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Brief Measure Information

NQF #: 1884

Corresponding Measures:

Measure Title: Depression Response at Six Months- Progress Towards Remission
Measure Steward: MN Community Measurement

sp.02. Brief Description of Measure: The percentage of adolescent patients (12 to 17 years of age) and adult
patients (18 years of age or older) with major depression or dysthymia who are progressing towards remission
by achieving a response (PHQ-9 or PHQ-9M score reduced by 50% or greater) six months (+/- 60 days) after an
index visit.

1b.01. Developer Rationale:
Adults:
Depression is a common and treatable mental disorder. The Centers for Disease Control and Prevention states
that in 2019 (1)
o 2.8% of adults experienced severe symptoms of depression, 4.2% experienced moderate symptoms,
and 11.5% experienced mild symptoms in the past 2 weeks.
o The percentage of adults who experienced any symptoms of depression was highest among those
aged 18-29 (21.0%), followed by those aged 45-64 (18.4%) and 65 and over (18.4%), and lastly, by
those aged 30-44 (16.8%).
o  Women were more likely than men to experience mild, moderate, or severe symptoms of depression.

e Non-Hispanic Asian adults were least likely to experience mild, moderate, or severe symptoms of
depression compared with Hispanic, non-Hispanic white, and non-Hispanic black adults.



NCHS NCHS MENTAL HEALTH TREATMENT AMONG U.S. ADULTS
e DEPRESSION SYMPTOMS AMONG U.S. ADULTS, 2019 i) AND CHILDREN, 2019

Non-Hispanic white and non-Hispanic black adults were most Women were more likely than men while boys were more likely
likely to experience any severity of depression symptoms than girls to take prescription medication for mental health
oks

in the previous 2 we in the past 12 months

ADULTS CHILDREN AGED 5-17

Prevalence of Depression in Adults and Children; Centers for Disease Control 2019

Persons with a current diagnosis of depression and a lifetime diagnosis of depression or anxiety were
significantly more likely than persons without these conditions to have cardiovascular disease, diabetes,
asthma and obesity and to be a current smoker, to be physically inactive and to drink heavily.(2) People who
suffer from depression have lower incomes, lower educational attainment and fewer days working days each
year, leading to seven fewer weeks of work per year, a loss of 20% in potential income and a lifetime loss for
each family who has a depressed family member of $300,000.(3) The cost of depression (lost productivity and
increased medical expense) in the United States is $83 billion each year.(4)

Adolescents:

e |n 2019, 16% of the population ages 12—17 had at least one MDE during the past year, a higher
prevalence than that reported in each year between 2004 (9%) and 2014 (11%).

e Among youth ages 12—17 in each year between 2004 and 2019, the prevalence of MDE was more than
twice as high among females (ranging from 12% to 23%) as among males (ranging from 4% to 9%).

e The prevalence of MDE in 2019 was lowest among youth ages 12-13 (11%) compared with youth ages
14-15 (16%) and ages 16—17 (20%).

e Between 2004 and 2019, the prevalence of MDE increased for both genders among all three age
groups (12—13, 14-15, and 16-17).

e The percentage of youth with MDE in the past year receiving treatment for depression increased
between 2004 (40%) and 2019 (43%), but this increase was not statistically significant. Treatment was
higher among females (46%) than among males (37%) in 2019. (5)

In 2015, 9.7% of adolescents in MN who were screened for depression or other mental health conditions,
screened positively.

sp.12. Numerator Statement: The number of patients in the denominator who achieved a response as
demonstrated by a PHQ-9 or PHQ-9M score reduced by 50% or greater six months (+/- 60 days) after an index
visit.

sp.14. Denominator Statement: Adolescent patients (12 to 17 years of age) and adult patients (18 years of age
or older) with major depression or dysthymia and an initial (index) PHQ-9 or PHQ-9M score greater than nine.

sp.16. Denominator Exclusions: Patients who die, are a permanent resident of a nursing home or are enrolled
in hospice are excluded from this measure. Additionally, patients who have a diagnosis of bipolar or
personality disorder, schizophrenia or psychotic disorder, or pervasive developmental disorder are excluded.

Measure Type: Outcome: PRO-PM
sp.28. Data Source: Electronic Health Records

sp.07. Level of Analysis: Clinician: Group/Practice

IF Endorsement Maintenance — Original Endorsement Date: 03/04/2014



Most Recent Endorsement Date: 03/04/2014

Preliminary Analysis: Maintenance of Endorsement

To maintain NQF endorsement, endorsed measures are evaluated periodically to ensure that the measure still
meets the NQF endorsement criteria (“maintenance”). The emphasis for maintaining endorsement is focused
on how effective the measure is for promoting improvements in quality. Endorsed measures should have
some experience from the field to inform the evaluation. The emphasis for maintaining endorsement is noted
for each criterion.

Criteria 1: Importance to Measure and Report

1la. Evidence

Maintenance measures — less emphasis on evidence unless there is new information or change in evidence
since the prior evaluation.

1a. Evidence. The evidence requirements for a health outcome measure include providing empirical data that
demonstrate a relationship between the outcome and at least one healthcare structure, process, intervention,
or service; if these data not available, data demonstrating wide variation in performance, assuming the data
are from a robust number of providers and results are not subject to systematic bias. For measures derived
from patient report, evidence also should demonstrate that the target population values the measured
outcome, process, or structure and finds it meaningful.

The developer provides the following description for this measure:

e This is a maintenance patient-reported outcome performance measure (PRO-PM) at the Clinician:
Group/Practice level of analysis that assesses the percentage of adolescent patients (12 to 17 years of
age) and adult patients (18 years of age or older) with major depression or dysthymia who are
progressing towards remission by achieving a response PHQ-9 or PHQ-9M score reduced by 50% or
greater six months (+/- 60 days) after an index visit.

e The developer provides a logic model that depicts the assessment of major depressive disorder or
dysthymia using the PHQ-9/M, which leads to treatment and/or therapy, leading to continued
monitoring and if needed a step-wise approach to treatment, and finally the response at six months
(+/- 60 days). The ideal response is a decline in PHQ-9/M score of 50% from baseline.

Summary of prior review in 2014

e The Standing Committee stated that strong evidence was presented to support the measure focus,
and practice groups adopting the measure markedly improved their screening and response rates.

Changes to evidence from last review

L] The developer attests that there have been no changes in the evidence since the measure was last
evaluated.

The developer provided updated evidence for this measure:

e For follow up recommendations, the developer cites the Institute for Clinical Systems Improvement
Health Care Guideline Depression in Primary Care, which concludes that clinicians should establish and
maintain follow-up with patients. The quality of the evidence for this guideline is low and the strength
of the recommendation is strong. The guideline states that the accountable entity can influence the



outcome through proactive follow up by phone and in person in conjunction with behavioral health
specialists to provide psychotherapy and/or pharmacotherapy treatments and monitor progress
through regular administration of the PHQ-9.

O The developer uses guidance from the Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) to assess severity of PHQ-9 score with cut points of 10-14, 15-19, >20.

The literature shows that the PHQ-9 is an effective management tool and should be used routinely
during follow-up visits to monitor treatment outcomes and severity. It can also help the clinician
decide if/how to modify the treatment plan (Duffy, 2008; Lowe, 2004).

The developer states that a five-point drop in PHQ-9 score is considered the minimal clinically
significant difference (Trivedi, 2009).

The developer states the recommendation that a clinician should establish and maintain follow-up
with patients with high PHQ-9 scores because appropriate, reliable follow-up is highly correlated with
improved response and remission scores, as well as with the improved safety and efficacy of
medications, and helps prevent relapse.

O Proactive follow-up via in person or telephone, based on the collaborative care model, has
been shown to significantly lower depression severity (Unltzer, 2002).

o In clinical effectiveness trials conducted in clinical practice settings, the addition of a care
manager leads to modest remission rates (Trivedi, 2006b; Unltzer, 2002).

O Interventions are critical to educating the patient regarding the importance of preventing
relapse, safety and efficacy of medications, and management of potential side effects.
(Hunkeler, 2000; Simon, 2000).

The developer cites the Veterans Affairs Department of Defense Clinical Practice Guidelines for
Depression for the treatment algorithm related to major depressive disorder (MDD) and
persistent depressive disorder. The algorithm outlines identification of depression through the
PHQ-2 followed by assessment and triage where MDD is identified, then management in which
the patient undergoes treatment and achieves remission. The algorithm details additional
considerations for treatment of both mild/moderate MDD (such as select monotherapy or
combination therapy (pharmacotherapy/psychotherapy)) and severe MDD (such as refer to
specialty level care).

As evidence that the target population values the measured outcome and finds it meaningful, the
developer cites a qualitative study though which patient feedback on relevant treatment outcomes in
depression was collected (Kan et al, 2020). They found that the majority of patients had goals related
to regaining daily activities and social functioning, while those with chronic depression stressed the
need to find new ways of functioning, even if they are not able to return to full social functioning.

Question for the Committee:

Is there at least one thing that the provider can do to achieve a change in the measure results?
Does the evidence support the time period for measurement and degree of improvement required to
meet the measure?

Guidance from the Evidence Algorithm

Measure assesses performance on a patient reported health outcome (Box 1) -> the relationship between the
measured/patient reported health outcome and at least one healthcare action is demonstrated by empirical
data (Box 2) -> Rate as PASS

Preliminary rating for evidence: [X Pass [ No Pass



1b. Gap in Care/Opportunity for Improvement and Disparities

Maintenance measures — increased emphasis on gap and variation
1b. Performance Gap. The performance gap requirements include demonstrating quality problems and
opportunity for improvement.
e [n 2019, among 120,344 adults from 550 clinics, 19.4 percent (range 0-37.2%) of patients with an
index event had a depression response (>=50% from baseline) at six months. 51.6 percent of adults
were not reassessed after six months of treatment.

® [n 2019, among 11,658 adolescents (ages 12-17) from 118 clinics, 15.5 percent (range 0-27.7%) of
patients with an index event had a depression response (>=50% from baseline) at six months. 55.6
percent of adolescents were not reassessed after six months of treatment.

Disparities
e [n 2019, among 120,344 adults from 550 clinics, there was a differential response based on insurance
status (15.7%-Managed Care Organization (MCO) versus 20.2%-Other insurers) and race. Outcomes on
this measure based on race ranged from a high of 17 percent among White patients to 11.4 percent
among Black patients.

e [|n 2019, among 11,658 adolescents (ages 12-17) from 118 clinics, there was a differential response
based on insurance status (13.7%-MCO versus 16.2%-Other insurers) and race. Outcomes on this
measure based on MCO status and race ranged from a high of 14 percent among white patients to 6.9
percent among black patients.

Questions for the Committee:

* s there a gap in care that warrants a national performance measure?

Preliminary rating for opportunity for improvement: [0 High X Moderate [ Low [
Insufficient

Committee Pre-evaluation Comments:

1a. Evidence

e This is an outcome measure and "response" is defined as >-50% reduction in PHQ9 or PHQ 9M scores
between 4-8 months (60 day window on either side of 6 months) from an "index visit" (defined as?).
This could potentially favor patients that have baseline higher symptom scores that are more likely to
meet this criteria due to regression to the mean and could include patients that are still clinically
depressed even on the follow-up screener.

e This measure’s actual response to treatment using PHQ9 and is an important indicator of treatment
outcome

e The developer provides data that use of the outcome measure can detect depression and lead to the
development of treatment plans and improved clinical outcomes/remission. The application is direct.
The process leads to detection and diagnosis, treatment, and improved outcomes. They cite the same
evidence around the patients having social and daily functioning goals.

e This is a maintenance patient reported outcome measure. The developer provided additional clinical
literature.

e Strong evidence, although | find the cut off of 9 as a bit low.



e Evidence is good
1b. Gap in Care/Opportunity for Improvement and Disparities

e The performance gap data is only 2019 using same sample of MN clinics with relatively low remission
rates for adults (19.4%) and teens (15.5%). Here the developer reports that 51.6% of adult patients
and 55.6% of adolescent patients have no screener data at the follow-up time interval. This is a lot of
missing data! Variation across medical groups/clinics may be confounded by differences in patient
acuity, providers, organizational level characteristics. There is no trend data because the
specifications for this measure (like the other MN measures) changed. The conundrum is that NQF
endorsement criteria for maintenance measures focuses on how effective the measure has been to
promote improving quality. Also the question for the committee was related to "gap in care" but this
is an outcome measure. The other part of the question asks if this warrants a national performance
measure? In this case, no because we have only statewide data and data from clinics in surrounding
states, but it's not clear that the MN clinics that are participating are representative of the state of MN
or a convenience sample of those that contributed their data.

e Depression increased during COVID pandemic, so measuring improvement in depression is now more
important than before.

e A high percent of patients were not reassessed after six months of treatment. Disparities for
insurance status and race.

e A performance gap was acknowledged pertaining to reassessment. Yes measurement was provided.
Disparities were identified by subgroup. Managed care/Medicaid patients who were black or
adolescent had much lower response.

e C(Clearly agap
e The performance gap is real and important

Criteria 2: Scientific Acceptability of Measure Properties

Complex measure evaluated by Scientific Methods Panel? [ Yes No

Evaluators: Staff

2a. Reliability: Specifications and Testing

For maintenance measures — no change in emphasis — specifications should be evaluated the same as with
new measures.

2al. Specifications requires the measure, as specified, to produce consistent (reliable) and credible (valid)
results about the quality of care when implemented.

For maintenance measures — less emphasis if no new testing data provided.

2a2. Reliability testing demonstrates if the measure data elements are repeatable, producing the same
results a high proportion of the time when assessed in the same population in the same time period and/or
that the measure score is precise enough to distinguish differences in performance across providers.

Specifications:

e Measure specifications for the instrument-based measure also include the specific instrument (e.g.,
PROM(s)); standard methods, modes, and languages of administration; whether (and how) proxy
responses are allowed; standard sampling procedures; handling of missing data; and calculation of
response rates to be reported with the performance measure results.

e The developer states that several updates have been made to the measure specifications including:
incorporating adolescents ages 12 to 17, addition of the PHQ-9M (modified for teens) PRO tool,



expansion of the assessment window to +/- 60 days, modification of exclusion value set for personality
disorder, addition of exclusions for schizophrenia and pervasive developmental disorder, and removal
of the requirement that the depression diagnosis be in the primary position for behavioral specialty.

Reliability Testing:
e Reliability of PHQ-9:
o0 The developer refers to prior evidence of encounter-level reliability of the PHQ-9 from the
literature.

e Cronbach’s alpha of 0.89 in the PHQ-9 Primary Care Study and
e Cronbach’s alpha of 0.86 in the PHQ OBGYN Study.

o Test-retest showed a correlation of 0.84 between the PHQ-9 completed by the patient
in the clinic and that administered telephonically by the mental health provider (MHP)
within 48 hours.

e The developer describes differences between PHQ-9 and PHQ-9M, which they
characterize as “slight.” The PHQ-9 has been tested in adolescents. The PHQ-9M has
not been tested separately. However, the developer asserts that this is not necessary,
given the minor differences between the questionnaires.

e Reliability testing was conducted at the Accountable Entity Level:
o0 The denominator identification period (index) for the testing data was 11/1/2017 to
10/31/2018. The measure assessment period was through 12/30/2019; reported in 2020.

e Measure Assessment Period: For each patient, the measure assessment period begins
with an index event and is 14 months (12 months +/- 60 days) in length. The
assessment period is held constant to assess the same denominator of eligible
patients for outcomes of remission and response at both six and twelve months.

o Over 115 medical groups representing 788 clinics were included in the testing of this measure,
representing 118,132 adults and 7,237 adolescents. Reliability statistics were provided at the
clinic level for all clinics with >=30 patients in the denominator.

The developer conducted signal-to-noise testing using a beta binomial model to assess
reliability.
e For adults, signal-to-noise was 0.92 (550 clinics, 118,132 patients). A graph shows the
range of values but individual data points are not provided.
e For adolescents, signal-to-noise was 0.83 (118 clinics, 7,327 patients). A graph shows
the range of values but individual data points are not provided.
e With reliability scores of 0.91 and 0.83, the developer states there is the ability to
distinguish higher performing clinics from lower performing clinics for both adults and

adolescents.
e Reliability scores increase slightly from the 2013 submission among the adult population. The previous
submission (2013) demonstrated reliability of 0.90 for adults, using a beta binomial test.

e The developer states that a signal-to-noise score of greater than 0.70 indicates that it is acceptable to
draw conclusions using this data.

Questions for the Committee regarding reliability:
* Do you have any concerns that separate reliability testing has not been conducted on the PHQ-9M?

* Do you have any concerns that the measure cannot be consistently implemented (i.e., are measure
specifications adequate)?



Preliminary rating for reliability: [1 High X Moderate [ Low [ Insufficient

2b. Validity: Validity testing; Exclusions; Risk-Adjustment; Meaningful Differences; Comparability;
Missing Data

For maintenance measures — less emphasis if no new testing data provided.
2b2. Validity testing should demonstrate the measure data elements are correct and/or the measure score
correctly reflects the quality of care provided, adequately identifying differences in quality.
2b2-2b6. Potential threats to validity should be assessed/addressed.
Validity Testing
e Validity of the of PHQ-9:
o The developer references testing of construct validity in the literature, using mental health
professional re-interview as the criterion standard.
e Sensitivity of a PHQ-9 score greater than 10 is 88 percent
e Specificity of a PHQ-9 score greater than 10 is also 88 percent
e ROC analysis: area under the curve for the PHQ-9 in diagnosing major depression was
0.95
e Validity testing conducted at the Patient/Encounter Level:

O The developer also presents empirical encounter-level validity testing by analyzing the results
of their standard data quality checks and audits. These checks are done on (1) date of birth, (2)
date of service, (3) ICD-10 codes used, (4) attestation of inclusion of patients, (5) exclusions to
the measure.

e 49 percent of groups passed with no errors; 58 percent of those that submitted data
passed initial quality checks; 30 percent of groups that submitted data were audited;
94 percent passed the audit.

e Percent agreement statistics or positive and negative predictive values were not
provided.

o The developer does not provide additional validity testing of the PHQ-9M.

e The developer does not present results for all critical data elements; therefore, this
testing does not meet the NQF threshold for critical data element testing.

e Validity testing conducted at the Accountable Entity Level:
o The developer presents empirical testing at the accountable entity level, testing against
several different constructs.
o Correlation between depression remission (PHQ-9 < 5) at six months and depression response
(PHQ-9 greater than or equal to 50% improved from index initial PHQ-9 score) at six months.
The developer hypothesized that clinics that have high response rates are also likely to have
high remission rates for both adults and adolescents.

e R-squared (adults) =0.8922
e R-squared (adolescents) = 0.8386

o Correlation between depression response at six months and rates of follow-up with a PHQ-
9/9M at six months. The developer hypothesizes that patients who receive regular screening
are more likely to achieve remission for both adults and adolescents.



e R-squared (adults) =0.75
e R-squared (adolescents) =0.7831

o Correlation between patients who achieve remission at six months and patients who achieve
response at six months but not remission. The developer hypothesized that clinics that have
high response rates are also likely to have low response with no remission rates for both
adults and adolescents.

e R-squared (adults) =0.3244
e R-squared (adolescents) 0.3166

e Note that neither ‘achieving remission at six months’ nor ‘achieving response at six
months but not remission’ are the current measures under consideration.

o Correlation between patients with depression outcome and diabetes outcome. The developer
hypothesized that there will be a weak but positive correlation between these two chronic
conditions for adults only.

e R-squared (adults) =0.2244

e Note that neither of these measures are the measure under consideration.

Exclusions

Exclusions for this measure include:

Bipolar disorder (n=1,122)- updated in 2020
Schizophrenia (n=1,606)- new in 2020

Personality disorder (n=909)- new in 2020

Pervasive developmental disorder (n=533)-new in 2020
Patients who die (n=423)

Enrolled in hospice (n=137)

O O O O o

O Permanent resident of a nursing home (n=104)

By applying the exclusions, 3.45 percent of the patient population (4,834 patients) were excluded from
the measure.

Risk-Adjustment

The measure is risk adjusted using a logistic regression model to create an indirect standardization risk
adjustment (expected value). Performance is measured against the expected value for the given case
mix of the clinic. Separate models were run for adults and adolescents.

Risk variables included in the model include age, initial PHQ-9/9M score, insurance product and
patient neighborhood deprivation index (based on zip code). Deprivation index is new in 2021.
Deprivation index includes use of SNAP benefits, living under the poverty level, unemployed status,
public assistance, and single female with children.

