Title: Establishment of a Registry and Quality Measure Set for Home-Based Primary Care and Palliative Care: Optimizing Care Quality for Older Adults with Chronic Serious Illness
TRANSLATING EVIDENCE
 What evidence are you proposing to translate into practice?
I am proposing to implement field tests of the Home-centered Primary Care and Palliative Care (HBPCPC) Measure Set at 3 Network practice sites, assessing reliability, validity, feasibility, usability, and use of the measures.

Justify that this evidence is “ready for translation.”
Population of interest
There are an estimated 4 million vulnerable, high need, high cost predominantly older adults with multiple chronic conditions who are unable to access office based care because they are frail, functionally limited, and homebound. These individuals tend to have high illness burden, and reduced quality of life. They often have caregivers who are stressed by their caregiving responsibilities and the challenges they have in accessing high quality care for their loved ones. During the next 50 years, demographic aging will increase the number of those with disability and frailty in the United States. Housing trends that produce more senior-friendly communities will encourage independent living rather than institutional living; increased incentives for use of home and community-based medical care will allow people to stay longer in their own homes. All these trends will increase the need to provide home-centered primary and palliative care. [endnoteRef:1] [endnoteRef:2] [1: References
 Meeting the future long-term care needs of the baby boomers. Find Brief, 2007. 10(6): p. 1-3.]  [2:  Robinson, K.M. and S.C. Reinhard, Looking ahead in long-term care: the next 50 years. Nurs Clin North Am, 2009. 44(2): p. 253-62.] 


Home-centered Primary and Palliative Care is Growing
There has been a 100% increase in house calls provided to Medicare beneficiaries between 2000 and 2006, with approximately one million visits provided in 2006.  While the number of house calls has increased rapidly, the number of providers providing those visits has markedly decreased, suggesting that providers who are providing such care are making it the sole focus of their practice.[endnoteRef:3]  In the context of current health service delivery and payment reform efforts, the movement to community-based care will continue to increase; we are already seeing greater coverage of this model in the national media and from thought leaders, and investments in home-centered primary and palliative care as a way to mitigate high costs of care.[endnoteRef:4] [endnoteRef:5] [endnoteRef:6] [3:  Peterson, L.E., S.H. Landers, and A. Bazemore, Trends in physician house calls to Medicare beneficiaries. J Am Board Fam Med, 2012. 25(6): p. 862-8.]  [4:  Frakt, A.B. and R. Mayes, Beyond capitation: how new payment experiments seek to find the 'sweet spot' in amount of risk providers and payers bear. Health Aff (Millwood), 2012. 31(9): p. 1951-8.]  [5:  http://www.theatlantic.com/magazine/archive/2013/12/the-home-remedy-for-old-age/354680/. Last accessed 12/5/13]  [6:  http://www.brookings.edu/research/papers/2013/12/05-home-based-primary-care-win-win-for-us-health-care-rauch.  Last accessed 12/5/13] 


High Cost, High Need Homebound Older Adults are Highly Relevant from a Policy Perspective
The 2005 Congressional Budget Office report on high-cost Medicare beneficiaries noted that Medicare spending is highly concentrated, with a small number of beneficiaries accounting for a large proportion of program expenditures; those in the top 5% in terms of their spending accounted for 43% of annual Medicare expenditures.[endnoteRef:7]  A 2007 analysis of Medicare spending [endnoteRef:8] for beneficiaries who had both chronic conditions and functional limitations found average costs of about $15,800 per person, twice the average amount for Medicare beneficiaries with 3 or more chronic conditions but without functional limitations ($7,900). While this study did not look specifically at homebound older adults, the individuals who constitute homebound older adults are those with chronic serious illnesses and functional impairment. Understanding how to best care for these older adults is key to reducing Medicare expenditures in the future. [7:  Lee, J., et al., High-cost Medicare beneficiaries, C.B. Office, Editor. 2005.]  [8:  Komisar, H.L. and J. Feder, Transforming care for Medicare beneficiaries with chronic conditions and long-term care needs: Coordinating care across all services, in National Health Policy Forum. 2011, The SCAN Foundation: www.TheSCANFoundation.org.] 


