty care practices in 2014 exceeded the national average on most questions, with the exception of getting needed care after hours (e.g. evenings, weekends, or holidays) and the provider talking with the patient about all their medications. Maine specialty care practices exceeded the national average regarding patients receiving information about after-hours care, the number of days waited for urgent care, receiving reminders between visits, and the provider’s office following up with test results (Figure J). 






Figure J.
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2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.

Relative to Maine adult primary care practices, Maine specialty practices in 2014 were comparable or higher on most access and provider communication composites and individual questions. However, specialty practices were much lower on attention to mental or emotional health (39% compared to 57% in adult primary care) and number of days waited for urgent care (49% compared to 73% in adult primary care practices).

Over time, Maine specialty practices improved in some patient experience areas, but declined in others.

For specialty practices that participated in both years, there was a significant increase in helpful office staff, and the rating of their provider and a decline in how well providers communicate with patients. Getting timely appointments, care, and information remained constant between years (Figure K).






Figure K.
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 




[bookmark: _Toc440548738]For the PCMH-CAHPS composites, specialty care practices participating in both year did not have significant change between years regarding providers talking with patients about taking care of their health, talking about medication decisions, or attention to mental or emotional health (Figure L).

Figure L.
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Specialty care practices that participated in both years had significant change in most individual questions, with the exception of getting needed care after hours, the number of days waited for urgent care, and the provider’s office following up on test results. Specialty care practices improved in getting information about after hours care, receiving reminders between visits, and the provider talking with the patient about all medications (Figure M).

[bookmark: _Toc440548740]

Figure M.
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 




[bookmark: _Toc446681736]PEDIATRIC CARE PRACTICES 

Pediatric care practices met or exceeded the national average for pediatric care practices in several composite areas and questions in 2014 but were below the national average on others.

[bookmark: _Toc440548743]In 2014, pediatric care practices exceeded the national average in getting timely appointments and helpful office staff, but were slightly below for how well providers communicate with patients and the rating of the provider (Figure N). 

Figure N.
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2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.




Pediatric care practices in 2014 exceed the national average in PCMH-CAHPS composites except provider’s support in taking care of their child’s health (Figure O). 

Figure O.
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2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.

 Pediatric care practices in 2014 greatly exceeded the national average on providers following up with test results and getting needed care on evenings, weekends, and holidays (66.7% Maine; 50% pediatric national average) (Figure P). They also met or exceeded the national average on getting information on after office hours care, the number of days waited for urgent care, the provider being informed about care from specialists, and the provider talking about all the patient’s medications but were below the national average for receiving reminders between visits. 

Relative to Maine adult primary care practices, Maine pediatric practices in 2014 also tended to score much higher on access-related composites and individual questions (e.g. 67% of pediatric patients parents indicated they always got needed care on evenings, weekends or holidays compared to 37% of adult practices)






Figure P.
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2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.




Pediatric care practices participating in both 2012 and 2014 improved significantly on getting needed care after hours and helpful office staff, but saw no change in other areas.

For pediatric care practices that participated in both years, there was a significant increase in helpful office staff (73.7% to 78.5%), but the other composites on access to care, communication and rating of the provider were not significantly different between years (Figure Q).



Figure Q.
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 






[bookmark: _Toc440548745]Pediatric care practices participating in both year did not have significant change between years for PCMH-CAHPS composites (Figure S). The PCMH composite of providers supporting parents in taking care of their child health measure remained the lowest of all measures with only 35% of parents or patients reporting they always felt supported in taking care of their child’s health.

[bookmark: _Toc440548746]Figure S.
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[bookmark: _Toc440548748]Pediatric care practices that participated in both years had significant improvement in getting needed care after hours (58.6% to 66.8%), but was not significant on the other questions such as number of days waited for urgent care or providers talking about all medications (Figure T).



Figure T.
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 



[bookmark: _Toc446681737]Summary and Implications for Future Patient Experience Quality Improvement 

This analyses of Maine Patient Experience Matters survey data suggest that most adult Maine primary care practices are performing above the national average in 2014, and for those that completed surveys in both years, patient experience is improving on most measures. This level of improvement across measures after only two years is much greater than what has been found in other state and national studies over similar time periods, suggesting that Maine’s investment in patient experience has resulted in significant changes for patients.[footnoteRef:23],[footnoteRef:24] PCMH/HH, Non-HH practices and to a lesser extent HH-Only practices showed significant change in most measures. Improvements in PCMH/HH and HH-Only may suggest that having patient engagement as part of the core expectations for these practices and requiring participation in Maine Patient Experience Matters surveys has helped focus practices’ on targeting this area for improvement. Similar improvements in other practices that were not PCMH/HHs may reflect broader trends in the state but also could reflect selection bias in voluntary survey initiatives toward higher performing practices that are more likely to agree to publicly report their results. These practices may not be representative of broader practices in the state.[footnoteRef:25]  [23:  C. Zema, D. Shaller. AF4Q Gathering Evidence Report on Patient Experience of Care, September, 2014.]  [24:  Washington Health Alliance. Your Voice Matters: Patient Experience with Primary Care Providers in the Puget Sound Region. 2014 Community Checkup Overview. March 2015. http://wacommunitycheckup.org]  [25:  As shown in Appendix B, other practices that participated in the survey included several practice sites of large medical provider groups, federally qualified health centers, and/or hospital-based systems that may have greater system capacities than other smaller practices in the state. ] 


Maine specialty practices that participated in Maine Patient Experience Matters survey also are largely performing better than or similarly to the average of their specialty practice peers nationally in 2014. They also performed better than Maine adult primary care practices on all access and communication composites, but less well on days waited for urgent care (49% compared to 73% in adult primary care and 94% in pediatric practices). Not surprisingly, Maine specialty practices tended to have lower patient experience ratings than adult practices on the PCMH composite measures, which may be because many of the adult primary care practices are PCMH/HH practices that are expected to address these areas as part of program expectations. Maine specialty practices reporting in both survey years improved on some measures including having helpful office staff and overall provider ratings. More of these specialty practices than might be expected elected to use the PCMH survey (77%), but saw no significant change on the PCMH-specific composites. 

Far fewer Maine pediatric practices or family practices serving children participated in Maine Patient Experience Matters than other practices in 2014 (N=21). Those that did participate performed near or above the national average of their peers on most measures, except on some provider communication measures (e.g. the PCMH measure of providers supporting parents in taking care of their child’s health). The 14 pediatric practices that participated in both survey years only saw significant improvement in having helpful office staff and in getting needed care after hours, some of which may be a function of the low sample size of participating practices. 

Despite considerable gains, for all practice types, there is still room for improvement in some patient experience areas. While adult primary care practices improved over time on most access-related composites and individual questions and PCMH composites, these areas were rated much lower by patients than other areas of patient experience (e.g. only 62% of patients getting timely appointments, care and info compared to 81 to 85% on other CG-CAHPS composites), suggesting continued focus on improving access is needed.

Pediatric practices may be able to share their strategies on improving access as they tend to perform much higher than adult or specialty practices on most access measures. For example, two thirds of pediatric patients/parents indicated they always got needed care on evenings, weekends, or holidays, compared to only one third of patients in adult practices. However, pediatric practices were much lower on providers supporting parents in taking care of their child’s health. 

Similarly, relative to Maine adult primary care practices, Maine specialty practices in 2014 also rated similarly or higher on many provider communication composites and individual questions. However, specialty practices were much lower on attention to mental or emotional health (39% compared to 57% in adult primary care) and number of days waited for urgent care (49% compared to 73% in adult primary care practices). 

To assist practices in achieving continued quality improvement in specific patient experience areas, MQF has developed a toolkit that is available on the Maine Patient Experience Matters website, which shows specific strategies that have been demonstrated to be effective for improving patient experience by specific survey domains.  
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Table 1. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), All Adult Primary Care Practices, 2014 and National

		

		2014

n=205

		2014

NTL



		Getting timely appointments, care and information

		63.4

		59



		Got urgent care when needed

		71.0

		65



		Got routine care when needed

		74.8

		69



		Got answer by phone during regular office hours

		63.2

		60



		Saw provider within 15 minutes of appointment time

		48.7

		44



		How well providers communicate with patients

		85.0

		84



		Provider explanations easy to understand

		87.0

		86



		Provider listened carefully

		87.7

		86



		Provider gave easy to understand information

		84.4

		83



		Provider knew important information about medical history

		75.4

		75



		Provider showed respect for what patient had to say

		90.5

		89



		Provider spent enough time with patient

		84.7

		82



		Helpful, courteous, and respectful office staff

		82.8

		78



		Clerks and receptionists were helpful

		76.6

		72



		Clerks and receptionists were courteous and respectful

		88.9

		85



		Patients’ rating of the provider

		81.1

		79





2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.

Table 2. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), Adult Primary Care Practices Participating Both Years

		

		2012

		2014



		

		n=126



		Getting timely appointments, care and information

		58.8

		62.2*



		Got urgent care when needed

		67.6

		69.8



		Got routine care when needed

		71.0

		73.9



		Got answer by phone during regular office hours

		59.6

		61.7



		Saw provider within 15 minutes of appointment time

		41.1

		46.9



		How well providers communicate with patients

		82.0

		84.5*



		Provider explanations easy to understand

		84.1

		86.7



		Provider listened carefully

		84.6

		87.3



		Provider gave easy to understand information

		81.3

		83.9



		Provider knew important information about medical history

		72.3

		75.0



		Provider showed respect for what patient had to say

		88.4

		90.3



		Provider spent enough time with patient

		81.5

		84.1



		Helpful, courteous, and respectful office staff

		78.3

		82.6*



		Clerks and receptionists were helpful

		71.4

		76.4



		Clerks and receptionists were courteous and respectful

		85.2

		88.8



		Patients’ rating of the provider

		76.6

		80.7*





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.

Table 3. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), All Adult Primary Care Practices, 2014 and National

		

		2014

n=205

		2014

NTL



		Talking with you about taking care of your own health

		51.4

		52



		Talked with patient about specific health goals

		53.1

		62



		Asked patient about things making it hard to take care of health

		40.5

		42



		Talking about medication decisions

		68.0

		67



		Provider talked about reasons to take a medicine

		67.7

		67



		Provider talked about reasons not to take a medicine

		50.3

		49



		Provider asked what was best for patient regarding a medicine

		86.1

		84



		Attention to mental or emotional health

		56.81

		56



		Was asked about feeling sad or depressed

		69.31

		67



		Talked about anything causing worry or stress

		59.71

		58



		Talked about personal problems/alcohol or drug use

		41.61

		42



		1 n=175





2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.



Table 4. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), Adult Primary Care Practices Participating Both Years

		

		2012

		2014



		

		n=126



		Talking with you about taking care of your own health

		47.91

		51.3*1



		Talked with patient about specific health goals

		58.5

		57.7



		Asked patient about things making it hard to take care of health

		37.31

		40.51



		Talking about medication decisions

		64.91

		68.2*1



		Provider talked about reasons to take a medicine

		65.11

		67.91



		Provider talked about reasons not to take a medicine

		45.21

		50.11



		Provider asked what was best for patient regarding a medicine

		84.31

		86.61



		Attention to mental or emotional health

		52.21

		57.6*1



		Was asked about feeling sad or depressed

		59.71

		70.51



		Talked about anything causing worry or stress

		56.32

		60.12



		Talked about personal problems/alcohol or drug use

		40.61

		42.11



		1 n=117, 2 n=116

* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.










Table 5. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), All Adult Primary Care Practices, 2014 and National

		

		2014

n=205

		2014

NTL



		Got information about care on evenings, weekends, or holidays

		76.7

		73



		Got needed care on evenings, weekends, or holidays

		36.7

		34



		Number of days waited for urgent care

		73.0

		70



		Received reminders between visits

		75.81

		73



		Providers office followed up to give results of blood test, x-ray, or other test

		76.01

		74



		Provider talked with patient about all prescriptions

		88.61

		88



		1 n=175





2014 National data based on CG CAHPS 2014 national comparative database for primary care practices.

Table 6. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), Adult Primary Care Practices Participating Both Years

		

		2012

		2014



		

		n=126



		Got information about care on evenings, weekends, or holidays

		73.51

		77.0*1



		Got needed care on evenings, weekends, or holidays

		33.52

		37.7*2



		Number of days waited for urgent care

		71.03

		73.43



		Received reminders between visits

		69.91

		76.0*1



		Providers office followed up to give results of blood test, x-ray, or other test

		73.7

		75.2*



		Provider talked with patient about all prescriptions

		87.01

		88.8*1



		1 n=117, 2 n=112, 3 n=116

* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.










[bookmark: _Toc446681740]Specialty Care Practices

Table 7. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), All Specialty Care Practices, 2014 and National

		

		2014

n=103

		2014

NTL



		Getting timely appointments, care and information

		70.0

		64



		Got urgent care when needed

		74.31

		68



		Got routine care when needed

		78.8

		71



		Got answer by phone during regular office hours

		70.0

		64



		Saw provider within 15 minutes of appointment time

		61.1

		49



		How well providers communicate with patients

		86.0

		84



		Provider explanations easy to understand

		87.3

		85



		Provider listened carefully

		88.5

		86



		Provider gave easy to understand information

		86.4

		84



		Provider knew important information about medical history

		76.7

		76



		Provider showed respect for what patient had to say

		90.6

		89



		Provider spent enough time with patient

		86.5

		83



		Helpful, courteous, and respectful office staff

		86.5

		80



		Clerks and receptionists were helpful

		82.1

		75



		Clerks and receptionists were courteous and respectful

		90.9

		86



		Patients’ rating of the provider

		83.4

		80



		1 n=99

		





2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.



Table 8. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), Specialty Care Practices Participating Both Years

		

		2012

		2014



		

		n=56



		Getting timely appointments, care and information

		70.4

		70.2



		Got urgent care when needed

		73.0

		75.1



		Got routine care when needed

		76.0

		78.1



		Got answer by phone during regular office hours

		72.0

		69.2



		Saw provider within 15 minutes of appointment time

		55.8

		60.2



		How well providers communicate with patients

		83.8

		86.1



		Provider explanations easy to understand

		85.4

		87.5



		Provider listened carefully

		86.2

		88.4



		Provider gave easy to understand information

		83.8

		86.2



		Provider knew important information about medical history

		75.2

		77.2



		Provider showed respect for what patient had to say

		88.5

		90.4



		Provider spent enough time with patient

		83.6

		86.8



		Helpful, courteous, and respectful office staff

		83.1

		85.2*



		Clerks and receptionists were helpful

		77.9

		80.5



		Clerks and receptionists were courteous and respectful

		88.2

		89.9



		Patients’ rating of the provider

		81.2

		83.8*





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.


Table 9. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), All Specialty Care Practices, 2014 and National

		

		2014

n=61

		2014

NTL



		Talking with you about taking care of your own health

		48.8

		47



		Talked with patient about specific health goals

		60.2

		58



		Asked patient about things making it hard to take care of health

		37.5

		37



		Talking about medication decisions

		66.21

		64



		Provider talked about reasons to take a medicine

		67.71

		67



		Provider talked about reasons not to take a medicine

		49.01

		47



		Provider asked what was best for patient regarding a medicine

		81.91

		79



		Attention to mental or emotional health

		39.0

		36



		Was asked about feeling sad or depressed

		47.9

		43



		Talked about anything causing worry or stress

		42.8

		39



		Talked about personal problems/alcohol or drug use

		26.2

		25



		1 n=57





2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.



Table 10. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), Specialty Care Practices Participating Both Years

		

		2012

		2014



		

		n=43



		Talking with you about taking care of your own health

		46.5

		49.5



		Talked with patient about specific health goals

		56.0

		61.6



		Asked patient about things making it hard to take care of health

		37.0

		37.5



		Talking about medication decisions

		63.01

		67.91



		Provider talked about reasons to take a medicine

		64.81

		69.31



		Provider talked about reasons not to take a medicine

		44.31

		51.41



		Provider asked what was best for patient regarding a medicine

		80.01

		83.01



		Attention to mental or emotional health

		36.3

		39.2



		Was asked about feeling sad or depressed

		43.1

		48.2



		Talked about anything causing worry or stress

		40.3

		42.8



		Talked about personal problems/alcohol or drug use

		25.5

		26.7



		1 n=39
* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 










Table 11. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), All Specialty Care Practices, 2014 and National

		

		2014

		2014
n

		2014

NTL



		Got information about care on evenings, weekends, or holidays

		70.5

		61

		66



		Got needed care on evenings, weekends, or holidays

		50.0

		32

		53



		Number of days waited for urgent care

		48.5

		50

		47



		Received reminders between visits

		75.1

		61

		73



		Providers office followed up to give results of blood test, x-ray, or other test

		76.9

		102

		72



		Provider talked with patient about all prescriptions

		81.1

		61

		83





2014 National data based on CG CAHPS 2014 national comparative database for specialty care practices.



Table 12. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), Specialty Care Practices Participating Both Years

		

		2012

		2014



		

		n=55



		Got information about care on evenings, weekends, or holidays

		65.91

		70.1*1



		Got needed care on evenings, weekends, or holidays 

		49.62

		53.92



		Number of days waited for urgent care 

		49.53

		47.23



		Received reminders between visits

		66.41

		75.3*1



		Providers office followed up to give results of blood test, x-ray, or other test 

		78.8

		76.1



		Provider talked with patient about all prescriptions

		77.41

		81.71



		1 n=43, 2 n=21, 3 n=35

* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 








[bookmark: _Toc446681741]Pediatric Practices

Table 13. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), All Pediatric Practices, 2014 and National

		

		2014

n=21

		2014

NTL



		Getting timely appointments, care and information

		72.0

		67



		Got urgent care when needed

		80.61

		75



		Got routine care when needed

		72.7

		69



		Got answer by phone during regular office hours

		82.91

		75



		Got answer by phone after regular office hours

		76.62

		72



		Saw provider within 15 minutes of appointment time

		52.6

		45



		How well providers communicate with patients

		86.1

		87



		Provider explanations easy to understand

		88.2

		89



		Provider listened carefully

		88.9

		90



		Provider gave easy to understand information

		87.7

		88



		Provider knew important information about medical history

		76.6

		79



		Provider showed respect for what patient had to say

		88.9

		92



		Provider spent enough time with patient

		86.6

		85



		Helpful, courteous, and respectful office staff

		78.2

		74



		Clerks and receptionists were helpful

		73.1

		68



		Clerks and receptionists were courteous and respectful

		83.3

		80



		Rating of the provider

		80.6

		82



		1 n=20, 2 n=16





2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.

Table 14. CG CAHPS Access & Communication Composites and Rating of Provider Question: Top Box Scores (Percent Positive), Pediatric Practices Participating Both Years

		

		2012

		2014



		

		n=14



		Getting timely appointments, care and information

		68.4

		71.4



		Got urgent care when needed

		76.7

		79.9



		Got routine care when needed

		71.5

		73.0



		Got answer by phone during regular office hours

		77.2

		81.1



		Got answer by phone after regular office hours

		70.61

		73.21



		Saw provider within 15 minutes of appointment time

		41.3

		49.7



		How well providers communicate with patients

		85.3

		86.9



		Provider explanations easy to understand

		88.5

		91.0



		Provider listened carefully

		87.5

		89.2



		Provider gave easy to understand information

		85.5

		88.9



		Provider knew important information about medical history

		74.9

		77.4



		Provider showed respect for what patient had to say

		90.7

		88.9



		Provider spent enough time with patient

		84.8

		85.8



		Helpful, courteous, and respectful office staff

		73.7

		78.5*



		Clerks and receptionists were helpful

		68.3

		73.1



		Clerks and receptionists were courteous and respectful

		79.0

		83.9



		Patients’ rating of the provider

		82.12

		81.42



		1 n=11, 2 n=12





Table 15. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), All Pediatric Practices, 2014 and National

		

		2014

n=21

		2014

NTL



		Provider supports parent in taking care of child’s health

		32.61

		36



		Talked about specific health goals

		46.61

		48



		Asked about things making it hard to take care of child’s health

		18.61

		23



		Attention to child’s growth and development

		61.9

		60



		Spoke about child’s learning ability

		52.2

		51



		Spoke about normal behaviors

		70.0

		68



		Spoke about child’s growth

		81.3

		81



		Spoke about child’s moods and emotions

		59.9

		59



		Spoke about time spent with computer or TV

		55.8

		48



		Spoke about child’s ability to get along with others

		51.9

		50



		Advice on keeping child safe and healthy

		59.6

		58



		Spoke about injury prevention

		58.2

		56



		Received information on injury prevention

		47.6

		50



		Spoke about child’s diet

		80.0

		78



		Spoke about child’s exercise

		65.5

		62



		Spoke about household problems affecting child

		46.8

		44



		1 n=18

2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.





Table 16. CG CAHPS PCMH Composites: Top Box Scores (Percent Positive), Pediatric Practices Participating Both Years

		

		2012

		2014



		

		n=14



		Provider supports parent in taking care of child’s health

		35.41

		35.01



		Talked with patient about specific health goals

		47.51

		50.31



		Asked about things making it hard to take care of child’s health

		21.21

		19.71



		Attention to child’s growth and development

		65.3

		65.1



		Spoke about child’s learning ability

		53.6

		56.2



		Spoke about normal behaviors

		72.9

		72.5



		Spoke about child’s growth

		80.9

		83.9



		Spoke about child’s moods and emotions

		63.1

		63.6



		Spoke about time spent with computer or TV

		61.7

		59.4



		Spoke about child’s ability to get along with others

		59.3

		54.9



		Advice on keeping child safe and healthy

		62.9

		62.1



		Spoke about injury prevention

		58.7

		60.8



		Received information on injury prevention

		50.4

		50.3



		Spoke about child’s diet

		82.7

		83.1



		Spoke about child’s exercise

		72.0

		66.5



		Spoke about household problems affecting child

		50.7

		49.8



		1 n=12

* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.








Table 17. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), All Pediatric Practices, 2014 and National

		

		2014

n=18

		2014

NTL



		Got information about care on evenings, weekends, or holidays

		78.5

		79



		Got needed care on evenings, weekends, or holidays

		66.71

		50



		Number of days waited for urgent care

		94.42

		92



		Received reminders between visits

		63.1

		65



		Providers office followed up to give results of blood test, x-ray, or other test

		76.7

		71



		Provider informed about care from specialists

		65.73

		64



		Provider talked with patient about all prescriptions

		90.22

		90



		1 n=14, 2 n=17, 3 n=15





2014 National data based on CG CAHPS 2014 national comparative database for pediatric care practices.

Table 18. CG CAHPS Access to Care, Info about Care, and Follow up Results Questions: Top Box Score (Percent Positive), Pediatric Practices Participating Both Years

		

		2012

		2014



		

		n=12



		Got information about care on evenings, weekends, or holidays

		80.8

		82.3



		Got needed care on evenings, weekends, or holidays

		58.61

		66.8*1



		Number of days waited for urgent care

		94.4

		94.5



		Received reminders between visits

		61.1

		67.3



		Providers office followed up to give results of blood test, x-ray, or other test

		74.7

		78.8



		Provider informed about care from specialists

		62.91

		67.41



		Provider talked with patient about all prescriptions

		88.7

		90.7



		1 n=10





* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.