The developer considered race, ethnicity, language and country of origin variables for the model. They
did have an impact on the score, but the developer could not prove both sufficient conceptual basis
for their inclusion and that they were not confounding factors. The developer also thought their
application introduced the potential for implicit bias. The social deprivation index was included as a
proxy for these social determinants of health with the decision that geography/neighborhoods are
what matter.



e The developer provided the model estimates but model discrimination statistics were not included.
The developer states that all variables have a Chi-squared p value of less than 0.0001, but a C-statistic
and other model fit or calibration statistics were not provided.

Meaningful Differences
e Variability of rates among medical groups around the statewide average was as follows:

O Adults: 19.4 percent (range 0% to 37.2%), using 120,344 patients from 550 clinics
O Adolescents: 15.5 percent (range 0% to 27.7%), using 11,658 patients from 118 clinics
o0 Overall, rates are low.

e The developer does not describe the statistical methods for identifying meaningful differences.

e The developer provided information in 2b.28 on the risk adjusted results that show differences. In the
adult model, 85 of the 550 groups/practices performed above expectations, 106 groups/practices
performed below and 359 performed as expected. In the adolescent model, 116 of 118
groups/practices performed as expected, while one performed below expectations and one
performed above expectations.

Missing Data

e The developer states that MN has made incremental improvements in rates of follow-up PHQ-9 at 6
months, from 22.7 percent in 2010 to 48.5 percent in 2019 for adults. Adolescents, a new population
for this measure have a 2019 follow-up rate of 43.4 percent.

e The developer states that missing data (follow-up PHQ-9 patient reported outcome assessment) is not
an issue as those patients who are not re-assessed in follow-up remain in the denominator and are
treated as if they are not in remission, but that low outcome rates are not solely attributed to lack of
follow-up. A portion of patients are still experiencing symptoms of depression and are not in
remission. A separate analysis for patients who were assessed with a follow-up PHQ-9 demonstrates
that remission was at 24 percent while significant depression symptoms persisted for 49 percent of
the patients (24% moderate, 15% major, and 10% severe).

O There is a companion related measure that allows medical groups to understand their use of
the PHQ-9/ PHQ-9M tool, NQF # 0712 Depression Utilization of PHQ-9M (also under
maintenance review this cycle). This measure reports the rate of tool administration for
patients with a diagnosis of depression or dysthymia seen during a four month

® Missing follow up data is included in the denominator and patients who are not re-assessed are
treated as if they are not in remission.

Comparability

e The measure only uses one set of specifications for this measure.

Questions for the Committee regarding validity:

e Do you have any concerns regarding the validity of the measure (e.g., exclusions, risk-adjustment
approach, etc.)?
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O Was is appropriate to compare the current measure using the PHQ-9 with other measures

that use the same tool?

o Do you have any concerns about the way missing data is categorized in this measure?

Is any additional data needed on data element testing?

Is additional information needed on the risk adjustment model and model performance?

Preliminary rating for validity: O High [0 Moderate [ Low Insufficient

Committee Pre-evaluation Comments:

2a. Reliability

2al. Reliability-Specifications

o

(0]

(0]

(0]

specifications are clear. Recent updates to this and other related measures makes it difficult to
assess whether there is appreciable improvement over time, which is a requirement for
maintenance of a measure?

Data systems may not accurately capture change in PHQ9 score. May be difficult for a provider
to report.

Data elements clearly defined and descriptors provided. All steps are clear. No concerns about
measure being implemented consistently.

No concerns clearly defined.
Reliability is good, risk adjustment useful

This is good and the added clinical exclusions add to the reliability

2a2. Reliability — Testing

(0]

O O O O

2b. Validity

Given aggregated data, the team is left with beta binomial model to statistically explore
capacity to distinguish higher vs. lower performing clinics. Studies supporting the
psychometric properties of the PHQ 9 support the selection of this screener but not really the
reliability and validity of the quality measure.

PHQ-9M should undergo reliability testing, although it is doubtful it will differ from PHQ9 so
not as much of a concern.

No.
No concerns.
No concerns

No concerns

validity of screening measure provided, but not the quality measure. Internally they examine
correlation between the remission and response measure for 6 months and find a strong correlation
but is there a selection effect for both of these at the patient level that would explain this? The
developer can't tell given their data source.

No

Does not pass because of missing critical data elements.

Yes-The developer does not present results for all critical data elements; therefore, this testing does
not meet the NQF threshold for critical data element testing.

OK
No

11



2b2-2b6. Potential threats to validity
e 2b2-3. Other Threats to Validity (Exclusions, Risk Adjustment)

o It appears that the team adjusted for initial screener, insurance status, and patient
neighborhood deprivation index (link using patient zip) using regression modeling. observed
vs. expected (created variable adjusted for clinic case mix? This is likely the best they could do
with the limitations of the data source.

o Exclusions are appropriate. Risk adjustment would be beneficial due to disparities in
depression care.

o Exclusions are appropriate. Yes, there is a relationship between age, race, ethnicity, primary
language, etc. and scores on the measure. The social risk factors included align very well. They
are present at the start of care. Risk adjustment was appropriate developed and tested,
results are acceptable, and risk-adjustment strategy is included in the measure.

o The developer does not describe the statistical methods for identifying meaningful
differences.

o Acceptable.
o This seems adequate
e 2b4-7.Threats to Validity (Statistically Significant Differences, Multiple Data Sources, Missing Data)

o the developer is conservative and states that patients without a reassessment are identified as
non-remission. But for this measure, large proportion of cases are missing for f/u interval.

o Possibly. If there was no follow-up data vs. the original PHQ9 score the person should be
excluded from the denominator so as to not falsely lower results.

o The developer includes differences in performance among clinical sites. There are differences
in performance with a majority of sites performing as expected, and about 40% at above or
exceeds expectations. Overall dates for six month follow up are low. Only one set of
specifications. Follow up rates are low for six-months and those patients will not be included
in the numerator.

o Missing follow up data is included and does not constitute a threat to the validity.
o No

O no

Criterion 3. Feasibility

Maintenance measures — no change in emphasis — implementation issues may be more prominent

3. Feasibility is the extent to which the specifications including measure logic, require data that are readily
available or could be captured without undue burden and can be implemented for performance
measurement.
e The measure is captured in electronic health records. Groups can successfully extract the tool
information from their EHR.

e MNCM developed a direct data submission process, whereby medical groups submit a patient level
data file for rate calculation and public reporting. MNCM is implementing a new data collection
method that serves as a warehouse of clinical data where measures are calculated centrally. No fees
are associated with this program.

Questions for the Committee:
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* Are the required data elements routinely generated and used during care delivery?
* Are the required data elements available in electronic form, e.g., EHR or other electronic sources?

* s the data collection strategy ready to be put into operational use?

Preliminary rating for feasibility: [1 High Moderate [0 Low [ Insufficient

Committee Pre-evaluation Comments:

3. Feasibility

e The developer appropriately states that the PHQ 9 "may not be a standard part of care in many
settings, which this measure is trying to change." The conundrum is they are advocating for use of
one depression screener. This is inconsistent with The Joint Commission that allows a pool of
validated measures for suicide screening, and the Core Set measures re: dep screening and follow-up
(developer CMS) that allows for a pool of screening measures.

e May be difficult for some providers to record results of depression screening and adequately report.
Also, a 6 month timeframe may be too short based on when patients receive follow-up care (vs.
medication management only).

e All of the data elements are routinely generated and available in electronic format. They are
implementing a new data collection method where measures are calculated centrally. | do not have
concerns around the data collection strategy and its operational use.

e Implementation is a concern.
e Feasible with minor changes in practice.

e This is one of the most used measures and works well

Criterion 4: Use and Usability

Maintenance measures — increased emphasis — much greater focus on measure use and usefulness,
including both impact/improvement and unintended consequences

4a. Use (4al. Accountability and Transparency; 4a2. Feedback on measure)

4a. Use evaluates the extent to which audiences (e.g., consumers, purchasers, providers, policymakers) use or
could use performance results for both accountability and performance improvement activities.

4a.1. Accountability and Transparency. Performance results are used in at least one accountability application
within three years after initial endorsement and are publicly reported within six years after initial
endorsement (or the data on performance results are available). If not in use at the time of initial
endorsement, then a credible plan for implementation within the specified timeframes is provided.

Current uses of the measure

Publicly reported? Yes [1 No

Current use in an accountability program? Yes [1 No [ UNCLEAR
Planned use in an accountability program? [J Yes [1 No NA

Accountability program details

e Performance results are provided to all medical groups who submit data for this state-wide measure.
Results are provided annually.
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® Measure is publicly reported on the MN HealthScores website and as a part of the MNCM Annual
Health Care Quality Report, Annual Disparities by Insurance Type and Disparities by Race, Ethnicity,
Language, Country of Origin, and is the focus of several issue briefs.

e The measure is used in all primary care clinics in MN and bordering communities in Wisconsin, North
Dakota, South Dakota and lowa.

4a.2. Feedback on the measure by those being measured or others. Three criteria demonstrate feedback: 1)
those being measured have been given performance results or data, as well as assistance with interpreting the
measure results and data; 2) those being measured and other users have been given an opportunity to provide
feedback on the measure performance or implementation; 3) this feedback has been considered when
changes are incorporated into the measure

Feedback on the measure by those being measured or others
e The developer provides results to measured entities and allows measure users to appeal results prior
to public reporting.

e Although this measure is not used in a CMS program, the developer uses a CMS JIRA ticketing system
to collect and respond to questions about other measures with which NQF #1884 is harmonized. The
developer has made improvements to NQF #1884 in response feedback received via CMS JIRA tickets
as well.

e Inresponse to feedback, the developer reconvened an expert panel to review updates to the measure
specifications. Based on feedback received from the multi-stakeholder expert workgroup, the
developer made the following changes to the measure: addition of the adolescent population,
widening the follow-up assessment window, add the PHQ-9M tool, tighten up the personality
disorders exclusions list, add exclusions for schizophrenia and pervasive developmental disorders, and
simplify the diagnosis criterion.

Questions for the Committee:

* How have (or can) the performance results be used to further the goal of high-quality, efficient
healthcare?

* How has the measure been vetted in real-world settings by those being measured or others?

Preliminary rating for Use: [XI Pass [1 No Pass

4b. Usability (4al. Improvement; 4a2. Benefits of measure)

4b. Usability evaluates the extent to which audiences (e.g., consumers, purchasers, providers, policymakers)
use or could use performance results for both accountability and performance improvement activities.

4b.1 Improvement. Progress toward achieving the goal of high-quality, efficient healthcare for individuals or
populations is demonstrated.

Improvement results

e Prior to specifications changes, follow up at six months improved from 22.7 percent in 2010 to 48.5
percent in 2019 for adults. Adolescents have a 2019 follow up rate of 43.4 percent.

e Due to recent redesign of the measure, the developer is not able to provide trend data on the
measure as specified.
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4b2. Benefits vs. harms. Benefits of the performance measure in facilitating progress toward achieving high-
quality, efficient healthcare for individuals or populations outweigh evidence of unintended negative
consequences to individuals or populations (if such evidence exists).

Unexpected findings (positive or negative) during implementation
e The developer does not identify any unintended negative consequences.

e The developer notes that incorporating adolescents into the measure may help address MDD early
and aid in prevention over the life cycle.

e The developer conducted a survey of medical groups in MN. The developer found that 55.6 percent of
medical groups rated the measure as moderate or high value.

Potential harms

e The developer does not note potential harms of the measure.
Questions for the Committee:
e How can the performance results be used to further the goal of high-quality, efficient healthcare?

e Do the benefits of the measure outweigh any potential unintended consequences?

Preliminary rating for Usability and use: [ High X Moderate [1 Low [ Insufficient

Committee Pre-evaluation Comments:

4a. Use

e adherence rates are publicly reported and stakeholder input provided to guide changes in
specifications. Difficult to interpret data from this measure.

e vyes

e Performance results are reported back annually to groups who submit data. Publicly reported on the
MN Health Scores. Groups being measured have been given their results and they are provided the
opportunity to appeal. Feedback has been gathered by an expert panel, and changes were
implemented based on the feedback.

e The opportunity for feedback was given and it was incorporated into the measure.

e |nuse at MNCM

e It's widely publicly reported, feedback has been broad and resulted in useful measure modifications

4b. Usability

o Alower performing clinic may be serving more clinically severe and psychosocially complex patients

yet still be provided acceptable treatment for major depression over longer period, possibly caring for

more treatment resistant depression, patient still in care because they need continued care for this
chronic, debilitating condition that can be impacted by factors outside the clinic/providers' control.

e Benefits outweigh the risks.

e Tracking scores over time can assist in the development and use of effective interventions for
treatment of depression. The feedback to specific sites allows them the opportunity for quality
improvement of patient care. No unintended consequences and ongoing measurement should have
significant benefits to patient populations in the treatment of depression, especially with more
opportunities for early detection with including adolescents.
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e No harms. The Benefits -by including adolescents early intervention can lead to treatment that will
enhance quality of life.

e Usable

e we can see that improvement is occurring and there are no direct harms

Criterion 5: Related and Competing Measures

Related measures

e NQF #1885 Depression Response at Twelve Months- Progress Towards Remission
e NQF #0712 Depression Assessment with PHQ-9/ PHQ-9M
e NQF #0710e Depression Remission at Twelve Months
e NQF #0711 Depression Remission at Six Months
Harmonization

o The developer attests that the related measures are harmonized to the extent possible.

Committee Pre-evaluation Comments:

5: Related and Competing Measures

e Several related measures. Suggest combining the 6 and 12 month response measures (but not
remission) into a single measure.

e All related measures have been harmonized.

e No competing measures; related measures-NQF #1885 Depression Response at Twelve Months-
Progress Towards Remission ¢ NQF #0712 Depression Assessment with PHQ-9/ PHQ-9M ¢ NQF
#0710e Depression Remission at Twelve Months ¢ NQF #0711 Depression Remission at Six Months

e | wonder why we have to have all of these measures. They clearly are tied to one another and this
tends to muddy what is a good idea. Can't we agree on a more compact group of depression
measures!!

e No competing measure and it's well harmonized with the suite of 4 other MNCM measures

Public and NQF Member Comments (Submitted as of June 15, 2022)

Member Expression of Support

o Of the one NQF members who have submitted a expression of support, zero expressed
“support” and one expressed “do not support” for the measure.

Comments

Comment 1 by: Submitted by Collette Cole, Minnesota Community Measurement

Hello, During the process of submitting our scientific testing for this measure NQF# 1884 Depression
Response at Six Months, we inadvertently did not include the c-statistic for this measure. This statistic
was calculated during the logistic regression procedure but the clinical staff completing the application
did not recognize the c-statistic in part due to the large number of pairs and the spacing of the table. The
calculated concordance (c-statistic) for this measure was 0.578 (adults) and 0.552 (adolescents) which
meet the criteria for a well calibrated model. Association of Predicted Probabilities and Observed
Responses Adults Percent Concordant 57.8Somers' D 0.156 Percent Discordant 42.2Gamma 0.156
Percent Tied 0.0Tau-a 0.049 Pairs 2261788815c 0.578 Association of Predicted Probabilities and
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Observed Responses Adolescents Percent Concordant 55.2Somers' D 0.104 Percent Discordant
44.8Gamma 0.104 Percent Tied 0.0Tau-a 0.027 Pairs 17784665c 0.552 Please consider this additional
information in the standing committee’s assessment of the risk adjustment model. Sincerely, Collette
Cole, RN BSN CPHQ Clinical Measure Developer, MN Community Measurement

Comment 2 by: Submitted by Koryn Rubin, American Medical Association

The American Medical Association (AMA) appreciates the opportunity to comment on this measure. We
are writing to express our concerns on the evidence and testing provided in support of this measure.
While the AMA agrees that it is useful to understand the rate of response for individuals diagnosed with
depression, we do not believe that the developer provided sufficient evidence demonstrating that
depression scores can be successfully reduced by at least 50% across the defined patient population
within a six-month timeframe nor was any evidence provided supporting this requirement of 50%. For
example, would the measure better capture clinical care and patient outcomes if it measured a minimal
clinically significant difference in the depression score. It is important that the data demonstrate that
practices can implement structures or processes that lead to improved outcomes and the measure
results in rates that truly reflect the quality of care delivered by a practice rather than differences in
patient mix or other factors outside of the practice’s control. We also seek clarification on whether this
measure is intended to be captured as an electronic clinical quality measures (eCQMs) since the
complimentary measure (710e Depression Remission at Twelve Months), which is an eCQM, uses the
same data and is specified similarly. It would seem counterintuitive to have related measures endorsed
that leverage what appear to be the same data, yet are endorsed with different data sources and
specifications. If it is intended to be an eCQM, our concerns on the inadequate testing and missing
feasibility scorecard for NQF #710e would also apply to this measure. The AMA requests that the gaps in
evidence and clarification on whether the measure is intended to be an eCQM be addressed prior to
continued endorsement of this measure. We appreciate the Committee’s consideration of our
comments.

Scientific Acceptability Evaluation

RELIABILITY: SPECIFICATIONS

1.
2.

Have measure specifications changed since the last review? Yes O No

Are submitted specifications precise, unambiguous, and complete so that they can be consistently
implemented? Yes [ No

Briefly summarize any changes to the measure specifications and/or concerns about the measure
specifications.

e Measure specifications for the instrument-based measure also include the specific instrument (e.g.,
PROM(s)); standard methods, modes, and languages of administration; whether (and how) proxy
responses are allowed; standard sampling procedures; handling of missing data; and calculation of
response rates to be reported with the performance measure results.

o The developer states that several updates have been made to the measure specifications including:
incorporating adolescents ages 12 to 17, addition of the PHQ-9M (modified for teens) PRO tool,
expansion of the assessment window to +/- 60 days, modification of exclusion value set for personality
disorder, addition of exclusions for schizophrenia and pervasive developmental disorder, and removal
of the requirement that the depression diagnosis be in the primary position for behavioral specialty.

e No concerns.

RELIABILITY: TESTING

4.

Did the developer conduct new reliability testing? Xl Yes [1 No
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10.

11.

4a. If no, summarize the Standing Committee’s previous feedback:

4b. If yes, describe any differences between the new and old testing and summarize any relevant
Standing Committee’s feedback from the previous review:

Reliability testing level: X Accountable-Entity Level [1 Patient/Encounter Level [1 Neither
Reliability testing was conducted with the data source and level of analysis indicated for this measure
Yes [ No

If accountable-entity level and/or patient/encounter level reliability testing was NOT conducted or if the
methods used were NOT appropriate, was empirical VALIDITY testing of patient-level data conducted?
X Yes L[] No

Assess the method(s) used for reliability testing:

Submission document: Question 2a.10
o The developer refers to prior evidence of encounter-level reliability of the PHQ-9 from the literature

e The developer describes differences between PHQ-9 and PHQ-9M, which they characterize as “slight.”
The PHQ-9 has been tested in adolescents. The PHQ-9M has not been tested separately. However, the
developer asserts that this is not necessary, given the minor differences between the questionnaires.

o The developer presents empirical testing at the accountable entity level using a beta-binomial model.

e QOver 115 medical groups representing 788 clinics were included in the testing of this measure,
representing 118,132 adults and 7,237 adolescents. Reliability statistics were provided at the clinic
level for all clinics with >=30 patients in the denominator.

Assess the results of reliability testing
Submission document: Question 2a.11

e For the instrument the developer reported a Cronbach’s alpha of 0.89 in the PHQ-9 Primary Care
Study and 0.86 in the PHQ OBGYN Study.

e The developer concluded that test-retest reliability of the PHQ-9 instrument was excellent.

e The developer reported beta-binomial reliability of 0.915 for adults and 0.83 for children 12-17 years
old and concludes that the measure the measure is reliable in distinguishing higher performing clinics
from lower performing clinics.

e The previous submission (2013) demonstrated a reliability of 0.90 for adults, using a beta binomial
test.

o The developer states that a beta-binomial reliability (signal-to-noise) score of greater than 0.70
indicates that it is acceptable to draw conclusions about groups, in this case by the comparison of
clinic site level reporting.

Was the method described and appropriate for assessing the proportion of variability due to real
differences among measured entities? NOTE: If multiple methods used, at least one must be appropriate.