Second, unlike many patients who experience high levels of health service utilization over the course of a year, the high-cost homebound functionally impaired beneficiary experiences costs and utilization that remain persistently high for many years, due to the presence of ongoing serious chronic illness and poor access to needed care.  Thus, this group is of key interest to policymakers interested in reducing health care expenditures. 

Third, as the concepts of the triple aim for health care (better health, better quality, lower cost) and the need to provide value-based care for populations takes holds, policymakers are becoming increasingly focused on quality and performance measurement.[endnoteRef:9]  The signs of these efforts are abundant.  The Department of Health and Human Services developed a national quality strategy[endnoteRef:10] for care of people with multiple chronic conditions,[endnoteRef:11] and is eager to see NQF and other organizations involved in addressing quality measurement for this population.  CMS is actively promoting work on developing quality measures for people with multiple chronic conditions and is seeking the development and use of registries as a tool to improve quality of care practice.[endnoteRef:12]  The NQF has recently started work on prioritizing measure gaps including those on person-centered care and outcomes.[endnoteRef:13]  Unfortunately, home-centered primary and palliative care has been ignored in these efforts; however, in our recent discussions with CMS, they understand the need to develop and test measures for this population and setting. Thus, this proposal is well positioned to meet the needs of the evolving quality and performance measurement authorities. [9:  VanLare, J.M. and P.H. Conway, Value-based purchasing--national programs to move from volume to value. N Engl J Med, 2012. 367(4): p. 292-5.]  [10:  National strategy for quality improvement in health care: 2013 annual progress report to Congress, D.o.H.H. Services, Editor. 2013, Agency for Healthcare Research and Quality: www.ahrq.gov. p. 29.]  [11:  Parekh, A.K., et al., Managing multiple chronic conditions: a strategic framework for improving health outcomes and quality of life. Public Health Rep, 2011. 126(4): p. 460-71.]  [12:  Revisions to payment policies under the physician fee schedule and other revisions to Medicare Part B for CY 2014, C.f.M.M. Services, Editor. 2013: cms.gov.]  [13:  http://www.qualityforum.org/projects/prioritizing_measures/person_centered_care/.  Last accessed 12/8/13.] 


Identify a single, key behavior change target for your translational activity. The behavioral target is adoption of the first set of quality measures and a registry into six pilot HBPCPC medical practices. This will allow for the accumulation of data to feed into the standard measure development and endorsement processes at the national level and into quality improvement at the practice level, and ultimately improve the care delivered to high-risk patients.   
Conduct a “gap analysis” of your target behavior.  Look to diverse sources for “best guess” estimates if specific measures are not available.

What is the quality (performance) gap?
Home-centered Primary and Palliative Care Quality has Been Ignored at the National Level by the Quality Establishment
Home-centered care has been virtually ignored in the work of the quality of care establishment at the national level. For instance, the National Quality Forum (NQF) administers the work of the Measure Application Partnership (MAP) for the Department of Health and Human Services.  The MAP reviews quality measures for use in federal public reporting and performance-based payment programs. The MAP is singularly influential in the measures community and has workgroups focused on several populations and care settings.  Despite the fact that they may comprise as much as 10% of the Medicare population, MAP has never considered issues related to home-limited high cost, high need patients. 

What is the outcome gap?
Overall, this work will create: a) standards of best practice for home-centered primary care; b) measures that are relevant for adults with multiple chronic conditions, regardless of setting; c) an infrastructure to test these measures and validate them for use in quality of care assurance and practice improvement.  

This project is focused on the issue of improving primary care for high cost, high need people by creating a mechanism for the interdisciplinary home-centered primary care practices that care for them, by coordinating medical and supportive services in their homes, and by using appropriate quality measures to track and improve the quality of care they deliver.  

In addition to simply raising awareness of the field and the issues faced by patients served by HBPCPC, a direct result of this project will be to have tested quality measures that can be used by the practices to prove their value to purchasers of health care and enable those practices to get onto a level playing field with other providers and “get into the game” of evolving health service delivery models.  