[bookmark: _Toc446681742]Appendix B: Participating Practices in Both Years (2012 and 2014)

Adult Primary Care Practices

		Adult Primary Care Practice Name



		PCMH/HH



		B Street Health Center



		Belgrade Regional Health Center



		Blue Hill Family Medicine



		Brewer Health Center



		Brewer Medical Center



		CMMC Fryeburg Family Medicine



		CMMC Topsham Family Medicine



		Castine Community Health Services



		DFD Russell Medical Centers - Leeds



		DFD Russell Medical Centers - Monmouth



		DFD Russell Medical Centers - Turner



		Dexter Family Practice



		Eleanor Widener Dixon Memorial Clinic



		Elmwood Primary Care



		Family Medicine Institute



		Fore River Family Practice



		Four Seasons Family Practice



		Franklin Health Internal Medicine



		Helen Hunt Health Center



		Island Family Medicine



		Lifespan Family Healthcare



		Lovejoy Health Center



		MDIH Cadillac Family Practice



		MDIH Community Health Center



		MDIH Trenton Health Center



		Maine Dartmouth Family Practice



		Maine Medical Center Family Medicine - Falmouth



		Maine Medical Center Family Medicine - Portland



		Maine Medical Partners Lakes Region Primary Care



		Maine Medical Partners Westbrook Internal Medicine



		Martin's Point - Bangor



		Martin's Point - Brunswick Farley



		Martin's Point - Portland



		Mercy Gorham Crossing Primary Care



		Mercy Yarmouth Primary Care



		Mid Coast Medical Group - Bath Internal Medicine



		Mid Coast Medical Group- Primary Care



		Nasson Health Care/York County Community Action Corporation



		Oxford Hills Family Practice



		Penobscot Community Health Center



		SMMC Internal Medicine - Biddeford



		SVH Family Care - Clinton



		SVH Family Care - Newport



		SVH Family Care - Pittsfield



		Sacopee Valley Health Center



		St. Mary's Family Medicine Mollison Way



		St. Mary's Poland Family Practice



		Swift River Family Medicine



		Waterville Family Practice



		Wilson Stream Family Practice



		Winthrop Family Medicine



		Wiscasset Family Medicine



		HH-Only



		Augusta Family Medicine



		CMMC Bridgton Internal Medicine



		CMMC Brunswick Family Medicine



		CMMC Family Health Care Associates



		CMMC Family Practice



		CMMC Gray Family Health



		CMMC Internal Medicine



		CMMC Lisbon Family Practice



		CMMC North Bridgton Family Practice



		CMMC Poland Community Health Center



		Capehart Community Health Center



		Dover-Foxcroft Family Medicine



		Elsemore Dixfield Family Medicine



		Franklin Health Farmington Family Practice



		Franklin Health Livermore Falls Family Practice



		Gardiner Family Medicine



		MDIH Cooper Gilmore Health Center



		Mercy Portland Internal Medicine



		Mercy Standish Family Practice



		Mercy West Falmouth Family Practice



		Mercy Windham Family Practice



		Mid Coast Medical Group - Topsham Internal Medicine



		Milo Family Practice



		Minot Ave. Family Medicine



		Oakland Family Medicine



		Pines Caribou Health Center



		Presque Isle Health Center



		RMCL - Lubec



		Richard Kappelmann, MD Practice



		River Valley Internal Medicine



		Sebasticook Family Doctors Canaan



		Sebasticook Family Doctors Dexter



		Sebasticook Family Doctors Dover-Foxcroft



		Sebasticook Family Doctors Newport - Adults



		Sebasticook Family Doctors Pittsfield



		St. Joseph Family Medicine



		St. Joseph Internal Medicine



		St. Mary's Auburn Medical Associates



		St. Mary's Lewiston Auburn Internal Medicine



		St. Mary's Lewiston Medical Associates



		St. Mary's Lisbon Falls Family Health Center



		St. Mary's Medical Associates



		Summer Street Health Center



		Van Buren Health Center



		Other



		Acadia Family Health Center



		Bethel Family Health Center



		Bingham Area Health Center



		Dexter Internal Medicine



		Guilford Medical Association



		InterMed Family Practice - Foden Road



		InterMed Family Practice - Yarmouth



		InterMed Internal Medicine/Infectious Disease



		Madison Area Health Center



		Maranacook Family Health Care



		Martin's Point - Biddeford



		Martin's Point - Brunswick Baribeau



		Martin's Point - Gorham



		Martin's Point - Portsmouth



		Martin's Point - South Portland



		Martin's Point - West Falmouth



		Mechanic Falls Family Practice



		Mercy Falmouth Internal Medicine



		Mt. Abram Regional Health Center



		NMMC Fort Kent Primary Care



		NMMC Medical Office Building



		RMCL - East Machias



		Richmond Area Health Center



		Sheepscot Valley Health Center



		St. Joseph Family Medicine at Jackson Laboratory



		Strong Area Health Center



		Twin Pines Family Medicine



		WCMP Family Medicine



		Western Maine Family Health Center



		York Family Practice







Specialty Care Practices 

		Specialty Care Practice Name



		All About Women



		Breast Care Specialists of Maine



		CMMC Bariatrics



		CMMC Bridgton GI



		CMMC Bridgton General Surgery



		CMMC Bridgton OB/Gyn



		CMMC Brunswick Cardiology



		CMMC Cardiology/Lewiston



		CMMC Endocrinology



		CMMC Infectious Disease



		CMMC Neurology



		CMMC Obstetrics & Gynecology - Lewiston



		CMMC Oncology/Hematology - Bridgton



		CMMC Oncology/Hematology - Lewiston



		CMMC Pain Clinic



		CMMC Pulmonary Care



		CMMC Radiation Oncology



		CMMC Sports Medicine



		CMMC Urology



		CMMC Women's Specialty Center



		Central Maine CT & Vascular Surgery



		Central Maine ENT



		Central Maine Gastroenterology



		Central Maine Heart Associates/Auburn



		Central Maine Neurosurgery



		Central Maine Plastic Surgery



		Central Maine Sleep Center



		Central Maine Surgical Associates



		Falmouth Orthopaedic Center



		Generations OB/GYN



		InterMed ENT Otolaryngology



		InterMed Specialty Group - Foden Road



		Maine Spine Surgery



		MaineGeneral Allergy and Asthma



		MaineGeneral Gastroenterology - Augusta



		MaineGeneral Obstetrics and Gynecology



		MaineGeneral Surgery



		Mercy Gastroenterology at Casco Bay



		Mercy Hematology/Oncology Center



		Mercy Hospital Cardiology



		Mercy MKM ENT Associates



		Mercy Pain Center



		Mercy Portland Surgical Associates



		Mercy Pulmonary Medicine



		Mid Coast Medical Group - Neurology



		Mid Coast Medical Group - Orthopedics



		Mid Coast Medical Group - Pulmonology



		Mid Coast Medical Group - Urology



		Mid Coast Medical Group - Women's Health Care



		Mid Coast Medical Group - Wound Care Center



		NMMC General Surgical Practice



		NMMC Surgical Specialties



		New England Foot & Ankle Specialists



		Rumford Surgical Associates



		Station Hill Medical Office Building



		The Mattina R. Proctor Diabetes Center







Pediatric Practices

		Pediatric Practice Name



		CMMC Bridgton Pediatrics



		CMMC Brunswick Pediatrics



		Central Maine Pediatrics



		EMMC Pediatric Medicine/Husson Pediatrics



		Franklin Health Pediatrics



		InterMed Pediatrics - Foden Road



		InterMed Pediatrics - Marginal Way



		InterMed Pediatrics - Yarmouth



		Kennebec Pediatrics



		Maine Medical Partners Westbrook Pediatrics



		Mid Coast Medical Group - Pediatrics



		Pediatric Associates of Lewiston



		Penobscot Pediatrics



		Winthrop Pediatric and Adolescent Medicine
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What is the Maine Patient Experience Matters Initiative? 

Developed by the Maine Quality Forum, in collaboration with the Maine Department of Human Services, Maine Quality Counts and Maine Health Management Coalition.

Uses standardized CAHPS instrument administered by qualified vendors in voluntarily participating primary care, specialty, and pediatric practices agreeing to publicly report data on MQF website.

Comparable statewide data now available to assess patient experience across practices, over time and with national benchmarks.
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Survey Methods Across Survey Years

				2012		2014

		Instruments Allowed		PCMH CAHPS 2.0, 12 month adult and child version		CG-CAHPS adult and child 6 or 12 versions, with or without the PCMH supplemental items

		Measurement Period		Sept 2012 – March 2013		For Continuous Sampling: September 1, 2014 through December 31, 2014
 
For One-Time Sampling:
June 1, 2014 through November 30, 2014

		Sample Frame		Point in time		Point in time or continuous

		PCMH/HH Participation		Encouraged, but not required		Required

		Number of Completed Surveys		40,402		52,613
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Participating Practices with data reported by practice type and year
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		 		Total		PCMH/HH		HH-Only		Non-HH

		2012 Participation								

		Statewide		269		61		53		155

		Adult Primary Care Practices		162		57		46		59

		Specialty Care Practices		87		0		0		87

		Pediatric Practices		20		4		7		9

		2014 Participation								

		Statewide		329		71		84		174

		Adult Primary Care Practices		205		67		77		61

		Specialty Care Practices		103		0		0		103

		Pediatric Practices		21		4		7		10

		2012 and 2014 Participation								

		Statewide		196		54		50		92

		Adult Primary Care Practices		126		52		44		30

		Specialty Care Practices		56		0		0		56

		Pediatric Practices		14		2		6		6









Geographic Distribution of Maine Participating Practices, 2014
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Report Methods

2014 National Comparisons

2014 - All Maine reporting practices  (n=329) 

National averages of top box scores (e.g. % reporting “always”) in CAHPS National database by practice type

Change over time Analyses

Practices reporting in both periods (n=196) 

Statistical significance tests by practice type and composite/item of change over time on top box scores
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Major Findings: How Maine Practices Compared to National Average, 2014

Adult primary care practices performed at or above the national average in 2014 on most patient experience measures. 

Specialty care practices met or exceeded the average for specialty care practices nationally in many patient experience areas in 2014. 

Pediatric care practices met or exceeded the national pediatric practice average in several areas in 2014 but were below the national average on others. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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Practices Significantly Improved in Most Access and Communication Composites, Regardless of Type of Practice

		 				PCMH/HH
(n=52)		HH-Only
(n=44)		Non-HH
(n=30)

		Getting timely appointments, care and information		2012		56.9		60.8		59.1

				2014		60.9*		63.0		63.2*

		How well providers communicate with patients		2012		82.0		82.0		82.0

				2014		84.4*		84.0*		85.6*

		Helpful, courteous, and respectful office staff		2012		78.0		77.8		79.8

				2014		82.4*		81.6*		84.2*

		Patients’ rating of the provider		2012		77.1		76.1		76.5

				2014		80.4*		80.0*		82.1*



* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.

Percent reporting top box score
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Practices Significantly Improved in Most PCMH Composites, Regardless of Type of Practice

* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.

Percent reporting top box score 
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 				PCMH/HH
(n=52)		HH- Only
 (n=44)		Non-HH
 (n=30)

		Talking with you about taking care of your own health		2012		49.4		46.9		46.6

				2014		53.5*		48.9		50.8*

		Talking about medication decisions		2012		65.4		64.6		64.2

				2014		67.9*		67.4*		69.8*

		Attention to mental or emotional health		2012		55.0		49.6		50.9

				2014		60.3*		55.1*		56.0*









Significant Improvement in Getting Info about After Hours Care and Talking About All Medications (PCMH/HH and non-HH); Getting Needed Care (HH-Only) and Receiving Reminders (All)

		 				PCMH/HH
(n=52)		HH Only
(n=44)		Non-HH
(n=30)

		Got information about care on evenings, weekends, or holidays		2012		73.9		72.3		74.3

				2014		77.3*		74.6		79.6*

		Got needed care on evenings, weekends, or holidays		2012		34.9		30.0		35.4

				2014		38.4		36.3*		38.3

		Number of days waited for urgent care		2012		71.0		68.9		73.9

				2014		72.0		74.1		75.1

		Received reminders between visits		2012		69.4		72.7		67.0

				2014		75.7*		76.2*		76.4*

		Providers office followed up to give results of blood test, x-ray, or other test		2012		73.6		73.6		74.1

				2014		75.2		74.8		75.9

		Provider talked with patient about all prescriptions		2012		87.7		86.6		86.0

				2014		89.0*		88.0		89.3*



* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05.

Percent reporting top box score 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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* Statistically significant difference between 2012 and 2014 for practices reporting in both years, p<.05. 
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Summary

In 2014, Maine adult primary care and to a lesser extent specialty and pediatric practices performed above the national average  

Since the start of MQF’s initiative, there has been significant improvement in Maine patient experience in most areas for patients of adult primary care practices and specialty practices.

 Improvements in adult primary care were consistent across practice type. Patients in PCMH/HH and non-HH practices and to a lesser extent HH-only generally showed significant improvement on most measures. 

 Parents of pediatric patients reported some improvement but these improvements were less likely to be statistically significant due in part to the low number of practices participating in both survey years (n=14).

 These findings suggest that measuring patient experience can make a difference in practice change. 
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MQF CONTINUED COMMITMENT

21

Improving the patient’s experience of care is a component of the Triple Aim’s framework for optimizing health system performance. MQF’s will continue to measure patient experience, promote effective interventions that focus on areas of poor performance, and re-measure to assess improvement over time.
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MQF Patient Experience Resources

22

 Maine Patient Experience Matters website:



http://www.mainepatientexperiencematters.org



 Analysis of Maine Patient Experience Over Time, 2012 to 2014:



http://www.mainepatientexperiencematters.org/resources.php



Quality Improvement Toolkit to Improve Patient Experience:



http://www.mainepatientexperiencematters.org/resources.php



This Toolkit offers practices an easy-to-navigate list of evidence-based quality improvement strategies and related resources from literature to help improve performance for specific patient experience measure categories. 
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PROPOSED TIMELINE

2017 PATIENT EXPERIENCE MATTERS SURVEY INITIATIVE



		September – December, 2016

		Develop communication plan for 2017 survey



		January – June, 2017

		Implement communication and provider outreach plan



		June – July , 2017

		Survey vendor RFQ and selection process



		July – August 2017

		Practice site registration



		September – December, 2017

		Fielding of survey*



		September, 2017

		First subsidy payment



		March, 2018

		CAHPS Database open submission period for surveys



		July, 2018

		Final subsidy payment



		September, 2018

		MQF publicly reports survey results









* For proposed survey measurement period of January – December, 2017

Maine Quality Forum, July 18, 2016
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TO: Senator Brakey, Representative Gattine and Members of the Joint Standing Committee on
Health and Human Services

FROM: Karynlee Harrington, Maine Quality Forum
CcC: Anna Broome, Legislative Analyst; Commissioner Mayhew, DHHS; Joseph Bruno, Chair MQF
DATE: March 31, 2016

RE: 2016 Annual Report of HealthCare Associated Infections in the State of Maine

On behalf of the Maine Quality Forum and in collaboration with the Maine CDC, | am pleased to submit
to the Joint Standing Committee on Health and Human Services our 2016 Annual Report on Healthcare
Associated Infections in Maine. The report provides a significant amount of information on the specific
HAI data that the Maine Health Data Organization (MHDO) collects from Maine hospitals and from the
National Health Safety Network (NHSN) per MHDO Rule Chapter 270, Uniform Reporting System for
Health Care Quality Data Sets.

The data contained in this report reflects compliance and performance rates in the aggregate and by
hospital by peer group for the most recent reporting period. The report also provides data on prior years
(when available) in order to establish a trend line.

Consistent with our observation over the last several years, while there remain opportunities for
improvement on some of the measures and by specific hospitals, the data that we collect and report on
show that Maine hospitals continue to show progress in reducing the incidence of healthcare associated
infections.

53 State House Station, Augusta ME 04330-0053 Phone: (207)287-9900
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This report is submitted by the Maine Quality Forum in collaboration
with the Maine Centers for Disease Control as part of its legislative
responsibility to provide an annual report to the Maine State Legislature
on the status of healthcare associated infections in Maine.! The Muskie
School of Public Service, under contract with the Maine Quality Forum,
provided technical support in the preparation of the report.

! 24-A MRSA §6951.
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Executive Summary

Healthcare Associated Infections (HAIs) are harmful, costly, and largely preventable.

Healthcare Associated Infections (HAIs) — infections occurring during the course of healthcare treatment
for other conditions — can lead to medical complications, prolonged hospital stays, and death. When the
words “antibiotic resistance” and “superbug” make headline news,” the dangers of HAIs capture
attention.

Major factors associated with HAls include inadequate hand washing, uneven use of proven infection
control procedures, patients who have weakened immune systems and bacteria becoming resistant to
antibiotics. The good news is that these infections can largely be prevented. Many in Maine are working
hard to prevent them.

The MQF’s Annual HAI Report focuses on Maine hospital efforts and results.

Maine hospitals are required to report data to the Maine Health Data Organization (MHDO) on how
often HAIs occur and how well they follow recognized best practices designed to prevent:

e Central line catheter-associated blood stream infections;

e Ventilator associated pneumonia infections and other complications;

e Lab-identified Methicillin-resistant Staphylococcus aureus (MRSA) events®; and

e lab-identified Clostridium difficile (C. difficile) events.

There are a number of positive trends to report.
Maine has achieved progress in four specific areas over the past 5 years:

1. Infections related to the use of central line catheters in adult intensive care units. The
overall trend reflects improved compliance with proven methods for preventing infections
when central line catheters are used in adult intensive care units.

2. Following sets of proven best practices to prevent central line catheter-related infections
when central line catheters are used in adult intensive care units or when they are inserted
before, during or after surgery.

3. Following guidelines to prevent ventilator associated pneumonia and other complications.
Maine hospitals are doing a better job of following all 5 recognized methods for preventing
pneumonia infections and other ventilator-associated complications when intensive care
patients are placed on breathing machines.

4. Following guidelines to prevent infections related to surgery. During the previous 2013-14
HAI data collection period, Maine hospitals had already achieved a success rate of 99%-or-
better in following all four of the surgical infection prevention guidelines reported under
Chapter 270. In light of this near-perfect success, the Maine Quality Forum (MQF) decided

Bacteria with the Asian mcr-1 gene that makes them resistant to colistin, a "last resort" antibiotic, have been recently
discovered in several European countries and in Canada. While no bacterium has yet been found to have universal
resistance to all known antibiotics, the emergence of mcr-1 could bring that day closer.

"LablD event" refers to the discovery of a given bacteria or virus found in a patient's laboratory sample.
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last year to follow the federal government's lead in suspending mandatory data collection
for these measures.

Infections to watch: MRSA and C. Difficile

Both MRSA and C. difficile bacteria can cause serious infections. They are of special concern because
MRSA bacteria are resistant to antibiotics and new strains of C. difficile have become more virulent. As
we wrote in our 2014 HAI Annual Report, Maine began using new measures two years ago to report the
presence of MRSA and C. difficile in Maine hospitals. Therefore, it is too early to establish a long-term
trend.

How to interpret the report’s data charts for individual Maine hospitals

While we carefully collect and analyze data about healthcare associated infections, readers should
understand that the HAI data reflected in this report:

e May reflect a very small number of cases. Among smaller hospitals, a large difference in rates
may be due to 1 or 2 infections;

e |s not risk-adjusted;
e s self-reported by each Maine hospital; and

e Counts success in complying with a process measure only if full compliance with all elements of
the measure is properly documented in the hospital's own records.

Preventing and reducing HAIs require a team effort. State agencies, hospitals, consumers and other
groups are working together in Maine to address the HAI challenge. Each group brings unique focus and
expertise. Working together leads to collective success. Groups listed below are referenced in the full
report.

Working Together in Maine to Prevent HAls

Agency or Group Mission/Action
Association for Includes infection prevention specialists from Maine hospitals who learn
Professionals in and share best practices in infection control with hospital care providers

Infection Control (APIC),

Pine Tree Chapter

HAI Collaborating In 2015, with APIC's support, the MQF and Maine CDC established this

Partners Committee Committee, for the purpose of assessing and analyzing the status of
infection prevention and control in the state of Maine and make
recommendations on state strategies for the reduction of healthcare
associated infections across all healthcare settings. The Committee
represents and calls upon the expertise of a broad range of experts and
stakeholders.

Healthcentric Advisors Provides education and technical assistance to prevent HAls as part of its
mission to improve care for Medicare beneficiaries as the New England
Quality Innovation Network Quality Improvement Organization (QIN-QIO)
under contract to CMS
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Agency or Group Mission/Action
Maine Centers for Disease | Tracks national and state trends in HAls, provides training to healthcare

Control and Prevention personnel, validates HAI data on MRSA and C. difficile, and develops the

(Maine CDC) State HAI Prevention Plan. Serves as one of the Co-Chairs of the HAI
Collaborating Partners Committee.

Maine Health Data Sets reporting standards and collects HAI data from Maine hospitals and

Organization (MHDO) hosts the new CompareMaine website where consumers can find

information on cost and quality for specific healthcare services across a
variety of providers.

Maine Hospital Association |Offers education to encourage the adoption of best practices

(MHA)

Maine Quality Forum Publicly reports status of HAls in Maine to the State legislature each year

(MQF) with support from the Maine CDC and the Muskie School of Public Service;
Co-Chairs the HAI Collaborating Partners Committee and collaborates with
the Maine Health Data Organization on promoting the transparency of
health care cost and quality information. Supports the annual audit of the
reporting of healthcare associated infections.