Submission document: Question 2a.10-12
Yes

LI No

[ Not applicable

Was the method described and appropriate for assessing the reliability of ALL critical data elements?

Submission document: Question 2a.10-12
Yes
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12.

13.

O No

I Not applicable (patient/encounter level testing was not performed)
OVERALL RATING OF RELIABILITY (taking into account precision of specifications and all testing results):

L1 High (NOTE: Can be HIGH only if accountable-entity level testing has been conducted)

Moderate (NOTE: Moderate is the highest eligible rating if accountable-entity level testing has not
been conducted)

L] Low (NOTE: Should rate LOW if you believe specifications are NOT precise, unambiguous, and
complete or if testing methods/results are not adequate)

O] Insufficient (NOTE: Should rate INSUFFICIENT if you believe you do not have the information you
need to make a rating decision)

Briefly explain rationale for the rating of OVERALL RATING OF RELIABILITY and any concerns you may
have with the approach to demonstrating reliability.

e The specifications are precise, unambiguous, and complete (box 1) = Empirical reliability testing
was conducted on the measure at the accountable entity level (box 2) = Reliability testing was
conducted with computed performance measure scores (box 4) 2 Method described was
appropriate for assessing proportion of variability (box 5) = There is moderate certainty that the
performance scores are reliable (box 6b) = Rate at MODERATE

VALIDITY: TESTING
14. Did the developer conduct new reliability testing? X Yes [ No

15.

16.

17.

14a. If no, summarize the Standing Committee’s previous feedback:
® [Summary]

14b. If yes, describe any differences between the new and old testing and summarize any relevant
Standing Committee’s feedback from the previous review:

e [Summary]
Validity testing level (check all that apply):
1 Accountable-Entity Level [ Patient or Encounter-Level X Both

NOTE: Empirical validity testing is expected at time of maintenance review; if not possible, justification is
required.

If patient/encounter level validity testing was provided, was the method described and appropriate for
assessing the accuracy of ALL critical data elements? NOTE: Data element validation from the literature is
acceptable.

] Yes

No

L] Not applicable (patient/encounter level testing was not performed)

Method of establishing validity at the accountable-entity level:

NOTE: Empirical validity testing is expected at time of maintenance review; if not possible, justification is
required.

Submission document: Questions 2b.01-02
[ Face validity
Empirical validity testing at the accountable-entity level

O N/A (accountable-entity level testing not conducted)
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18.

19.

20.

Was the method described and appropriate for assessing conceptually and theoretically sound
hypothesized relationships?
NOTE that data element validation from the literature is acceptable.
Submission document: Questions 2b.01-02.
Yes
LJ No

L] Not applicable (patient/encounter level testing was not performed)
Assess the method(s) for establishing validity

Submission document: Question 2b.02

e The developer conducted performance score validity and presented a validity assessment of the PHQ-
9 tool from the literature.

e For data element validity, the submitted data was authenticated via the direct data submission
process which included denominator certification, data quality checks, validation audit, and a two-
week medical group review period.

e Performance score validity was performed by comparing this measure to similar measures. The
developer hypothesized that clinics that do well achieving a response (PHQ-9 > 50 percent improved
from index initial PHQ-9 score) would also do well in achieving remission (PHQ-9 < 5).

Assess the results(s) for establishing validity

Submission document: Questions 2b.03-04
o Validity of the PROM- PHQ-9:

o0 The developer references testing of construct validity in the literature, using mental health
professional re-interview as the criterion standard.

e Sensitivity of a PHQ-9 score greater than 10 is 88 percent

e Specificity of a PHQ-9 score greater than 10 is also 88 percent
o ROC analysis: area under the curve for the PHQ-9 in diagnosing major depression was 0.95
o Validity testing conducted at the Patient/Encounter Level:

0 The developer also presents empirical encounter-level validity testing by analyzing the results
of their standard data quality checks and audits. These checks are done on (1) date of birth, (2)
date of service, (3) icd-10 codes used, (4) attestation of inclusion of patients, (5) exclusions to
the measure.

e 49 percent of groups passed with no errors; 58 percent of those that submitted data
passed initial quality checks; 30 percent of groups that submitted data were audited; 94
percent passed the audit.

e Percent agreement statistics or positive and negative predictive values were not provided.
e The developer does not provide additional validity testing of the PHQ-9M.

o The developer does not present results for all critical data elements; therefore, this testing
does not meet the NQF threshold for critical data element testing.
Validity testing conducted at the Accountable Entity Level:

The developer presents empirical testing at the accountable entity level, testing against
several different constructs.

o Correlation between depression remission (PHQ-9 < 5) at six months and depression response
(PHQ-9 greater than or equal to 50% improved from index initial PHQ-9 score) at six months.
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The developer hypothesized that clinics that have high response rates are also likely to have
high remission rates for both adults and adolescents.

e R-squared (adults) =0.8922
e R-squared (adolescents) = 0.8386

o Correlation between depression response at six months and rates of follow-up with a PHQ-
9/9M at six months. The developer hypothesizes that patients who receive regular screening
are more likely to achieve remission for both adults and adolescents.

e R-squared (adults) =0.75
e R-squared (adolescents) =0.7831

o Correlation between patients who achieve remission at six months and patients who achieve
response at six months but not remission. The developer hypothesizes that clinics that have
high response rates are also likely to have low response with no remission rates for both
adults and adolescents.

e R-squared (adults) =0.3244
e R-squared (adolescents) 0.3166

e Note that neither ‘achieving remission at six months’ nor ‘achieving response at six
months but not remission’ are the current measures under consideration.

o Correlation between patients with depression outcome and diabetes outcome. The developer
hypothesizes that there will be a weak but positive correlation between these two chronic
conditions for adults only.

e R-squared (adults) =0.2244

e Note that neither of these measures are the measure under consideration.

VALIDITY: ASSESSMENT OF THREATS TO VALIDITY
Submission document: Questions 2b.15-18.

e This measure excludes patients who die, are a permanent resident of a nursing home or are enrolled
in hospice are excluded from this measure, and patients who have a diagnosis of bipolar or personality
disorder, schizophrenia or psychotic disorder, or pervasive developmental disorder.

e The developer lists bipolar diagnosis and active Schizophrenia, or Psychotic Disorder as required
exclusions and the remaining exclusions as allowable. The developer states that because this is a
longitudinal measure the allowable exclusion may occur during the course of the measurement
period.

21. Risk Adjustment
22. Submission Document: Questions 2b.19-32
22a. Risk-adjustment method
(] None Statistical model [ Stratification
[1 Other method assessing risk factors (please specify)
22b. If not risk-adjusted, is this supported by either a conceptual rationale or empirical analyses?
I Yes [ No Not applicable
22c. Social risk adjustment:
22c.1 Are social risk factors included in risk model? Yes [0 No [ Not applicable

22c.2 Conceptual rationale for social risk factors included? Yes [ No
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22c.3 Is there a conceptual relationship between potential social risk factor variables and the measure
focus? Xl Yes [ No

22d.Risk adjustment summary:
22d.1 All of the risk-adjustment variables present at the start of care? Yes [ No

22d.2 If factors not present at the start of care, do you agree with the rationale provided for inclusion?
Yes [ No

22d.3 Is the risk adjustment approach appropriately developed and assessed? Xl Yes [ No

22d.4 Do analyses indicate acceptable results (e.g., acceptable discrimination and calibration)

Yes [ No

22d.5.Appropriate risk-adjustment strategy included in the measure? X Yes [ No
22e. Assess the risk-adjustment approach
O The measure is risk adjusted using a logistic regression model to create an indirect
standardization risk adjustment (expected value). Performance is measured against the

expected value for the given case mix of the clinic. Separate models were run for adults and
adolescents.

O Risk variables included in the model include initial PHQ-9/PHQ-9M score, insurance product
and patient neighborhood deprivation index (based on zip code). Deprivation index is new in
2021.

o The developer considered race, ethnicity, language and country of origin variables for the
model. They did have an impact on the score, but the developer did not believe there was a
conceptual basis for their inclusion and the potential for implicit bias. The social deprivation
index was included as a proxy for the social determinants of health.

0 Model discrimination statistics were not included; the developer provided the model
estimates, but not a c-statistic or other model fit or calibration statistics.

o No concerns.
23. Please describe any concerns you have regarding the ability to identify meaningful differences in
performance.
Submission document: Questions 2b.05-07

For cost/resource use measures, does this measure identify meaningful differences about cost and resource
use between the measured entities?

O Variability of rates among medical groups around the statewide average was as follows:
Adults: 19.4 percent (range 0% to 37.2%), using 120,344 patients from 550 clinics

o Adolescents: 15.5 percent (range 0% to 27.7%), using 11,658 patients from 118 clinics
O Overall, rates are low.
O The developer reports that six month follow-up has the widest variation among medical

groups, and that overall rates are low.

O The developer does not describe the statistical methods for identifying meaningful
differences.

O The developer provided information in 2b.28 on the risk adjusted results that show
differences. In the adult model, 85 of the 550 facilities performed above expectations, 106
performed below expectations and 359 performed as expected. In the adolescent model,
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116 of 118 facilities performed as expected, while one performed below expectations and
one performed above expectations.

24. Please describe any concerns you have regarding comparability of results if multiple data sources or
methods are specified.

Submission document: Questions 2b.11-14.

o Not applicable.

25. Please describe any concerns you have regarding missing data.

Submission document: Questions 2b.08-10.

(¢]

The developer states that MN has made incremental improvements in rates of follow-up PHQ-
9 at 6 months, from 22.7 percent in 2010 to 48.5 percent in 2019 for adults. Adolescents, a
new population for this measure have a 2019 follow-up rate of 43.4 percent.

The developer states that missing data (follow-up PHQ-9 patient reported outcome
assessment) is not an issue as those patients who are not re-assessed in follow-up remain in
the denominator and are treated as if they are not in remission, but that low outcome rates
are not solely attributed to lack of follow-up. A portion of patients are still experiencing
symptoms of depression and are not in remission. A separate analysis for patients who were
assessed with a follow-up PHQ-9 demonstrates that remission was at 24 percent while
significant depression symptoms persisted for 49 percent of the patients (24% moderate, 15%
major, and 10% severe).

o There is a companion related measure that allows medical groups to understand
their use of the PHQ-9/ PHQ-9M tool, NQF # 0712 Depression Utilization of PHQ-9M
(also under maintenance review this cycle). This measure reports the rate of tool
administration for patients with a diagnosis of depression or dysthymia seen during a
four month

Missing follow up data is included in the denominator and patients who are not re-assessed
are treated as if they are not in remission.

For cost/resource use measures ONLY:

If not cost/resource use measure, please skip to question 26.

26.

27.

28.

Are the specifications in alignment with the stated measure intent?

[0 Yes [0 Somewhat [ No (If “Somewhat” or “No”, please explain)

Describe any concerns of threats to validity related to attribution, the costing approach, carve outs, or
truncation (approach to outliers):

OVERALL RATING OF VALIDITY taking into account the results and scope of all testing and analysis of
potential threats.

[ High (NOTE: Can be HIGH only if accountable-entity level testing has been conducted)

L] Moderate (NOTE: Moderate is the highest eligible rating if accountable-entity level testing has NOT
been conducted)

] Low (NOTE: Should rate LOW if you believe that there are threats to validity and/or relevant
threats to validity were not assessed OR if testing methods/results are not adequate)

Insufficient (NOTE: For instrument-based measures and some composite measures, testing at both
the accountable-entity level and the patient/encounter level is required; if not conducted, should
rate as INSUFFICIENT.)
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29. Briefly explain rationale for rating of OVERALL RATING OF VALIDITY and any concerns you may have
with the developers’ approach to demonstrating validity.

e All potential threats to validity are not empirically assessed — there is no demonstration of how the
risk adjustment model fits the data (Box 1) = Rate as INSUFFICIENT

FOR COMPOSITE MEASURES ONLY: Empirical analyses to support composite construction

30. What is the level of certainty or confidence that the empirical analysis demonstrates that the
component measures add value to the composite and that the aggregation and weighting rules are
consistent with the quality construct?

L] High
L] Moderate
L Low
L] Insufficient
31. Briefly explain rationale for rating of EMPIRICAL ANALYSES TO SUPPORT COMPOSITE CONSTRUCTION

ADDITIONAL RECOMMENDATIONS

32. If you have listed any concerns in this form, do you believe these concerns warrant further discussion by

the multi-stakeholder Standing Committee? If so, please list those concerns below.

o No additional questions or concerns.
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Developer Submission

Criteria 1: Importance to Measure and Report

Extent to which the specific measure focus is evidence-based, important to making significant gains in healthcare quality,
and improving health outcomes for a specific high-priority (high-impact) aspect of healthcare where thereis variation in
or overall less-than-optimal performance. Measures must be judgedto meetall sub criteria to pass this criterion and be
evaluated againstthe remaining criteria

1ma.01.Indicate whether there is new evidence about the measure since the most recent maintenance evaluation. If
yes, please briefly summarizethe new evidence, and ensure you have updated entries in the Evidence section as
needed.

[Response Begins]
Yes
[Yes Please Explain]

Incorporation of adolescents into this measure results in additionalguideline support and the addition of an patient
reported outcome tool modified foradolescents (PHQ-9M)

[Response Ends]

Please separate added or updated information from the most recent measure evaluation within each question response
inthe Importance to Measure and Report: Evidence section. For example:

2021 Submission:
Updated evidence information here.
2018 Submission:

Evidencefromthe previous submission here.

1a. Evidence

1a.01. Provide alogic model.

Briefly describe the steps between the healthcare structures and processes (e.g., interventions, or services) and the
patient’s health outcome(s). The relationships in the diagram should be easily understood by general, non-technical
audiences. Indicate the structure, process or outcome being measured.

[Response Begins]

4 N 4 ™\ ' ™ ]
Response at Six
Assessment and Continue to monitor Months
. . . Treatment with and assess progress. (+/- 60 days)
diagnosis of major S .
d . medication and/ or Step-wise approach to R
epression or thera treatment adjustments esponse as
dysthymia 4 ) J demonstrated by
PHQ-9/M PRO Assess progress if needed. PHQ-9/M reduced
Administration with PHQ-9/M PRO Assess progress with by 50% or greater
PHQ-9/M PRO fromthe initial
PHQ-9 score
g S [ J . vy

Health Care Actions to Assess, Treat and Improve Depression Symptoms
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[Response Ends]

1a.02. Provide evidence thatthe target populationvalues the measured outcome, process, or structure and finds it

meaningful.

Describe how and from whom input was obtained.

[Response Begins]

Qualitative Study: Patients’ perspectives on relevant treatment outcomesin depressiontreatment

Social functioning and interpersonal relationships The majority of patients mentioned goals related to social functioning
(defined as an individual’s ability to perform and fulfil normal social roles and interpersonal relationships as important

goals of depression treatment. Normalization of social functioning was consideredimportant (Table 2, quote 1). It
included getting out of bed, continuing normal daily activitiesand functioning as before the depression. One patient

stated that it was acceptable to use antidepressant medication, if necessary, for obtainingnormalization of social
functioning (Table 2, quote 2). Patients saw undertaking activitiesagain with friends and family as a good indicator of

social functioning. However, patients who had experienced multiple depressive episodes or patients who were diagnosed
with chronic depression had a different view on functioning. Theystressed that they needed to find new ways of

functioning theywould consider as satisfactory given circumstances, even though it would not quite be in the same way

as before.

Themes

Quotations for illustration

Social functioning
and interpersonal
relationships

Quote 1: ‘So the client’s own picture of themselves [how the client themselves feels that they
function], butalso how those aroundthemfeel that they function. Because I think that’s what'’s
mostimportant, if you can function more or lessnormally, like youusedto.’ (Participant 12,
man, age 52)

Quote 2: ‘I was finally functioning without medication, and | thought that was fine. Itis fine
until another bump comes alongand then youstartall over again. If |ask myself now; | just
want to be able to function again and, if necessary, with medication, like | did a few years ago.
For me, that’s my recovery.’ (Participant 3, man, age 52)

Prevention of future
recurrences

Quote 3: ‘If you’ve beengivenum, enoughthings to hold on to to pull yourself up attimes
when you are sinking. Learning to recognize andknow whatyou have to do about it. Identifying
and tacklingit.” (Participant 17, woman, age 25).

Quote 4: ‘Anotherway of dealing with it ..., is to be able to relate success to yourability to deal
with a setback yourself. Without having to go straight back into treatment or taking more pills,
that when thereare setbacks, a hard day, which in the past would have sent you straightinto
the abyss, nowyou have learned, first | have to do this and then I have to do thatand watch
outfor thisand soon...” (Participant 1, man, age 60)
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Themes

Quotations for illustration

Acceptance of
illness and managing
the depression

Quote 5: ‘During my first depressive episode, | really wanted things to be just like theywere
before. Althoughldid think that that would never happen, it was in fact my one sole wish. And,
um, well, it’s turned out be verydifferent now from before, but better actually. But it was, it’s
been quite a process to accept things and to make adjustments.’ (Participant 13, woman, age
41)

Quote 6: ‘I see recovery as learning to deal with yoursituation and to keep going. Because it
will never make me better. And that has determined, and still determines, how I live my life
and how | deal with my disabilities, what | do and what | don’tdo. Those are two aspects that
the...um, come back everyday. What do I do and whatdo I forget about? That's what, that’s
what it actually boils down to.” (Participant 16, woman, age 69)

Personal goals and
societal
expectations

Quote 7: ‘Thatyou go shopping, go to work and have a social life, and that this can be too
much for people, or whether your goalsis in fact that you can atleast have a social life again, or
justgo to work, that can differ from one client to the next. But the outside worldsays, you're
notreally part of things again unless you’re working, and that’s what I'd really like to do.”
(Participant 3, man, age 52)

Quote 8: ‘Thereis, for example, another goal that 1 have: in my contact with others Iwantto be
less troubled by certain things, butthat’s not the same as not having any symptoms any more.
And in my view, a practitioner often tends to look from that perspective, if things are xand y,
then zis automatically the case, whereas itisn’t always like that. Sometimes | can feel really
good.’ (Participant 2, woman, age 22)

Quote 9: ‘For almost everyone | can think of an example, with all the questionnaires [routine
outcome monitoring questionnaires/symptom rating scales] that you have tofill in, that at
some time they say, oh, you’re doinga lot better, and that you definitelydon’t feel that
yourself. So um, that’s not the whole story.’ (Participant 1, man, age 60)

Table 2 Quotesfor each theme from the patient's perspective

Patients’ and clinicians’ perspectives on relevant treatment outcomes in depression: qualitative study Kaying Kan,
Frederike Jorg, Erik Buskens, Robert A. Schoeversand Manna A. Alma. BJPsych Open(2020) 6, e44,1-7. doi:

10.1192/bjo.2020.27

[Response Ends]

1a.03. Provide empirical data demonstrating the relationship between the outcome (or PRO) and at least one
healthcare structure, process, intervention, or service.

[Response Begins]

Institute for Clinical Systems Improvement (1CSI) Clinical Practice Guideline

Summary Table of Recommendations for Major Depressive Disorderand Persistent Depressive Disorder
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Severity PHQ-9 Possible Treatment Recommendations
Scores Diagnoses
Undefined Initial Doesnotmeet | Consider for persistentdepressive disorder
Score: criteriafor Stayin touch:
>-9 major a) If no improvement after one or more
depressive months, consider treating or referral to
disorder behavioral health.
b) If symptoms deteriorate, starttreatment or
make a referral.
* Follow- | Partial Continue steppedtherapies approach.
up remission
Score:
5-9
Per DSM-5: Few, if any, symptomsin 10-14 Mild major Combined psychotherapy and
excess of thoserequired to make the depression pharmacotherapy treatment. When unable to
diagnosis are present, the intensity of do combined therapy dueto patient
the symptoms s distressing but preferences, availability and affordability of
manageable, and the symptoms result the treatments, start with psychotherapy.
in minor impairmentin social or Initially consider weekly contacts to ensure
occupational functioning. adequate engagement, thenatleast monthly.
Per DSM-5: The number of symptoms, | 15-19 Moderate Combined psychotherapy and
intensity of symptoms, and/or major pharmacotherapy treatment. When unable to
functional impairmentare between depression do combined therapy dueto patient
those specified for “mild” and preferences, availability and affordability of
“severe.” the treatments, start with psychotherapy.
Initially consider weekly contacts to ensure
adequate engagement, thenatleastevery2-4
weeks.
Per DSM-5:The number of symptoms | 220 Severe major Combined psychotherapy and

is substantially in excess of that depression pharmacotherapy treatment. When unable to
required to make the diagnosis, the do combined therapy due to patient
intensity of the symptomsis seriously preferences, availability and affordability of
distressing and unmanageable, and the the treatments, start with pharmacotherapy.
symptoms markedly interfere with Weekly contacts until less severe.

social and occupational functioning.