The ability of practices to engage with health systems more effectively will raise the profile of home-centered primary care and spur the workforce development needed to care for the most vulnerable patients.  In addition, it may raise the profile of this type of care with patients, raising demand for these services at the grass roots.   The issue of raising awareness is not a trivial one.  The patients served by these practices are often invisible to policymakers, most health care providers, and health systems alike.  Based on discussions with senior leaders at health systems around the country, there appears to be a recognition that they care for expensive patients with multiple chronic conditions, but also believe that they can be “managed” remotely by a nurse via a phone call.  In fact, these patients need the very best that an interdisciplinary care team that links medical and social support services.  Getting this message out using data from standardized measures will allow for a strong argument to be made for the care such patients need.

Further, with the data developed in this project, home-centered primary care would be perfectly suited to obtain funding from organizations focused on comparative effectiveness research, such as the PCORI, AHRQ, and others.  This type of rigorous research would lead to further development of knowledge about the care of high cost, high need vulnerable patients. 

Is there evidence that changing performance will improve health (clinical outcomes)?
(To develop—use evidence from other disciplines—cardiology, oncology, etc.)—that quality measures have improeved outcomes)—evidence that registries can lead to improved outcomes
COMMUNITY ENGAGEMENT
Define the community/communities for your project and explain why each is a stakeholder for your study. 
Testing measures adapted to this complex population will contribute to improved care for all actors in the health care system - patients and caregivers, home-centered primary care practices, quality-focused organizations, at-risk payers interested in purchasing high-value care, and CMS.  
· Physicians practicing HBPCPC: they will be testing the measures and providing feedback on their usability, feasibility, and validity
· HBPBPC practices/practice leaders: need to negotiate how to incorporate pilot testing into practices with the practice leaders.
· Elder homebound patients: will be directly impacted by any changes in their care brought upon by the quality measures
· Potential funders/foundations: need to establish the relevance and importance of this work to potential funders of this project
· Caregivers/friends/families of homebound elders: will be directly impacted by any changes in the quality of care that their loved ones receive
· Government/Policymakers: may be called upon to increase funding to support APS and related programs or to adjust regulations around reporting of elder abuse
· CMS and other payers: payer endorsement of these quality measures may lead to restructuring of reimbursement for care relevant to HBPCPC
· NQF: will aim for NQF endorsement of quality measures
· HBPCPC Network: Sixteen Network members comprised of exemplary home-centered primary care practices and patient advocacy groups were recruited to participate in the Network. Likewise, three professional societies (the American Academy of Homecare Medicine, the American Academy of Hospice and Palliative Medicine and the American Geriatrics Society) have served as advisors to the Network.  All Network members have been actively engaged in the work of the project.

Describe your plan for approaching potential community partners to ask for their involvement.
Seek out support from potential funders 
At this stage the project is being supported by the Commonwealth Fund, Retirement Research Foundation, and Tideswell at UCSF. 

Recruitment and ongoing development of the National Home-centered Primary Care Network
 
Performed environmental scan and literature review
Our research team has completed an environmental scan and literature review of home-centered primary care. As predicted, very few quality measures focusing on home-centered primary care were found. 

Qualitative semi-structured interviews with each network member to inform the development of quality of care domains and standards for home-centered primary care
Based on qualitative semi-structured interviews with all Network members, and a comprehensive literature review, Dr. Christine Ritchie and Dr. Bruce Leff created a list of quality of care domains and standards.

Qualitative semi-structured interviews with homebound patients and their caregivers to inform the development of quality of care domains and standards for home-centered primary care
Our team systematically obtained patient and caregiver input. Semi-structured interviews with 22 patients and/or caregivers who receive home-centered primary care and 19 patients/caregivers who were home-limited but did not have access to home-centered primary care were performed. Based on these interviews, we are enriching the list of quality of care elements and measures developed by the Network. 

National survey of home-centered primary care practices
With significant and iterative input from Network members, Drs. Leff and Ritchie developed a survey tool to learn about the nature of home-centered primary care practices.  The 57-question survey addressed practice characteristics, how practices were funded, and practices’ attention to quality measurement and quality improvement and was distributed to the membership (N~900) of the American Academy of Home Care Medicine. The data from the survey to date suggest strongly that our work is well positioned.  