Maine consumers and legislators play important roles in HAI prevention

Consumers can:

e Speak up or bring an ‘advocate’ to the hospital to ask:
0 "What are the doctors and staff doing to protect me from HAIs?"
0 "How can | prepare for surgery to reduce my infection risk?"
0 "Do Istill need this catheter, or can it be removed?"; and
0 about any other questions or worries you have.
e Remind everyone to clean their hands before they touch you;
e Not press for antibiotics if a doctor says they are not needed;
e If antibiotics are needed, ask your doctor to perform lab tests to make sure the right
antibiotic is chosen;
e Tell your doctor if you've had diarrhea more than twice in the past 24 hours, especially if
you're taking antibiotics;
e Tell your doctor if you have redness, pain or drainage around your IV catheter or surgery site;
e Make sure you get the flu vaccines and that all your other vaccines are up to date®;
e Be proactive about managing your own healthcare;
e When shopping, look for the "No Antibiotics Administered" label to avoid buying meat and
poultry raised on antibiotic animal feed to speed faster growth;
e Quit smoking, eat a balanced diet, maintain a healthy body weight; and
e Follow all pre-hospitalization instructions including bathing.

4 "Healthcare-Associated Infections: What Patients Can Do", U.S. Centers for Disease Control and Prevention, (Atlanta: March
2014, accessed on April 13, 2015 at: http://www.cdc.gov/hai/pdfs/patientsafety/HAI-Patient-Empowerment.pdf
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Legislators can:

e Educate themselves and their constituents about the importance of preventing HAls; and
e Support the work of the organizations tackling these issues through effective policy
development and adequate financing.

Preventing HAls requires ongoing vigilance and resources

As bacteria become more drug-resistant, they grow more deadly and more difficult to prevent. The
national CDC reports an emerging threat of carbapenem-resistant Enterobacteriaceae (CRE), a new
family of germs even more difficult to treat than MRSA or C. difficile because they have high levels of
resistance to antibiotics. Other types of bacteria having resistance to colistin, a "last resort" antibiotic,
have not yet reached the United States, but have been reported in Asia, several European countries and,
more recently, in Canada.

What are Healthcare Associated Infections (HAIS)?

Healthcare Associated Infections (HAIs) occur during the course of healthcare treatment for other
conditions. They can be transmitted in hospitals, nursing facilities and rehabilitation centers as well as
outpatient surgery centers, dialysis centers, community clinics and other healthcare settings. They may
also occur during the course of treatment at home.

Four infections together account for nearly half (47%) of all HAIs across the U.S>:
e Surgical site infections;
e Catheter-associated urinary tract infections;
e Central line catheter-associated bloodstream infections; and
e Ventilator-associated pneumonia.

HAls are caused by a wide variety of common and unusual bacteria, fungi, and viruses. The most serious
HAI threats result from the emergence of difficult-to-treat, drug-resistant bacteria. The emergence of
drug-resistant bacteria is accelerated by the widespread overuse and misuse of antibiotics. While over-
prescribing of antibiotics represents a serious problem, about 80% (by weight) of all antibiotics sold in
the United States are given to animals and the vast majority is used as additives in animal feed for
livestock and poultry to promote faster growth. About 60% of the antibiotics used in agriculture are of
the same types prescribed to treat human disease and their use directly contributes to dangerous
antibiotic resistance.® Curbing antibiotic misuse has gained growing attention in Maine and nationally.

One of the most common drug-resistant bacteria is known as Methicillin Resistant Staphylococcus
aureus (MRSA). The U.S. CDC estimates that MRSA caused nearly 11,300 U.S. deaths in 2011, and that

Magill, Shelly S., et. al., Multistate Point Prevalence Survey of Healthcare Associated Infections, The New England Journal of
Medicine, March 27, 2014, 370:1198-1208.
Paulson, Jerome A. and Zaoutis, Theoklis, "Nontherapeutic Use of Antimicrobial Agents in Animal Agriculture: Implications for

Pediatrics", Pediatrics, December 2015, 136:1671-1677, accessed from
http://pediatrics.aappublications.org/content/136/6/e1670 on February 8, 2015.
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about 3,100 of those deaths were due to infections originating in hospitals.” There are also serious
concerns about infections from newly evolved, more virulent strains of C. difficile, now estimated to
account for over 12% of hospital HAIs® and to have caused 29,000 deaths in the U.S. in 2011.°

In 2013, the federal Centers for Disease Control (CDC) and Prevention published advisories on the
emerging threat of Carbapenem-resistant Enterobacteriaceae (CRE), a family of germs even more
difficult to treat due to their higher levels of antibiotic resistance.™ In 2015, an outbreak of CRE at two
Los Angeles hospitals resulted in three deaths.*

CRE bacteria primarily affect patients in acute and long-term healthcare settings who have compromised
immune systems or whose care requires the use of invasive devices such as catheters. Due to CRE’s
enhanced drug-resistance, emphasis has been placed on prevention and early identification. Although
not yet common in Maine, CRE has been found across most of the country.

Why do HAIs matter?

Although the rate of HAls occurs at relatively low frequency, their impact is significant—these infections
are associated with morbidity, mortality, and excess health care costs. These complications often strike
when a patient has already been weakened by the original disease, surgery or an underlying medical
condition, which is why the resulting infections can be devastating. HAI prolong hospital stays and can
create long term disability and decrease a patient’s resistance to other diseases. As bacteria become
more drug-resistant or more virulent, they also become more deadly. The federal CDC estimated the
U.S. had 453,000 C.difficile infections in 2011, of which nearly two-thirds were healthcare-associated
and nearly one-quarter were identified as hospital-onset infections. The CDC also estimated that
C.difficile caused 29,300 deaths in the same year."

Beyond the personal burden, HAls contribute to higher healthcare costs. Citing the most recent study
conducted in this area, the federal CDC estimated over 720,000 infections occurred in acute care
hospitals in 2011 and that they contributed to 75,000 hospital patient deaths.” The CDC also reports

"Active Bacterial Core Surveillance Report, Emerging Infections Program Network, Methicillin-Resistant Staphylococcus
aureus, 2013", U.S. Centers for Disease Control and Prevention, March 16, 2015, accessed at:
http://www.cdc.gov/abcs/reports-findings/survreports/mrsal3.pdf on March 72016.

Op. cit., Magill

"Healthcare-associated Infections (HAIs): Clostridium difficile Infection", U.S. Centers for Disease Control and Prevention,
web page, February, 25, 2015, accessed at http://www.cdc.gov/HAl/organisms/cdiff/Cdiff _infect.html, May 5, 2015.

10 “Antibiotic Resistance Threats in the United States, 2013”, U.S. Centers for Disease Control and Prevention, April 23, 2013,
accessed at http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf on January 29, 2014.

1 Terhune, Chad, “Superbug outbreak extends to Cedars-Sinai hospital, linked to scope,” Los Angeles Times, March 4, 2015.

12 Lessa, Fernanda C., et.al., Burden of Clostridium difficile Infection in the United States, The New England Journal of Medicine,
372:825-834, Feb. 26, 2015.

3 Healthcare-associated infections (HAIs): Data and Statistics", U.S. Centers for Disease Control and Prevention, web page last
updated January 12, 2015, accessed at http://www.cdc.gov/HAl/surveillance/ on January 4, 2016.
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that in 2009, HAIs added an average $16,000 to $19,000 to each hospital patient’s bill, and increased our
national healthcare system’s costs by an extra $28.4 to $33.8 billion.™

Although healthcare associated infections are a national and state problem, patients, caregivers and
healthcare providers can employ some basic and effective strategies to reduce and even eliminate the
threat. The initial focus of prevention has been directed toward hospitals where strong infection control
practices have been instituted, such as:

e safer use and maintenance of medical devices (e.g., ventilators and catheters);

e training staff on proper procedures for post-surgical care;

e the physical layout of hospital rooms (e.g., movement to private rooms to reduce spread of
infections); and

e greater emphasis on hand hygiene.

It is imperative to broaden these efforts beyond the hospital. Medical care that once occurred primarily
in hospitals has branched out to ambulatory surgical centers, nursing facilities, and the home. Many of
the HAls in these additional settings occur due to poor basic infection-control.™® The U.S. CDC has traced
a number of recent HAI outbreaks in outpatient clinics, surgical centers and doctor's office to practices
such as improper sterilization and disinfection methods, reuse of syringes and needles, and using single-
use medication vials for multiple patients.™

How does Maine measure HAIsS?

The Maine Quality Forum (MQF) is legislatively required to adopt a set of measures to evaluate and
compare health care quality and provider performance. The quality measures adopted by the MQF are
the basis for rules promulgated by the Maine Health Data Organization (MHDO). The rules under
Chapter 270, the Uniform Reporting System for Quality Data Sets, define these sets of health care
quality measures, including measures related to HAI, and the provisions for health care providers to
submit these data to the MHDO. MQF makes recommendations and advises the MHDO Board about
changes to Chapter 270, including the adoption of new measures. Rule Chapter 270 is a major
substantive rule which means that changes must be reviewed and approved by the Maine Legislature.

Hospitals have been the central focus for HAl measurement and public reporting since the acute care
setting because those infections typically tend to be more severe. Chapter 270 requires all Maine acute
care and critical access hospitals (with the exception of the Togus Veterans Administration Medical

¥ Scott RD II. The Direct Medical Costs of Healthcare-Associated Infections in U.S. Hospitals and the Benefits of
Prevention. Atlanta, GA: Centers for Disease Control and Prevention, Division of Healthcare Quality Promotion; March 2009.
http://www.cdc.gov/HAI/pdfs/hai/Scott CostPaper.pdf

15 “HealthyPeople 2020 Topics & Objectives: Healthcare-Associated Infections”, U.S. DHHS, Office of Disease Prevention and
Health Promotion, last modified September 6, 2012, accessed on April 1, 2013 at:
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=17.

16 "Outbreaks and Patient Notifications in Outpatient Settings, Selected Examples, 2010-2014", U.S. CDC, July 10, 2015,
accessed on 3/16/2016 at: http://www.cdc.gov/HAl/settings/outpatient/outbreaks-patient-notifications.html
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Center) to report quarterly data to the MHDO on each HAI measure using a consistent and standard
format. Since 2009, these requirements have included two data sets related to healthcare acquired
infections: the Healthcare Associated Infection Quality Data Set (HAI) and the recently retired Surgical
Care Improvement Project (SCIP) measures."’

The rules include two types of HAl measures, process measures and outcome measures.

1. Process measures focus on a hospital’s documented compliance with specific practices or
“bundles” of practices that research has proven to be effective in preventing HAls (e.g., hand
hygiene). Process measures are straightforward to collect and to interpret and require no data
adjustment for the severity of a patient’s condition.

2. Outcomes measures assess whether facilities and providers have succeeded in reducing their
HAIl infection rates. The MHDO collects the data required to calculate:

0 the rates of central line catheter-associated bloodstream infections (CLABSI) for adults
in intensive care and in hospital mixed acuity units;

0 CLABSI infections in neonatal intensive care units;
0 MRSA LabID events’®; and
0 C. difficile LablD events.

To preserve privacy and patient confidentiality, all HAl-related quality measure data reported directly to
MHDO is collected at either the hospital-wide, or hospital unit level. In addition, hospitals report
individual patient data on MRSA and C. difficile LabID events to the National Healthcare Safety Network
(NHSN), a secure, internet-based surveillance system at the federal CDC. The Maine CDC then collects
and compiles de-identified data from NHSN, and reports each hospital's aggregate numbers to MHDO.
The MQF contracts with the Muskie School of Public Service to analyze the hospital data and prepare
the results for this report.

TABLE 1 summarizes the process and outcome measures currently collected in Maine and the period for
which data are available. APPENDIX B provides a more detailed discussion of each measure. All measures
are collected at the hospital-specific or hospital unit level. The MRSA and C.difficile LabID event rates
appearing in this report reflect the data as it was reported by each hospital to the NHSN.

Y The Chapter 270 rule and the full list of hospital quality measures can be found at
https://mhdo.maine.gov/ finalStatutesRules/Chapter%20270%20Quality%20Data.docx

'8 |nstead of reporting the number of clinically diagnosed cases of MRSA or C. difficile infection, LabID event reporting counts
the number of cases when the pathology lab identified the presence of MRSA or C. difficile in a patient sample. While the
U.S. CDC recognizes LablD event rates (the ratio of LabID events to inpatient days) as a reasonably reliable proxy for infection
rates, the reader should keep in mind that some patients can carry MRSA or C. difficile bacteria without developing an
infection. Therefore, the LablD event rate will almost always appear higher than the actual infection rate.
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Table 1 — Summary HAI Process and Outcome Measures Collected Under Chapter 270

Type of Infection

Data Availability

Process Measures

Outcome Measures

e Percent compliance with the Institute
for Healthcare Improvement's (IHI)
bundle of 5 evidence-based
interventions for patients with

e The weighted average
rate of central line
catheter-associated blood
stream infections per

Cenhtral line intravascular central catheters in 1,000 intensive care unit

e e-tetr-d i STTE intensive care units (HAI-3) central line days (HAI-1)

associate uly -

bloodstream June 2015 e Percent compliance with the 4 e Number of catheter-

e feng insertion-related evidence-based related blood stream

(CLABSI) interventions for patients with infections among
intravascular central catheters placed neonatal intensive care
preoperatively, in pre-operative areas, unit patients per 1,000
operating rooms and recovery areas central line catheter or
(HAI-4) umbilical days (HAI-2)

Percent compliance with all five
Ventilator evidence-based interventions for
. July 2008 — . . . . No outcome measures
associated patients with mechanical ventilation
June 2015 collected

pneumonia (VAP)

(ventilator bundle compliance) in
intensive care units (HAI-5)

Type of Bacteria | Data Availability Process Measures Outcome Measures
Me'th|C|II|n- Number of hospital-onset
resistant July 2011 -
No process measures collected MRSA LablID events per
Staphylococcus June 2015 1.000 patient davs®
aureus (MRSA) ! P y
G SIRAl Number of hospital-onset
C - g
iffici C. difficile LablD events
C. difficile Sept 2015 No process measures collected iffi

per 10,000 patient days

The HAI data collected by the MHDO and publically reported by the MQF is based on nationally
recognized quality measures whose specifications have been developed by organizations such as the
federal CDC's National Healthcare Safety Network (NHSN), and the Institute for Healthcare
Improvement (IHI). The MQF will continue to work with the Maine CDC, the Pine Tree chapter of the
Association for Professionals in Infection Control, the Maine HAI Collaborating Partners Committee and

other stakeholders to add new measures that can provide reliable and actionable information on how
Maine can reduce the impact of these infections.

9 Beginning with the 12-month reporting period for the 2015 Annual Report, Maine CDC simplified hospital reporting
specifications for MRSA by changing the measure from the number of clinically diagnosed cases of MRSA or C. difficile
infection to laboratory-identified cases. LablD event reporting counts the number of cases when the pathology lab identified
the presence of MRSA or C. difficile in a patient sample. While the U.S. CDC recognizes LabID event rates (the ratio of LabID
events to inpatient days) as a reasonably reliable proxy for infection rates, the reader should keep in mind that some patients
can carry MRSA or C. difficile bacteria without developing an infection. Therefore, the LabID event rate will almost always
appear higher than the actual infection rate.
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Measures that are not included in this year’s Annual Report

As noted in the MQF’s 2015 Annual HAI Report, CMS retired the collection of all four remaining Surgical
Care Improvement Project (SCIP) measures, since nationwide hospital compliance with these measures
had "topped out", leaving little room for further improvement. To stay in alignment with CMS, MHDO
has also suspended data collection for the remaining SCIP measures. These measures included:

SCIP-inf-1a Percent of all patients receiving an antibiotic within 1 hour prior to any surgery;

SCIP-inf-2a Percent of surgery patients receiving the recommended antibiotic for their
procedure;

SCIP-inf-3a  Percent of surgery patients whose preventive antibiotics were discontinued within 24
hours after anesthesia ended; and

SCIP-inf-9  Percent of surgery patients whose urinary catheters were removed on Postoperative
Day 1 or Postoperative Day 2 with day of surgery being day zero.

In last year's Annual Report, we noted that Maine hospitals had achieved an overall, statewide
compliance rate of 99.0%-or-better for all four measures.

How well is Maine preventing HAIs?

We have created four categories of performance measurement defined below as a way to quantify
overall Maine hospital HAI prevention results. We assign each hospital outcome and process measure
to one of four categories we've created:

Category 1 — Exemplary performance — The overall statewide average was at 98 percent or
better in the most recent reporting period.

Category 2 — Improved performance — The overall statewide average has improved compared
to five years ago.

Category 3 — Declining performance — The overall statewide average has declined over the
past five years.

Category 4 — Newer measures — Data collection has been too brief to establish a trend.

The distribution of the overall statewide outcome and process measure results across these categories
appears below. At the end of this section, we also summarize the most recent HAI results reported by
the U.S. CDC. Although useful for comparing Maine's results to the national baseline, the federal data is
not as current as the data presented in this report. To see how individual hospitals are performing
under each measure, please refer to the page numbers identified in the following tables.

Category1l Exemplary The overall statewide average was at 98 percent
Performance: or better in the most recent reporting period.

This year's Annual Report has no process measures with a statewide average of 98%-or-above.
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Category 2 Improved The overall statewide average has improved
Performance: compared to five years ago

The overall statewide average is better now than it was five years ago across all measures for which we
have data going back at least five years.

Measure L Hospital-
Description P
Group Specific Rates
Central li Number of central line catheter-associated blood stream infections per Page 20
entratiine 1,000 intensive care unit central line days (HAI-1) ge =
catheter- : : - : : : :
. Compliance with all 5 evidence-based interventions for patients with
associated ) . . ; Page 24
intravascular central catheters in intensive care units (HAI-3)
bloodstream - - - - - - -
infections Compliance with the 4 insertion-related evidence-based interventions
(CLABSI) for patients with intravascular central catheters placed preoperatively, Page 26
in pre-operative areas, operating rooms and recovery areas (HAI-4)
Ventilator
. Percent compliance with all five evidence-based interventions for
associated . . . - . . .
. patients with mechanical ventilation (ventilator bundle compliance) in Page 28
pheumonia intensive care units (HAI-5)
(VAP)

Central line catheter-associated blood stream infections (CLABSI)
Outcome measures (HAI-1)

During the July-2014-to-June-2015 reporting period, the statewide rate of CLABSI infections per 1,000
central line days in hospital adult ICUs (HAI-1) fell to two-thirds of what it had been five years earlier.
The overall rate is 1.0 infections per 1,000 catheter line days. Six of Maine's thirty-five acute care
hospitals reported having CLABSI infections in their adult ICU or mixed acuity units during the 12-month
period.

Process measures (HAI-3 and HAI-4)

Over the past five years, overall documented compliance with the HAI-3 process measure improved
from 92.3% to 93.7%, and documented compliance with HAI-4 rose from 96.3% to 96.9%. In the latest
reporting period, 24 out of 32 hospitals covered by the HAI-3 measure reported a perfect record of
documented compliance with central line catheter best practices. Twenty-one hospitals reported a
100% rate of documented compliance with HAI-4.

Ventilator associated pneumonia

Process measure (HAI-5)

Maine hospital compliance with best practices for preventing pneumonia and other complications
among ICU patients on ventilators to assist breathing (HAI-5) is now 4 percentage points higher than it
had been five years earlier (94.9% vs. 90.6%) While only 63% of the 30 hospitals using ventilators
reported a 100% level of compliance in July 2010 to June 2011, 73% of the 26 hospitals using ventilators
are reporting 100% documented compliance five years later.
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The goal for Category 2 measures is to target improvement within specific hospitals and to sustain the
performance of the others.

Category 3 Declining The overall statewide average has declined
Performance: over the past five years

The catheter-associated blood stream infection rate for high-risk neonatal patients rose in the past 12-
month reporting period from 1.7 infections per 1,000 device days to 2.7 infections per 1,000 device
days. This measure only applies to the three Maine hospitals that use central-line or umbilical catheters
in a neonatal intensive care unit.

Measure .. Hospital-
Description P
Group Specific Rates
Central line catheter- Number of catheter-related blood stream infections among
associated bloodstream | intensive care unit patients per 1,000 central line catheter or Page 23

infections (CLABSI) umbilical days (HAI-2)
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Category4 Newer ) ) )
Data collection has been too brief to establish a trend

Measures:
Measure L Hospital-
Description P
Group Specific Rates
Drug-resistant or | Methicillin-resistant Staphylococcus aureus (MRSA) Page 31
virulent disease
organisms Clostridium difficile (C. difficile) Page 34

MRSA and C.difficile Hospital Onset (HO) LabID event rates

As reported in the MQF’s 2015 Annual HAI Report, beginning with the July 2013-to-June 2014 reporting
period, a rule change was made to Chapter 270 to reduce the data collection burden on Maine hospitals
by changing the MRSA measure from a comprehensive infection review to counting the number of HO
LabID events as proxy for infection rates.”® The MRSA and C.difficile LabID event rates appearing in this
report reflect the data as it was reported by each hospital to the NHSN. With just two years of data, it is
too early to establish a long-term trend. However, the MRSA rate per 1,000 patient days for the time
period January to June 2014 was 0.27% and for the time period July 2014 to June 2015 was 0.31%. The
C.difficile HO LabID event rate for the current reporting period remained unchanged from the year
before.

More detailed information can be found in the appendices

Individual hospital performance across all outcome and process measures is displayed in the charts and
tables in APPENDIX B and APPENDIX C. These two appendices provide a reference for identifying hospitals
whose performance is at or above 95 percent compliance and where there are opportunities for
continued improvement within a hospital and/or a measure.

The U.S. CDC's measures of Maine's HAI performance

The Federal CDC released its 2016 edition of the National and State Healthcare-Associated Infections
Progress Report in early March. Their report measures the incidence of HAls based on the Standard
Infection Ratio (SIR), the ratio between the actual number of HAls to a risk-adjusted, expected number
of HAIs. The report can be found online at: http://www.cdc.gov/HAI/pdfs/progress-report/hai-
progress-report.pdf

2% abID event reporting counts the number of cases when the pathology lab identified the presence of MRSA or C. difficile in a
patient sample. While the U.S. CDC recognizes LabID event rates (the ratio of LabID events to inpatient days) as a reasonably
reliable proxy for infection rates, the reader should keep in mind that some patients can carry MRSA or C. difficile bacteria
without developing an infection. Therefore, the LabID event rate will almost always appear higher than the actual infection
rate.
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CMS includes data for several HAl measures in its Hospital Compare database

The federal Centers for Medicare & Medicaid Services (CMS) publish hospital quality data for larger
hospitals, i.e., hospitals paid under the Medicare Prospective Payment System (PPS). This source
includes data on additional healthcare-associated infection measures not included in Maine's Chapter
270, such as, catheter-associated urinary tract infections (CAUTI), and surgical site infections for colon
surgery and abdominal hysterectomies. The inclusion of these measures is currently under
consideration by MQF for next year's HAI Annual Report.