Meets DSM-5 criteria for persistent - Pure Consider startingwith medication. Consider
depressive disorder dysthymia stepped care, which includes augmenting

medications and adding psychotherapyfor
patients who don’timprove.

Meets DSM-5 criteria for persistent
depressive disorder

Chronic major
depression

Combined psychotherapy and
pharmacotherapy treatment.

- Cellintentionally leftempty

Institute for Clinical Systems Improvement Clinical Practice Treatment Guidelines

Establish Follow-Up Plan
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7a. Establish Follow-Up Plan
Recommendation: Clinicians should establish and maintain follow-up with patients.
Quality of Evidence and Strength of Recommendation: Quality of Evidence: Low Strength of Recommendation: Strong

Benefit: Appropriate, reliable follow-up is highly correlated with improvedresponse and remissionscores. Itis also
correlated with the improved safety and efficacy of medications and helps prevent relapse.

Harm: Potential harmsmay include added expense and unnecessaryvisits.
Benefit-Harms Assessment: Benefits appear to outweigh potential harms by a wide margin
Relevant Resources: Trivedi, 2006b; Unutzer, 2002; Hunkeler, 2000; Simon, 2000

Proactive follow-up contacts (in person, telephone) based on the collaborative care model have beenshown to
significantly lower depression severity (Unitzer, 2002). In the available clinical effectiveness trials conductedin real
clinical practice settings, eventhe addition of a care manager leads to modest remission rates(Trivedi, 2006b; Unutzer,
2002). Interventions are critical to educating the patient regarding the importance of preventing relapse, safetyand
efficacy of medications, and management of potential side effects. Establish and maintain initial follow-up contact
intervals (office, phone, other) (Hunkeler, 2000; Simon, 2000).

PHQ-9 as monitor and managementtool. The PHQ-9 is an effective management tool, as well, and should be used
routinely for subsequent visits to monitor treatment outcomes and severity. It can also help the clinician decide if/how to
modify the treatment plan (Duffy, 2008; Léwe, 2004). Using a measurement-based approachto depression care, PHQ-9
results and side effect evaluation should be combined with treatment algorithms to drive patients toward remission. A
five-pointdropin PHQ-9scoreis considered the minimal clinically significant difference (Trivedi, 2009). Every time that
the PHQ-9 is assessed, suicidality is assessed, as well. If the suicidality was indeed of high risk, urgent referral to crisis
specialty health careis advised. In case of low suicide risk, the patient can proceed with treatmentin the primary care
practice (Huijbregts, 2013).

Collaboration with Mental Health Consider collaborating with a behavioral health care clinician for the following: e
Patientrequest for psychotherapy ¢ Presence of severe symptoms and impairment in patient, or high suiciderisk e
Presence of other psychiatric condition (e.g., personality disorder or history of mania)  Suspicionor history of substance
abuse e Clinician discomfort with the case ¢ Medication advice (psychiatrist or other mental he alth prescriber) ¢ Patient
requestfor more specialized treatment

Low Quality Evidence: Furtherresearchis verylikelyto have an importantimpact on our confidence in the estimate of
effectand s likely to change. The estimate or any estimate of effect is veryuncertain.

Strong Recommendation: The work group feels that the evidence consistently indicates the benefit of this action
outweighs the harms. This recommendation might change whenhigher quality evidence becomes available.

ICSI Institute for Clinical Systems Improvement Health Care Guideline Depressionin Primary Care. Trangle M, GurskyJ,
HaightR, HardwigJ, Hinnenkamp T, Kessler D, Mack N, Myszkowski M. Institute for Clinical SystemsImprovement. Adult
Depression in Primary Care. Updated March 2016.

https://www.icsi.org/wp-content/uploads/2021/11 /Depr.pdf

The image above depicts quality of evidence and strong recommendationfor the importance of establishinga follow-up
plan with the patient and maintaining contact with the patient as they continue treatment for depression symptoms.

ICSI Institute for Clinical Systems Improvement Health Care Guideline Depressionin Primary Care. Trangle M, Gursky J,
HaightR, HardwigJ, Hinnenkamp T, Kessler D, Mack N, Myszkowski M. Institute for Clinical SystemsImprovement. Adult
Depression in Primary Care. Updated March2016.

VA/DoD Major Depressive Disorder Clinical Practice Guideline
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Identification

Management

1 Patient with suspected
depression [screens
positive on PHO-2 or

clinical suspicion)

2 Risk assessment and diagnostic work-up
(sidebar 1) B Stable
l 4
\‘ Yes Inpatient or
Is there an acute patient safety risk? ’, | emergent care
to stabilize
No L
5
Does the patient meet criterla Yex

for MDD?

[Sidebar 2)

No ;

v
7 Other treatment as [
necessary (includes other Does the patient have Yes
forms of depression and severe,/chronic/recurrent
other diagnoses)®* MDD?
**Consult other VA/DoD CPG, as appropriate No
Y v
° Treatment for mild to ® | Treatment for severe or
moderate MOD complicated MDD with
X combination therapy
({Sidebar 3) (Sidebar 4)
10

Maonitoring treatment outcomes
{e.g.. PHO-9, symptoms, side
effects, adherence, function)

Determine continuation,
maintenance treatment,
and relapse prevention

Reassess diagnosis
and/or treatment plan

14

Does patient need a
higher level of
care/specialty care?

Provide referral

No

VA Department of Defense Clinical Practice Guidelinesfor Depression
Sidebar 3 Considerations in the Treatment of Mild/ Moderate MDD

For example:
o Select monotherapy or combination therapy: pharmacotherapy/psychotherapy
o Treatment for special populations (e.g., treatment of co-occurring conditions, pregnant
patients, geriatric patients)
O Patient preferences (treatment refusers)
o Consider referral

Sidebar 4 Considerations in Treatment of Severe MDD

For example:
a. Recommendreferral to specialty level of care
b. Selectcombinationtherapy: pharmacotherapy/psychotherapy
c. Treatmentfor special populations (e.g., treatment of co-occurringconditions, pregnant patients,
geriatric patients)
d. Patientpreferences (treatmentrefusers)
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The image above depicts the treatment algorithm for depression from the Veteran's Administration Department of
Defense which outlines the important components of screening, assessment, and recommended treatment basedon
severity of depression symptoms. Additionally, treatment recomme ndations are included for mild/ moderate depression
and severe depression.

https://www.healthquality.va.gov/guidelines/MH/mdd/MDDCPGClinicianSummaryFINAL1.pdf

[Response Ends]

1b. Gap in Care/Opportunity for Improvement and Disparities

1b.01. Briefly explain the rationale for this measure.

Explain how the measure will improve the quality of care, and list the benefits orimprovements in quality envisioned by
use of this measure.

[Response Begins]
Adults:

Depression isacommon and treatable mental disorder. The Centers for Disease Control and Prevention states thatin
2019 (1)

o 2.8%ofadults experiencedsevere symptoms of depression, 4.2% experienced moderate symptoms, and 11.5%
experienced mild symptoms in the past 2 weeks.

e The percentage of adults who experienced any symptoms of depression was highest among those aged 18 -29
(21.0%), followed by those aged 45—-64 (18.4%) and 65 and over (18.4%), and lastly, by those aged 30-44
(16.8%).

e Women were more likely than men to experience mild, moderate, or severe symptoms of depression.

e Non-Hispanic Asianadults were least likely to experience mild, moderate, or severe symptoms of depression
compared with Hispanic, non-Hispanic white, and non-Hispanic black adults.

NCHS NCHS MENTAL HEALTH TREATMENT AMONG U.S. ADULTS
et DEPRESSION SYMPTOMS AMONG U.S. ADULTS, 2019 i) AND CHILDREN, 2019
Non-Hispanic white and non-Hispanic black adults were most Women were more likely than men while boys were more likely
likely to experience any severity of depression symptoms than girls to take prescription medication for mental health

he oks

0 provious 2 woe in the past 12 months

ADULTS CHILDREN AGED 5-17

WOMEN

Prevalence of Depression in Adults and Children; Centers for Disease Control 2019

Persons with a current diagnosisof depressionand a lifetime diagnosis of depression or anxiety were significantly more
likely than persons without these conditions to have cardiovascular disease, diabetes, asthma and obesity and to be a
currentsmoker, to be physicallyinactive and to drinkheavily.(2) People who suffer from depression have lowerin comes,
lower educationalattainment and fewer days working days each year, leading to seven fewer weeks of work per year, a
loss of 20% in potential income and a lifetime loss for each family whohas a depressed family member of

$300,000.(3) The cost of depression (lost productivity and increased medical expense) in the United States is $83 billion
eachvyear.(4)

31


https://www.healthquality.va.gov/guidelines/MH/mdd/MDDCPGClinicianSummaryFINAL1.pdf

Adolescents:

e In2019,16%ofthe population ages12-17 had atleastone MDE during the pastyear, a higher prevalence than
that reported in each yearbetween 2004 (9%) and 2014 (11%).

e Amongyouth ages12—17in each yearbetween 2004 and 2019, the prevalence of MDE was more than twice as
high among females (ranging from 12% to 23%) as among males (ranging from 4% to 9%).

e The prevalence of MDEin 2019 was lowest among youth ages 12—13 (11%) compared with youthages 14-15
(16%) and ages 16—17(20%).

e Between 2004and 2019, the prevalence of MDE increasedfor both genders amongall three age groups (12-13,
14-15,and 16-17).

e The percentage of youth with MDE in the pastyear receiving treatment for depression increased between 2004
(40%) and 2019 (43%), but this increase was not statistically significant. Treatment was higher among females
(46%) than among males (37%) in 2019. (5)

In 2015, 9.7% of adolescents in MN who were screenedfor depression or other mental health conditions, screened
positively.

References

1.CDC. Symptoms of Depression Among Adults: United States, 2019 https: //www.cdc.gov/nchs/data/databriefs/db379-
H.pdf

2.Strine TW, Mokdad AH, Balluz LS, et al. Depression and anxiety in the United States: findings from the 2006 Behavioral
Risk Factor Surveillance System. Psychiatr Serv 2008;59:1383-90.

3.Smith, J. P., & Smith, G. C.(2010). Long-term economic costs of psychological problems duringchildhood. Social Science
& Medicine, 71,110-115.

4.Greenberg, P.E., Kessler,R.C., Birnbaum, H. G., Leong, S. A., Lowe, S. W., Berglund, P. A., et al. (2003). The economic
burden of depression in the United States: How did it change between 1990and 20007 Journal of Clinical Psychiatry, 64,
1465-1475.

5.CDC Children'sNational Indicators of Well-Being, 2021- Adolescent
Depression https://www.childstats.gov/americaschildren/health4.asp

[Response Ends]

1b.02. Provide performance scores on the measure as specified (current and overtime) at the specified level of
analysis.

Include mean, std dev, min, max, interquartile range, and scores by decile. Describe the data source including number of
measured entities; number of patients; dates of data; if a sample, characteristics of the entities include. This information
also will be used to address the sub-criterion on improvement (4b) under Usability and Use.

[Response Begins]
Minnesota Statewide Reporting

Depression Response at 6 Months
o Adults19.4% (range 0%to 37.2%) 120,344 patients from 550 clinics
e Adolescents 15.5%(range 0%to 27.7%) 11,658 patients from 118 clinics
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MENTAL HEALTH MEASURES

2020 report year (for assessment period ending in 2019)
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MNCM Statewide Reporting for Mental Health Measures; Health Care Quality Report 2020

Statewide rates demonstrate both opportunity for improvement (verylow rates) and wide variability between clinicsite
results. Box plot diagram further displays the range and variability with several clinicsachieving rates in the upper quartile
box as well as several clinics in the lower quartile ranges.

Observations for Outcome Measures

¢ Follow-up after diagnosis of depression continues to show substantial room for improvementin both the adultand
adolescent populations.

¢ 51.5 percentof adults and 56.6 percent of adolescents were notre-assessed after six months of treatment.

* Response and remission rates also show substantial room for improvement in both the adult and adolescent
populations.

¢ 19.4 percentof adultsand 15.5 percent of adolescents showed atleast a 50 percent reductionfromtheir initial
PHQ-9/PHQ-9M score (response) six months after diagnosis.

e While overall response and remissionrates are low, there were 14 medicalgroups that had rates significantly
above average on atleast 50 percent of measures for which they were eligible.

Depression Carein Minnesota Adults & Adolescents 2020 Report Year
https://mncmsecure.org/website/Reports/Spotlight%20Reports/2020_DepressionCare_Adults&Adolescents_Report.pdf

MNCM is unable to provide trend data overthe lifecycle of this measure due to significant redesign of the measure
construct effectivein the 2020report year. However, a two year comparisonis provided in an additional report for
understanding the impact of COVID-19 on measure outcomes.

Summary of Depression Measure Changes
The following changes wereimplemented during the 2020reportyear:
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Change

Previous ReportYear

Current Report Year

Age Criteria

18 years and olderattime of encounter

12 years and olderattime of encounter

Expansion of
followup window

+/-30days
® 6-month measures: 5 — 7 months
e 12-month measures: 11— 13 months

+/-60days
® 6-month measures:4 — 8 months
¢ 12-month measures: 10— 14 months

Acceptable PRO tool

PHQ-9 only

PHQ-9 or PHQ-9M (regardless of age)

RequiredExclusions

e Bipolar disorder
® Personality disorder

e Bipolar disorder
e Schizophrenia/psychoticdisorder

Allowable Exclusions

* Permanent nursing homeresident
* Hospice/palliative care
¢ Death

¢ Permanent nursing homeresident

¢ Hospice/palliative care

¢ Death

¢ Personality disorder— emotionallylabile
® Pervasive developmental disorder

Behavioral health
provider

Diagnosis of major depression or dysthymia
must be in the primary position forencounters
in a behavioral health setting.

No restrictions on major depression or
dysthymia diagnosis positioning for behavioral
health providers.

Allowable timing of
PHQ-9 /PHQ-9M

PHQ-9 score atthe time of encounter

PHQ-9/PHQ-9M score at time of encounteror
up to seven days prior

https://mncm.org/reports/#community-reports

FACTORS INFLUENCING RESULTS OF QUALITY MEASUREMENT FOR 2020

The following s a list of factors specific to COVID-19 that may have influenced quality measures in 2020. These factors are
among those listed in response to MNCM consultation with stakeholders about the impact of COVID-19 on measurement.
They may have contributed to changes in the number or characteristics of peopleincludedin the measures, changesin

performance on measures, or both.

PATIENT BARRIERS:

e Patients’ decisions to defer care - out of concernfor safety, for financial reasons, or because other priorities were more

important.

e Barriers to accessing care via telehealth: familiarity/ease with technology, access to devices and/or broadband,

language barriers. On the flip side, telehealth enhanced access to care for some by removing transportationand distance

barriers.

PROVIDER STAFFING/CAPACITY:

o Staff furloughs, burnout, turnover, and diversion to higher priority needs

e Some clinics repurposed/closed

e Some services restricted or shut down (e.g., colonoscopies, mammograms)

e Shortages of testing supplies and/or lab capacity

¢ Capacity restrictions in clinics for safety reasons

CARE DELIVERY:

¢ Decline in patient visits disrupted clinics’ ability to deliver preventive services and manage chronic conditions.

e Transition to telehealthrequired workflowsto be adjusted, includingto gather patient-reported outcome (PRO) data

used in some quality measures.

¢ Providers had more difficulty getting patients to complete PROtools outside of the office setting.

e Care delivered via telehealth was more likelyto be missing lab tests/blood pressures.

Spotlight Report; Impact of COVID-19 Pandemic on Measure Rates
https://mncmsecure.org/website/Reports/Spotlight%20Reports/2020%2 0MY%20Spotlight%20Re port%20-

%20Summary.pdf
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[Response Ends]

1b.03.If no or limited performance data on the measure as specified is reported above, then provide asummary of
datafrom the literature thatindicates opportunity for improvement or overall less than optimal performance on the
specificfocus of measurement. Include citations.

[Response Begins]
N/A

[Response Ends]

1b.04.Provide disparities data fromthe measure as specified (current and over time) by populationgroup, e.g., by
race/ethnicity, gender, age, insurance status, socioeconomic status, and/or disability.

Describe the data source including number of measured entities; number of patients; dates of data; if a sample,
characteristics of the entities included. Include mean, std dev, min, max, interquartile range, and scores by decile. For
measures that show high levels of performance, i.e., “topped out”, disparities data may demonstrate an opportunity for
improvement/gapin care for certain sub-populations. This information also will be used to address the sub-criterion on
improvement (4b) under Usability and Use.

[Response Begins]
Information on Disparities:

Minnesota Health Care Disparities by Insurance Type
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ADULT DEPRESSION SUITE
2020 report year (2019 dates of service)
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significamt meosure
changes in the 2020
report yéor.

There is significant room for improvement across all six depression measures, regardless of payer type.
However, there are significant differences in performance rates by insurance type. In particular, the
Response at 12 Months measure has the largest gap between insurance types, with a significant
difference of 4.6 percentage points.

Minnesota Health Care Disparities Reports; Displays by MHCP MN Health Care Programs and Race

The above image is a bar chart that displays the differences between adult patients with MHCP insurance versus all
others; there isa 4.5 percentage point difference between MHCP 17.7% and all others 20.2%.

There is significant room for improvement acrossall six depression measures, regardless of payer type. However, there
are significant differences in performance rates by insurance type. In particular, the Response at 12 Months measure has
the largest gap betweeninsurance types, with a significant difference of 4.5 percentage points.
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ADULT DEPRESSION SUITE:

Six Month Measures

MHCP MCO RATES BY RACE
2020 report year (2019 dates of service)
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Follow-Up PHQ-
9/PHQ-9M at Six
Months: 43 50

Response at Six
Months: 15.9%

Remission at Six
Months: 8 3%

DENOMINATORS BY
RACE

(Denominators are the
same for each measure)
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Asian: 825

Black: 2 306
Indigenous/Native: 503
Multi-Race: 326

White: 14,646

Chose Not to
DisclosefDeclined: 135
Patient Reported Race
Unknown: 81

Some Other Race: 175

Among eligible MHCP MCO adults with depression, Indigenous/Native and Black patients have
statistically significantly lower rates of Follow-Up PHQ-3/PHQ-9M at Six Months, Response at Six
Meonths and Remission at Six Months compared to the respective overall MHCP MCO race averages.

Minnesota Health Care Disparities Reports; Displays by MHCP MN Health Care Programs and Race

Among eligible MHCP MCO adults with depression, Indigenous/Native and Black patients have statistically significantly
lower rates of Follow-Up PHQ-9/PHQ-9M at Six Months, Response at Six Months and Remission at Six Months compared
to the respective overall MHCP MCO race averages.
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ADOLESCENT DEPRESSION SUITE
2020 report year (2019 dates of service)
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As with the adult depression suite, there is significant room for improvement across all six depression
measures for the adolescent population, regardless of payer type. However, there are significant
differences in performance by insurance type. In particular, the Follow-Up PHQ-9/PHQ-9M at Six Months
measure has the largest gap between insurance types, with a significant difference of 3.8 percentage
points.

Minnesota Health Care Disparities Reports; Displays by MHCP MN Health Care Programs and Race

The above image is a bar chart that displays the differences between adolescent patients with MHCP insurance versus all

others; there isa 2.5 percentage point difference between MHCP 11.7% and all others 16.2%.

As with the adult depression suite, thereis significant room for improvement across all six depression measures for the

adolescent population, regardless of payer type. However, there are significant differences in performance by insuranc
type. In particular, the Follow-Up PHQ-9/PHQ-9M at Six Months measure has the largest gap betweeninsurance types,
with a significant difference of 3.8 percentage points.

e
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ADOLESCENT DEPRESSION SUITE:

Six Month Measures

MHCP MCO RATES BY RACE
2020 repart year (2019 dites of service)
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Follow-Up PHQ-
9/PHQ-9M at Six
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DENOMINATORS BY
RACE

[Denominators are the
same for each measure)

Asian: B4
Black: 31
Indigenous/Native: 38

= Multi-Race: 69
*  White: 1,603

Chose Mot to
Disclose/ Declined: 45

= Some Other Race: 65

Arnong eligible MHCP MCO adolescen ts with depression, Black patients have statistically significantly
lower rates of Follow-Up PHQ-9/PHQ-9M at Six Months and Response at Six Months compared to the
respective overall MHCP MCO race averages.