Outcomes of the 2013 network members meeting - development of performance indicators / evaluation strategies
The Network Members meeting, held in June 2013: 1) brought the Network members together and galvanized their individual passion for this area into a community with a shared mission for improved care for home-limited adults and their caregivers; 2) offered a variety of complementary perspectives on the topic of quality, drawing on the disciplines of nursing, social work, and medicine, and personal experiences of the Network members as informal and formal caregivers; and 3) clarified the key standards of quality of care for home-centered primary care and enabled all Network members to participate in and better understand the process by which quality indicators will be chosen.  To this end, the quality of care standards identified through a series of Network conference calls were refined.

Development of draft quality standards and measures for home-centered primary and palliative care
Drs. Leff and Ritchie created a list of ten quality-of-care domains and thirty-two standards that are appropriate for home-based medical care. Next they examined approximately 1200 pre-existing quality measures and mapped 286 candidate quality measures to the quality standards developed in the study. Through feedback from the HBPCPCN and a RAND modified Delphi process[endnoteRef:14], the end result was twenty quality indicators that will be undergoing testing by six exemplary practices in the HBPCPCN. 1 [14:  Helmer O. Analysis of the future: the Delphi method [Internet]. Santa Monica (CA): RAND; 1967 Mar [cited 2015 Apr 5].  Available from: http://www.rand.org/content/dam/rand/pubs/papers/2008/P3558.pdf] 


Surveys and focus groups with registry users
A second set of surveys and focus groups will be conducted with the providers and administrators (“users”) from only the three practices pilot-testing the measures and the registry tool. The purpose of these surveys and focus groups is to gather both quantitative and qualitative data to understand barriers and facilitators to the use of quality measures, user adoption of the registry, feasibility of use, barriers and facilitators of use, and to inform broader implementation at the later stages of this project. 

Identify which stages of your project you'll incorporate community input, and describe what types of input you'll solicit.
All but surveys and focus groups with registry users have been completed. These surveys and focus groups will be conducted at two time periods with users at each practice: once at the beginning of registry adoption and once after registry implementation, to evaluate any changes in knowledge, attitudes, adoption, and use of the registry tool.

Name three ways you plan to share your results, beyond writing an academic article or presenting at an academic conference.
· Presentations at the American Academy of Home Care Medicine and the American Geriatrics Society Conferences
· Publications in JAGS or other relevant journal
· Blog post on GeriPal blog
· Presentation at White House Conference on Aging
· Interview on NPR
· Geriatrics grand rounds

ORGANIZATION BEHAVIOR/CULTURE
Based on Shortell’s article “An empirical assessment of high-performing medical groups: results from a national study", describe the organization/system in which your intervention will take place using the specific predictor measures within Environment, Resource acquisition, Resource deployment and Quality-centered care (Table 1).

	Environment
	Outpatient home-based geriatrics practices that have agreed to pilot test quality measures for HBPCPC. Percentage HMO penetration—none. Required outside data reporting—yes: meaningful use, HEDIS. Percentage delegation of hospital risk: affiliated with academic medical center so 100%

	Resource acquisition
	Ability to obtain health plan contracts: varies by practice; Ability to negotiate for additional income: varies by practice; Percentage of revenue from Medicare: Varies by practice

	Resource deployment
	Varies by practice

	Quality-centered care
	Quality improvement involvement index: n/a; Compensate individual physicians for quality and/or patient satisfaction and or services to PO: not directly, but academic advancement is tied to performance evaluations and engagement in quality improvement work. Measures patient satisfaction: varies by practice but some send out annual surveys to patients and caregivers to assess satisfaction




Discuss which of these factors might serve as barriers to successful implementation of your intervention, and how you will try to design an intervention to overcome these barriers.
Environment: Being an outpatient geriatrics practice, most providers have likely been educated on the importance of elder mistreatment screening at some point in their training, and are likely to be highly motivated to comply with this intervention—so this is likely to be a facilitator.
Resource deployment: Until very recently, our practice did not have social worker support. Reporting of suspected elder abuse to APS was then a timely endeavor to busy providers with multiple competing responsibilities—this burden to the workload may have served as a barrier. Now providers can be educated to engage the assistance of social work support to carry out reporting and follow-up on investigations of elder abuse.