What prevention activities are underway in Maine?

Maine State Healthcare Associated Infection Prevention Plan

Maine CDC began its HAI program in 2010 with federal stimulus funds. It has continued since then with
some support from the federal CDC. The Maine CDC HAI program:

e participates in monthly meetings with the Pine Tree Chapter of the Association for Professionals in
Infection Control (APIC-PTC);

e Participates in regular meetings with the new HAI Collaborating Partners advisory group;

e analyzes process and outcome data for all Maine hospitals and reports findings to hospital
management;

e has assisted Maine hospitals in reporting HAl infection data to the federal CDC;

e offers training sessions to long term care facilities throughout the state; and

e has expanded and improved the capacity of pathology labs to identify and confirm C. difficile
infections.

Maine CDC continues to promote “antibiotic stewardship” to encourage hospitals, physicians and
patients to reduce the overuse of antibiotics, one of the key causes of antibiotic resistant infectious
agents. The Maine CDC is also increasing surveillance on newly emerging drug-resistant disease
organisms.

The Maine CDC also collects and validates HAI data that Maine hospitals have submitted to the Federal
CDC's National Healthcare Safety Network (NHSN). Validation verifies that the numerators and
denominators reported to NHSN meet the U.S. CDC's complex and sometimes changing definitions and
reporting criteria. It also assures the accuracy and reliability of data used for public reporting, quality
improvement efforts and rate-based quality incentives.”

Each year, Maine CDC validates MRSA and C.difficile LabID event data for about one-half of Maine acute
care hospitals on a rotating basis. This year, the Maine CDC conducted validation studies for hospitals
not included in last year's validation study, and for hospitals with low validation scores in the prior year.

2 National Healthcare Safety Network (NHSN) External Validation Guidance and Toolkit 2014, U.S. CDC, March 2015, p.1,,
accessed at http://www.cdc.gov/nhsn/pdfs/validation/2014/2014-nhsn-ev-guidance.pdf
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Advice and technical assistance based on issues raised by the validation study are shared with hospital
infection preventionists from across the state.

More detailed information and results from this year's validation study are available in Appendix I, and the
Maine CDC's new HAI State Plan 2015-2018 can be found at Appendix E.

Association for Professionals in Infection Control, Pine Tree Chapter (APIC-PTC)

APIC's Pine Tree Chapter holds monthly meetings and supports infection preventionists across the
continuum of care by offering training programs in areas such as C. difficile, Ebola preparedness, best
practices for CAUTI prevention, and emerging infections. They also keep members informed about
national infection prevention initiatives and federal reporting requirements. The APIC Pine Tree Chapter
also participates in Maine's new HAI Collaborating Partners Committee (see below)

The APIC Pine Tree Chapter's annual report appears in Appendix F.

Maine HAI Collaborating Partners

The MQF and the Maine CDC convened the first meeting of the Maine HAI Collaborating Partners in
March 2015 with the assistance of APIC-PTC. The HAI Collaborating Partners Committee will assess and
analyze the status of infection prevention and control in the state of Maine and make recommendations
on state strategies for the reduction of healthcare associated infections across all healthcare settings.

Committee Objectives:
1. Provide guidance to the Maine Quality Forum (MQF) for the reporting of metrics related to
healthcare associated infections for Chapter 270.
a. Evaluate the completeness and the accuracy of reporting requirements.
b. Establish priorities for external validation studies.
c. Recommend additions and deletions of HAI related metrics.
2. Evaluate successfulness of the State HAI Plan and update as needs/priorities demand.
a. Review infection prevention and control data on a state level.
b. Develop mitigation strategies for addressing identified gaps in infection prevention
and control.
c. Analyze healthcare associated infection data by region to assess infection/
pathogen threat.
d. Provide guidance to address potential emerging threats.

The stakeholders that make up this group include infection preventionists from acute care and critical
access hospitals and representatives from long term care, hospital pharmacists, laboratory pathologists,
microbiologists, physicians, nurses, consumer representatives, the CMS-designated Quality
Improvement Organization (QIO) for Maine, the Maine Hospital Association and the DHHS Division of
Licensing and Regulatory Services. The MQF and Maine CDC co-chair this group with the support of
Muskie staff. The Group actively advised Maine CDC in the development of the new HAI State Plan and
will continue to advise MQF and Maine CDC on HAl-related issues.

The group's Annual Report appears in Appendix D.
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Curriculum for Infection Preventionists in Nursing Facilities

As previously noted HAls are not restricted to hospitals but can be found in other care settings, including
nursing facilities. However, due to high turnover rates and other factors, many individuals charged with
the infection preventionist role at skilled nursing facilities have had little preparation and coordinated
training for their work in prevention, surveillance, control of active infections and performance
improvement. In response, the MQF contracted with the Muskie School of Public Service to develop an
online training core curriculum of general infection control and prevention practices, common infectious
diseases, isolation/transmission precautions surveillance and data handling, performance improvement,
and antibiotic stewardship. The Maine CDC and APIC-PTC have been actively involved in the
development of the curriculum which will enter a pilot testing phase in early 2016. You can read more
about the curriculum in Appendix G.

The new Compare Maine website reports hospital data for MRSA and C.difficile

The MQF has collaborated with the MHDO to provide the public with Maine healthcare cost and quality
information via the new CompareMaine.org website, which went online in November 2015. The

website, supported by federal grants of approximately S2 million, offers consumers easy access to
provider-specific cost and quality information on a variety of healthcare services and procedures.

CompareMaine's quality measures include CMS-reported 2013-2014 HAI data on MRSA and C.difficile
standardized infection ratios (SIRs), adjusted for differences in hospital characteristics. The SIR
measures the ratio of the actual to expected number of infections. A SIR lower than 1.0 indicates a
better-than-expected number of infections, while SIRs above 1.0 indicate worse than expected infection
rates. MHDO intends to include additional HAI measures in the future.
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Conclusions/Recommendations

Maine continues to show progress in addressing the risks associated with health care associated infections.
The table below reports the status of the recommendations made in last year’s Annual HAI Report.

Recommendations from
the 2015 Annual Report

1. Continue to support the work of the | The HAI Collaborating Partners Committee held six meetings
Maine HAI Collaborating Partners during 2015 and provided significant feedback in the
Committee and ask the group to development of Maine CDC's 2015-2018 State of Maine
evaluate Maine's HAI reporting Healthcare-Associated Infections Plan. The Committee also
efforts and to recommend changes | discussed the HAI sections of Chapter 270 and the possibilities
or improvements to Chapter 270, of expanding its application to outpatient surgical centers,

Status

including the feasibility of dialysis treatment facilities and long term care settings.
broadening its scope to other MHDO hosts a section on its website to serve as an HAI
healthcare settings. information resource and repository for the Collaborating

Partner group. https://mhdo.maine.gov/haiCPcommittee.htm

2. Continue to identify, monitor, and
propose data collection and public
reporting of new HAI measures that
are evidence-based and nationally
recognized. Also request the HAI

Collaborating Partners' advice on: There has been discussion at the HAI Collaborating Partners

e Whether the State should Committee that future HAI Annual Reports include publically
publicly report the Catheter available CAUTI data from the CMS Hospital Compare
Associated Urinary Tract database. However, CMS reports CAUTI data for 9 of Maine's
Infection (CAUTI) data that 35 acute care hospitals. Although not yet required, several
prospective payment system Critical Access Hospitals in Maine are submitting CAUTI data

hospitals currently submit to the | to NHSN and the others are likely to follow.
National Healthcare Safety
Network (NHSN); and
e Amending Chapter 270 to
require Critical Access Hospitals
to report CAUTI data to NHSN.

3. Continue to support the The Maine CDC and APIC-PTC continue to assist new hospital
development of new training infection preventionists in learning how to accurately collect
programs for infection and report HAI data to the U.S. CDC's National Healthcare
preventionists and other health Safety Network.
care professionals in hospitals and | The Maine Quality Forum (MQF), with the support of the ME
other settings of care. CDC and APIC-PTC, contracted with the Muskie School of

Service to create an HAI online training curriculum for
infection preventionists in the skilled nursing facility setting.
The training program will be made available in 2016.
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Recommendations from

Status

the 2015 Annual Report

4. Continue to support the Maine

CDC's work to validate HAI
reporting data, and support Maine
CDC's ongoing HAI prevention and
surveillance efforts as described in
the new Maine State Healthcare
Associated Infection Prevention
Plan currently under development.

Maine CDC submitted the new Maine HAI State Plan 2015-18
to the federal CDC in October 2015 (see Appendix E). Under
the new Plan, Maine CDC, with MQF's support, will expand
the validation of HAI data from MRSA and C.difficile to all HAI
measures reportable to the NHSN.

Continue to assist in the The MQF is collaborating with the MHDO to promote public
development of MHDOQ's new public | transparency of the quality and cost of healthcare in the State
reporting website and provide of Maine. With the support of two federal grants totaling
periodic HAI quality measures data | approximately $3.7 million, MHDQ's new CompareMaine.org
summaries once the site goes website went online in November of 2015. CompareMaine
online. provides consumers with easy access to provider-specific cost

and quality information on a variety of healthcare procedures.
Among a number of quality measures, CompareMaine
includes HAI data on standardized infection ratios (SIRs) for
MRSA and C.difficile. SIRs, which are risk-adjusted for
differences in several hospital characteristics, measure the
ratio between the actual and expected number of infections.
A SIR lower than 1.0 reflects a better-than-expected infection
rate while SIRs above 1.0 indicate a worse-than-expected
number of infections. CompareMaine currently reports MRSA
and C.difficile data from the 2013-2014 reporting period.

Maine Quality Forum Recommendations for 2016

1.

Continue to support the HAI Collaborating Partners committee by asking it to review the choice of
HAl-related quality measures included in Chapter 270 and by seeking its ongoing advice on the
implementation of the new State HAI Plan.

Support some of the elements of the State HAI Plan, including the development of a statewide or
regional conference to focus attention on HAI prevention.

Consider the feasibility of supporting the expansion of antibiotic stewardship efforts.

Expand the CompareMaine.org website with a new a consumer education component on antibiotics
provide comparative information on pharmacy prescriptions prices via a link to the GoodRx.com
website.

Collaborate with the Maine CDC in building a strategy to expand the scope of HAl measure
validation to all Chapter 270's HAl outcomes measures.

Develop the road map for statewide implementation strategy and awareness campaign of the

extended care facility HAI training module (see Appendix G) and provide support for continued
maintenance and regular updating.
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Appendix A: Maine hospitals listed by hospital peer group
July 2014 to June 2015

The Maine hospital peer groups were created by the Maine Hospital Association to facilitate comparisons
between similar hospitals.

Peer Group A

Central Maine Medical Center ...........cccovcvvevceeinenenneennn, Lewiston

Eastern Maine Medical Center.............ccvvveeiiiiiiiiieneeennnee Bangor

Maine Medical Center ............cceiiiiiiiiiiiieee e Portland
MaineGeneral Medical Center ..........ccccveveiiiiieeiiiiieeeene Augusta/Waterville

Peer Group B

Aroostook Medical Center, The ........ccccccviiiiiiniiieieninenn, Presque Isle/Fort Fairfield
Mercy HOSPItal ......ceeveeiiiiiiiiiieee e Portland/Westbrook
Mid Coast HOSPItal .........evvevrieieiiiiiiieieieieieieieveveveveeeveeeeeeeees Brunswick
Penobscot Bay Medical Center.............uuvvvvvvvveveeevnininnnnnnns Rockport
Southern Maine Health Care — Biddeford Campus .......... Biddeford
St Joseph HOSpiItal ...........evvviiiiiiiiiiiiiiiiiiiiiiieieiireeeeeeeeenennnn. Bangor
St Mary's Regional Medical Center..........cccccceovvvvvveennnennn. Lewiston
YOrk HOSPItal ......coeiiiiiieiiiiii e York

Peer Group C
Cary Medical Center ........ccooiueieiiiiiee e Caribou
Franklin Memorial Hospital............ccccooiiiiiiniiiienieeee, Farmington
Southern Maine Health Care — Sanford Campus*............ Sanford

Peer Group D

Maine Coast Memorial Hospital ...........ccccccooiiiiiiiiiiininnne Ellsworth
INland HOSPItAl .....cooeiiiiiiiiiiice e Waterville
Northern Maine Medical Center .........ccooovvveeeeeiiiieiivieeene Fort Kent
Parkview Adventist Medical Center’ .........cocoovveeveceeeennn. Brunswick

Peer Group E

Blue Hill Memorial Hospital ...........cocuviiiiiiiiiiiiiiieeeeee Blue Hill
Bridgton HOSPItal............vvveiiiiiieiiiie e Bridgton
Calais Regional Hospital..........cccoocieeeiiiiienie e Calais
Charles A. Dean Memorial Hospital & Nursing Home ...... Greenville
Down East Community Hospital ...........cccccoviiiieiiiieenne Machias
Houlton Regional Hospital ...........cccccvvveveeeiiiiiiieiece e Houlton
LincolnHealth ..........oooiiiiiii e Damariscotta
Mayo Regional Hospital ................cuvvviviiieiiinieiiinieieinininnnnn, Dover-Foxcroft
Millinocket Regional Hospital ...............evvvveveivieinieinininininnn, Millinocket
Mount Desert Island Hospital...............eevveeveieieinieininininnnn. Bar Harbor
Penobscot Valley Hospital ...........ccceeviiiieiniiine e Lincoln
Redington-Fairview General Hospital ............cccccocceeeenee Skowhegan
Rumford HOSPital ..........c.eeveiiiiiiiiiie e Rumford
Sebasticook Valley Hospital...........ccoooiiiiiiiiiiiiiiiiieee, Pittsfield
Stephens Memorial Hospital ..., Norway
Waldo County General.........ooooiiiiiiiiieeiiiiiieeeee e Belfast

* SMHC's Sanford Campus stopped accepting inpatients in October 2015.
" parkview Adventist closed its acute inpatient care units in June 2015.
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Appendix B: Maine trends in hospital-reported HAI measures

This appendix describes each of the following measures which hospitals are required to submit and includes
charts comparing hospital-specific rates and trend lines for each measure.

I. Central line catheter associated bloodstream infections (CLABSI)

e The annual weighted average rate for central line catheter-associated blood stream infections per
1,000 intensive care unit central line days (HAI-1).

o Number of catheter-related blood stream infections among neonatal intensive care unit patients per
1,000 central line catheter or umbilical days (HAI-2).

e Documented compliance with all five evidence-based interventions for patients with intravascular
central catheters (central line bundle compliance) in intensive care units (HAI-3).

e Documented compliance with the four insertion-related, evidence-based interventions
for patients with intravascular central catheters (central line bundle compliance) placed
preoperatively, in pre-operative areas, operating rooms, and recovery areas (HAI-4).

Il. Ventilator associated pneumonia (VAP)

e Percent documented compliance with all five evidence-based interventions for patients with
mechanical ventilation (ventilator bundle compliance) in intensive care units (HAI-5).

lll. Methicillin-resistant Staphylococcus aureus (MRSA)
e Hospital onset MRSA LablID events per 1,000 patient days.

IV. C. difficile
e Hospital onset C. difficile LabID events per 10,000 patient days.
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Central line catheter associated bloodstream infections (CLABSI)

HAI-1: The annual weighted average rate for central line catheter-associated blood stream infections per 1,000
intensive care unit central line days

HAI-2: Number of catheter-related blood stream infections among neonatal intensive care unit patients per 1,000
central line catheter or umbilical days

HAI-3: Documented compliance with all five evidence-based interventions for patients with intravascular central
catheters (central line bundle compliance) in intensive care units

HAI-4: Documented compliance with the four insertion-related, evidence-based interventions for patients with
intravascular central catheters (central line bundle compliance) placed preoperatively, in pre-operative areas,
operating rooms, and recovery areas

Some patients need large intravenous (1V) catheters — sometimes called “central lines” — which are inserted into
the body to deliver concentrated solutions of drugs, to monitor special types of pressures, or to measure certain
aspects of heart performance. For adults, central line catheters are ordinarily inserted into the large veins of the
chest or into the heart itself. Neonates can also have central lines, but these lines may enter the body through
the umbilical cord.

A central line associated bloodstream infection (CLABSI) is defined as, "a laboratory-confirmed bloodstream
infection where [the] central line or umbilical catheter", had been in place for more than two days and the
catheter was still in place on the day or day before the blood sample was taken.” These types of infections lead
to longer hospital stays, increase the costs of care, and even increase the risk of patient death. Hospitals can
prevent CLABSI by ensuring the proper insertion and care of the central line. Tracking how often CLABSI occurs
may identify some opportunities for improvement, especially given that CLABSI is a relatively rare event in
healthcare settings.

The use of central lines to deliver medications and to monitor how well a patient’s body is functioning is an
important tool available to health care providers. But because central line bloodstream infections result in risk
of morbidity and mortality to patients and because they result in longer and more costly hospital stays, it is
important to take steps to effectively and efficiently reduce their incidence.

Clinicians and researchers have studied CLABSI carefully and have developed strategies designed to lower the
risk of central line related infections. These strategies have been grouped into “bundles” of best practices —
practices that will reduce the risk of infection before and during insertion of the central line, and strategies to
minimize the risk of infection while the central line is still in place.” There are standard definitions for these
bundles of best practices, which include the use of appropriate sterile barrier precautions, using chlorhexidine to
cleanse the patient’s skin prior to inserting the catheter, avoiding insertion of the central line in a femoral site,
dressing the insertion site appropriately and removal of the catheter at the earliest possible point in time. It is
important that hospital personnel responsible for caring for patients who need a central line use these best
practices to help reduce those patients’ risk of bloodstream infection.

22 nCDC Device Associated Module: Bloodstream Infection Event (Central Line-Associated Bloodstream Infection and Non-central line-
associated Bloodstream Infection", U.S. Centers for Disease Control and Prevention, April 2015, p. 4-3.

23 "How-to Guide: Prevent Central Line-Associated Bloodstream Infections (CLABSI)". Cambridge, MA: Institute for Healthcare
Improvement; 2012 accessed at:
http://www.ihi.org/resources/Pages/Tools/HowtoGuidePreventCentralLineAssociatedBloodstreamInfection.aspx

Maine Quality Forum - 2016 HAI Report to Maine State Legislature 20



http://www.ihi.org/resources/Pages/Tools/HowtoGuidePreventCentralLineAssociatedBloodstreamInfection.aspx



HAI-1: Number of central line catheter-associated blood stream infections among intensive care unit (ICU)
patients per 1,000 central line days, July 2014 to June 2015. Of the 33 Maine hospitals that used central line
catheters in an ICU or mixed acuity unit 26 hospitals reported zero infections in 12 months.

Weighted average:
WJr 1.0infections per

Peer Grp. Hospital Num./Den. 1,000 central line days

B - Aroostook (0/270)

B - Mid Coast (0/503)

B - SMHC Biddeford (0/383)

B - St. Joseph (0/769)

B - York (0/560)

C - Cary (0/177)

C - Franklin (0/80)

C - Maine Coast (0/40)
C - SMHC Sanford (0/77)%
D -Inland (0/234)%

D - NMMC (0/52)

D - Parkview (0/340)F |~
E - Bridgton (0/275)t | g
E- CADean (0/17)F |3
E - Calais (0/256)t | &
E- Down East (0/72)t | @
E - Houlton (0/325)t |
E - Lincoln (0/126) | Number of
E - Millinocket (0/25)F | + = Hospitals that infections
E - Mt. Desert Is. (0/12) directly report- per 1,000
E-PenValley (0/19)F |  edtheir HAI-1 patient.days
E-Red-Fairview (0/47) |  datato MHDO :
E - Rumford (0/203)t | instead of
E - Sebasticook (0/123)F | through NHSN These two hospitals
E - Stephens (0/31)t | ' appear to have had
E-Waldo (0/54) | high rates, but each
A- EMMC (6/6,878) | | loo had only one infection.

A-MGMC (2/2,268) | | 0.9 / /

A- CMMC (3/2,836) | 1.1

B - St.Mary's (1/846)t | | 1.2

A- MMC (13/8,554) | 1.5
B - Mercy (1/627) | | 1.6

B-PenBay(0/0) | n/a
E - Blue Hill (0/0) | n/a
E-Mayo (0/0)F | n/a

Lower rates are better

Group A GroupB Group C GroupD Group E

NOTE: Although the rates for St. Mary's Hospital and Mercy Hospital appear to be concerning, those two hospitals had only one CLABSI
infection each. Their data sample size is too small to tell if they meaningfully differed from most hospitals in their CLASBI prevention
efforts or if it’s only a matter of random chance that a CLABSI infection happened to occur in their hospital.

Maine Quality Forum - 2016 HAI Report to Maine State Legislature 21





HAI-1 five-year trend: The annual weighted average rate for central line catheter-associated blood stream
infections (CLABSI) per 1,000 intensive care unit central line days for all Maine hospitals from July 2010 to June
2015 improved by about 0.4 fewer infections per 1,000 patient days.

Maine number of infections
per 1,000 central line days

1.44

Maine T

Lower rates S 0 1.06

are better trend line 0.96
July"10 to July "11 to July '12 to July'13 to July "14 to
June "11 June "12 June "13 June '14 June "15
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HAI-2: Number of catheter-related blood stream infections among high-risk nursery patients per 1,000 central-
line or umbilical catheter days, for the two Maine hospitals that used central line catheters in their neonatal
intensive care units (NICU), July 2014 to June 2015. Although the data is collected by five different birth weight
categories, there are too few cases to measure any meaningful difference between them.

The numerators (number of infections) and denominators (number of catheter days) are in parentheses.

Weighted average:
2.7 infections per 1,000 central

Resr Grpy: Hospital Mim.Alen: line catheter or umbilical days

A-CMMC(0/2) | 0.0 i
A-EMMC (2/764) 2.6
A-MMC(5/1,784) | 2.8

=
-

Lower rates are better

HAI-2 five-year trend: Number of catheter-related blood stream infections (CLABSI) among neonatal ICU
patients per 1,000 central-line catheter or umbilical days by Maine hospitals with neonatal ICU's, from July 2010
to June 2015.

The overall HAI-2 infection rate rose compared to the previous year and was well above its low-point of just 0.6
infections per 1,000 catheter or umbilical days during the 2010-11 reporting period. Had that same rate been
achieved last year, Maine would have had only 2 neonatal CLABSI infections instead of 7.