Minnesota Health Care Disparities Reports; Displays by MHCP MN Health Care Programs and Race

Among eligible MHCP MCO adolescents with depression, Black patients have statistically significantly lowerratesof
Follow-Up PHQ-9/PHQ-9M at Six Months and Response at Six Months comparedto the respective overall MHCP MCO

race averages.

Although the measure doesnotdemonstrate a high, topped out performance rate and demonstrates continued
variability and opportunity for improvement, stratification by race and insurance product as a proxy for socioeconomic

status indicate further opportunities forimprovement.

[Response Ends]

1b.05.1f no or limited data on disparities from the measure as specified is reported above, then provide asummary of
datafrom the literature that addresses disparities in care on the specific focus of measurement. Include citations. Not
necessary if performance dataprovidedin above.

[Response Begins]
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N/A

[Response Ends]
Criteria 2: Scientific Acceptability of Measure Properties

Extentto which the measure, as specified, produces consistent (reliable) and credible (valid) results about the quality of
care when implemented. Measures must be judged to meet the sub criteria for both reliability and validity to pass this
criterionand be evaluated against the remaining criteria.

spma.01. Indicate whetherthere are changes to the specifications since the last updates/submission. If yes, update the
specifications in the Measure Specifications section of the Measure Submission Form, and explain your reasoning for
the changes below.

[Response Begins]
Yes
[Yes Please Explain]

Several changes to the measure specificationswere made:
e incorporating adolescentsages12to 17
e added PHQ-9M(modifiedfor teens) PROtool
e expandingtheassessmentwindow to +/- 60 days
e modified exclusion value setfor personality disorder
e added exclusionsforschizophreniaand pervasive developmental disorder

e removedtherequirementthatthe depressiondiagnosis be in the primary position for behavioral specialty

[Response Ends]

spma.02. Briefly describe any important changes to the measure specifications since the last measure update and
provide arationale.

For annual updates, please explain how the change in specifications affects the measure results. If a material change in
specification is identified, datafrom re-testing of the measure with the new specifications is required for early
maintenance review.

Forexample, specifications may have beenupdated based on suggestionsfrom a previous NQF CDPreview.

[Response Begins]

Since the last maintenance update, we convened our multi-stakeholder expert workgroup to consider modifying the
measure to include adolescents as well as reviewing related measure construct components. As a result of our process,
we are updating the measures to add the adolescent population; widenthe follow-up assessment window; add the PHQ-
9M tool; tighten up the personality disorders exclusions list; add exclusions for schizophrenia and pervasive
developmental disorders and simplify the diagnosis criterion. Detailsare as follows:

For 2020 Report Year (dates of indexevent1/1/2018to0 12/31/2018)

1.Incorporate adolescents into the depression measures

* Modify age range to include adolescents; age 12 and older

* Report measures as two separate stratifications by age (not combined); ages 12to 17 and ages 18 and older

Reason: The U.S. Preventive Services Task Force and other guideline organizations recommend screening adolescents for
depression. Depression is a significant problem for adolescents, affecting an estimated 11% of the population. Many
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mental health conditions are evident by age 14 and the consequences of adolescent depressioncan have alifelong
impact.

2. Widen the follow-up assessment window to +/- 60 daysfor all populations and all response and remission measures
* Six-month measure’s assessment window expands from 5 to 7 months to 4 to 8 months
* Twelve-month measure’s assessment window expands from 11 to 13 monthsto 10 to 14 months

Reason: Allowing a more reasonable assessment window that still fits the clinical course of recovery, allows for a
comprehensive course of treatment and increases provider buy-in.

3.PatientReported Outcome Tools for index/denominator and measuringoutcomes of remission and response are the
PHQ-9 and PHQ-9M
* Add the PHQ-9M as a PRO tool thatcan be used

* Providers may elect to use eithertool; no measure construct restriction for age. For example, if a family practice clinic is
currently using the PHQ-9tool for their adult patients, they canelect to use the same tool forages 12 to 17. Likewise, if a
pediatric clinicis using the PHQ-9M in their practice, they can decide to administerthe PHQ-9M to their 18/19/20 year
old patients.

Reason: The expert panel reviewed 21 additional tools against standardized criteria and concludedvery few had cut-
points for severity levels of depression or remission. Further, using PRO tools with significantly different numbers of
questions could impact the response measures (50% or greater in improvement of scores) in additionto adversely
affecting denominator comparability. For example, if one practiceis using the Beck BDI-Il tool (21 questions/total score
63/ denominator > 19/ remission< 14) and another practiceis using the PHQ-9 (9 questions/ total score 27/ denominator
>9/remission < 5), it can’t be assuredthat the two tools are identifying the denominator of patients in the exact same
way.

4. Modifications to exclusions include the following:

* Personality disorders narrowedto emotionally labile conditions and moved to the allowable exclusion category
* Add exclusion value setforschizophrenia or psychoticdisorderas arequired exclusion

* Add exclusion value set for pervasive developmental disorder as an allowable exclusion

Reason: The expert panel determined these conditions may require a different course of treatment, and holdinga
providerresponsible for remission/response within the timeframe defined by the measure may be inappropriate. In
addition, the NQF Behavioral Steering Committee requested we examine the personality disorder exclusion.

5. For behavioralhealth settings, remove the requirement that the diagnosis of major depression or dysthymia must be in
the primary position.

* Relates to new exclusionfor schizophrenia or psychotic disorder; no longer necessary
Reason: simplification of measures, position order of diagnosis is irrelevant in behavioral health settings.

Please referto the data dictionary(sp.11) forthe summaryof redesignactivities and changes to value sets
or https://helpdesk.mncm.org/helpdesk/KB/View/22 742768 --depression-changes-and-rationale

[Response Ends]

sp.01. Provide the measure title.

Measure titles should be concise yet convey who and what is being measured (see What Good Looks Like).

[Response Begins]
Depression Response at Six Months- Progress Towards Remission
[Response Ends]
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sp.02. Provide a brief description of the measure.

Including type of score, measure focus, target population, timeframe, (e.q., Percentage of adult patients aged 18-75 years
receiving one or more HbA1c tests peryear).

[Response Begins]

The percentage of adolescent patients (12to 17 years of age) and adult patients (18 years of age or older) with major
depression or dysthymia who are progressing towards remission by achieving aresponse (PHQ-9 or PHQ-9M score
reduced by 50% or greater) six months(+/- 60 days) after an index visit.

[Response Ends]

sp.04. Check all the clinical condition/topicareas that apply to your measure, below.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they applyto your measure.

Please do not select:

e Surgery: General

[Response Begins]
Behavioral Health: Depression

[Response Ends]

sp.05. Check all the non-condition specific measure domain areas that apply to your measure, below.
[Response Begins]
Health and Functional Status: Change

[Response Ends]

sp.06. Select one or more target population categories.
Select only those target populations which can be stratified in the reporting of the measure'sresult.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and request that you instead select one of the other answer options as they apply to your measure.

Please do not select:

e Populations at Risk: Populations at Risk

[Response Begins]
Adults (Age >=18)
Children (Age<18)
Elderly (Age>=65)

[Response Ends]

sp.07. Select the levels of analysis that apply to your measure.
Check ONLY the levels of analysis for which the measure is SPECIFIED and TESTED.
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Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and request that you instead select one of the other answer options as they apply to your measure.

Please do notselect:
e (Clinician: Clinician

e Population: Population

[Response Begins]
Clinician: Group/Practice

[Response Ends]

sp.08. Indicate the care settings that apply to your measure.

Check ONLY the settings for which the measure is SPECIFIED and TESTED.
[Response Begins]

Outpatient Services

[Response Ends]

sp.09. Provide a URL link to aweb page specific for this measure that contains current detailed specifications including
code lists, risk model details, and supplemental materials.

Do notentera URL linking to a home page orto general information. If no URL is available, indicate “none available".

[Response Begins]

https://helpdesk.mncm.org/helpdesk/KB/View/24186732-data-collection-technical-guide--depression-care

https://helpdesk.mncm.org/helpdesk/KB/View/2094 587 3-risk-adjustme nt-how-is-the-expected-rate-calculated

[Response Ends]

sp.11. Attach the datadictionary, code table, or value sets (and risk model codes and coefficients when applicable).
Excel formats (.xlIsx or .csv) are preferred.

Attach an excel or csv file; if this poses an issue, contact staff. Provide descriptors forany codes. Use one file with multiple
worksheets, if needed.

[Response Begins]
Available in attached Excel or csvfile

[Response Ends]

Attachment: 1884 _MNCM Depression Care VS Specs Definitions w Redesign 6-9-2021.xIsx

For the question below: state the outcome beingmeasured. Calculation of the risk-adjusted outcome should be described
insp.22.

sp.12. Statethe numerator.
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Brief, narrative description of the measure focus or whatis being measured about the target population, i.e., cases from
the target population with the target process, condition, event, or outcome).

DO NOT include the rationale for the measure.

[Response Begins]

The number of patients in the denominator who achieved aresponse as demonstrated by a PHQ-9 or PHQ-9Mscore
reduced by 50% or greater six months (+/- 60 days) after an index visit.

[Response Ends]

For the question below: describe how the observed outcome is identified/counted. Calculation of the risk-adjusted
outcome shouldbe describedin sp.22.

sp.13. Provide details needed to calculate the numerator.

Allinformation requiredto identify and calculate the cases from the target population with the target process, condition,
event, or outcome such as definitions, time period for data collection, specific data collection items/responses, code/value
sets.

Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required
formatatsp.11.

[Response Begins]

This PROM-PM outcome measure is longitudinal, seeking to measure improvement of depression symptoms with a PHQ -
9 or PHQ-9M resultreduced by 50%or greater (response) within six months(+/- 60days) for the patients with an index
event(depressionand elevated PHQ-9 or PHQ-9M).

The numerator is defined as patients with a six-month (+/- 60 days) PHQ-9 or PHQ-9M score reduced by 50% or greater.
The numerator rateis calculatedas follows:

# pts with major depressionor dysthymia with a PHQ-9 or PHQ-9Mscore reduced by 50% or greater at 6 months(+/- 60
days)/
# pts with major depression or dysthymia with indexcontact PHQ-9 > 9

Patients who do not have asix month +/- 60 day PHQ-9 or PHQ-9Mscore obtained remain in the denominatorand are
counted as nothavingaresponseto treatment. Not havinga PHQ-9 or PHQ-9Mscore within the 120day window is
considereda numerator miss.

Time period for data collection: thereis asetindex periodfor this measure, typically patients who have an indexvisit
within a calendar period (e.g.indexdates between11/1/2017 and 10/31/2018) and thenallowing enough time to pass to
accommodate the timeframe for assessment. (e.g. for response at six months +/- 60 days with index dates of service
ending 10/31/2018, the assessment periodfor twelve month remission and response [to also capture 12 month
remission and response rates] would go through 12/30/2019). Technically, the six- and twelve-monthremissionand
response measures are collected together in the MN program, and the indexassessment period is fourteen monthsin
duration.

Denominator identification period (index) 11/1/2017 to 10/31/2018
Measure assessment periodthrough 12/30/2019; reportedin 2020

[Response Ends]
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For the question below: state the target population for the outcome. Calculation of the risk-adjusted outcome should be
describedinsp.22.

sp.14. Statethedenominator.

Brief, narrative description of the target population being measured.

[Response Begins]

Adolescent patients (12to 17 years of age) and adult patients (18 years of age or older) with major depression or
dysthymia and an initial (index) PHQ-9 or PHQ-9M score greater than nine.

[Response Ends]

For the question below: describe how the target populationis identified. Calculation of the risk-adjusted outcome should
be describedinsp.22.

sp.15. Provide details needed to calculate the denominator.

Allinformation required to identify and calculate the target population/denominator such as definitions, time period for
data collection, specific data collection items/responses, code/value sets.

Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required
formatatsp.11.

[Response Begins]

The target population, patients age 12 and older with major depression or dysthymia and an initial (index) PHQ-9 or PHQ-
9M score greaterthan nine, is identified as follows:

Patients age 12 and olderatthe time of the index visit
AND Index visit

Anindex visitoccurs when ALL of the following criteria are met during a face -to-face visit or contact with an eligible
provider:

® a PHQ-9 or PHQ-9M result greater than nine

e an active diagnosis of Major Depression or Dysthymia (Major Depression or Dysthymia Value Set)

e the patientis NOTin a priorindexperiod

Anindex periodbegins with an indexvisitand is 14 monthsin duration.

Denominator is stratified by age range foradolescents (12 to 17 years of age) and adults (18 years of age and older).

Patients who do not have a six month +/- 60 day follow-up PHQ-9 or PHQ-9M score obtained remain in the denominator
for this measure.

Please referto the attached data dictionary for an inclusive list of all ICD-9/ ICD-10 codes and data element definitions.

[Response Ends]

sp.16. Describe the denominator exclusions.

Brief narrative description of exclusions from the target population.
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[Response Begins]

Patients who die, are a permanent resident of a nursinghome or areenrolledin hospice are excluded from this measure.
Additionally, patients who have a diagnosis of bipolar or personality disorder, schizophrenia or psychoticdisorder, or
pervasive developmental disorderare excluded.

[Response Ends]

sp.17. Provide details needed to calculate the denominatorexclusions.

Allinformation requiredto identify and calculate exclusions from the denominator such as definitions, time period for data
collection, specific data collection items/responses, code/value sets — Note: lists of individual codes with descriptors that
exceed 1 page shouldbe provided in an Excel or csv file in required formatatsp.11.

[Response Begins]

Requiredexclusions:

e Patienthad adiagnosis of Bipolar Disorder (Bipolar Disorder Value Set) any time priorto the end of their
measure assessment period

e Patienthad an active diagnosis of Schizophrenia or Psychotic Disorder (Schizophrenia Psychotic Disorder Value
Set) any time prior to the end of their measure assessment period

Allowable exclusions:

e Patienthad an active diagnosis of Personality Disorder — Emotionally Labile Conditions (Personality Disorder—
Emotionally Labile Value Set) any time prior to the end of their measurement assessment period

e Patienthad an active diagnosis of Pervasive Developmental Disorder (Pervasive Disorder Value Set)any time
prior to the end of the measurement assessment period

e Patientwasa permanent nursing homeresidentatany time during the denominator identification period or
measure assessment period

e Patientwasin hospice or receiving palliative care (Palliative Care Value Set) atany time during the denominator
identificationor measure assessment period

e Patientdied priorto the end of their measurement assessment period

The direct data submission processin MN allows for both up-front exclusions of the population and, because thisis a
longitudinal outcome measure, processes arein place to allow exclusions that may occur afterindex during the course of
the measurement assessment period. Please see field specifications in the attached data dictionary.

[Response Ends]

sp.18. Provide all information required to stratify the measureresults, if necessary.

Include the stratification variables, definitions, specific data collection items /responses, code/value sets, and the risk-
model covariates and coefficients for the clinically-adjusted version of the measure when appropriate. Note: lists of
individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in required formatin the
Data Dictionary field.

[Response Begins]

This measure is stratified by age range and results are reported separately by age: Adolescents (12-17 years of age) and
Adults (18 years of age and older).

[Response Ends]
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sp.19. Select therisk adjustment type.

Select type. Provide specifications for risk stratification and/or risk models in the Scientific Acceptability section.
[Response Begins]

Statistical risk model

[Response Ends]

sp.20. Select the mostrelevant type of score.
Attachment: If available, please provide a sample report.
[Response Begins]

Rate/proportion

[Response Ends]

sp.21. Select the appropriate interpretation of the measure score.

Classifies interpretation of score according to whether better quality or resource use is associated with a higher score, a
lowerscore, a score falling within a defined interval, or a passing score

[Response Begins]
Better quality = Higherscore

[Response Ends]

sp.22. Diagram or describe the calculation of the measure score as an ordered sequence of steps.

Identify the target population; exclusions; cases meeting the target process, condition, event, or outcome; time period of
data, aggregating data; risk adjustment; etc.

[Response Begins]
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Measure Calculation Algorithms; Determining Depression Indexand Calculation of Numerator

This measure is calculated by submitting a visit level file for the eligible patients. Each re cord in the filerepresents a
contact with the patientand PHQ-9 or PHQ-9Mscore associated with this contact. Data files are submittedto a HIPAA
secure data portal. Programmingwithin the data portal determines the startingpoint (indexvisit) and then calculates
based on dates if a six month +/- 60 days PHQ-9 or PHQ-9M was obtained and the resulting score.

Calculation logic:
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Is patienteligible forinclusion with diagnosiscodes (Major Depression or Dysthymia Value Set)
and PHQ-9 or PHQ-9M > 9?
If yes, mark the visitasindex (anchor) andinclude this patientin the denominator.

Does patienthave a PHQ-9 or PHQ-9M score completed with a contact date thatis six months +/- 60 days from the index
date?

If yes, include this score to calculate rate. Programming logicincludes the most recent score within the +/- 60day
window.

If no, patientisincludedin the denominator only. Not havinga PHQ-9 or PHQ-9M score within the 120 day window is
considereda numerator miss.

If the patient does have asix month +/- 60day PHQ-9 or PHQ-9M and the scoreisitreduced by 50% or more fromthe
index PHQ-9 or PHQ-9Mscore? [For example, a patient with an index PHQ-9/PHQ-9M score of 21 then at six months +/-
60 days has a most recent follow-upscore of 9 would be considered aresponse and in the numerator]

If six month +/- 60 day PHQ-9 or PHQ-9M is reduced by 50% or greater; is considered a numerator case forrate
calculation.

Reporting of this measure is currently at the clinicand medical group level.

Risk adjustment methodology uses individual patient levelvariables (age, insurance product depressionseverity level and
zip code based deprivationindex)to adjust for these variables at the clinicsite and medical group practice level. Ageisa
continuous variable. Insurance productis Commercial, Medicare, Minnesota Health Care Plans (MHCP) and Cash or
Uninsured patients. Depression severity level is based on the indexPHQ-9 or PHQ-9M score, Moderate (PHQ9 below15),
ModeratelySevere (PHQ9 15 to 19), Severe (PHQ9 over 19). The risk adjustment employs an actual to expected
methodology where the actual measure result remains unaltered, instead a risk adjusted comparisonis created based on
same proportions of the risk factors that the clinic has. Our MNHealthscores website displaysboth the actual and
expected ratesin the detailed view.

[Response Ends]

sp.23. Attach a copy of the instrument (e.g. survey, tool, questionnaire, scale) used as a data source for your measure,
if available.

[Response Begins]
Copy of instrument is attached.

[Response Ends]

Attachment: 1884 PHQ-9-Modified-For-Teens-64711 GLAD-PC.doc
Attachment: 1884 _PHQ9.pdf

sp.24. Indicate the responderfor your instrument.
[Response Begins]
Patient

[Response Ends]

sp.25. If measureis based on asample, provide instructions for obtaining the sample and guidance on minimum
sample size.

[Response Begins]
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The measure and its denominatorare not based on a sample. The measure was developed with the intent for full
population reporting the EMR as the data source. Notamenable to sampling because 1) each patient’s startingpoint for
measurementis different, depending on the date of elevated PHQ-9 and 2) the longitudinal nature of the measure
trackingimprovement overtime.

[Response Ends]

sp.26. Identify whetherand how proxyresponses are allowed.
[Response Begins]

Proxy responsesare notallowed, the PROtool has to be completed by the patient. The tool is validated for multiple
modes of administration and is translated and available in more than 90
languages. https://www.phgscreeners.com/select-screener

[Response Ends]

sp.27. Survey/Patient-reported data.

Provide instructions for data collection and guidance on minimum response rate. Specify calculation of response rates to
be reported with performance measure results.

[Response Begins]
PROM Developer Instruction manual: www.phgscreeners.com

PHQ-9 Depression Severity. This is calculated by assigning scores of 0, 1, 2, and 3, to the response categories of “not at

all”, “several days”, “more than half the days”, and “nearly every day” respectively. PHQ-9 total score for the nineitems

|III "
rangesfromOto 27.Scoresof5, 10, 15, and 20 represent cut-points for mild, moderate, moderately severe andsevere
depression, respectively. Sensitivityto change has also been confirmed.