MAPPING
Identify an individual (e.g., patient or provider) or group (e.g., community group or organization) that contributes to or is involved in the principal behavior you are attempting to change. Specify the desired behavior change (who needs to change what, when, where and how)?
Who: Providers in HBPCPC practices
What: adoption of registry tool and quality measures into workflow
When: Three-month period during the pilot testing phase
Where: at six study sites
How: enter data relevant to quality measures into web-based registry tool at point of care
Using any of the individual explanatory theories in “Theory at a Glance”, develop an explanatory model for the target behavior (above) that you will be attempting to influence with your intervention.  This can be an extension/based on previously published literature or your best guess of expected findings.  Figures are always very useful... keep it simple. You can also use the logic model of the problem concept as presented in Bartholemew and Mullen (Five roles for using theory and evidence in the design and testing of behavior change interventions). Be sure to include components beyond the individual, such as suggested by the socio-ecological model.
TBD
Create your own version of Table 1 from Michie et al (Making psychological theory useful for implementing evidence based practice: a consensus approach) that reflects some of the different theoretical domains and interview questions, tailored to the behavior you want to change. Be sure to select several domains likely to be of interest based on the literature or your experience/best guess. 
	Table: Theoretical domains and interview questions

	Domains
	Interview questions

	Knowledge
	What have you been told (what do you understand) about the upcoming pilot testing of quality indicators for HBPCPC Network? 

	Skills
	What did you think of the training/informational materials that were provided. What, if anything, was missing from the materials? What, if anything, could have been improved?

	Social/professional role & identity
	

	Beliefs about capabilities
	

	Beliefs about consequences
	Do you believe that engaging with data collection for the quality indicators will provide benefits to you/the practice/patients/anyone? If so, why? To whom? What benefits? If not, why not?  
What are your biggest concerns, if any, surrounding the use of quality indicators in the practice?

	Motivation and goals
	

	Memory, attention, and decision processes
	

	Environmental context and resources
	What might be barriers to using the quality indicator questionnaires? (e.g. cumbersome process, time, not having access to questionnaires, any others?). How do you plan to address these barriers? How can we help address these barriers?

What might be facilitators to completion of the quality indicator questionnaires?

	Social influences
	

	Emotion
	What are your general feelings (attitudes) towards the use of quality indicators)? Do you believe that engaging in quality improvement processes can provide benefit?
What are your general feelings/attitudes about the quality indicators for the Network? (Probes: Are they positive/negative? Please explain.)

	Behavioral regulation
	

	Nature of the behaviors
	With regards to filling out the questionnaires, how do you anticipate incorporating it into your workflow? (e.g. Do you plan to enter data at each encounter? In batches? Any other way?)




TOOLS
Use the COM-B model to identify what needs to change in order for ONE of your selected target behaviors to occur. Note that TDF domains corresponding to each COM-B category are in parentheses, and that some of you may have already done this or aspects of this in Week 4. 
	COM-B Components
	What needs to happen for the target behavior to occur?
	Is there a need for change?

	Physical capability
(Physical skills) 
	Providers need to be trained on how to use the registry tool.
	Yes

	Psychological capability
(Knowledge; Cognitive and interpersonal skills; Memory, attention and decision processes; Behavioral regulation)
	Providers need to be educated on the rationale behind the development of quality measures..
	Yes

	Physical opportunity
(Environmental context and resources) 
	Practice leadership and providers need to buy-in to participating in pilot testing and provided with financial, administrative, and other support so participation does not present excessive burden and provides benefit. 
	Yes

	Social opportunity
(Social influences)
	Practices and providers need to be informed of opportunities that participation in pilot testing presents, including being able to use data for data-driven practice-level quality improvement, benchmarking against other practices, demonstration of quality of care to payers, etc.
	Yes

	Reflective motivation
(Professional/social role and identity; Beliefs about capabilities; Optimism; Beliefs about consequences; Intentions; Goals)
	Providers need to provide feedback on the feasibility, usability, and validity of the quality measures in the HBPCPC setting. Providers also need to reflect on whether they are providing appropriate care for their patient population.
	Yes. 