Maine number of infections per

1,000 central line or umbilical days Maine 5-year

trend line
I

2.9

2.470 V w27

Lower rates

0.6 are better
July"10 to July'11 to July"12 to July '13 to July "14 to
June '11 June '12 June '13 June '14 June '15
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HAI-3: Percent documented compliance with all five evidence-based interventions for patients with
intravascular central line catheters (central line bundle compliance) in intensive care units among Maine
hospitals designated by peer group, July 2014 through June 2015.

Weighted average 93.7%
Peer Grp. Hospital Num./Den. ]’

A- CMMC (246/246) | | 100%
A- MGMC (294/294) | | 100%
B - Aroostook (69/69) | | 100%
B - Mercy (27/27) | 100%
B - Mid Coast (95/95) | | 100%
B - St. Joseph (97/97) | | 100%
B - St. Mary's {35/35) | | 100%
B - York (77/77) | | 100%
C - Cary (36/36) | 100%
C - Maine Coast (17/17) | | 100%
D - NMMC (15/15) | | 100%
D - Parkview (9/9) | | 100%
E - Blue Hill (5/5) | | 100%
E - Bridgton (11/11) | 100%
E - Calais (8/8) | | 100%
E - Houlton (3/3) | | 100%
E - Lincoln (14/14) | | 100%
E - Millinocket (8/8) | | 100%
E - Mt. Desert Is. (22/22) | | 100%
E-PenValley (4/4) | | 100%
E - Red-Fairview (11/11) | | 100%
E - Sebasticook (5/5) | | 100%
E - Waldo (18/18) | | 100%
A- EMMC (340/341)+ | 100%
C - Franklin {21/22)+ | 95%
B - SMHC Biddeford (53/56) | | 95%
D - Inland (17/18) + 94%
E - Stephens (10/11) | 91%
B - Pen Bay (17/20) |  85% |
A- MMC (512/640) | | 80%
C - SMHC Sanford (7/9) | | 78% \
E - Down East (3/4) < | 75% Bundle
E-CADean(0/0) | n/a Five hospitals missed compliance
E-Mayo (0/0) | n/a having a perfect bates
E-Rumford (0/0) | n/fa  scorebyjust one case. |

Higher rates are better

Group A [1GroupB [1GroupC [ GroupD [ GroupE

Note: Hospitals sorted by compliance rate, then by Peer Group, and within Peer Groups, alphabetically by name.

Hospitals with a rate of “n/a” reported having no patients who fit this category from July 2014 through June 2015.
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HAI-3 five-year trend: The annual weighted average percent documented compliance with all five evidence-
based interventions for patients with intravascular central catheters (central line bundle compliance) in
intensive care units across all Maine hospitals, July 2010 through June 2015. Overall performance in the last 12-
month reporting period improved by 0.5% compared to the prior year and was 1.5% better than the level

had been five years earlier.

: : S5-year
el o
0 /!
94.0% 90.4% |/ 93.2%
97 3%, e————========= . & + 93.7%

Higher rates
are better

July "10 to July"11 to July "12 to July "13 to July "14 to

June "11 June "12 June "13 June "14 June "15
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HAI-4: Percent documented compliance with the four insertion-related, evidence-based interventions

for patients with intravascular central catheters (central line bundle compliance) placed preoperatively, in pre-
operative areas, operating rooms, and recovery areas by Maine hospitals designated by peer group, July 2014
through June 2015.

Weighted average 96.9% —l

W/

Peer Grp. Hospital Num./Den.

A- EMMC (56/56) | | 100%
B - Aroostook (56/56) | | 100%
B - Pen Bay (4/4) | | 100%
B - SMHC Biddeford (182/182) | | 100%
B - York (204/204) | 100%
C- Cary (38/38) | | 100%
C - Franklin (5/5) | | 100%
C - Maine Coast (4/4) | | 100%
C - SMHC Sanford (7/7) | | 100%
D -Inland (38/38) | | 100%
D - NMMC (2/2) | 100%
E - Calais (3/3) | | 100%
E - Down East (1/1) | | 100%
E - Houlton (15/15) | | 100%
E - Lincoln (2/2) | | 100%
E - Millinocket (2/2) | | 100%
E - Mt. Desert Is. (2/2) | 100%
E- PenValley (1/1) | | 100%
E - Red-Fairview (6/6) | | 100%
E - Sebasticook (2/2) | | 100%
E - Waldo (15/15) | | 100%
A-CMMC (125/127) | | 98%
B - Mercy (75/81) | 93%
A- MGMC (9/10) | 90%
A-MMC (232/258) | | 90%
B - Mid Coast (0/0) | n/a |
B - St. Joseph (0/0) | n/a MGMC missed
B - St. Mary's (0/0) | n/a a perfect score
D - Parkview (0/0) | n/a by just one case. Bundle
E - Blue Hill {0/0) | n/a compliance
E - Bridgton (0/0) | n/a rates
i _—
E_Sl\[:lzsg :g';g; - :ﬁ: Higher rates are better
E - Rumford (0/0) : n/a
E - Stephens (0/0) | n/a

GroupA GroupB GroupC GroupD @ GroupE

Note: Hospitals sorted by compliance rate, then by Peer Group, and within Peer Groups, alphabetically by name.
Hospitals with a rate of “n/a” reported having no patients who fit this category from July 2014 through June 2015.
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HAI-4 five-year trend: The annual weighted average percent documented compliance with the four insertion-
related, evidence-based interventions for patients with intravascular central catheters (central line bundle
compliance) placed preoperatively, in pre-operative areas, operating rooms, and recovery areas across all Maine
hospitals, July 2010 through June 2015. Maine's overall performance on this measure improved by 2.9% since

the year before and was 0.5% above the performance level five years earlier.

Maine statewide
bundle compliance rate

96.3% 97.0% 96.0% 94.0% 96.9%
- e - e ——i
R“ .
\\\
Maine 5-year
trend line
T Higher rates
are better

July"10 to July '11 to July"12 to July'13 to July "14 to

June "11 June '12 June "13 June "14 June '15
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Ventilator associated pneumonia (VAP)

HAI-5: Percent documented compliance with all five evidence-based interventions for patients with mechanical
ventilation (ventilator bundle compliance) in intensive care units

At times, it is necessary for a doctor to take steps to open a patient’s airway, to allow air to flow freely to the
lungs. An endotracheal tube can be used for this purpose. Inserted into the trachea, it acts as a passage through
a patient’s upper airway — this is commonly called “intubation”. During surgery, intubation is used to ensure
that a patient is able to breathe properly while under anesthesia. In the case of some critically ill patients, the
tube is connected to a mechanical ventilator to ensure respiration in patients who cannot breathe on their own.
Sometimes, patients who are intubated get pneumonia; when the pneumonia occurs after the patient has been
on mechanical ventilation it is referred to as “VAP” or ventilator associated pneumonia. On any given day, about
18 percent of hospital inpatients on mechanical ventilation have VAP** and VAP can lead to increased severity of
iliness, greater risk of death, and longer, more expensive hospital stays.”

The risk for VAP can be related to a patient’s pre-existing condition. They may have a suppressed immune
system, chronic obstructive lung disease or other acute respiratory distress syndrome, which can make a patient
vulnerable to pneumonia. If a patient is heavily sedated while on a ventilator they may be at increased risk of
pneumonia, which can also be influenced by the position the patient is lying in (whether they are flat on their
back or with head raised).

There are device-related risk factors for VAP, particularly with regard to how a specific device might influence
secretions or lead to aspiration of bacteria into a patient’s lungs. Poor hand hygiene in care workers is the most
significant personnel-related factor in the risk of VAP.?®

Research has found that there are practices that can reduce the risk of VAP and other complications. When
these practices are bundled and used together, they produce even better outcomes than if any one of them
were used alone. The VAP bundle includes elevating the head of the patient’s bed, deep vein thrombosis
prevention, peptic ulcer disease prevention strategies, daily sedation “vacations” (moderating the level of
sedation) and daily assessment of a patient’s readiness for removal of mechanical ventilation.

The charts below show, by peer group for each Maine hospital, the degree of adherence to the use of VAP
preventive protocols.

# Magill, op. cit., Supplementary Appendix, p. 12.

» Koenig SM and Truwit JD. Ventilator-associated Pneumonia: Diagnosis, Treatment and Prevention. Clin Microbiol Rev. 2006 October;
19(4): 637-657. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1592694/

2 Allegranzi B and Pittet D, Role of hand hygiene in healthcare-associated infection prevention, Journal of Hospital Infection, 2009;
73:305-315.

Maine Quality Forum - 2016 HAI Report to Maine State Legislature 28




http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1592694/



HAI-5: Percent documented compliance with all five evidence-based interventions for patients with mechanical
ventilation (ventilator bundle compliance) in intensive care units, by Maine hospitals designated by peer group,
July 2014 through June 2015.

Peer Grp. Hospital Num./Den.

W)

Weighted average 94.9% ‘l

A- CMMC (360/360) | | 100%
A- MGMC (161/161) | | 100%
B - Aroostook (54/54) | | 100%
B - Mercy (65/65) | | 100%
B - Mid Coast (46/46) | 100%
B - St. Joseph (53/53) | | 100%
B - St. Mary's (28/28) | | 100%
C - Cary (55/55) | 100%
C - Franklin (34/34) | | 100%
C - Maine Coast (19/19) | | 100%
D - Inland (8/8) | | 100%
D - NMMC (5/5) | | 100%
D - Parkview (3/3) : | 100%
E - Lincoln (1/1) | 100%
E - Millinocket (4/4) | | 100%
E - Mt. Desertls. (1/1) | | 100%
E - Sebasticook (2/2) | | 100%
E - Stephens (7/7) | | 100%
E - Waldo (10/10) | | 100%
A- EMMC (571/573) | 100%
B - SMHC Biddeford (42/43) | 98%
B - York (47/49) | | 96%
E - Red-Fairview (14/15)+ | 93%
A - MMC (664/765) | | 87%
C - SMHC Sanford (9/11) | 82%
B - Pen Bay (10/22) | | 45% '\‘
E - Houlton (0/2) | 0%
EE—:I.ue HI11979) | nfa Two hospitals missed Bumfile
- Bridgton (0/0) | n/a : compliance
E-CADean(0/0) | n/a hawng apetfed rates
E - Calais (0/0) 1 e score by just one case.
E - Down East (0/0) : n/a
E-Mayo (0/0) | n/a 3
E-PenValley (0/0) | n/a Higher rates are better
E - Rumford (0/0) | n/a

GroupA ([IGroupB [GroupC G GroupD [GroupE

Note: Hospitals sorted by compliance rate, then by Peer Group, and within Peer Groups, alphabetically by name
Hospitals with a rate of “n/a” reported having no patients who fit this category from July 2014 through June 2015.
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HAI-5: The annual weighted average percent documented compliance with all five evidence-based
interventions for patients with mechanical ventilation (ventilator bundle compliance) in intensive care units,
across all Maine hospitals, July 2010 through June 2015. Maine's overall compliance rate improved by 0.7%
compared to the prior year and had improved by 4.3% over five years.

Maine statewide
bundle compliance rates

o, o,
90.6% N 94.1% 94..9;6
L ‘_=_________.._—.:-.—_-T'__ —————
% 94.9%
90.2%
Maine
trend line
Higher rates
are better
July "10 to July '11 to July '12 to July '13 to July'14 to
June '11 June '12 June '13 June '14 June '15
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Methicillin-resistant Staphylococcus aureus (MRSA)

Methicillin-resistant Staphylococcus aureus — or "MRSA", is a family of bacteria that can cause infection in
human beings. “Regular” strains of staphylococcus aureus bacteria are often resistant to the effect of penicillin
and other related drugs, but the antibiotic Methicillin is usually able to address a staph infection. However, over
time, some strains of staph have also developed resistance to Methicillin and similar drugs; these bacteria are
referred to as MRSA. MRSA's resistance to so many antibiotics makes it difficult to treat.

MRSA can be found in both the general community and health care facilities. A person can carry MRSA on their
body without having an infection; this is called being “colonized” by the bacteria. MRSA infections are often
seen in the form of relatively mild skin infections that cause sores or boils. In more serious cases it can infect
wounds, surgical incisions and infect the bloodstream, the urinary tract and even the lungs.

Much of the time, MRSA infections are not life threatening, but when a person is already weakened by illness or
surgery — such as people in hospitals or nursing facilities — MRSA can cause more complicated illness, increasing
risk of death. MRSA infections can also increase costs because of longer hospital stays and greater health care
utilization.

Two years ago, MQF and Maine CDC agreed to simplify the way they report data on MRSA. Instead of requiring
hospitals to report the results of comprehensive infection reviews, hospitals now report the number of hospital-
onset (HO), laboratory identified (LabID) MRSA events. That is, they report the number of patients who had a
lab sample test positive for the presence of MRSA.

“Hospital Onset (HO)” is a classification that distinguishes MRSA bacteria most likely acquired during a hospital
stay from MRSA acquired elsewhere. MRSA LablID events are classified as HO only when MRSA is first detected
in a patient sample taken on or after the fourth day of an inpatient stay.

The LabID method is recognized by the federal CDC as a reasonably reliable proxy for MRSA infection rates. It is
important to understand that while the LablD method detects the presence of MRSA bacteria in oron a
patient’s body, a patient can carry the bacteria without having an infection. Therefore, the number of MRSA
LabID events is very likely to be greater than the number of actual MRSA infections. The MRSA LablID event
rates appearing in this report reflect the data as it was reported by each hospital to the NHSN.
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Peer Grp. Hospital Num./Den.
D - NMMC (0/4,665)
E - Blue Hill (0/4,179)
E-CADean (0/6,768)
E - Calais (0/3,548)
E - Houlton (0/6,929)
E - Lincoln (0/7,414)
E - Mayo (0/5,047)
E - Millinocket (0/3,219)
E - Mt. Desert Is. (0/4,799)
E - Pen Valley (0/5,139)
E - Rumford (0/5,583)

sJUaAR (]|geT 0497

B - Aroostook (1/9,759)«+— | 0.10

E - Sebasticook (1/4,314) +——
E- Down East (1/4,142) «¥——

E - Stephens (1/4,592) +—— 0.22

Weighted
average: 0.31

These 5 hospitals each
reported having anly a
.~ single MRSA HO LablD
eventin 12 months.

s

— B-York (2/15,482) | ] 0.13
B - Mid Coast (4/22,342) | 0.18
B-PenBay(4/20,827) | ] 0.19 Number of hospital

onset Lab ID events

0.23 per 1,000 patient days

0.24 |/

— C- Cary (2/8,235)
— (- Maine Coast (2/8,181)
— C - Franklin (2/8,102)
B - SMHC Biddeford {6/24,130)

- C - SMHC Sanford (2/6,357)
B - St. Mary's (10/29,770)
A-EMMC (35/103,176)
A-CMMC (16/46,894)
— E - Red-Fairview (2/5,801)
A-MMC (60/162,363)
— E - Bridgton (2/5,289)
A-MGMC (26/62,551)
B - 5t. Joseph (8/19,122)
D - Inland (3/6,446)

B - Mercy (14/25,531)

E - Waldo (4/6,641)

These 7 hospitals each
reported only 2 LablD events
Group A

] 0.24
] 0.24
] 0.25

D - Parkview (1/3,522)4—— 0.28

«<— Fewer LablD events are better

GroupB GroupC GroupD GroupE
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MRSA: Maine Hospital MRSA HO LablID Rates per 1,000 Patient Days for July 2014 through June 2015, by
hospital peer groups.
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MRSA: The statewide weighted average number of MRSA hospital-onset LabID events per 1,000 patient days
rose from 0.27 during the six-months from January to June 2014, to 0.31 during July 2014 through June 2015.

Maine number of hospital-
onset LablD events
per 1,000 patient days

/ 0.31
0.27

Fewer LabID
events are better

|

lanuary July "14
toJune '14 toJune '15
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C. difficile

The once easy-to-treat Clostridium difficile (“C. difficile”) bacteria that causes diarrhea, fever, loss of appetite,
nausea, belly pain and tenderness have now become more virulent, and sometimes fatal. Between 1997 and
2004, the death rate from C. difficile infections rose from 1.5% to 6.9%.%” The U.S. had an estimated 453,000
C.difficile infections in 2011, of which nearly two-thirds were healthcare-associated and nearly one-quarter were
identified as hospital-onset infections.®

Most cases occur in people on antibiotics; therefore, people already sick, those recovering from surgery and the
elderly are at increased risk. C. difficile spores live for a very long time and are resistant to most disinfectants.
They can be found on everyday items like bed linens and medical equipment, and transported on the hands of
doctors, nurses, other care givers, visitors or others. This is why it is important to remind care givers and
medical providers to wash their hands between seeing patients. However, it is also important to note that C.
difficile infections are possible even when antibiotic use is appropriate and all of the infection prevention
standards are met.

The C. difficile rates presented in this report are based on hospital onset (HO) LabID events (i.e., cases where a
patient lab sample tested positive for the presence of C. difficile bacteria). While the LabID method is
recognized by the federal CDC as a reasonably reliable proxy for C. difficile infection rates, it is important to
understand that while the LablD method detects the presence of C. difficile bacteria in or on a patient’s body, a
patient can carry the bacteria without having an infection. Therefore, the number of C. difficile LabID events is
very likely to be greater than the number of actual C.difficile infections. However, MQF and the Maine CDC
agreed to allow hospitals to report LablD event data instead of numbers of actual infections, because it greatly
reduces the data collection burden. The C.difficile LabID event rates appearing in this report reflect the data as
it was reported by each hospital to the NHSN.

7 Ghose, Chandrabali, Clostridium difficile infection in the twenty-first century, Emerging Microbes and Infections, vol. 2, p. 9, Sept. 2013.
Accessed online on Feb. 4, 2015 at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3820989/

28 Lessa, Fernanda C., et.al., Burden of Clostridium difficile Infection in the United States, The New England Journal of Medicine, 372:825-
834, Feb. 26, 2015.
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C. difficile: The C.difficile Hospital onset (HO) LabID event rate per 10,000 patient days for July 2014 through
June 2015, by hospital peer groups.

Weighted
Peer Grp. Hospital Num./Den. average: 4.0
D - Inland {0/5,645) |
E - Blue Hill (0/4,179) These 6 hospitals each

E - CA Dean (0/6,768)

E - Mayo (0/4,972)

E - Millinocket (0/3,219) |

E - Pen Valley (0/5,066) |

E - Lincoln (1/7,187) +

C - Maine Coast (1/6,077)

E - Sebasticook (1/4,249) «

E - M. Desert Is. (1/4,210) <
B - St. Mary's (7/28,440)
— C-Franklin (2/8,102) |
E - Down East (1/3,805)

B - Pen Bay (6/19,938) |

C - SMHC Sanford (2/6,357) |

reported having only a
— single C. diff. HO LablD
eventin 12 months.

il

| 1.4

| 1.6

| 2.4
| 2.4
| 2.5
| 2.5
| 2.6
| 3.0
| 31

-l
. |
i
|
al

B - Aroostook (3/9,258)
B - Mid Coast (7/20,823)

— [E - Red-Fairview (2/5,422)

A - EMMC (37/95,539)

— [ - Rumford (2/5,450) |

A- MGMC (23/59,575) |

| 3.2

| 3.4

| 3.7

| 3.7

I|3.9

1 3.9

Number of HO
LablD events per
10,000 patient days

A-MMC (61/154,537)
B - York (6/14,704)
B - Mercy (10/24,281) |
E - Bridgton (1/2,334)+
— E - Stephens (2/4,295) |
C - Cary (4/7,904) |
— D - Parkview (2/3,522)
- SMHC Biddeford (14/22,644)
A- CMMC (28/44,629) |
B - St. Joseph (12/19,122) |
D - NMMC (3/4,521) |
E - Houlton (5/6,606) |
E - Waldo (5/6,371) |
E - Calais (3/3,352) |
These 5 hospitals each

reported only 2 LablD events
Group A

3.9
| 41

| 4.1

| 43

| 4.7

| 5.1

| 5.7

| 6.2

| 6.3

| 6.2

| 6.6

| 7.6
| 7.8

| 89
4= Fawer LablD events are better

GroupB IGroupC [ GroupD [IGroupE

Cases are categorized as “hospital onset” if first identified in a sample taken on or after the 4™ day after
hospital admission.

The reader should note that MRSA and C. difficile rates are traditionally measured on different scales.
MRSA infections are measured in cases per 1,000 patient days, while C. difficile is measured in cases per
10,000 patient days.
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C.difficile: The statewide weighted average number of C.difficile hospital-onset LablD events per 10,000 patient
days remained at the same level as the year before. MQF and the Maine CDC changed their C.difficile-related
hospital data reporting requirements from infection data to LabID events beginning in July 2013.

Maine number of hospital onset (HO)
4.0 C.difficile LablD events per 10,000 patient 4.0

Fewer LablID
events are better

|

July'13to July' 14 to
June '14 June '15
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Appendix C: Outcomes and process measures
1. Summary of Maine Hospital Outcomes Measures, July 2014 to June 2015

The following table displays hospital infection or LabID event rates for four outcomes measures presented in
Appendix B. For all four measures, lower rates are better. Hospitals with zero infections are highlighted in blue.

Number of infections per: Number of HO Lab ID events per:
Peer Hospital 1,000 central line days 1,000 patient days | 10,000 patient days
Group HAI-1 HAI-2 MRSA C. difficile
CLABSI (ICU) | Neonatal ICU
CMMC 1.1 0.0 0.34 6.3
EMMC 0.9 2.6 0.34 3.9
A MGMC 0.9 0.42 3.9
MMC 1.5 2.8 0.37 3.9
Aroostook 0.0 0.10 3.2
Mercy 1.6 0.55 4.1
Mid Coast 0.0 0.18 3.4
B Pen Bay 0.19 3.0
SMHC Biddeford 0.0 0.25 6.2
St. Joseph 0.0 0.42 6.3
St. Mary's 1.27 0.34 2.5
York 0.0 0.13 4.1
Cary 0.0 0.24 5.1
c Franklin 0.0 0.25 2.5
Maine Coast 0.0 0.24 1.67
SMHC Sanford 0.0 0.31 3.1
Inland 0.0 0.47 0.0
D NMMC 0.0 0.00 6.6
Parkview 0.0 0.28 5.7
Blue Hill 0.00 0.0
Bridgton 0.0 0.38 437
CA Dean 0.0 0.00 0.0
Calais 0.00 8.9
Down East 0.0 0.24 2.61
Houlton 0.0 0.00 7.6
Lincoln 0.0 0.00 147
£ Mayo 0.00 0.0
Millinocket 0.0 0.00 0.0
Mt. Desert Is. 0.0 0.00 2.41
Pen Valley 0.0 0.00 0.0
Red-Fairview 0.0 0.34 3.7
Rumford 0.0 0.00 3.7
Sebasticook 0.0 0.23 2.41
Stephens 0.0 0.22 4.7
Waldo 0.0 0.60 7.8
Statewide weighted average 1.0 2.7 0.31 4.0

1 While this infection rate may seem high, it's due to only a single reported infection in 12 months.
n/a = hospital did not have any patients to whom the measure applied
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2. Summary of Maine Hospital Compliance Rates for Process Measures, July 2014 to June 2015

The following table displays hospital documented compliance rates for three Healthcare Acquired Infection (HAI)
process measures and six Surgical Care Improvement Project (SCIP) measures seen in APPENDIX B. For all seven
measures, higher scores are better. All performance rates at 95%-or-better are highlighted in blue.