Use of the tool for measurement: All nine questions need to be completed/ answered foravalid score. Patient responses
are notimputed and the tool score is derived from a simple summation of the responses.

The internal reliability of the PHQ-9 was excellent, with a Cronbach’s alpha of 0.89 in the PHQ Primary Care Studyand
0.86 in the PHQ Ob-Gyn Study. Test-retest reliability of the PHQ-9 was also excellent. Correlation betweenthe PHQ-9
completedby the patientin the clinicand thatadministeredtelephonically by the MHP within 48 hours was 0.84, and the
mean scores were nearly identical (5.08vs 5.03).

PHQ-9 has beenvalidatedin adolescent populations (age 13 to 17), as well as adults and elderly.

Kronke K., Spitzer R. The PHQ-9 Validity of a Brief Depression Severity Measure J Gen Intern Med 2001 September; 16(9):
606—-613. doi: 10.1046/}.1525-1497.2001.016009606.x PMCID: PM(C1495268

Lowe B., UnutzerJ. Monitoring Depression Treatment outcomes with the Patient Health Questionnaire-9 Medical Care
Volume 42 Number 12 December 2004

Duffy F., Chung H. Systematic Use of Patient-Rated Depression Severity Monitoring: Is It Helpful and Feasible in Clinical
Psychiatry? Psychiatric Services October 2008Vol. 59 No. 10

Richardson L., McCauley E. Evaluation of the Patient Health Questionnaire (PHQ-9)for Detecting Major Depression among
Adolescents Pediatrics 2010 December; 126(6): 1117—1123. doi:10.1542/peds.2010-0852.

The PHQ-9M Modifiedfor Teens is the PHQ-9 tool with slight wording adjustment (in CAPS below) in three questionsin
order to tailor the tool for the adolescent population with age -appropriate terms.

Q2: Feelingdown, depressed, IRRITABLE, or hopeless?
Q5: Poor appetite, WEIGHT LOSS, or overeating?
Q7: Trouble concentrating on things like SCHOOL WORK, reading, or watching TV?
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Otherwise, the nine questions used in scoring the tool are identical to the PHQ 9.

The copyright statement on the PHQ-9M tool is stated: “Modified with permission by the GLAD-PC team from the PHQ-9
(Spitzer, Williams & Kroenke, 1999), Revised PHQ-A (Johnson, 2002) and the CDS (DISC Development Group, 2000)”

Although widelyusedin pediatric practices and endorsed by the AAP, APAand AACAP, the modified version of the PHQ-9
tool has not had separate validation studies, as the nine questions are essentially the same as the original PHQ-9, which
was been validated for the adolescent population (ages 13 and old er). The APA recommends using the modified version
of the PHQ-9 for children ages 11 to 17 to assess depression symptom severity (APA, 2015).

American Psychiatric Association. 2015. Online Assessment Measures. Severity Measure for Depression, Child Age 11 to
17 (PHQ-9 modified for Adolescents [PHQ-A], Adapted). https://www.psychiatry.org/psychiatrists/practice /dsm/dsm-
5/online-assessment-measures

[Response Ends]

sp.28. Select only the data sources for which the measure is specified.
[Response Begins]
ElectronicHealth Records

[Response Ends]

sp.29. Identify the specific data source or data collection instrument.

Forexample, provide the name of the database, clinical registry, collection instrument, etc., and describe how data are
collected.

[Response Begins]

The data source is the medical group’s/ clinic’s medical recordinformation, most frequently from am EMR. A CSV file is
created by each medicalgroupand uploaded to a password protected, HIPAA secure data portal which performs rate
calculation. Selected Patient Reported Data, not because itis necessarily a separate data source, but because this
measure is based on a patientreported outcome tool, a PRO-PM measure. Frequently this PRO tool, the PHQ-9, is housed
within a clinic’s EMR, or in paper charts is a part of the patient’s medical record.

PROM

The PHQ-9 depressionassessment tool is a patient reported outcome tool thatisin the public domain and can be
obtained for free use on the Patient Health Questionnaire (PHQ) Screenerswebsite at www. phgscreeners.com. Modes of
administration include traditional paper, mail, electronic and telephonic. The tool is available on the website with 79
language translations available.

The PHQ-9 tool is validated for use as a measure to assess the level of depression severity (forinitial treatment decisions)
as well as an outcome tool (to determine treatmentresponse). [Lowe B, UnutzerJ, Callahan CM, Perkins AJ, Kroenke K.
Monitoring depression treatment outcomes with the Patient Health Questionnaire 9. Med Care 2004;42:1194-1201 and
KroenkeK, Spitzer RL, Williams JBW, Lowe B. The Patient Health Questionnaire somatic, anxiety, and depressive symptom
scales: a systematic review. Gen Hosp Psychiatry2010]

The PHQ-9Mis a modified version of the PHQ-9 tool foradolescents. Please refer to discussionin question sp.27

[Response Ends]

sp.30. Provide the data collectioninstrument.
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[Response Begins]
Available at measure-specific web page URL identifiedin sp.09

[Response Ends]

2ma.01. Indicate whether additional empirical reliability testing at the accountable entity level has been conducted. If
yes, please provide results in the following section, Scientific Acceptability: Reliability - Testing. Include information on
all testing conducted (priortesting as well as any new testing).

Please separate added or updated information from the most recent measure evaluation within each question
response in the Scientific Acceptability sections. For example:

Current Submission:
Updated testing information here.
Previous Submission:

Testing from the previous submission here.

[Response Begins]
Yes

[Response Ends]

2ma.02. Indicate whether additional empirical validity testing at the accountable entity level has been conducted. If
yes, please provide results in the following section, Scientific Acceptability: Validity - Testing. Include information on all
testing conducted (priortesting as well as any new testing).

Please separate added or updated information from the most recent measure evaluation within each question
response in the Scientific Acceptability sections. For example:

Current Submission:
Updated testing information here.
Previous Submission:

Testing from the previous submission here.

[Response Begins]
Yes

[Response Ends]

2ma.03. For outcome, patient-reported outcome, resource use, cost, and some process measures, risk
adjustment/stratification may be conducted. Did you perform arisk adjustment or stratification analysis?

[Response Begins]
Yes

[Response Ends]

2ma.04. For maintenance measures in which risk adjustment/stratification has been performed, indicate whether
additional risk adjustment testing has beenconducted since the most recent maintenance evaluation. This may include
updates to the risk adjustment analysis with additional clinical, demographic, and social risk factors.

Please update the Scientific Acceptability: Validity - Other Threats to Validity section.
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Note: This section must be updated evenif social risk factors are not included in the risk adjustment strategy.
[Response Begins]
Yes - Additional riskadjustment analysisisincluded

[Response Ends]

Measure testing must demonstrate adequate reliability and validity in order to be recommended for endorsement.
Testing may be conductedfor data elements and/orthe computed measure score. Testing information and results should
be entered in the appropriate fields in the Scientific Acceptability sections of the Measure Submission Form.

e Measures must be tested for all the data sources and levels of analyses that are specified. If thereis more than oneset
of data specifications ormore than one levelof analysis, contact NQF staff about how to presentall the testing
informationin one form.

¢ Allrequired sections must be completed.

e For composites with outcome and resource use measures, Questions 2b.23-2b.37 (Risk Adjustment) also must be
completed.

* If specifiedfor multiple data sources/sets of specifications (e.g., claims and EHRs), Questions 2b.11-2b.13 also mustbe
completed.

¢ An appendixfor supplemental materials may be submitted (see Question 1 in the Additional section), butthereis no
guarantee it will be reviewed.

¢ Contact NQF staff with any questions. Check for resources at the Submitting Standards webpage.

e For information on the most updated guidance on how to address social riskfactors variablesand testing in this form
refer to the release notes for the 2021 Measure Evaluation Criteria and Guidance.

Note: The information provided in this formis intended to aid the Standing Committee and other stakeholders in
understanding to what degree the testing results for this measure meet NQF’s evaluation criteria for testing.

2a. Reliability testing demonstrates the measure data elements are repeatable, producing the same results a high
proportionof the time whenassessed in the same population in the same time periodand/or thatthe measurescore is
precise. For instrument-based measures (including PRO-PMs) and composite performance measures, reliability should be
demonstratedfor the computed performance score.

2b1.Validity testing demonstratesthat the measure data elements are correct and/or the measure score correctly
reflects the quality of care provided, adequately identifying differences in quality. For instrument based measures
(including PRO-PMs) and composite performance measures, validity should be demonstrated for the computed
performancescore.

2b2. Exclusions are supported by the clinical evidence and are of sufficient frequencyto warrantinclusion in the
specifications of the measure;

AND

If patient preference (e.g., informed decision-making) is a basis for exclusion, there must be evidence thatthe exclusion
impacts performance on the measure; in suchcases, the measure must be specifiedso that the informationabout patient
preferenceand the effect on the measureis transparent (e.g., numerator category computed separately, denominator
exclusion categorycomputed separately).

2b3. For outcome measures and other measures when indicated (e.g., resource use):

¢ an evidence-basedrisk-adjustment strategy (e.g., risk models, riskstratification) is specified; is based on patient factors
(including clinical and social risk factors) that influence the measured outcome and are present at start of care; 14,15and
has demonstrated adequate discrimination and calibration
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OR
¢ rationale/data support no riskadjustment/ stratification.

2b4. Data analysis of computed measure scores demonstrates that methods forscoring and analysis of the specified
measure allow for identification of statistically significant and practically/clinically meaningful 16 differencesin
performance;

OR
there is evidence of overall less-than-optimal performance.
2b5. If multiple data sources/methods are specified, there is demonstrationthey produce comparable results.

2b6. Analyses identify the extent and distribution of missing data (or nonresponse) and demonstrate that performance
results are not biased due to systematic missing data (or differences between responders and non-responders) and how
the specifiedhandling of missing data minimizes bias.

2c. For composite performance measures, empirical analyses support the composite construction approach and
demonstrate that:

2c1.the component measures fit the quality construct and add value to the overall composite while achieving the related
objective of parsimony to the extent possible; and

2c2.the aggregationand weighting rules are consistent with the quality construct and rationale while achieving the
related objective of simplicity to the extent possible.

(if notconductedor results not adequate, justification must be submitted and accepted)

Definitions

Reliability testing applies to both the data elements and computed measure score. Examples of reliability testing for data
elementsinclude, butare notlimitedto: inter-rater/abstractor or intra-rater/abstractor studies; internal consistency for
multi-item scales; test-retest for survey items. Reliability testing of the measure score addresses precision of
measurement (e.g., signal-to-noise).

Validity testing applies to both the data elements and computed measure score. Validity testing of data elements
typically analyzes agreement with anotherauthoritative source of the same information. Examples of validity testing of
the measure scoreinclude, butare notlimitedto: testing hypotheses that the measuresscores indicate quality of care,
e.g., measure scores are different for groups known to have differencesin quality assessed by another valid quality
measure or method; correlation of measure scores with another valid indicator of quality for the specific topic; or
relationship to conceptually related measures (e.g., scores on process measures to scores on outcome measures). Face
validity of the measure score as a quality indicator may be adequate if accomplished through a systematic and
transparent process, by identified experts, and explicitly addresses whethe r performance scores resulting from the
measure as specified can be usedto distinguish good from poor quality. The degree of consensus and any areas of
disagreement must be provided/discussed.

Examples of evidence that an exclusion distorts measure results include, but are notlimitedto: frequencyof occurrence,
variability of exclusions across providers, and sensitivity analyseswith and without the exclusion.

Patient preferenceis nota clinical exception to eligibility and can beinfluenced by provider interventions.
Risk factors thatinfluence outcomes should not be specified as exclusions.

With large enough sample sizes, small differences that are statistically significant may or may not be practically or
clinically meaningful. The substantive question may be, for example, whether a statistically significant difference of one
percentage pointin the percentage of patients who received smoking cessation counseling (e.g., 74 percentv. 75
percent) is clinically meaningful; or whether a statistically significant difference of $25 in cost foran episode of care (e.g.,
$5,000v.55,025) is practically meaningful. Measures with overall less-than-optimal performance may not demonstrate
much variability across providers.
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Please separate added orupdated information from the most recent measure evaluation within each question response
in the Importance to Scientific Acceptability sections. For example:

2021 Submission:
Updated testing information here.
2018 Submission:

Testing from the previous submission here.

2a. Reliability

2a.01. Select only the data sources for which the measureis tested.
[Response Begins]

ElectronicHealth Records

[Response Ends]

2a.02. If an existing dataset was used, identify the specific dataset.

The dataset used fortesting must be consistent with the measure specifications fortarget population and healthcare
entities being measured; e.g., Medicare Part A claims, Medicaid claims, other commercial insurance, nursing home MDS,
home health OASIS, clinical registry).

[Response Begins]

This measure isin fullimplementation with submission of data fromall primary care and behavioral health (psychiatry)
clinicsin Minnesota. MNCM receives patient level data viaa HIPAA secure data portal, so each year datais available for
reliability, validity and riskadjustment variable testingon a large population. For this measure, due to its longitudinal
nature, no samplingis allowed and the full population of eligible patients, regardless of payer, is included.

Please note that the data sourceis electronic health record; all primary care and behavioral health clinicsin MN are on
electronichealth records, therefore the data source for testing no longerincludes paperrecords.

[Response Ends]

2a.03. Providethe dates of the datausedin testing.
Use the following format: “MM-DD-YYYY - MM-DD-YYYY”

[Response Begins]

2021 Submission

Denominator identification period (index) 11/1/2017 to 10/31/2018
Measure assessment periodthrough 12/30/2019; reportedin 2020

Measure Assessment Period: Foreach patient, the measure assessment period begins with anindexeventand is 14
months (12 months +/- 60 days) in length. The assessment periodis held constant to assess the same denominator of
eligible patients for outcomesof remission and response at both six and twelve months.
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[Response Ends]

2a.04. Select the levels of analysis for which the measure is tested.

Testing must be provided for all the levels specified and intended for measure implementation, e.q., individualclinician,
hospital, health plan.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they applyto your measure.

Please do not select:
e  (linician: Clinician

e Population: Population

[Response Begins]
Clinician: Group/Practice

[Response Ends]

2a.05. Listthe measured entities includedin the testing and analysis (by level of analysis and data source).

Identify the number and descriptive characteristics of measured entities includedin the analysis (e.qg., size, location, type);
if a sample was used, describe how entities were selected forinclusion in the sample.

[Response Begins]
2021 Submission

Sitesrepresentall primary care and behavioral health (psychiatry) clinics in Minnesota and bordering cities in other states
that wish to participate. Clinicsrepresenturban and rural, large multi-specialty health care systems, medium and small
practicesthatcarefor adult patients with depression. Over 115 medical groups representing 788 clinics were includedin
the testing of this measure, representing 118,132 adults and 7,237 adolescents.

[Response Ends]

2a.06. Identify the number and descriptive characteristics of patients included in the analysis (e.g., age, sex, race,
diagnosis), separated by level of analysis and data source; if a sample was used, describe how patients were selected
for inclusion in the sample.

If there is a minimum case count used for testing, that minimum must be reflected in the specifications.

[Response Begins]
2021 Submission

118,132 adult patients and 7,237 adolescents were included for testing and analysis. There was no elimination of
patients based on age, race/ethnicity, or diagnosis with the exception of valid clinical co-morbid diagnosesfor exclusions
(bi-polar disorder and personality disorder) whichare alreadyexcluded from the denominator.

[Response Ends]
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2a.07. Ifthere are differences in the data or sample used for different aspects of testing (e.g., reliability, validity,
exclusions, risk adjustment), identifyhow the data or sample are different for each aspect of testing.

[Response Begins]
Reliability and validity statistics performed at the cliniclevel forall clinics with > 30 patients in the denominator.

[Response Ends]

2a.08. Listthe social risk factors that were available and analyzed.

Forexample, patient-reported data (e.g., income, education, language), proxy variables when social risk data are not
collected from each patient (e.g. census tract), or patient community characteristics (e.g. percent vacant housing, crime
rate) which do not have to be a proxy for patient-level data.

[Response Begins]

Social risk factors available and analyzedfor this measureinclude age, race, ethnicity, primary language, country of origin
and zip code-based deprivationindex.

[Response Ends]

Note: If accuracy/correctness (validity) of data elements was empirically tested, separate reliability testing of data
elementsis notrequired—in 2a.07 check patient or encounter-level data; in 2a.08 enter “see validity testing section of
data elements”; and enter “N/A” for 2a.09 and 2a.10.

2a.09. Select thelevel of reliability testingconducted.
Chooseoneorboth levels.

[Response Begins]

Accountable Entity Level (e.g., signal-to-noise analysis)

[Response Ends]

2a.10. For each level of reliability testing checked above, describe the method of reliabilitytesting and what it tests.

Describe the steps—do not just name a method; what type of error does it test; what statistical analysis was used.

[Response Begins]
Reliability/ Validity of the PROM-PHQ-9 and PHQ-9M

As PHQ-9 depressionseverity increased, there was a substantial decrease in functional status of all 6 SF-20 subscales in
addition to anincrease in symptom-related difficulty, sick days and health care utilization. Construct validity, using mental
health professionalre-interview as the criterionstandard, has demonstrated a PHQ-9score > 10 has a sensitivity of 88%
and a specificity of 88% for major depression. Additionally, a score <5 almost always signifies the absence of a depressive
disorder, with a positive likelihood ratio of 0.04. Also, ROC analysis showedthatthe areaunderthe curveforthe PHQ-9
in diagnosing major depressionwas 0.95, suggesting a test that discriminates well between persons with and without
major depression.

The internal reliability of the PHQ-9 was excellent, with Cronbach’s alpha of 0.89in the PHQ-9 Primary Care Studyand
0.86 in the PHQ OBGYN Study. Test-retest reliability of the PHQ-9 was also excellent.

Correlationbetween the PHQ-9 completed by the patientin the clinic and that administered telephonically by the MHP
within 48 hours was 0.84, and the meanscoreswere nearlyidentical (5.08 vs 5.03). [Validity of a Brief Depression Severity
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Measure Kronke, Kurt, Spitzer, Robertetal. ) Gen Internal Medicine 2001 September; 16(9): 606—
613. www.ncbi.nlm.nih.gov/pmc/articles/PMC1495268/]

In addition to the adults and elderly, the PHQ-9 has been validated in the adolescent populations (age 13to 17). The PHQ-
9M Modified for Teensis the PHQ-9 tool with slight word changes (in CAPSbelow) in three questions to modify the tool
for the adolescent population with age appropriate terms.

Q2: Feelingdown, depressed, IRRITABLE, or hopeless?

Q5: Poor appetite, WEIGHTLOSS, or overeating?

Q7: Trouble concentrating on things like SCHOOLWORK, reading, or watching TV?
Otherwise, the nine questions used in scoring the tool are identical to the PHQ-9. The copyright statement on the PHQ-
9M tool states: Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams & Kroenke, 1999),
Revised PHQ-A (Johnson, 2002) and the CDS (DISC Development Group, 2000)
Although widelyusedin pediatric practices and endorsed by the AAP, APAand AACAP, the modified version of the PHQ-9
tool has not had separate validation studies, as the nine questions are essentially the same as the original PHQ-9, which
has been validated foradolescents ages 13 and older. The APA recommends using the modified version of the PHQ-9 for
childrenages 11 to 17 to assess depressionsymptom severity (APA, 2015). American Psychiatric Association. 2015.

Online Assessment Measures. Severity Measure for Depression, Child Age 11to 17 (PHQ-9 modified for Adolescents [PHQ-
A], Adapted). https://www.psychiatry.org/psychiatrists/practice/dsm/dsm-5/online-assessment-measures

Reliability of the PROM-PM:

Reliability is a function of provider-to-provider variationand samples size. Empirical testingof computed performance
scores for reportable clinics was conducted using a beta-binomial model. Reliability ranges from 0.0 (no consistency) to
1.00 (perfect consistency). The extentto which the reliability falls below 1.00is the extent to which errorsof
measurementare present. Reliability of 0.700r greateris considered acceptable for drawing conclusions about groups.

The BETABIN macro was used on each measure (SAS).

Use the macroto getaand .

e provider-to-provider variance:o%= (aB) / (ot + B+ 1)(a+ B)?

plug this variance valueinto the reliability equation: 0%/ (02 +(p(1 —p)/n))
O p=rate
O n=number of eligible patients

e Determinereliabilityrate for each clinic.

e Average thereliabilityrate over all clinics.
2021 Submission

Allresults are stratified by adults and adolescents.