	Automatic motivation
(Reinforcement; Emotion)
	Providers/practices need to be provided with feedback on their adherence to different quality measures so that they may use this data to drive quality improvement.
	Yes.

	Behavioral diagnosis of the relevant COM-B components:
	 List the COM-B categories you want to target with your intervention: Psychological capability, social opportunity, reflective motivation, automatic motivation



Use the APEASE criteria to identify appropriate intervention functions based on the behavioral diagnosis (See Table 2.3 in Michie et al Chapter 2) 
	Candidate intervention functions
	Is the intervention function needed based on the behavioral diagnosis?

	Education
	 Psychological capability

	Persuasion
	 Psychological capability; Social opportunity, reflective motivation, automatic motivation

	Incentivisation
	 Automatic motivation

	Coercion
	 Automatic motivation

	Training
	 Psychological capability

	Restriction
	 N/A

	Environmental restructuring
	 Social opportunity, automatic motivation

	Modeling
	 Psychological capability, Social opportunity, reflective motivation, automatic motivation

	Enablement
	 Social opportunity

	 
Selected intervention functions:
	 List the selected functions your intervention(s) will serve. Select based on APEASE criteria (affordability, practicability, effectiveness/cost-effectiveness, acceptability, side-effects/safety, equity). Education, persuasion, incentivisation, coercion, training, environmental restructuring, modeling, enablement. 


 
For one of the intervention functions you selected, select a specific behavior change technique you will employ in your intervention strategy and specify how it will be delivered. See Table 3.3 in Chapter 3 of Behavioral Change Wheel (Michie et al) for list of most frequently used behavior change techniques for each intervention function.
Education
· Site specific training materials:
· Background of HBPCPC Network, quality indicators, and registry use
· Quality improvement methods and reporting
Training
· Training of superusers at each pilot site
Enablement
· Tools to decrease provider burden from data entry: 
· Smartphrases for EMR
· Paper & PDF version of registry questions
· Provide funding for additional effort required to engage in registry implementation.
[bookmark: _GoBack]
PROGRAM EVALUATION
Thinking about the protocol you are developing, identify the process and outcome indicators associated with the intervention/program and briefly describe an approach to measuring each.
Outcome variables and how they will be measured 
· Adoption of tool (quantitative outcome) will be measured by calculating change in frequency of clinician accessing and completion of registry form over time (3, 6, and 12 months), which will be measured as follows: 
· Frequency with which clinician accesses the tool: # of times clinician accesses tool/# of patient encounters by clinician
· Frequency of clinicians’ completion of registry form: # of times clinician completes registry form/# of patient encounters by clinician
The numerator in each equation will be accessed via the registry database, and the denominator in each equation will be accessed via the web-based health records at each site.
· Barriers/facilitators to implementation of tool (qualitative outcome): Participants at the three practice sites will be given the opportunity to participate in two focus group interviews designed to understand barriers/facilitators to adoption of registry tools. 

Define one or more “intermediate” outcome measures [reflecting changes in environment, organizational culture, systems of care, patient or public behavior, and/or clinician behaviors] that can inform you about the mechanism by which your intervention achieves its downstream effect on health and inform you about the acceptability of your intervention. 
Practices engaging in quality improvement processes as a result of feedback from data collected through the registry.

Identify a mixed methods study design and briefly describe the quantitative and qualitative data you will collect for program/intervention evaluation.
Study design: This will be a multi-site, mixed methods observational pilot study in a prospective cohort design. 
Timing: Clinicians participating in registry use will be followed for 12 months. The study will begin when the registry has been integrated into the three home-centered practice sites involved in Stage 2 implementation. The study will end when the last participating clinician has been followed for 12 months.
Study participants: All participants will be clinicians (physicians, nurse practitioners, physician assistants) at six home-centered primary care practices that have already been recruited to pilot the implementation of the quality measures and data registry. These sites reflect a diversity of practice types (rural/urban, academic/community-based, etc.) and are highly motivated to test the measures. 
Outcome variables and how they will be measured : See above 
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