Peer Group Hospital HAI-3* HAI-4 HAI-5
CMMC 100% 98% 100%
A EMMC 100%* 100% 100%
MGMC 100% 90%* 100%
MMC 80% 90% 87%
Aroostook 100% 100% 100%
Mercy 100% 93% 100%
Mid Coast 100% n/a 100%
B Pen Bay 85% 100% 45%
SMHC Biddeford 95% 100% 98% 1
St. Joseph 100% n/a 100%
St. Mary's 100% n/a 100%
York 100% 100% 96%
Cary 100% 100% 100%
c Franklin 95% Tt 100% 100%
Maine Coast 100% 100% 100%
SMHC Sanford 78% 100% 82%
Inland 94%t 100% 100%
D NMMC 100% 100% 100%
Parkview 100% n/a 100%
Blue Hill 100% n/a n/a
Bridgton 100% n/a n/a
CA Dean n/a n/a n/a
Calais 100% 100% n/a
Down East 75%t 100% n/a
Houlton 100% 100% 0%
Lincoln 100% 100% 100%
Mayo n/a n/a n/a
Millinocket 100% 100% 100%
Mt. Desert Is. 100% 100% 100%
Pen Valley 100% 100% n/a
Red-Fairview 100% 100% 93% T
Rumford n/a n/a n/a
Sebasticook 100% 100% 100%
Stephens 91%* n/a 100%
Waldo 100% 100% 100%
Statewide weighted average 93.7% 98.8% 96.1%

T This hospital missed a perfect score due to only a single lapse in 12 months.
* See brief descriptions of each measure on the next page
n/a = hospital did not have any patients to whom the measure applied
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List of the Maine Chapter 270 quality indicators included in

Appendix C: Outcomes and Process Measures

Summary of Maine Hospital Outcomes Measures

HAI-1

HAI-2

MRSA

C. difficile

Central line catheter-associated blood stream infection rate for intensive care unit
patients, per 1,000 central line days

Number of catheter-related blood stream infections among neonatal intensive care
unit patients per 1,000 central line catheter or umbilical days

Number of hospital onset associated Methicillin-resistant Staphylococcus aureus LablD
events per 1,000 inpatient days

Number of hospital onset associated Clostridium difficile LablD events per 10,000
inpatient days

Summary of Maine Hospital Process Measures

HAI-3

HAI-4

HAI-5

Percent documented compliance with all five evidence-based interventions for
patients with intravascular central catheters (central line bundle compliance) in
intensive care units

Percent documented compliance with the four insertion-related, evidence-based
interventions for patients with intravascular central catheters (central line bundle
compliance) placed preoperatively, in pre-operative areas, operating rooms, and

recovery areas

Percent documented compliance with all five evidence-based interventions for
patients with mechanical ventilation (ventilator bundle compliance) in intensive care
units
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Appendix D: Annual Report of the Maine
HAI Collaborating Partners Committee

The HAI Collaborating Partners Committee was formed in early 2015 under the joint auspices of the
Maine Centers for Disease Control and Maine Quality Forum to subsume the responsibilities of MQF's
HAI Subcommittee and to, "assess and analyze the status of infection prevention and control in the state
of Maine and make recommendations on state strategies for the reduction of healthcare associated

infections across all healthcare settings."*

The voluntary membership represented a broad range of
professions and organizations including hospital-based physicians and infection preventionists,
pharmacists, disease prevention and control, nursing facilities, clinical pathology laboratories,

accreditation and licensing, state healthcare associations and consumer groups.

The Committee met monthly during spring and summer and devoted most of its detailed discussions to
advising and helping to develop a newly updated State HAI Plan for submission to the federal CDC. The
Plan (which can been seen in its entirety in Appendix E) set annual goals and activities for 2015 through
2018 to build a comprehensive framework to detect, respond to, analyze and prevent HAI outbreaks
across all healthcare settings. The Plan also addresses ways to improve preparedness for the prevention
and control of emerging pathogens such as Ebola and the highly antibiotic-resistant Carbapenem-
resistant Enterobacteriaceae (CRE) bacteria.

The Plan seeks to enhance epidemiological surveillance of HAl outbreaks, improve regional and
statewide communication and coordination around outbreaks and other HAI issues, provide HAI
prevention training across an expanded range of healthcare settings, build an online information
resource for infection preventionists and other healthcare professionals, explore setting competency
standards and establishing a bi-annual statewide or multi-state regional HAIl prevention conference,
reduce the overuse of antibiotics and promote public education on what patients, friends and families
can do to prevent infection.

In coming years, the Committee will continue to advise MQF and the Maine CDC on the implementation
of the State HAI Plan objectives. The Committee reviewed some sections of Maine Chapter 270 and will
make recommendations, next year, on substantive amendments to the HAI quality measure reporting
sections of the Chapter 270 Rules.

2 Hal Collaborating Partners Committee Operating Guidelines, (Augusta: March 2015)
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HAI Collaborating Partners Committee: Operating Guidelines
(adopted at the Committee's inaugural meeting, March 3, 2015)

Mission:

The HAI Collaborating Partners Committee will assess and analyze the status of infection prevention and
control in the state of Maine and make recommendations on state strategies for the reduction of
healthcare associated infections across all healthcare settings.

Objectives:
3. Provide guidance to the Maine Quality Forum (MQF) for the reporting of metrics related to
healthcare associated infections for Chapter 270.
a. Evaluate the completeness and the accuracy of reporting requirements.
b. Establish priorities for external validation studies.
¢. Recommend additions and deletions of HAI related metrics.
4. Evaluate successfulness of the State HAI Plan and update as needs/priorities demand.
a. Review infection prevention and control data on a state level.
b. Develop mitigation strategies for addressing identified gaps in infection prevention and
control.
c. Analyze healthcare associated infection data by region to assess infection/pathogen
threat.
d. Provide guidance to address potential emerging threats.

Membership:

This volunteer committee shall include persons with expertise in the surveillance, prevention, and
control of healthcare associated infections; safe and effective medication use; clinical laboratory testing,
healthcare facility administration and nursing leadership; infectious disease and patient care; healthcare
preparedness activities; accreditation and licensing; as well as representatives from applicable state
healthcare associations and coalitions (see next page for list of members).

Staff:

This committee will be chaired by a representative from each of the following organizations:
e Maine Center for Disease Control (Maine CDC)
e Maine Quality Forum (MQF)
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HAI Collaborating Partners Committee Membership List

Organization

APIC-Pine Tree Chapter
Acute Care, IPPS facility

APIC- Pine Tree Chapter
Acute Care, CAH facility

Maine Healthcare Association, LTC

Home Health Representative

Ambulatory Surgery
Center Representative

Maine CDC

Maine Hospital Association
Maine Quality Forum/
Maine Health Data Organization

Healthcentric Advisors (QIN-QIO)

Husson Univ. School of Pharmacy /
Eastern Maine Medical Center

Maine Society of Health
Systems Pharmacists

Laboratory Representatives

Healthcare Systems and Districts

OMNE - Nursing Leaders of ME

Consumers for Affordable Healthcare
Consumer Representative

State of Maine: Public Health
Emergency Preparedness

State of Maine: Division of
Licensing & Regulatory Services

Committee Staff

Representative

Gwen Rogers
Ann Graves
Lynn Johnston
Bob Abel*

Linda Ruterbories

Dr. Siiri Bennett
Rita Owsiak
Sandy Parker

Karynlee Harrington

Danielle Hersey

Anthony Casapao, PharmD

Tyson Thornton
Frank Mack
Rick Danforth

Cathy Dragoni
Dr. Jay Reynolds

Dr. August Valenti

Dr. Sandy Harris
Dr. Josh Cutler
Bob Abel*

Emily Brostek
Kathy Day

William Jenkins

Dale Payne

Rita Owsiak

Paul Livingston
Karynlee Harrington
Stuart Bratesman
Sherry Gildard

* A member representing two organizations
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Title

Infection Preventionist

Maine Medical Center
Infection Preventionist

Waldo County General Hospital
Infection Preventionist

Maine Veterans’ Home

Chief Nursing Officer

Home Health Visiting Nurses
Director Program Development
OA Centers for Orthopaedics
State Epidemiologist

HAI Coordinator

VP & General Counsel

Executive Director

Acting State Director

Hospital Coordinator

Assistant Professor / Infectious
Disease Clinical Pharmacy Specialist
Director of Pharmacy

Sebasticook Valley Hospital
Pharmacist, Mercy Hospital

Maine Health and Environmental Testing
Laboratory:

NorDx

Administration

Infectious Disease Physician

Maine Medical Center

Infectious Disease Physician

St. Mary’s Regional Medical Center
Physician, Maine Medical Center
Chief Nursing Officer

Home Health Visiting Nurses
Executive Director

Consumer Advocate

Director Office of Public Health
Emergency Preparedness, Maine CDC
Health Surveyor

Maine DHHS

Maine CDC HAI Program Coordinator
Maine CDC

Executive Director MQF & MHDO
Muskie School of Public Service
University of Southern Maine
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Appendix E:

State of Maine
Healthcare-Associated
Infections Plan
2015-2018

Maine Center for Disease
Control and Prevention

An Office of the
Department of Health and Human Services

Paul R. lePage, Governor Mary C. Mayhew, Commissioner

Department of Health and Human Services
Maine Center for Disease Control and Prevention
Division of Infectious Disease
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Healthcare Associated Infection Program

Introduction:

Healthcare-Associated infections (HAIs) are infections caused by a wide variety of common and unusual bacteria,
fungi and viruses during the course of receiving medical care. Medical advances have brought lifesaving care to
patients, yet many of those advances come with a risk of acquiring an HAI. These infections related to medical care
can be devastating and even deadly.

On any given day, about one in 25 hospital patients have at least one HAI. There were an estimated 722,000 HAls
in United States acute care hospitals in 2011. About 75,000 hospital patients with HAls died during their
hospitalization.30 As our ability to prevent HAIs grows, these infections are increasingly unacceptable.

Treatment for HAIs and other infections is becoming more challenging as antibiotic resistance increases. Several
bacteria have gained the ability to generate enzymes that destroy antibiotics or can change their cell wall structure
to block antibiotics. In these cases, antibiotic choices for treatment are becoming increasingly limited, expensive
and in some cases, nonexistent.

Each year in the United States, at least 2 million people have an infection associated with bacteria that are
resistant to antibiotics, and at least 23,000 people die each year because of these infections”. Antibiotic-resistant
infections can happen anywhere. Data show that most happen in the community; however, most deaths related
to antibiotic resistance happen in inpatient healthcare settings, such as hospitals and nursing homes. Antibiotic
resistance is one of the most pressing threats facing the world today.31

The road to eliminating HAls and combating antibiotic resistance is a road traveled by many. National leadership
is issuing guidance in the form of action plans. Goals are established and annual reports monitor progress.
e Action plans:
0 National Action Plan to Prevent Health Care-Associated Infections: Road Map to Elimination.
April 2013. (U.S. Department of Health and Human Services)
0 National Action Plan for Combating Antibiotic Resistant Bacteria. March 2015. (U.S.
Government)
e  Goals: Healthy People 2020. December 2010. (CDC)
e  Progress Reports: HAI Progress Report. Annual Report. (CDC)

The State of Maine has an important role in this national movement. Numerous organizations across the state as
well as healthcare facilities in acute care, extended care, and ambulatory care settings are working hard to
eliminate HAIs and combat antibiotic resistance. Maine’s HAI Plan is our State’s action plan for this work over the
next three years. This plan has three key areas of focus:

e Responding to threats of infectious disease transmission

e Analyzing data to target prevention activities

e Preventing future HAIls and antibiotic resistance through education and training, promoting best practices

through group collaborative programs and expanding antimicrobial stewardship.

The Maine CDC developed this plan in consultation with the HAI Collaborating Partners advisory council, a group
jointly convened by the Maine CDC and Maine Quality Forum (MQF) and composed of a broad range of
stakeholders listed in Appendix A. The MQF will include an annual summary of the plan's activities and outcomes
in Maine's State HAI Report.

30 Magill SS, Edwards JR, Bamberg W, et al. Multistate Point-Prevalence Survey of Health Care—Associated Infections. N Engl J
Med 2014;370:1198-208.

31 Centers for Disease Control and Prevention. Antibiotic/Antimicrobial Resistance website.: http://www.cdc.gov/drugresistance.
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Acronyms

AR
CAUTI
CDC

CDI

CEO
CLABSI
CRE
DART
DHHS
DNA

HAI
HETL
ICAP
Maine CDC
MDRO
MHA
MHDO
MICIS
MQF
MRSA
NHSN
PTC-APIC
QIN-QIO0
VAE
VISA
VRE

Antibiotic Resistance

Catheter-Associated Urinary Tract Infection
federal Centers for Disease Control and Prevention
Clostridium difficile Infection

Chief Executive Officer

Central Line-Associated Blood Stream Infection
Carbapenem-Resistant Enterobacteriaceae

Data Analysis by Region for Trends Program
Department of Health and Human Services
Deoxyribonucleic acid

Healthcare Associated Infection

Health and Environmental Testing Laboratory
Infection Control Assessment and Promotion Program
Maine Center for Disease Control & Prevention
Multidrug-Resistant Organism

Maine Hospital Association

Maine Health Data Organization

Maine Independent Clinical Information Service
Maine Quality Forum

Methicillin-Resistant Staphylococcus aureus

National Healthcare Safety Network

Pine Tree Chapter — Association for Professionals in Infection Control and Epidemiology

Quality Innovation Network — Quality Improvement Organization

Ventilator-Associated Event

Vancomycin-Intermediate resistant Staphylococcus aureus

Vancomycin-Resistant Enterococcus
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GOAL

Maine will work to eliminate healthcare-associated infections and combat antibiotic resistance by
collaborating with stakeholders across the healthcare continuum and the public to focus on three key actions:

Respond, Analyze, and Prevent.

RESPOND

Detect, investigate, validate, control
and prevent HAl-related outbreaks

Ensure preparedness for
emerging pathogens, especially
those needing enhanced precautions

ANALYZE

Prioritize HAI data for
statewide surveillance

Ensure quality of data

Ensure surveillance data is
available to key stakeholders

Increased data analysis

Maine HAI State Plan 2015-18

PREVENT

Provide education,
training and consultation

Engage in infection
prevention activities

Expand antimicrobial stewardship
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Priorities

Detect, investigate,
validate, control and
prevent

HAI-related
outbreaks

Ensure preparedness
for emerging
pathogens, especially
those needing
enhanced precautions

2015

Define HAI outbreak for State
of Maine, based on federal
CDC epidemiological
definitions.

Design and implement a system
to track HAI outbreak response
and outcomes, for outbreaks
reported to public health.

Assess Ebola readiness at all
four Ebola-assessment hospitals
in the state. DHHS to work
collaboratively with these
selected healthcare facilities to
address any remaining gaps in
readiness in order to achieve
“capacity met” status in each of
11 domains of preparedness.
Conduct webinar with all
hospitals to share findings.

CRE should become a
‘Notifiable Conditions’ by the
fall of 2015. All cases of CRE
would be reportable to Maine
CDC for epidemiologic study.
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RESPOND

2016

Assess capacities of healthcare facilities to
detect, report and respond to potential outbreaks
and emerging threats using standardized tool
from federal CDC.

Determine gaps in HAI outbreak reporting and
response in all healthcare settings

2018

Explore public reporting of
outbreak data, the need for
validation of outbreak data
prior to public reporting and
which outbreaks are
appropriate of public
reporting, in real-time.

2017

Address gaps in outbreak
investigation capacity by
working with healthcare
partners to develop a plan and
infrastructure to improve
outbreak reporting and
response.

Explore the need for additional laws related to
State authority for public health to conduct
investigations related to HAI outbreaks and
lapses in infection prevention and control.

Explore communication plans
among healthcare facilities to
minimize the risk of
transmission of infectious
disease and/or outbreak.

Explore state level emerging pathogen drill and/or table top exercise at HAI conference.

Analyze initial data from CRE as a Notifiable
Condition in the state. Based on first year
findings, determine the need for additional
guidance for control of CRE beyond the federal
CDC 2012 CRE Toolkit.

Investigate having local labs send CRE
specimens to HETL to store, in case funds for
PCR become available in the future.

Include CRE data in the Maine CDC’s Reportable Infectious
Diseases in Maine annual summary report (include genotypic
data).
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Priorities

Prioritize HAI data
for statewide
surveillance

Ensure quality
of HAI data

Ensure surveillance
data is available to
key stakeholders

Increase data
analysis

ANALYZE

2015 2016 2017 2018
Update HAI reporting Review and revise state mandated
requirements (Chapter 270) to HAI reporting requirements

bring it into alignment with state (Chapter 270).
and federal HAI changes.

Explore surveillance for LTC
facilities, targeting MDROs,
antibiotic usage, use of MHDO vs.
NHSN for reporting.

Conduct validation for NHSN reportable data on a rotating schedule, as needed.

Legislature and Public: State HAI Annual Report issued by MHDO/MQF.
Public: Comparisons of acute care hospital cost, patient satisfaction and HAI data provided through Compare Maine
Healthcare Facilities: Facility and region (six New England states) reports for facilities in QIN-QIO collaborative programs.

Acute Care: CEO Dashboard Reports issued annually by Maine CDC; facility specific trend of HAI and prevention data.
(to be expanded to other facilities types as they come on board with HAI reporting)

The Maine Hospital Association (MHA) Board of Directors: Regularly reviewing hospital specific and statewide C. difficile and MRSA data
obtained from the Maine CDC/MHDO.

Develop and implement the Data Analysis by Region for Trends (DART) Program.
o Create an inventory of all healthcare settings in the state. Include at least one infection control point of contact at each facility; identify
current regulatory/licensing authority for each healthcare facility; explore obtaining infection control related regulatory survey findings.
o Build capacity to analyze data reported by facilities in a defined region to allow for comprehensive assessment of potential HAI threat, and
communicate results with healthcare facilities
e Work with federal CDC to guide analytic direction and identify facilities for prioritized assessment/response.
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Priorities

Provide education,
training and
consultation

Engage in infection
prevention
activities.

Expand
antimicrobial
stewardship

PREVENT

2015 2016 2017 2018
Acute Care: Education Build resource list or library of various | Promote patient education ‘What you
webinars targeting CLABSI, | educational tools, presentations, etc. can do to help prevent infection’.
CAUTI, CDI, VAE preven- that have been created. Share Explore media sources such as public
tion (QIN-QIO). repository with healthcare facilities in service announcements, Facebook,
Acute Care: Ebola prepared- | state. Twitter, radio spots, newspapers, and
ness training (federal CDC) websites.

Offer Infection Preventionist mentorship program (PTC-APIC)
Explore logistics of holding a bi-annual HAI prevention conference in 2016 or
2017. Explore partnership to host conference with APIC-PTC and/or the six New
England states with potential public participation.

Explore Infection Prevention and Extended Care Areas for Focus:

Control staffing capacity levels. e Enhance understanding of differences between acute and long

Explore infection control and term care environments, including patient and family education

prevention competency as part of e MDRO:s in long term care — recognition and management

licensing or credentialing for providers. e Accessibility to hand washing equipment/hand sanitizer &
PPE

o |C issues with shared bathrooms, etc.
Develop and implement Infection Control Assessment and Promotion (ICAP) Program.
¢ Based on data from the DART Program, perform targeted assessments in infection prevention and
control at healthcare facilities.
e Identify gaps and work through the HAI advisory council for state/region mitigation planning.
e Implement a response plan to address potential emerging threats identified by using enhanced
surveillance.

Acute Care: Collaborative programs hosted by Healthcentric Advisors [QIN-QIO], to reduce HAISs related to CLABSI, CAUTI, CDI, and VAE.

Engage HAI advisory council in developing state action plan for improving antibiotic usage in state.
. - . ¢ Begin with survey of healthcare facilities AMS surveillance programs.
academic detailing continues - I . .
for provider practices e Explore impact of_antlblotlc s_hortage issues on AMS rgcommendatlons. _
(MICIS). o Explore best practices for patient education that a specimen for culture obtained, results, and dosage of
antibiotic regimen, if necessary. Choosing Wisely campaign materials may be useful.
Promote Get Smart About Antibiotics Week (November) through public service announcements and media.
State public health laboratory (HETL) to roll out study with clinical laboratories to
conduct DNA analysis on isolates of multidrug resistant organisms (e.g. MRSA,
VRE, CRE and VISA) in order to determine the resistance genes most frequently
seen in Maine. The next class of antibiotics will target these resistance genes in
bacteria. Share the findings with providers.

AMS education module and
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Department of Health
and Human Services

Maine People Living
Safe, Healthy and Productive Lives

Paul R. LePage, Governor Mary C. Mayhew, Commissioner

The Department of Health and Human Services (DHHS) does not discriminate on the basis of disability, race, color, creed, gender, age,
sexual orientation, or national origin, in admission to, access to or operation of its programs, services, activities, or its hiring or
employment practices. This notice is provided as required by Title Il of the Americans with Disabilities Act of 1990 and in accordance
with the Civil Rights Acts of 1964 as amended. Section 504 of the Rehabilitation Act of 1973 as amended, the Age Discrimination Act of
1975, Title 1X of the Education Amendments of 1972 and the Maine Human Rights Act. Questions, concerns, complaints, or requests for
additional information regarding civil rights may be forwarded to the DHHS’ ADA Compliance/EEO Coordinator, State House Station
#11, Augusta, Maine 04333, 207-287-4289 (V) or 207-287-3488 (V), TTY: 800-606-0215. Individuals who need auxiliary aids for
effective communication in programs and services of DHHS are invited to make their needs and preferences known to the ADA
Compliance/EEO Coordinator. This notice is available in alternate formats, upon request.
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Appendix F: 2014 Annual Report of the
Association for Professionals in Infection
Control (APIC), Pine Tree Chapter

The Association for Professionals in Infection Prevention and Control (APIC) is a national organization dedicated
to improving patient safety by decreasing infection associated with the provision of healthcare. Maine’s Chapter
was established in 1998. Organizational goals include:

e Demonstrate and support effective infection prevention and control as a key component of patient
safety.

o Define, develop, strengthen, and sustain competencies of Infection Preventionists across the career
span and support board certification in infection prevention and control (CIC).

e Influence and facilitate legislative, accreditation, and regulatory agenda for infection prevention with
consumers, policy makers, health care leaders, and personnel across the care continuum.

e Promote and advocate for standardized, quality and comparable healthcare associated infection data.