[Response Ends]

2a.11. For each level of reliability testing checked above, what were the statistical results fromreliability t esting?

Forexample, provide the percent agreement and kappa for the critical data elements, or distribution of reliability statistics
from a signal-to-noise analysis. For score-level reliability testing, when using a signal-to-noise analysis, more thanjustone
overall statistic should be reported (i.e., to demonstrate variation in reliability across providers). If a particular method
yields only one statistic, this should be explained. In addition, reporting of results stratified by sample size is preferred (pg.
18, NQF Measure Evaluation Criteria).

[Response Begins]

2021 Submission
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Adults age 18 and older

Reliability Distribution
Depression Response at Six Months- Adults
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2020 Beta-binomial Reliability Performance Score- Adults 0.915086 (# of clinics = 550, number of patients
=118,132)

Adolescentsage 12to 17

Reliability Distribution
Depression Response at Six Months- Adolescents
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0 50 100 150 200 250 300 350 400 450
2020 Beta-binomial Reliability Performance Score- Adolescents 0.830371 (# of clinics = 118, number of
patients=7,327)
2013 Submission
Original Reliability testing of Adult measure
Reliability =0.900
Reportableclinics (> 30 patients)
a=1.6126
B=14.7935
02 (provider to provider
variance) = 0.00509
average reliability= 0.900
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Reliability Distribution of Depression Response at Six Months by 8 of
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Adult patients age 18 and older with an index date 7/1/2011to 6/30/2012 reportedin 2013.

[Response Ends]

2a.12. Interpret the results, in terms of how they demonstrate reliability.

(In other words, what do the results mean and what are the norms for the test conducted?)

[Response Begins]
PROM-PHQ-9
e PHQ-9score>10 has asensitivity of 88% and a specificity of 88% for major depression.
e Cronbach’salpha of 0.89 in the PHQ-9 Primary Care Studyand 0.86in the PHQ OBGYN Study.
e PHQ-9Misonlyaslight modification of the original tool with developer’s permission
The PHQ-9 patient reported outcome tool demonstrates sound psychometric properties (reliability, validity, specificity,
and sensitivity to change) andis appropriate for measuring patient outcomesrelated to depression.
The PRO-PM Measure:
Clinic level reliability statistics are stratified by adult patients age 18 and olderand adolescent patientsage 12to 17.
Update 2020
e Reliability score= 0.915806 (Adult) and 0.830371 (Adolescents)

For clinics reporting measure results for adults (550 clinics and 118,132 patients), the reliability performance score was
calculated at0.915806. A beta-binomial reliability (signal-to-noise) score of greaterthan 0.70indicates thatitis
acceptableto draw conclusions about groups, in this case by the comparison of clinic site levelreporting. With a reliability
score exceeding0.91, thereis the ability to distinguish higher performing clinics from lower performingclinics.

It is noted that the reliability performance score increased with the changes made to the measure duringthe redesign

process (enhanced exclusions and widening the assessment window to +/- 60 days.)

Although there arefewer clinics reportingmeasure results for adolescents (118)and fewer adolescents (7,327) as
compared to the adult population, the reliability performance score is still quite high at 0.830371. This demonstratesthat
for the adolescent population, results can be usedto distinguish higher performing clinics from lower performing clinics.

This data analysis, along with precise specifications and excellent validation results of critical data elements,
demonstrates this measure construct to be reliable and detects meaningful differences among provider groups.

[Response Ends]
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2a.12. Interpret the results, in terms of how they demonstrate reliability.

(In other words, what do the results mean and what are the norms for the test conducted?)

[Response Begins]
PROM-PHQ-9
e PHQ-9score> 10 hasasensitivity of 88% and a specificity of 88% for major depression.
e Cronbach’salphaof0.89 inthe PHQ-9Primary Care Studyand 0.86in the PHQ OBGYN Studly.

e PHQ-9Misonly aslight modification of the original tool with developer’s permission

The PHQ-9 patient reported outcome tool demonstrates sound psychometric properties (reliability, validity, specificity,
and sensitivity to change) andis appropriate for measuring patient outcomesrelated to depression.

The PRO-PM Measure:
Clinic level reliability statistics are stratified by adult patients age 18 and older and adolescent patientsage 12to 17.
Update 2020

e Reliability score= 0.915806 (Adult) and 0.830371 (Adolescents)

For clinics reporting measure results for adults (550 clinics and 118,132 patients), the reliability performance score was
calculated at0.915806. A beta-binomial reliability (signal-to-noise) score of greaterthan 0.70indicates thatitis
acceptableto draw conclusions about groups, in this case by the comparison of clinic site levelreporting. With a reliability
score exceeding0.91, thereis the ability to distinguish higher performing clinics from lower performingclinics.

It is noted that the reliability performance score increased with the changes made to the measure duringthe redesign
process (enhanced exclusions and widening the assessment window to +/- 60 days.)

Although there arefewer clinics reportingmeasure results for adolescents (118)and fewer adolescents (7,327) as
compared to the adult population, the reliability performance score is still quite high at 0.830371. This demonstratesthat
for the adolescent population, results can be usedto distinguish higher performing clinics from lower performing clinics.

This data analysis, along with precise specifications and excellent validation results of critical data elements,
demonstrates this measure construct to be reliable and detects meaningful differences among provider groups.

[Response Ends]

2b. Validity

2b.01.Selectthe level of validity testing that was conducted.

[Response Begins]

Patient or Encounter-Level(data element validity must address ALL critical data elements)
Accountable Entity Level (e.g. hospitals, clinicians)

Empirical validity testing

[Response Ends]

2b.02. For each level of testing checked above, describe the method of validity testingand what it tests.

Describe the steps—do notjust name a method; what was tested, e.g., accuracy of data elements comparedto
authoritative source, relationship to another measure as expected; what statistical analysis was used.

[Response Begins]
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Reliability/ Validity of the PROM- PHQ-9:

As PHQ-9 depressionseverity increased, there was a substantial decreasein functional status of all 6 SF-20 subscalesin
addition to an increasein symptom-related difficulty, sick days and health care utilization. Construct validity, using
mental health professional re-interview as the criterion standard, has demonstrateda PHQ-9 score > 10 has a sensitivity
of 88% and a specificity of 88% for major depression. Additionally, a score <5 almost always signifies the absence of a
depressive disorder, with a positive likelihoodratio of 0.04. Also, ROCanalysis showedthatthe area underthe curvefor
the PHQ-9 in diagnosing major depression was 0.95, suggesting a test that discriminates well between persons with and
without major depression.

The internal reliability of the PHQ-9 was excellent, with Cronbach’s alpha of 0.89in the PHQ-9 Primary Care Studyand
0.86 in the PHQ OBGYN Study. Test-retest reliability of the PHQ-9 was also excellent. Correlation between the PHQ-9
completedby the patientin the clinicand that administeredtelephonically by the MHP within 48 hours was 0.84, and the
mean scores were nearly identical (5.08vs 5.03).

[Validity of a Brief Depression Severity Measure Kronke, Kurt, Spitzer, Robertetal. J Gen Internal Medicine 2001
September; 16(9): 606—613. www.ncbi.nlm.nih.gov/pmc/articles/PMC1495268/

Validity of the PROM-PM:

Data Element Validity: Validating the submitted data via the direct data submission processis completedin four steps:
denominator certification, data quality checks, validation audit, and the two-week medical groupreview period.

Pre-submission certification occurs prior to data collectionand extraction/abstraction ensures that all medical groups
apply the denominator criteria correctlyand in a consistent manner. MNCM staff reviewthe documentationto verifyall
criteria were applied correctly, prior to approvalfor data submission.
Denominator certification documentation for this measure includes:

e Date of Birth (ranges)

e Date of Service(ranges)

e ICD-10Codesused

e Attestation of inclusion of patients both with newly diagnosed depressionand those with existing depression
and elevated PHQ-9

e Exclusionsto the measure andattestto mechanism to submit exclusion code/ reasonfor exclusion reasons that
may happen after a patient has anindex contact.

Groups additionally supplytheir querycodefor review.

Following data submission to the MNCM Data Portal there are additional data quality checks in place for evaluating the
accuracyof data submitted. During file upload, program checks for valid dates, codes and values and presents users with
errors and warnings. Additionally, MNCM staff review population counts (denominator) and outcome rates forany
significant variance from the previousyear’s submission and may prompt further clarification from the medical group.
Validation audits verify that the clinical data submittedfor the numerator component of the measure matchedthe data
inthe patientrecord. Otherdata elements are also auditedto verify the patient was includedin the denominator
correctly (e.g., diagnosis of depression).

Validity Performance Score: Correlation was performed against several different measures. Interpretation of correlation
statistics is as follows:

1. Perfect: Ifthe valueisnearz 1,thenitissaid to be a perfectcorrelation: as one variableincreases, the other
variable tends to also increase (if positive) or decrease (if negative).

2. Highdegree: If the coefficientvaluelies between+ 0.50and £ 1, then thereis said to be astrong correlation.

Hypotheses tested included:

1. The correlation betweentwo similar depression outcome measures; depressionremission(PHQ-9 < 5) and
depression response (PHQ-9> 50 percentimproved fromindex initial PHQ-9 score). The hypothesis is that clinics
who do well achieving the response outcome will also do well at achieving remission. Clinically, patients with
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depression who have aresponseto treatment don’t always reachremission, but the clinic-level measure rates
should show some correlation.

2. The correlation between depression outcome rates and the rates of follow-up with a PHQ-9/ PHQ-9M. Patients
who have regularfollow-up PHQ-9 assessments with their providers represent ongoingevaluation of the
patient’s treatment plan and are more likelyto achieve remission (PHQ-9 or PHQ-9M< 5) or aresponseto
treatment (PHQ-9 or PHQ-9Mis equal to or greaterthan 50% improved from index PHQ-9).

3. The correlation between patients who achieve remissionand those who achieve response but not remission.
Thisis an enhancement to the hypothesis stated in #1in thatit separates the measure rates into two distinct
populations.

4. Forthe adult population, the correlation between depression outcome measures and another chroniccondition
measure for a diabetes composite measure. The hypothesis is expected to be somewhat weak because the
conditions of depression (chronic-episodic)and diabetes (chronic) reflect different clinical course of care,
different outcomes, and a different measure construct. However, there may be some correlation.

[Response Ends]

2b.03. Provide the statistical results from validity testing.

Examples may include correlations or t-test results.

[Response Begins]
2021 Submission

Validity Performance Scores (Correlation)- Adults

Hypothesis Description r-
squared
#1 Correlationbetween depression remission (PHQ-9< 5) and depression response (PHQ-9>50 | 0.8922

percentimproved fromindexinitial PHQ-9 score)

#2 Correlationbetween depression outcome rates and the rates of follow-up 0.75

#3 Correlationbetween patients who achieve remission and those who achieve response but 0.3244
notremission

#4 Correlationbetween depression outcome and a diabetes composite measure 0.2244

Display of Hypothesis #2 Correlation between Depression Response at 6 Months and Follow-up Rate at 6 Months
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Response at 6 Months Comparison to
Follow-up Rate at 6 Months - Adults
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Correlation between Depression Response at 6 Months and Rate of Follow-upat 6 Months; 550clinicsand
118,132 patients R-Squared value of 0.75

Display of Hypothesis #3 Correlation between Depression Remissionat 6 Months and Patie nts who Achieve Response but
Not Remission at 6 Months
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Validity Performance Scores (Correlation)- Adolescents
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Hypothesis Description

r-

notremission

squared
#1 Correlationbetween depression remission (PHQ-9< 5) and depression response (PHQ-9>50 | 0.8386
percentimproved fromindexinitial PHQ-9 score)
#2 Correlationbetween depression outcome rates and the rates of follow-up 0.7831
#3 Correlationbetween patients who achieve remission and those who achieve response but 0.3166

Display of Hypothesis #1 Correlation between Depression Remissionat 6 Months and DepressionResponse at 6 Months

Remission at 6 Months Comparison to
Response at 6 Months- Adolescents
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Display of Hypothesis #2 Correlation between Depression Response at 6 Months and Rate of Depression Follow-up at6

Months
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Response at 6 Months Comparison to
Follow-up Rate at 6 Months - Adolescents
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2020 Validation Summary- Data Elements
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Pre-Submission

Post-submission Data Quality Checks

Audit of Data
Source

49% of groups passedwith no errors.

Types of errors: dates of service, dates
of birth, ICD-10 codes, exclusions not
applied correctly, intended to submit
only one screening per patient

Typically, mostgroups are ableto
correctfile extractionissues, but this
year eightgroupsdid not proceed with
correctionand submission, citing EMR
changes, resource limitations and
inabilities related to prioritization during
the COVID-19 pandemic.

58% of those that submitted data passed initial
quality checks.

Types of errors: insurance data, RELC data, file
formatting that caused improper rate calculation (dx
codes with extra spaces or no decimals), transposed
counts for adultand adolescent populations, inability
to submit full dates of serviceforthe adolescent
population, inconsistent patient ID format which
impacted indexingand outcomes, incorrect dates of
service/dates of birth

Three groups did not proceed with correction of their
submission, citing EMR changes, resource limitations
and inabilities related to prioritizationduring the
COVID-19 pandemic.

submitteddata

passed the audit.

formatting

PHQ-9 scores,
inconsistent
patientIDs

30% of groups that

were audited; 94%

Typesoferrors: file

produced incorrect

2013 Submission

Validity Performance Score

Correlation between similar depression measures- adults

Relationship between 6M Remission Performance Rates and 6M
Response Performance Rates (clinics with N 2 30)
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Validity Performance Score- Correlation between Response and Remission- Adults R-squared =
0.9041 Remission=PHQ-9< 5, Responseis>50% improved

Note: Interpretationof results inclusive of new testing: (question 2b.04 locked with previous response).

68



Provide your interpretation of the results in terms of demonstrating validity. (i.e., what do the results mean and what
are the normsfor thetest conducted?)

The PHQ-9/PHQ-9M patient reported outcome tool demonstrates sound psychometric properties (reliability, validity,
specificity, and sensitivity to change) and is appropriate for measuring patient outcomes related to depression.

There was high compliance with critical data element validity as demonstrated by annual validation audit processes.

Correlationbetween different measures was performed. If the coefficient valuelies between+ 0.50and + 1, then thereis
said to be astrongcorrelation.

Hypothesis #1-Correlation between depression remission (PHQ-9< 5) and depression response (PHQ-9> 50 percent
improved fromindex initial PHQ-9 score). The rates of remissionand response demonstrateda strong correlation
confirming the hypothesisthat clinics whose patients achieve aresponse to treatment have more success in achieving
depression remission at 6 months. Clinically, patients with depressionwho have a response to treatment don’t always
reach remission, butthe correlationbetween ratesis high. Because these measures are subset of each other, additional
measures were used for correlation.

Hypothesis #2 Correlation between depression outcome rates and the rates of follow-up. The measure constructis
dependent on follow-up assessment of the patientto achieve the desired outcome, and patients who are not assessed
remain in the denominator, but the act of administering an assessment tool alone is not enough to guarantee the desired
outcome whichrequires a stepwise approach to the therapeutic treatment of depression (medication and/or therapy).
There is afairly strong correlation between these two measures supporting the hypothesis that patients who have regular
follow-up PHQ-9 assessments with their providers represent ongoing evaluation of the patient’s treatment plan andare
more likely to achieve remission (PHQ-9 or PHQ-9M < 5) or aresponse to treatment (PHQ-9 or PHQ-9M is equal to or
greater than 50% improved fromindex PHQ-9).

Hypothesis #3 Correlation between patients who achieve remissionand those whoachieve response but not remission.
Demonstratedthatthere isalinear positive direction in the correlation betweenclinics whose patients achieve remission
versus those who achieve response but not remission. A separate analysis for patients who were assessed with a follow-
up PHQ-9 demonstrates that remission was at 24% while significant depression symptoms persisted for 49% of the
patients (24% moderate, 15% major and 10% severe)

Hypothesis #4 Forthe adult population, the correlation between depression outcome measures and another chronic
condition measure for a diabetes composite measure. As expected, the correlation between these measures was not as
strong, butstill representeda positive linear relationship. The conditionsof depression (chronic-episodic) and diabetes
(chronic) reflect different clinical courses of care, different outcomes, and different measure constructs.

[Response Ends]

2b.04. Provide your interpretation of the results in terms of demonstrating validity. (i.e., what do the results mean and
what are the norms for the test conducted?)

[Response Begins]

The PHQ-9/PHQ-9M patient re ported outcome tool demonstrates sound psychometric properties (reliability, validity,
specificity and sensitivity to change) and is appropriate for measuring patient outcomes related to depression. There was
high compliance with critical data element validity as demonstrated by annual validation audit processes.

The adult stratification demonstrates a high correlation [R squared 0.8922] against a similar measure, confirmingthe
hypothesis that clinics whose patients achieve a response to treatment have more success in achievingdepression
remission at 6 months. If the coefficient value lies between + 0.50and * 1, then thereis said to be a strong correlation.

The adolescent stratification demonstrates a lower correlationvalue [R squared 0.5396], however this is still in the range
of a high correlation. There are potentially two reasons why the correlations between adults and adolescents differ.
There are feweradolescents in the denominator as compared to adults, ther efore volume/size may hamper statistical
testing, butthe second reasonmay be more explanatory. Duringthe measure redesign process thatincorporated
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adolescents into the measure, the measure development workgroup continually stressed the differences between adults
and adolescents (treatments, maturitylevel, life experiences) and required that the two population's outcomes always be
reportedseparately and never be combined into a single measure.

[Response Ends]

2b.05. Describe the method for determining if statistically significant and clinically/practically meaningful differences
in performance measure scores among the measured entities can be identified.

Describe the steps—do not just name a method; what statistical analysis was used? Do not just repeat the information
provided in Importance to Measure and Report: Gap in Care/Disparities.

[Response Begins]
DATA COLLECTION

Data are reportedat two levels: by clinic site and medical group. Clinic abstractors collect data from medical records
either by extracting the data froman electronic medicalrecord (EMR) via data query or from abstraction of paper-based
medical records. All appropriate Health Insurance Portability and Accountability (HIPAA) requirements are followed for
data transfer to MNCM.

MNCM staff conduct an extensive validation process including pre-submission data certification, post submission data
quality checksof all files, and audits of the data source for selected clinics. For medical record audits, MNCM uses NCQA’s
“8 and 30” File Sampling Procedure, developed in 1996 in consultation with JohnsHopkins University. For a detailed
description of this procedure, see www.ncqa.org. Audits are conducted by trained MNCMauditors who are independent
of medical groups and/or clinics. The validation process ensures the data are reliable, complete and consistent.

ELIGIBLE POPULATION SPECIFICATIONS The eligible population for eachmeasureis identified by a medical group on
behalf of their individual clinics. MNCM’s 2019 DDS Data Collection Guides provide technical specifications for the
standard definitions of the eligible population, including elements such as age.

NUMERATOR SPECIFICATIONS For DDS measures, the numeratoris the number of patients identified from the eligible
population who meet the numerator criteria. The numerator is calculated usingthe clinical quality data submitted by the
medical group; this data is verified through MNCM'’s validation process
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Due to the dynamic nature of patient populations, rates and 95 percent confidence intervals are calculated foreach
measure for each medical group/clinic regardless of whether the full population or a sample is submitted. The statewide
average rate is displayed when comparing a single medical group/clinicto the performance of all medical groups/clinics
to provide context. The statewide average is calculated usingall data submitted to MNCM which may include some data
from clinics located in neighboring states.

RISK ADJUSTMENT Risk adjustmentis atechnique usedto enable fair comparisons of clinics/medical groups by adjusting
for the differences in risk among specific patient groups. MNCM uses an “Actual to Expected” methodologyfor risk
adjustment. This methodology does not alter a clinic/medical group’s result; the actual rate remains unchanged. Instead,
each clinic/medical group’s rate is compared to an “expectedrate” for that clinic/medical group based onthe specific
characteristics of patients seen by the clinic/medical group, compared to the total patient population.

All expectedvaluesfor DDS measures are calculated using a logistic regressionmodelincluding the following variables:
health insurance product type (commercial, Medicare, Medicaid, uninsured, unknown), patient age, and deprivation
index. The deprivation indexwas added in 2018 and includes ZIP code level average of poverty, publicassistance,
unemployment, single female with child(ren), and food stamps (SNAP) convertedto asingle indexthatis a proxy for
overall socioeconomicstatus.