APIC- Pine Tree Chapter (PTC) meets monthly and has several committees that developed to meet the
needs of its members. Every member of the organization is required to participate in at least one committee.
The monthly meetings provide education and interaction across the spectrum of care. Topics covered this past
year include accreditation-lessons learned, government affairs-how a bill become law, catheter associated
infections and nurse driven protocols, and water borne infections.

The multi-disciplinary committee is comprised of home health, long term care, behavioral health, and
office based practices. The committee’s immediate goal is to increase understanding of the diversity of agencies
that have infection prevention responsibilities and extend a hand to those agencies. The group is planning an
assessment of infection prevention needs in these agencies to guide APIC-PTC goals.

The Executive Committee, made up of the Past President, Current President, President-elect,
Communication Director (Secretary) and Finance Director (Treasurer) established the goal of re-invigorating the
Maine Infection Prevention Collaborative Committee — Coordinating Committee. January 16, 2015 the first
Collaborating Partners Committee met at the Maine Hospital Association for a kick-off. A multi-disciplinary
group that included laboratorians, physicians, infection preventionists, and representatives from supporting
agencies discussed the need for on-going interaction, collaboration, and communication. In addition, the
Executive Committee developed a succession structure for the top officers. Members who are elected to
Treasurer or Secretary will spend one year in-training before taking office to insure continuity of operations.

The Membership Director of APIC-PTC is focused on providing membership tools and resources for
Infection Preventionists across the continuum of care. Letters of welcome are extended to each new infection
preventionist and they are encouraged to join the group for monthly meetings. A membership directory is being
developed to connect the IPs throughout the state with each other for mentorship and best practice guidance.
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Members, who are not able to attend the monthly meetings in person, are able to connect via conference call
and see slides through See and Share provided by MaineGeneral Medical Center.

The Acute Care Initiatives Director is responsible for maintaining an awareness of state and national HAI
initiatives and bringing that knowledge to the membership. The committee’s work has focused on developing a
catheter associated urinary tract infection best practices bundle and a review of best practices around
Clostridium difficile patient care. The Acute Care committee reviewed the current recommendation for testing
and patient care and compared the old recommendations with the new ones from Society for Healthcare
Epidemiologists of America. We have also reviewed surveillance cases that were challenging and the responses
from the National Healthcare Surveillance Network experts.

The finance committee is responsible for scholarships for education and presenting a detailed budget to
the National organization. Each year two members receive scholarships to the national convention in return
they bring back a presentation to the group. The finance committee also manages vendor relations and speaker
compensation.

The Communication Committee is in the process of completing a website that will be available to all
consumers and healthcare providers in early 2016. In addition, the committee is preparing a lending library to
support facilities that are unable to purchase necessary reference materials. The Secretary is responsible for
taking minutes of every meeting and distributing the minutes, agendas, and any additional materials to the
membership. A separate listserve has been maintained for all other communication to connect members with
each other to answer day-to-day infection prevention questions.

The APIC-PTC is continuing to grow. This year the members of the Chapter from the Critical Access
Hospitals developed a working group to address the issues of Infection Prevention in our smallest facilities.
Chapter members have participated in the preparation of the State HAI plan and given feedback on the
proposed changes to Chapter 270.

Infection prevention is an evidenced based science and to promote understanding of evidence based
practice, the Chapter has developed a journal club. Initially, members were educated on performance
improvement and tools to complete intensive reviews of healthcare acquired infections. Then, the group was
educated on how to read a scientific paper and assess the quality of the study being presented. Recent
publications on methicillin-resistant staphylococcus (MRSA) and the use of precautions, and Prevnar 13 and
Pneumovax 23 were critically reviewed and discussed.

The work of improving patient care by preventing the spread of infection remains an important focus of
the work of the Pine Tree Chapter of APIC. Highly engaged professionals work day-to-day to in facilities
throughout the State of Maine educating today’s leaders, healthcare providers, and patients on ways to improve
health and monitoring performance improvement.
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Appendix G: The Skilled Nursing Infection Prevention Program

Under contract with the Maine Quality Forum, the Muskie School of Public Service e-Learning team is currently
designing an online training curriculum to provide basic infection prevention and control training to Maine
nursing facility staff charged with the infection preventionist (IP) role in their facilities. Currently, many
individuals functioning in this role at Maine skilled nursing facilities (SNFs) have had little preparation and
coordinated training for their work in prevention, surveillance, control of active infections and performance
improvement.

The 8-hour core curriculum for nursing facility IPs will be delivered through an asynchronous 24-hour online
distance education portal. Adequate and appropriate training for SNF IPs can decrease healthcare associated
infections (HAI) in the SNF population. In particular, IPs play a key role in reducing catheter associated urinary
tract infections, the transmission of C. Difficile within a facility, and also the development of drug-resistant
organisms through a rigorous antibiotic stewardship program. Additionally, a strong infection prevention
program can decrease the transmission of HAI from SNF patients to acute-care patients during hospitalizations.

The curriculum will be divided into 6 stand-alone modules that may be completed at the convenience of the
participant. When the participant completes all modules, they will be issued a certificate of completion. The
core content areas are general infection control and prevention practices, common infectious diseases,
isolation/transmission precautions surveillance and data handling, performance improvement, and antibiotic
stewardship. It is vital to community infection control and prevention that these staff are instructed in data
collection techniques that ensure the validity and reliability of the data reported to the State.

There is significant interest and support for this project. In addition to the engagement of the HAI Coordinator
at the Maine CDC, Division of Infectious Disease, the Maine chapter of APIC (Association of Professionals in
Infection Control) has committed their support, engagement, and expertise to this initiative.

The new online curriculum will undergo pilot testing in early 2016 and will be made available later in the year.
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Appendix H: Healthcentric Advisors' HAI prevention report
(O) Healthcentric Advisors

State of Maine Report — NE QIN-QIO Collaboration

The New England Quality Innovation Network / Quality Improvement Organization (NE QIN-QIO) is a part of a
CMS collaborative to help prevent patients from developing healthcare-associated infections (HAIs) in the
hospital. The NE QIN-QIO contract is administered by Healthcentric Advisors in partnership with Qualidigm. The
Maine staff is located in Brunswick and works with a regional team across the 6 states in New England. The
regional collaborative connects healthcare professions across New England to share best practices and improve
patient safety.

The collaborative provides training and support (at no cost to the hospitals) on clinical topics to improve patient
outcomes, reduce healthcare-acquired conditions (HAC) and improve hospital value-based purchasing (HVBP)
scores. Educational offering include topics on central line-associated bloodstream infections (CLABSI), catheter-
associated urinary tract infections (CAUTI), catheter utilization, clostridium difficile infections (CDI) and the
CDC’s ventilator-associated events (VAE) algorithm. A full offering of previous education events can be found on
our website at http://www.healthcarefornewengland.org/providers/hospital/ . If you would like to be on the list

serve for future webinar offerings please email Danielle Hersey, State Program Director, at
dhersey@healthcentricadvisors.org .

The CMS contract requires that the NE QIN QIO work directly with 7 Maine hospitals on HAIs however the
response in Maine was tremendous and we are currently working with 18 hospitals on HAl initiatives. The
Maine staff is available for support on most of the CMS hospital initiatives. Part of the collaborative work is
providing technical assistance to the hospitals in Maine on the National Healthcare Safety Network (NHSN),
monitoring unit-level infection rates for CLABSI, CAUTI and facility-wide CDI; offering assistance to facilities
struggling with higher than expected rates of infection. The goal is to improve patient satisfaction and promote
a culture of safety through enhanced teamwork and communication. The NE QIN QIO also produces quarterly
reports for the participating hospitals to assist with monitoring their infection rates.

The NE QIN QIO is here to support the efforts of the Maine’s hospitals to reduce HAls in the facilities. For more
information please contact Danielle Hersey, State Program Director, at dhersey@healthcentricadvisors.org or by
calling (207) 406-3960.
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14 Maine Street, Suite 208, Brunswick, ME 04011 * (207) 406-3950
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Appendix I: Maine CDC MRSA and C.difficile Validation Studies

See next page
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Data Validation 2016
Methicillin Resistant Staphylococcus aureus Lab ID Event
Data Range: July 2014 — June 2015

The acute care hospitals in Maine are charged by the Legislature to report Methicillin Resistant Staphylococcus aureus
(MRSA) Lab ID events to a national database known as the National Healthcare Safety Network (NHSN). Every positive test
result for MRSA obtained from an inpatient in an acute care hospital is eligible to be reported to this database. The
admission date and specimen collection date are used to categorize the positive test result into one of following categories:

e CO (Community Onset) — positive test upon admission or within first three days of hospital stay.
e  HO (Healthcare facility Onset) — positive test after third day of hospital stay.

It is important to note that the Lab ID surveillance methodology does not evaluate a positive test result against an
established definition of infection related criteria to determine if that positive test should be labeled as a healthcare
associated infection. Lab ID surveillance is a proxy measure, designed to ease the burden of data collection and evaluation,
while producing data that can be used to target infection prevention measures.

In order to verify the accuracy of reporting, the Maine CDC is charged by the Legislature to validate this reported data. The
method used and the findings are discussed below.

Validation Details:

Sampling time frame: 07/01/2014 — 06/30/2015

NHSN Surveillance Criteria: MDRO — MRSA — Lab ID Event

MRSA categories validated: All positive test results from the inpatient population. Facilities with greater than 100 positive

tests were eligible for validation using a random sample size of at least 40 positive test results.

Number of Acute Care Hospitals Validated: 18

Hospital Selection Criteria: Approximately 50% of the acute care hospitals are selected each year for validation, on a
rotating schedule. Hospitals selected this year included those that were not selected last year. In addition, if a facility had a
lower validation score last year, it was included in this year’s validation.

Number of Validators: 2

Validation Conducted: January — March 2016

Method:

1. Each selected hospital was asked to submit, to Maine CDC, a list of positive test results in the sampling time frame
for their inpatient population, including Emergency Department and affiliated clinic patients admitted on the same
calendar day in 2014 and all ED and 24-hour Observation unit patients, regardless of admission in 2015. This list
was to include the following information: patient medical record number, patient name, date of admission, date
of specimen collection, specimen source and patient location in the hospital at the time of the specimen collection.
Hospitals were asked to obtain this data directly from the Laboratory software system instead of the Infection
Prevention software system, in order to validate that Infection Prevention software systems capture all positive
test results needed to conduct surveillance successfully.
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2. Maine CDC produced a list of those positive test results reported to the national database, NHSN, for each of the
selected hospitals. This list included the following information: NHSN event identification number, date of
admission, date of specimen collection, specimen source and patient location in the hospital at the time of the

specimen collection.

3. The HAI Coordinators compared the two lists to validate that all specimens on the hospital laboratory listing were
reported in the national database, in accordance with the surveillance criteria as set forth by NHSN. Any
discrepancies between these two lists were discussed with the Infection Preventionist(s) at the respective hospital
to determine if the positive test result was missed, over-reported or did not meet NHSN criteria for reporting.

4. In addition, as the admission date and specimen collection date are used to categorize MRSA as CO or HO, the
accuracy of the admission date and specimen collection date were checked for each entry.

5. MRSA Lab ID events can also be categorized by body site, or the location on the body from which the culture was
taken. The specimen source can be helpful in targeting prevention measures and therefore was checked for
accuracy as well.

6. Hospitals were asked to amend any missed or over-reported positive test results; or inaccurate admission dates,
specimen collection dates or specimen sources in NHSN.

Validation Results:

# Cases Missed Over- Admission Specimen Specimen
Hospital . reported Sensitivity PPV Date Date Source
Reviewed | Events
Events Accuracy Accuracy Accuracy

Biddeford 97 17 2 79% 97% 100% 96% 96%

Blue Hill 10 0 0 100% 100% 100% 100% 100%
Bridgton 18 1 0 94% 100% 100% 100% 100%
CA Dean 4 0 0 100% 100% 100% 100%
Downeast 9 1 0 88% 100% 100% 100% 100%
EMMC 53 0 1 100% 97% 98% 98% 100%
Franklin 45 1 0 97% 100% 100% 100% 100%
MDI 13 5 0 44% 100% 100% 100% 100%
Mid Coast 44 0 2 100% 94% 94% 97% 100%
Miles 51 1 0 95% 100% 93% 93% 100%
MMC 134 2 1 98% 99% 100% 100% 100%
Pen Valley 15 6 0 60% 100% 100% 100% 100%
RFGH 49 1 0 97% 100% 93% 100% 97%

Sebasticook 30 5 0 72% 100% 83% 83% 100%
St. Mary’s 75 10 0 85% 100% 100% 100% 100%
TAMC 50 3 0 82% 100% 100% 100% 100%
Waldo 72 1 0 97% 100% 100% 93% 100%
York 22 4 4 69% 69% 92% 100% 100%

tate of
in:is: 791 58 10 89% 98% 98% 98% 99%

Sensitivity: the ability to identify a positive test that should be reported without missing any positive tests that should have been reported.

PPV or Positive Predictive Value: the ability to identify a positive test that should be reported without over-reporting any positive test that did not meet
the surveillance definition and should not have been reported.

If a facility has any missed or over-reported events AND the number of cases reviewed is less than 20, caution should be used when interpreting the

validation results as there is insufficient data to produce a statistically valid score.

Note: Gray box signifies that date accuracy was not possible. Reasons for this may include the laboratory not being able to submit this information, or if a
CMS data validation was performed, onset categories were check for accuracy vs. the admission and specimen collection dates.
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This validation cycle identified a total of 68 discrepancies. Reasons for these discrepancies are:

e 58 events for MRSA that should have been reported but were not (Missed)
0 25 =no reason identified/communication between laboratory and infection prevention
0 11 =change in surveillance definitions between 2014 and 2015
0 15 =use of duplicate rule
0 7 =use of surveillance criteria
e 10 events for MRSA that should not have been reported were reported (Over-reported)
0 5 =use of duplicate rule
0 3 =use of surveillance criteria
0 2 =reported the same event twice

Reasons for discrepancies were reviewed with all acute care facilities in the state. Facilities that did not undergo validation
were encouraged to review their data for similar discrepancies.

Summary:

Maine’s ability to identify and correctly report true MRSA Lab ID events is improving. The two measures used to determine
this are sensitivity and positive predictive value. Sensitivity is a measure of well the State is able to identify a positive test
result as a reportable event, without missing any positive test results that are truly reportable events. The sensitivity score
increased from 83 percent last year to 89 percent this year. Positive predictive value is the measure of how well the State is
able to identify positive test results that are reportable events, without over-reporting any positive test results that are
truly not reportable events. The positive predictive value showed a marked increase from 74 percent last year to 98
percent this year.

HAI onset categories are determined by comparing the admission date to the specimen collection dates, therefore an
accuracy check of these dates is conducted as part of the validation process. The accuracy for both admission dates and
specimen collection dates was 98 percent. One facility was excluded from the accuracy measure, as the laboratory was not
able to supply admission dates. Specimen source accuracy was very good at 99 percent.

Each year, a review of the reasons for missed and over-reported events occurs with all Infection Preventionists in the state,
so that all facilities can review their surveillance practices for similar issues. The primary reason for missed events was
related to communication of positive test results between laboratory and infection prevention. Possible resolutions for this
were included in the review of validation results with Infection Preventionists. The second most common reason for missed
events was related to a change in the surveillance definition between 2014 and 2015. The 2015 MRSA surveillance
definition was also included in the review of validation results, along with a review of the duplicate rules, which are used to
determine if a repeat specimen obtained within a specified timeframe should be a new reportable event or is considered a
continuation of the previously reported event, a duplicate.

Submitted by: Maine CDC, Division of Infectious Disease, Medical Epidemiology, Healthcare Associated Infections Program
Date: March 14, 2016
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Data Validation 2016

Clostridium difficile Infection (CDI) Lab ID Event
Data Range: July 2014 — June 2015

The Maine Legislature has charged all acute care hospitals to report Clostridium difficile Infection (CDI) events to the
National Healthcare Safety Network (NHSN) database. Every positive test result for Clostridium difficile obtained from an
inpatient is eligible for reporting to this database, excluding babies. Admission dates and specimen collection dates
determine which onset category is appropriate:

e CO (Community Onset) — Positive test upon admission or within first three days of hospital stay.

e  CO-HCFA (Community Onset Healthcare Facility Associated) — Positive test with prior facility admission in last 4

weeks.
e HO (Healthcare Facility Onset) — Positive test after third day of hospital stay.

It is important to note that the Lab ID Event surveillance methodology does not evaluate a positive test result against an
established definition of infection related criteria. Lab ID Event surveillance is a proxy measure, designed to ease the
burden of data collection and evaluation, while producing data to aid in the targeting of infection prevention measures.

The Maine Legislature charges the Maine CDC to verify the accuracy of this data. The method used and the findings are
discussed below.

Validation Details:

Sampling period: July 1, 2014 — June 30, 2015

NHSN surveillance criteria: Lab ID Event

CDI categories validated: All positive test results from the inpatient population, excluding babies. Facilities with greater
than 100 positive tests were eligible for validation using a random sample size of at least 40 positive test results.

Number of Acute Care Hospitals validated: 18

Hospital selection criteria: Approximately 50% of the acute care hospitals are selected each year for validation, on a
rotating schedule. Hospitals selected this year included those that were not selected last year. In addition, if a facility had a
lower validation score last year, it was included in this year’s validation.

Number of validators: 2

Validation conducted: January —March 2016

Method:

7. Each selected hospital submitted a list of positive test results in the sampling period for their inpatient population,
including Emergency Department patients admitted on the same calendar day in 2014 and all ED and 24-hour
Observation unit patients, regardless of admission in 2015. This list included the patient medical record number,
patient name, date of admission, date of specimen collection, and patient location in the hospital at the time of
the specimen collection. Hospitals were to obtain this data directly from the Laboratory software system in order
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to validate that Infection Prevention software systems capture all positive test results needed to conduct
surveillance successfully.

8. Maine CDC produced a list of those positive test results reported to the NHSN database for each of the selected
hospitals. This list included the NHSN event identification number, date of admission, date of specimen collection
and patient location in the hospital at the time of the specimen collection.

9. The Healthcare Associated Infections (HAI) Coordinators compared the two lists to validate that all specimens on
the hospital laboratory listing were present in the national database, in accordance with the surveillance criteria as
set forth by NHSN. The HAI Coordinators and an Infection Preventionist at the respective hospital reviewed the
discrepancies between the two lists and determined the classification of the discrepancy (i.e. missed, over-
reported, or did not meet NHSN criteria for reporting) and identified the reason for the discrepancy.

10. In addition, as the onset category assignment utilizes the admission date and specimen collection dates, this
validation included an accuracy check of these dates.

11. Hospitals were asked to amend any missed or over-reported positive test results; or inaccurate admission or
specimen collection dates in NHSN.

Validation Results:

Hospital # Cases Missed Over-reported Sensitivity PPV Admission Date Specimen Date
Reviewed Events Events Accuracy Accuracy
Blue Hill 6 0 0 100% 100% 100% 100%
Calais 12 1 0 88% 100% 83%
Cary 24 12 0 43% 100% 89% 100%
CMMC 119 0 0 100% 100% 98% 92%
Houlton 14 2 0 85% 100% 100% 91%
Inland** 2 0 0 100% 100%
Maine Coast 16 0 0 100% 100% 100% 93%
Mayo 14 4 1 69% 90% 100% 100%
Mercy 42 2 4 94% 89% 95% 92%
MGMC** 10 0 0 100% 100%
Miles 28 2 0 89% 100% 100%
Millinocket 11 1 0 90% 100% 100% 100%
MMC 47 3 0 93% 93% 98% 100%
NMMC 15 1 1 93% 93% 100% 100%
Pen Bay 24 0 0 100% 100% 100% 100%
St. Joseph 61 3 0 95% 100% 98% 98%
Stephens 6 0 0 100% 100% 100% 100%
TAMC 28 2 0 89% 100% 100% 94%
State of
Maine * 479 33 6 92% 98% 98% 96%

**Facility selected for data validation by Centers for Medicare and Medicaid (CMS). These facilities were allowed to submit the CMS validation results in
lieu of undergoing a second state validation. Admission data and specimen data accuracy was not included as part of the CMS validation process.

Sensitivity: the ability to identify a reportable test and report it, without missing positive tests that need reporting.
PPV or Positive Predictive Value: the ability to identify a reportable test and report it, without over-reporting positive tests that did not need reporting.

Note: If a facility has any missed or over-reported events AND the number of cases reviewed is less than 20, there is insufficient data to produce a
statistically valid score.

Note: Gray box signifies that date accuracy was not possible. Reasons for this may include the laboratory not being able to submit this information, or if a
CMS data validation was performed, onset categories were check for accuracy vs. the admission and specimen collection dates.
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This validation cycle identified 39 discrepancies. Reasons for these discrepancies are:

e 33 events of CDI that should have been reported but were not (Missed)
0 18 =no reason identified/communication between laboratory and infection prevention
0 10 = use of surveillance criteria (ED reporting in 2014)
0 4 =use of duplicate rule
0 1=interpretation of laboratory results
e 6 events of CDI that should not have been reported were reported (Over-reported)
O 4 =same event entered twice
0 1=use of the duplicate rule
0 1 =use of surveillance criteria

All acute care facilities participated in a review of the discrepancies identified. Facilities that did not undergo validation
were encouraged to review their data for similar discrepancies.

Summary:
In Maine, the ability to identify and correctly report true CDI events is good. The two measures used to determine this are

sensitivity and positive predictive value. Sensitivity is a measure of how well the State is able to identify a positive test
result as a reportable event, without missing any positive test results that are truly reportable events. The sensitivity score
for the validation cycle was 92 percent. Positive predictive value is the measure of how well the State is able to identify
positive test results that are reportable events, without over-reporting any positive test results that are truly not reportable
events. The positive predictive value for this validation cycle was 98 percent.

HAI onset categories are determined by comparing the admission date to the specimen collection dates, therefore an
accuracy check of these dates is conducted as part of the validation process. The accuracy for admission dates was 98
percent, while and the accuracy for specimen collection dates was 96 percent. A few facilities were excluded from the
accuracy check, reasons included 1) the laboratory was not able to supply admission dates or 2) the CMS validation process
did not include this accuracy check, however it did include an accuracy check of the HAI onset category determination (i.e.
HO, CO-HCFA, CO)

Each year, a review of the reasons for missed and over-reported events occurs with all Infection Preventionists in the state,
so that all facilities can review their surveillance practices for similar issues. The primary reason for missed events was
related to communication of positive test results between laboratory and infection prevention. Possible resolutions for this
were included in the review of validation results with Infection Preventionists. The second most common reason for missed
events was related to a change in the surveillance definition between 2014 and 2015. The 2015 CDI surveillance definition
was also included in the review of validation results, along with a review of the duplicate rules, which are used to determine
if a repeat specimen obtained within a specified timeframe should be a new reportable event or is considered a
continuation of the previously reported event, a duplicate.

Submitted by: Maine CDC, Division of Infectious Disease, Medical Epidemiology, Healthcare Associated Infections Program
Date: March 14, 2016
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Appendix J: Glossary of Terms

Antibiotic stewardship — programs and guidelines that promote the appropriate selection and use of antibiotics,
to improve patient outcomes, reduce the emergence of multidrug-resistant organisms, and reduce the spread of
multidrug-resistant infections. These programs aim to avoid the use of antibiotics for diseases they don't treat,
such as the common cold. However, when it's appropriate to use antibiotics, it's very important to choose the
correct antibiotic and to use it for the right length of time. Proper use of antibiotics leads to higher cure rates,
reduced side-effects, shorter hospital stays, lower medical costs, and reduced risk of spreading of drug-resistant
bacteria.™

Bloodstream infection — an infection caused by bacteria that have entered the bloodstream through a wound,
injection, central-line catheter, surgical procedure or other infection. Bloodstream infections can cause a variety
of symptoms including fever and in some cases, potentially life-threatening septic shock.

Catheter-Associated Urinary Tract Infections (CAUTI) — an infection that enters the body due of the insertion or
continued use of a urinary catheter

Centers for Medicare & Medicaid Services (CMS) — The federal agency within U.S. Department of Health and
Human Services responsible for running the Medicare program and for overseeing each states’ Medicaid
program (known here as MaineCare).

Central Line Catheter-Associated Bloodstream Infection (CLABSI) — an infection that enters the body through
the insertion of a catheter that enters one of the major veins near the heart. See “bloodstream infection”.

Chapter 270 — The chapter of the Maine State Agency Rules formally known as “90-590 Chapter 270: Uniform
Reporting System for Quality Data Sets”. It specifies which organizations are required to report, identifies which
quality measures they report, and defines methods and standards for data submission.

Clostridium difficile (C. difficile) — a particular type of spore-forming bacteria that can cause serious and
sometimes fatal cases of diarrhea. It is the leading cause of stomach and intestinal-related death and was
associated with nearly 30,000 U.S. deaths in 2011.%* C. difficile can grow and thrive when competing intestinal
bacteria are killed off by antibiotics.

Critical Access Hospitals (CAH) — a CMS designation for smaller and predominantly rural hospitals limited to no
more than 25 beds or fewer and an annual average acute care length of stay of under four full days. Unlike
Inpatient Prospective Payment Hospitals (see below), Medicare reimburses CAHs on a fee-for-service basis at
one percent above reasonable costs.

32 uGet Smart for Healthcare: Core Elements of Hospital Antibiotic Stewardship Programs", U.S. Centers for Disease Control and
Prevention, March 4, 2014, web page accessed on May 7, 2015 at: http://www.cdc.gov/getsmart/healthcare/implementation/core-
elements.html

33 Lessa, Fernanda C., et. al, "Burden of Clostridium difficile Infection in the United States", New England Journal of Medicine, (2015), Vol.
370, pp. 825-834, accessed on May 7, 2015 at: http://www.nejm.org/doi/full/10.1056/NEJM0a1408913#t=articleTop
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Drug-resistant bacteria — bacteria that are hard to treat because they have become immune to one-or-more
types of antibiotics

HAI Data Set - the group of five quality indicators specified by Chapter 270 that measures the prevention of
healthcare associated infections that can be caused by the use of a central-line catheter, umbilical catheter (in
neonates), urinary catheter, or a mechanical device used to assist a patient’s breathing. The two HAl indicators
that measure the actual rate of infection were designed and maintained by the federal CDC. The three HAI
indicators that measure documented compliance with best practices to prevent infection are maintained by the
Institute for Healthcare Improvement (IHI).

Healthcare Associated Infection (HAI) — a disease that infects a patient while he or she is in a healthcare setting
such as a hospital, outpatient care center, nursing home or doctor’s office.

Hospital Peer Groups — The Maine Hospital Association uses bed size to categorize hospitals into five peer
groups. Peer Group A currently represents the state's four largest hospitals, while Critical Access Hospitals
belong to Peer Group E.

Infection preventionist (IP) — healthcare professionals working in hospitals or other healthcare settings who
develop education, training and other programs for doctors, nurses, other hospital staff, patients, and visitors to
prevent and reduce the spread of HAls.

Institute for Healthcare Improvement (IHI) — a Massachusetts-based independent non-profit organization that
operates worldwide to promote tested and proven methods to improve the quality of healthcare, patient safety,
and to reduce costs through quality improvement. IHI developed some of the quality measures used in this
report.

Inpatient Prospective Payment System (IPPS) — the method used by CMS to determine the amount of payment
for each Medicare beneficiary inpatient stay at most acute care hospitals. The system calculates the size of the
payment based on diagnoses and the severity of illness or injury.

Maine Centers for Disease Control and Prevention (Maine CDC) —is the public health agency for the State of
Maine. Working in conjunction with health care providers, the federal CDC, and other partners, Maine CDC acts
to keep Maine people healthy and to prevent the spread of disease.

Maine Health Data Organization (MHDO) — an independent state agency that created the nation’s first all-payer
claims database, a collection of all Maine medical claims paid by private insurers, MaineCare and Medicare, and
the agency that collects the data for the Chapter 270 quality measures. When MHDO recognizes the need to
make changes to Chapter 270, it submits their recommendations to the Maine Legislature.

Maine Quality Forum (MQF) — an independent state agency that provides the public with, "a reliable resource
for information about health maintenance, health care and quality of health care services and health
information." MQF also advises MHDO on the need to make changes in Chapter 270.

Methicillin-resistant Staphylococcus aureus (MRSA) — is a drug-resistant strain of staph bacteria that can cause
a difficult-to-treat and sometimes deadly infections in the skin, respiratory tract, bloodstream, or at the site of
surgical incisions.

National Healthcare Safety Network — the federal CDC’s nationwide tracking system for HAls. More than
12,000 hospitals and other medical facilities from around the country submit data on each and every HAI
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infection identified in their facility. The data is used to uncover problem areas and to measure progress in HAI
prevention. Some of the hospital data used in this report was obtained by Maine CDC from the NHSN.

Outcomes measures — quality indicators are designed to measure the percent of times that something turns out
well or something turns out badly. The outcomes measures covered by Chapter 270 calculate how often
patients get a bad infection while they are being treated in the hospital.

Process measures — quality indicators designed to measure how well or how often a hospital or provider follows
proven and tested medical guidelines that are known to prevent harm or to improve health. The process
measures required by Chapter 270 calculate how often hospitals follow proven medical guidelines to prevent
patients from being infected during surgery or a hospital stay.

Ventilator-associated pneumonia (VAP) — a pneumonia infection occurring either while a patient's breathing
was assisted by a machine that delivers oxygen through a tube placed in the patient's mouth, nose or through a
hole in the patient's neck®, or when the pneumonia develops within 48 hours after the ventilator use had been
discontinued.®

i "Frequently Asked Questions about Ventilator-Associated Pneumonia", U.S. Centers for Disease Control and Prevention, web page
accessed on May 7, 2015 at: http://www.cdc.gov/HAI/pdfs/vap/VAP tagged.pdf

%> "Measures: Ventilator-Associated Pneumonia (VAP) Rate per 1,000 Ventilator Days", Institute for Healthcare Improvement, web page
accessed on May 7, 2015 at:
http://www.ihi.org/resources/Pages/Measures/VentilatorAssociatedPneumoniaRateper1000VentilatorDays.aspx
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		Ventilator associated pneumonia

		Process measure (HAI-5)



		MRSA and C.difficile Hospital Onset (HO) LabID event rates

		More detailed information can be found in the appendices

		The U.S. CDC's measures of Maine's HAI performance

		CMS includes data for several HAI measures in its Hospital Compare database



		What prevention activities are underway in Maine?

		Maine State Healthcare Associated Infection Prevention Plan

		Association for Professionals in Infection Control, Pine Tree Chapter (APIC-PTC)

		Maine HAI Collaborating Partners

		Curriculum for Infection Preventionists in Nursing Facilities

		The new Compare Maine website reports hospital data for MRSA and C.difficile



		Conclusions/Recommendations

		Appendix A: Maine hospitals listed by hospital peer group

		Appendix B: Maine trends in hospital-reported HAI measures

		Central line catheter associated bloodstream infections (CLABSI)

		Ventilator associated pneumonia (VAP)

		Methicillin-resistant Staphylococcus aureus (MRSA)

		C. difficile



		Appendix C:  Outcomes and process measures

		1. Summary of Maine Hospital Outcomes Measures, July 2014 to June 2015

		2. Summary of Maine Hospital Compliance Rates for Process Measures, July 2014 to June 2015



		Appendix D: Annual Report of the Maine  HAI Collaborating Partners Committee

		Appendix E: State of Maine Healthcare Associated Infections Plan, 2015-2018

		Appendix F: 2014 Annual Report of the  Association for Professionals in Infection  Control (APIC), Pine Tree Chapter

		Appendix G:  The Skilled Nursing Infection Prevention Program

		Appendix H:   Healthcentric Advisors' HAI prevention report

		Appendix I:  Maine CDC MRSA and C.difficile Validation Studies

		Appendix J:  Glossary of Terms
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Overview & Emerging Issues



Good Morning Chairman Suarez and members of the National Committee on Vital and Health Statistics, my name is Karynlee Harrington; I am the Executive Director of the Maine Health Data Organization (MHDO).   I would like to thank you for this opportunity to speak with you today on the value of the State of Maine’s All Payer Claims Database.  The MHDO is the State agency responsible for creating and maintaining a useful, objective, reliable, and comprehensive health information database that is used to improve the health care quality for Maine people and to promote transparency of the cost and quality of healthcare in the State of Maine by procedure, payer, facility and provider.  The MHDO is governed by a 21 member board representing consumers, employers, payers, providers, hospitals and government.   This morning I would like to provide more detail on three aspects of Maine’s APCD: 

1.  The structure of the Maine APCD as a public model, which provides the greatest amount of transparency, accountability, comprehensiveness as well as fair and equal access to data for all users;

2.  How the MHDO-APCD is being used in Maine to support the goals of the triple aim; and,

3.  The importance of public reporting in the State of Maine.



1. Public Model

The US health care system is the most costly in the world, accounting for 17% of the gross domestic product with estimates that percentage will grow to nearly 20% by 2020. [Source: National Healthcare Expenditure Projections, 2010-2020. Centers for Medicare and Medicaid Services, Office of the Actuary.].  Access to health care data and information is not a “nice to have” but rather, is essential in order to move the system toward better outcomes and ultimately to a more sustainable system.  

The State of Maine has been a leader in the collection of health data to facilitate analysis of state health care costs. The MHDO was directed by the Maine Legislature in 2003 to create and maintain the first all-payer claims data base (APCD) in the United States. This database includes a member eligibility file and claims files for medical, pharmacy, and dental treatments that are provided to Maine citizens and paid for by private and public insurers.  The MHDO-APCD is a comprehensive set of data that captures approximately 97% of all claims transactions.  As a State agency, the MHDO can achieve a high level of transparency and accountability to the public as well as a structure for fair and equal access to the data.  (Note:  The Maine Health Data Organization also collects inpatient and outpatient encounter information on all episodes of care provided by Maine’s hospitals and ambulatory surgical centers, as well as summary level financial and quality information provided by Maine hospitals).



2. Use Case of MHDO-APCD

The MHDO-APCD data is administrative as opposed to clinical.  It has proven over the last ten years useful in the analysis of health care costs, utilization, and outcomes.

Many employers have used the MHDO-APCD information to identify high cost providers, high cost conditions by state regional geographic area , and the effects of employer-based wellness interventions on the cost of health care for their employee population. The State Innovative Model (SIM) represents the largest collective healthcare transformation effort in the state’s history, and understanding the impact of this effort will help set future performance health care targets and priorities.  Using the MHDO- APCD the Lewin Group has created a dashboard that shows progress on core metrics that have been selected by the SIM Steering Committee (a multi-stakeholder group that has guided SIM work from the beginning). The dashboard is broken out by MaineCare, Medicare, and commercial patients, and it includes metrics on things like non-emergent emergency department use, use of imaging studies for low back pain treatment, and developmental screenings for children in the first three years of life.  Each metric shows how the measure has moved toward the goal.

The Dashboard is publically reported and can be found at: http://www.maine.gov/dhhs/sim/evaluation/dashboard.shtml







Other analyses have identified and advanced the understanding of the inappropriate use of hospital emergency department care by different groups; provided comparative data that have helped hospitals to advance value-based purchasing; and shown different patterns in Maine and two comparison states in service use and cost through a tri-state variation study.

MHDO is responsible for over one billion health care records and every month that number grows.  We have been releasing data to authorized users for over 10 years.   Several specific examples of how our comprehensive data sets are being used include:

· Div. of Unintentional Injury Prevention, Nat’l Center for Injury Prev. and Control, CDC-MHDO’s all payer claims data (MHDO-APCD) is being used to evaluate the impact of MaineCares’ (state of Maine’s Medicaid program) innovative Prior Authorization (PA) policy for opioids. The intended goals of the PA policy are more appropriate use of opioids and better pain management among MaineCares’ patients.

· Maine Office of Attorney General-MHDO-APCD is used for competitive analysis of merger and non-merger reviews by the Maine Attorney General pursuant to antitrust laws.

· Maine Department of Health and Human Services-MHDO-APCD is being used to evaluate our SIM work in healthcare quality and effectiveness as well as statewide healthcare utilization and expenditure trends.

· Maine Health Management Coalition-MHDO-APCD is used to create Primary Care Practice Reports which provide practices with utilization and quality information specific to their patients.  These reports have been used to support Maine’s Patient Centered Medical Home Pilot (PCMH) for over four years.

· MaineHealth-MHDO-APCD is being used to inform MaineHealth system's efforts to (1) improve the quality and safety of the services provided, (2) identify opportunities to make the services provided less costly, and (3) support member organizations and strategic affiliates to assume the responsibilities and risks of an Accountable Care Organizations participating in the Medicare Shared Savings Program and similar arrangements with commercial payers.  Benefit to Citizens of Maine:  MaineHealth is the largest healthcare system in Maine and has a direct impact on the health, healthcare services, and cost of care for a large majority of Maine people. The use of the MHDO all payer claims data directly impacts quality and cost improvement activities in our organization and therefore directly benefits patients who receive our services.

· Eastern ME Healthcare Systems-MHDO-APCD is being used by the planning department to determine utilization patterns to plan for future needs.

· St. Mary’s Health System and St. Joseph Hospital-MHDO-APCD is being used to determine if pricing is in line with the market and where there is variation.

· Anthem BCBS ME-MHDO-APCD is being used to: explore the impacts of regional variations in care; assist with the development of payment innovation models; and understand the dynamics of the market as a result of the Affordable Care Act.

· VA Medical Center-MHDO-APCD was used to determine the healthcare services of V.A. enrollees outside of the V.A. system.

· Muskie School of Public Service-MHDO-APCD is being used to support an evaluation of the state's community paramedicine pilot project to determine if the pilot projects have helped the Maine health care system avoid a limited number inpatient admission costs.

· Yale University, School of Medicine-MHDO-APCD is being used to examine the relationship between cardiovascular and all-cause hospitalization/ED utilization with population well-being at the zip code and/or county level.

3. Public Reporting

MHDO’s governing statute also requires the agency to promote public reporting of the cost and quality of health care in the State of Maine.  The statute requires that the MHDO create and maintain a publicly accessible website that reports payments by procedure, payer, and facility.  The MHDO-APCD is the data source.  Similar to the findings nationally, studies done in the State of Maine show that significant variation exists in both health care price and quality of services across our State.  The price for an identical procedure within the state can vary up to five times with no corresponding difference in the outcome.  Now more than ever the need for information about the price and quality of specific health care procedures is critical especially as consumers and employers face paying higher out of pocket costs.   One of the goals of providing better access to more comprehensive information on the cost and quality of health care services in the State of Maine is to raise awareness, open the conversation between all the parties and help consumers choose the highest value option.

In the fall of 2015, with the support of two federal grants totaling approximately $3.7 million dollars, the MHDO released its newly enhanced site, www.CompareMaine.   There are currently over 200 procedures listed on CompareMaine for over 150 facilities statewide with a drill down function for the top five payers in the State.  The MHDO is required to update the cost and quality data on the site biannually.  MHDO will also track changes in pricing patterns over time to help inform future policy discussions.

Summary

The State of Maine’s APCD is one of the essential components needed to support and advance a wide range of health reform efforts-as measurement should be the baseline for all delivery system and payment reform efforts.  The needs of the broad group of data users will continually evolve especially as new delivery and payment models are developed and tested.  In an effort to align our legislative mandates with the data and information needs of the stakeholders the following strategic priorities have been established by the MHDO Board of Directors: 

1. Manage a high-quality, comprehensive health information data warehouse



2. Promote the availability and utilization of healthcare data and information to help users improve the health of Maine people and the cost of healthcare

[bookmark: _GoBack]

3. Promote the transparency and utility of healthcare cost and quality information 



4. Undertake meaningful engagements with our data providers, data users, and consumers of healthcare to understand and meet their needs



5. Support a culture of transformation in our organization and in Maine’s healthcare environment



6. Seek out opprotunities to collaborate and advance the use of health data



These are challenging times and like so many other areas it is access to the data and resulting information that will help guide us toward better outcomes and ultimately to a more sustainable health care system.  I will close with a quote credited to Arthur C. Nielsen (Market Researcher & Founder of ACNielsen) that helps keep this work in perspective; the price of light is less than the cost of darkness.
That concludes my testimony.  I look forward to answering any questions and continuing this important conversation.  
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Comprehensive Primary Care Plus (CPC+)
A new model for primary care in America

CPC+ Participating Regions & Provisional Payer Partners

North Hudson-
Capital Region

Greater
Philadelphia Region

Ohio & Northern
Kentucky Region

Greater Kansas City
Region

. = Region spans the entire state * = Region comprises contiguous counties

REGION PARTICIPATING COUNTIES PROVISIONAL PAYER PARTNERS

ARKANSAS Arkansas Blue Cross Blue Shield
Arkansas Superior Select, Inc.
Arkansas Health & Wellness Solutions
HealthSCOPE Benefits

Medicaid

QualChoice Health Plan Services, Inc.

COLORADO Anthem
Colorado Choice Health Plans
Statewide Medicaid
Rocky Mountain Health Plans
UnitedHealthcare

HAWAII Statewide Hawaii Medical Service Association

Continued on next page
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REGION PARTICIPATING COUNTIES PROVISIONAL PAYER PARTNERS

GREATER
KANSAS CITY

MICHIGAN

MONTANA

NEW JERSEY

NORTH
HUDSON-
CAPITAL

REGION (NY)

OHIO &
NORTHERN
KENTUCKY

q};;ﬁ 1D SERVICES

Johnson County, KS; Wyandotte
County, KS; Clay County, MO;
Jackson County, MO; Platte County,
MO

Statewide

Statewide

Statewide

Albany County; Columbia County;
Dutchess County; Greene County;
Montgomery County; Orange County;
Rensselaer County; Saratoga
County; Schenectady County;
Schoharie County; Sullivan County;
Ulster County; Warren County;
Washington County

All counties in Ohio; Boone County,
KY; Campbell County, KY; Grant
County, KY; Kenton County, KY

Continued on next page

Blue Cross Blue Shield of Kansas
City

Blue Cross Blue Shield of Michigan
Priority Health

Blue Cross Blue Shield of Montana
Medicaid

PacificSource Health Plans
Anthem

Delaware Valley ACO

Horizon Blue Cross Blue Shield of
New Jersey

UnitedHealthcare

Empire Blue Cross Blue Shield
(Anthem)

Capital District Physicians’ Health
Plan (CDPHP)

MVP Health Plan, Inc.

Aetna

Anthem

AultCare

Buckeye Health Plan
CareSource

Gateway Health Plan of Ohio Inc.
Medical Mutual of Ohio

Molina Healthcare of Ohio, Inc.
Medicaid

Paramount Health Care
SummacCare, Inc.

The Health Plan
UnitedHealthcare

DCPC+

Comprehensive Primary Care Plus






REGION PARTICIPATING COUNTIES PROVISIONAL PAYER PARTNERS

OKLAHOMA Advantage Medicare Plan (AMP)
CommunityCare
: Blue Cross and Blue Shield of
Statewide
Oklahoma
Medicaid
UnitedHealthcare

OREGON AllCare Health, Inc.
ATRIO Health Plans
CareOregon
Eastern Oregon Coordinated Care
Organization (EOCCO)
FamilyCare Health
Oregon Health Authority (Medicaid)
Moda Health Plan
PacificSource

Statewide PrimaryHealth of Josephine County

Providence Health Plan (PHP);
Providence Health Assurance (PHA)
Tuality Health Alliance (THA)
Umpqua Health
Western Oregon Advanced Health,
LLC
Willamette Valley Community Health
Yambhill Community Care Organization,
Inc.

Aetna
GREATER Bucks County; Chester County;
PHILADELPHIA Delaware Valley ACO

Delaware County; Montgomer
(PA) . 4 : 2 J Independence Blue Cross/Keystone
County; Philadelphia County
Health Plan East

RHODE ISLAND Blue Cross Blue Shield of Rhode
Island
Statewide Medicaid
Tufts Health Plan
UnitedHealthcare

TENNESSEE Anthem
Medicaid

UnitedHealthcare
Volunteer State Health Plan, Inc.
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Comprehensive Primary Care Plus

Statewide
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