A population proportions testis used to determine whether there s a statistically significant difference betweenthe
expected and actual rates of optimally managed patients attributed to each clinic/medical group. The methodology uses
a 95 percenttest of significance.

The tables for the risk-adjusted measures include the following information:
¢ Medical group/clinicname
e Performance
o “Above Average” = Clinic or medical group’s actual rate is significantly above its expected rate
o “Expected” = Clinicor medical group’s actual rate is equivalent to its expected rate
0 “Below Average” = Clinic or medical group’s actual rate s significantly below its expectedrate
e Patients = Number of patients ata medical group/clinic site that meet the denominator criteria forthe measure.
¢ Actual Rate = Actual percentage of patients meeting criteria (unadjustedrate).

* Expected Rate = Expected percentage of patients meeting criteria based on the clinic’s/medical group’s mix of patient
risk (adjusted rate).

e Actual to ExpectedRatio = Actual percentage of patients meeting criteria divided by the expected percentage of
patients meeting criteria for the clinic’s/medical group’s mix of patient risk.

THRESHOLD FOR PUBLICREPORTING

MNCM has established minimum thresholds for publicreporting of DDS measures to ensure statistically reliable rates.
Only medical groups and clinics that meet the threshold of 30 patients in the denominator of each measure are publicly
reported.

[Response Ends]

2b.06. Describe the statistical results from testing the ability to identify statistically significant and/or
clinically/practically meaningful differences in performance measure scores across measured entities.

Examples may include number and percentage of entities with scores that were statistically significantly different from
mean or some benchmark, different from expected; how was meaningfuldifference defined.

[Response Begins]
DEPRESSION CARE IN MINNESOTA: ADULTS& ADOLESCENTS 2020 REPORT YEAR (2019 DATES OF SERVICE)
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https://mncmsecure.org/website/Reports/Spotlight%20Reports/2020_DepressionCare_Adults&Adolescents_Report.pdf

Variability is demonstrated by box plot quartiles demonstrating outliers, the minimum and maximum values, upper
quartile, median and lower quartile. Distribution of rates demonstrates variability and opportunity forimprovement.

SIX MONTH DEPRESSION MEASURES

Variation by medical group®

2020 report year (2019 dates of service
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For both adults and adolescents, the Six Month Follow-up measure has the widest variation among medical groups, while
performance for the Remission at Six Months measure is the most consistent. For both adults and adolescents, the highest
performing medical groups achieved results well above the statewide average

MNCM Methods for IdentifyingMeaningful Differences; Variability Demonstrated by Box Plot Diagram
The image above depicts the variability of rates among medical groups around the statewide average:
e Adults19.4% (range 0%to 37.2%) 120,344 patients from 550 clinics
e Adolescents 15.5%(range0%to 27.7%) 11,658 patients from 118 clinics

The box plot diagram demonstrates that many medical groups fall within the upper quartile range. However, the overall
rates are low and signal room for improvement.

MEDICAL GROUPS WITH HIGHEST PERFORMANCE

2020 report year (2019 dates of service)
Medical groups with above average performance on at least 50 percent of measures for which they were eligible.
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Display of MN Medical Groups Who Achieved Average Performance on at Least 50% of the Eligible Measures

The above image is a display of top medical groups in MN with the highest performance rates, having achieved above
average performance on atleast 50 percent of the measures. Forexample, the medical groups Entira Family Clinicsand
Mankato Clinic achieved above average rates in all measures which is delineated with a gold circle. Measure rates that
were average orbelowthe statewide average are designated with an open circle. A carat< indicates that there were too
few patients in the denominator (e.g., adolescents) to calculate the measure.

[Response Ends]

2b.07.Provide your interpretation of the results in terms of demonstrating the ability to identify statistically significant
and/or clinically/practically meaningful differences in performance across measured entities.

In other words, what do the results mean in terms of statistical and meaningful differences?

[Response Begins]

Measure continuesto demonstrate significant opportunity for both maintaining contact with patients with depression
(ongoing follow-up) and achieving an outcome of remission. Measure results demonstrate opportunity for improvement
in depression outcomes and identify meaningful differencesamong providers.

[Response Ends]

2b.08. Describe the method of testing conductedto identify the extentand distribution of missing data (or non-
response) and demonstrate that performance results are not biased due to systematic missing data (or differences
between responders and non-responders). Include how the specified handling of missing data minimizes bias.

Describe the steps—do not just name a method; what statistical analysis was used.
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[Response Begins]

Though itis well recognized that maintaining ongoing contact with this population of patients with depression is critical
to their successful remission of symptoms, itis also very challenging to do so. Of any patient population, patients with
depression areleast likely to be able to self-advocate and require processes and systemsin place for maintaining
contact. MN has made incremental improvements in rates of follow-up PHQ-9 at 6 months, from22.7%in 2010to 48.5%
in 2019 for adults. Adolescents, a new populationfor this measure havea 2019 follow-up rate of 43.4%

Missing data, in this case, follow-up PHQ-9 patient reported outcome assessment is not an issue as those patients who
are notre-assessed in follow-up remain in the denominatorand are treatedas if they are notin remission. However, low
outcome rates are notsolelyattributed to lack of follow-up. A portion of patients are still experiencing symptoms of
depression and are notin remission. A separate analysis for patients who were assessed with a follow-up PHQ-9
demonstrates that remission was at 24% while significant depression symptoms persistedfor 49% of the patients (24%
moderate, 15% majorand 10% severe)

There isacompanion related measure that allows medical groups to understand their use of the PHQ-9/ PHQ-9Mtool,
NQF #0712 Depression Utilization of PHQ-9M. This measure reports the rate of tool administration for patients with a
diagnosis of depression or dysthymia seen during afour month

_E

SCREENING MEASURES AT A GLANCE
Variation by medical group* All three screening measures
2020 report year (2019 dates of service) have s.ugnn.‘ican: variation

among medical groups

1 [ I The Adult Depression: PHQ-9/
: ' PHQ-9M Utilization measure
: ; 0 has the widest variation

| among medical groups.

The Adolescent Mental

Health and/or Depression

Screening measure has the

most consistent performance
1 | among medical groups.

Companion measure for utilization of the PHQ-9 for patients with major depression/dysthymia; supports
the outcome measures

The image above displays the box plot chart for the companionmeasure thatinforms PHQ-9/PHQ-9 usage for patients
with a diagnosis of major depression or dysthymia. If there was avoidance of measuring the depressionoutcome
measures of response and remission, a medical group would have avery low rate here as assessing with a PHQ-9/PHQ-
9Mtoolisrequiredfor indexing into the denominator. This diagram shows statewide informationand very few outliers
with low PHQ-9/PHQ-9M administration rates.
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[Response Ends]

2b.09. Provide the overall frequency of missing data, the distribution of missing data across providers, and the results
from testing related to missing data.

Forexample, provide results of sensitivity analysis of the effect of various rules for missing data/non-response. If no
empirical sensitivity analysis was conducted, identify the approaches for handling missing data that were considered and
benefits and drawbacks of each).

[Response Begins]

Missing datais notan issue. Patients who are not assessed with a follow-up PHQ-9/ PHQ-9M at six months (+/- 60 days)
areincluded in the denominatorand treated as if they are notin remission.

[Response Ends]

2b.10. Provide your interpretation of the results, in terms of demonstrating that performance results are not biased
due to systematic missing data (or differences betweenresponders and non-responders), and how the specified
handling of missing data minimizes bias.

In other words, what do the results mean in terms of supporting the selected approach for missing dataandwhat are the
norms forthe test conducted; if no empirical analysiswas conducted, justify the selected approach for missing data.

[Response Begins]
Missing datais notan issue for this measure as constructed; please see discussion in 2b.08

[Response Ends]

Note: Thisitemis directedto measures that are risk-adjusted (with or without social risk factors) OR to measures with
more than one set of specifications/instructions (e.g., one set of specifications for how to identifyand compute the
measure from medicalrecord abstraction and a different set of specifications for claimsor eCQMs). It does not apply to
measures that use morethan one source of datain one set of specifications/instructions(e.g., claims data to identify the
denominatorand medical record abstraction forthe numerator). Comparability is not required when comparing
performance scores with and without socialrisk factors in the risk adjustment model. However, if comparability is not
demonstrated for measures with more than one set of specifications/instructions, the different specifications (e.g., for
medical records vs. claims) should be submitted as separate measures.

2b.11.Indicate whetherthereis morethan one set of specifications for this measure.
[Response Begins]
No, there is only one set of specifications for this measure

[Response Ends]

2b.12.Describe the method of testing conductedto compare performance scores for the same entities across the
different data sources/specifications.

Describe the steps—do not just name a method. Indicate what statistical analysiswas used.

[Response Begins]
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[Response Ends]

2b.13. Provide the statistical results from testing comparability of performance scores forthe same entities when using

different data sources/specifications.

Examples may include correlation, and/or rank order.

[Response Begins]

[Response Ends]

2b.14.Provideyour interpretation of the results in terms of the differences in performance measure scores for the
same entities across the different data sources/specifications.

In other words, what do the results mean and what are the norms for the test conducted.

[Response Begins]

[Response Ends]

2b.15. Indicate whetherthe measure uses exclusions.
[Response Begins]
Yes, the measure uses exclusions.

[Response Ends]

2b.16.Describe the method of testing exclusions and what was tested.

Describe the steps—do not just name a method; what was tested, e.g., whether exclusions affect overall performance
scores; what statistical analysis was used?

[Response Begins]

When known, exclusions are removed “up-front”, prior to data submission and validated through the denominator
certificationprocess as described in 2b.02 and may not be available foranalysis. Whenexclusions occur after theindex
contactevent, theyare included in the data submissionfor this measure and are available for analysis.

2021 Submission

With the redesign of this measure to incorporate the adolescent population, the measure development workgroup
reviewed all exclusions and enhancedthe measure to additionally exclude patients with schizophrenia and pervasive
developmental disorder. An updated exclusionanalysis was performed in 2020, demonstrating an overall rate of
exclusionof 3.45% of 140,099 patients.

[Response Ends]
2b.17.Provide the statistical results from testing exclusions.

Include overall number and percentage of individuals excluded, frequency distribution of exclusions across measured
entities, and impact on performance measure scores.

[Response Begins]
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2020 Updated Exclusion Analysis

Distribution of Exclusions from Measure
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= .
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Number of patients with exclusion (n = 4,834 out of 140,099)

Distribution of Exclusions of Patients with a Diagnosis of Major Depression or Dysthymia. Rate of 3.45%

The above image is a stacked bar chart demonstrating the frequency of exclusions usedfor a population of 140,099
patients. The most frequently occurring exclusionis schizophrenia (blue bar)followed by bipolar disorder (green bar).
Thisis nota surprising result because clinically, these two conditions can have a depressive component. However, their
treatments and outcomes are very different from major depression, and they represent appropriate exclusions from the
measure.

2013- Whenknown, exclusions are removed “up-front”, prior to data submission and validated through the denominator
certificationprocess and these exclusions are notavailable for analysis. When exclusions occur after theindexcontact
event, they are includedin the data submissionfor this measure and are available for analysis. 97.0%of the eligible
patients remain in the denominator without need for further exclusion because of events or diagnoses occurringafter
index. Ofthe 3% of the population thatdo require exclusion after index, 86% were because of diagnosis of bipolaror
personality disorderand 14% due to death, hospice or permanent nursing home residence.

[Response Ends]

2b.18. Provide your interpretation of the results, in terms of demonstrating that exclusions are neededto prevent
unfair distortion of performanceresults.

In other words, the value outweighsthe burden of increased data collection and analysis. Note: If patient preference is an
exclusion, the measure must be specified so that the effect on the performance score is transparent, e.g., scores with and
withoutexclusion.

[Response Begins]

Depression, like many chronic or episodic conditions, does not often exist in isolation from other medical

conditions. Some mental health conditions like bipolar disorder or schizophrenia can have acomponent of depressionor
occur concurrently, but patients with these conditions have very different outcomes and to include them would distort
the result of the measure. The goals related to measure developmentin terms of exclusions are to be patientcentered
and as inclusive as possible without distortion of the measure resuls.
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Overall, exclusions do notlimitor reduce the desiredtarget population of patients with major depression or dysthymia.
2021 Submission

Updated analysis of modifications and additions to exclusions demonstrate continued appropriate clinical indication
without reducing the target population. Reliability performance scores for the adult population increased slightly with
measure redesign (from0.900to 0.9151).

[Response Ends]

2b.19.Check all methods usedto address risk factors.
[Response Begins]
Statistical risk model with risk factors (specify number of riskfactors)
[Statistical risk model with risk factors (specify number of risk factors) Please Explain]
Four risk variables: Age, Insurance Type, Depression Severity and Deprivation Index

Patient Age, Patient Insurance Type (Commercial, Medicare, State Public Programs, Uninsured and Unknown Insurance
Type), DepressionSeverity Level at Time of Index (3 levels), and Deprivation Index of Patient Zip Code (percentage of
households with SNAP Benefits, Livingunder Poverty Level, On Public Assistance, Single Female with Childrenand
Percentage of Adults Unemployed.

[Response Ends]

2b.20. If using statistical risk models, provide detailed risk model specifications, including the risk model method, risk
factors, risk factor data sources, coefficients, equations, codes with descriptors, and definitions.

[Response Begins]

MNCM uses Logistic Regression Modeling to create values supporting a method of Indirect Standardization Risk
Adjustment, commonly referred to as Expected Value. Indirect standardization does not change the actual performance
rates, rather answers the question: “If all providers had this medical group/clinic’s mix of patients, what would the
statewide average be?”. This method compares the provider’s actual performance to the expectedrate.

Example ClinicX Unadjusted Standardized to Clinic X Patient Mix
Statewide 39% 32%

Clinic X 35% 35%

Clinic X vs Statewide | Below Above (Actual : Expected = 1.09

Risk variables used forthis measureinclude age, initial PHQ-9/ PHQ-9M score, insurance product and patient
neighborhood deprivationindex (based onzip-code). Deprivation indexincludes use of SNAP benefits, livingunder the
poverty level, unemployed status, publicassistance, and single female with children. In MN, the ratio rangesare -6.41
(Red Lake) to +1.42 (Flom) with a mean of zero. “A measure of census-tract neighborhood deprivationis likely a good
proxy for arange of individual-level and true area-level constructs relevant to outcomes of interest and feasible to
obtain.” [National Academies of Sciences, Engineering, and Medicine, 2017: Accounting for Social Risk Factorsin
Medicare Payment]

2021 Submission
6 Month Response- Adults

78



Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adults
Compared to Patients with Commercial Insurance and - - - - -
Moderate Depression
Parameter DF | Estimate | Standard | Wald Chi- | Pr> ChiSq
Error Square
Intercept 1 | -1.6416 | 0.0239 47273299 | <.0001
pt_age 1 | 0.00866 | 0.000505 | 293.9879 | <.0001
mdcr 1 | -0.2636 | 0.0241 119.8347 | <.0001
mhcp 1 | -0.4468 | 0.0201 492.469 | <.0001
unins 1 | -0.5447 | 0.0461 139.6832 | <.0001
undt 1 | -0.3607 | 0.0257 196.7224 | <.0001
mod_severe 1 [ 0.0818 | 0.0167 24.1109 <.0001
severe 1 | 0.0775 | 0.0201 14.8663 0.0001
dep_idx 1 | 0.1399 | 0.0096 212.371 <.0001

- Cellintentionally leftempty
SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adults

Table of results for data elements selected for the riskstratification model (age, insurance product, severity of depression
atindex event and deprivation index. All variables have a Chi-squared p value of less than .0001.

6 Month Response- Adolescents

Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adolescents
Compared to Patients with Commercial Insurance and Moderate - - - - -
Depression
Parameter DF | Estimate | Standard | Wald Pr > ChiSq

Error Chi-

Square

Intercept 1 |-0.5187 | 0.2586 | 4.022 0.0449
pt_age 1 |-0.0772 | 0.0169 | 20.7373 | <.0001
mdcr 1 | 0.0426 | 0.2112 | 0.0406 | 0.8403
mhcp 1 | -0.2546 | 0.0629 | 16.3837 | <.0001
unins 1 | -0.4058 | 0.1746 | 5.3997 | 0.0201
undt 1 |-0.1813 | 0.0854 | 4.5033 | 0.0338
mod_severe 1 0.08 0.0586 1.8627 | 0.1723
severe 1 | 0.208 0.067 9.6377 | 0.0019
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Analysis of Maximum Likelihood Estimates - - - - -

Depression Response at 6 Months- Adolescents

dep_idx 1 | 0.0445 | 0.0381 1.3673 | 0.2423

- Cellintentionally leftempty
SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adolescents

Table of results for data elements selectedfor the riskstratification model (age, insurance product, severity of depression
atindex eventand deprivation index. All variables have a Chi-squared p value of less than .0001.

Definitions for Logistic Model

AIC—This s the Akaike Information Criterion. Itis calculated as AIC= -2 Log L + 2((k-1) + s), where kis the number of
levels of the dependentvariable and s is the number of predictors in the model. AlCis usedfor the comparison of
nonnested models on the same sample. Ultimately, the model with the smallest AICis consideredthe best, althoughthe
AlCvalue itself is not meaningful.

SC—This isthe Schwarz Criterion. Itis defined as— 2 Log L + ((k-1)+ s)*log(2 fi), where fi‘s are the frequencyvaluesof the
it observation, and k and s were defined previously. Like AIC, SC penalizes for the number of predictors in the modeland
the smallest SCis most desirableand the valueitselfis not meaningful.

-2 Log L —Thisis negative two times the log-likelihood. The -2 LogL is used in hypothesis tests for nested models andthe
value in itself is not meaningful.

Intercept Only — This column refers to the respective criterion statistics with no predictors in the model, i.e., just the
responsevariable.

Interceptand Covariates — This column corresponds to the respective criterion statistics for the fitted model. A fitted
modelincludes all independent variables and theintercept. We can compare the values in this column with the criteria
corresponding Intercept Only value to assess modelfit/significance.

Test—These are three asymptotically equivalent Chi-Square tests. They test against the null hypothesis that atleast one
of the predictors’ regression coefficientis not equal to zero in the model. The difference betweenthemare whereon the
log-likelihood functionthey are evaluated.

LikelihoodRatio — This is the Likelihood Ratio (LR) Chi-Square test that atleast one of the predictors’ regression
coefficientis notequal to zero in the model. The LR Chi-Square statistic can be calculatedby -2 LogL(nullmodel) -2 Log
L(fitted model) = 231.289-160.236 = 71.05, where L(null model) refers to the Intercept Only model and L(fitted model)
refersto the Intercept and Covariates model.

Score —Thisis the Score Chi-Square Test that at least one of the predictors’ regression coefficientis notequal to zero in
the model.

Wald —Thisisthe Wald Chi-Square Test that at least one of the predictors’ regressioncoefficientis notequal to zeroin
the model.

Chi-Square, DF and Pr > ChiSq — These are the Chi-Square test statistic, Degrees of Freedom (DF)and associated p-value
(PR>ChiSq) corresponding to the specific test that all of the predictors are simultaneously equal to zero. We are testing
the probability (PR>ChiSq) of observing a Chi-Square statistic as extreme as, or more so, than the observed one under the
null hypothesis; the null hypothesis is that all of the regression coefficients in the model are equal to zero. The DF define s
the distribution of the Chi-Square test statistics and is defined by the number of predictorsin the model.

Typically, PR>ChiSq is comparedto a specified alphalevel, our willingness to accept a type | error, whichis often set at
0.050r 0.01.The small p-value from all three tests would lead us to conclude that atleast one of the regression
coefficientsin the model is notequal to zero.

[Response Ends]
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2b.21.If an outcome or resource use measureis not risk-adjusted or stratified, provide rationale and analyses to
demonstrate that controlling for differences in patient characteristics (i.e., case mix) is not needed to achieve fair
comparisons across measured entities.

[Response Begins]
Not applicable.

[Response Ends]

2b.22.Selectall applicable resources and methods used to develop the conceptual model of how social riskimpacts
this outcome.

[Response Begins]
Publishedliterature
Internal data analysis

[Response Ends]

2b.23. Describe the conceptual and statistical methods and criteria used to testand select patient-level risk factors
(e.g., clinical factors, social risk factors) used in the statistical risk model or for stratification by risk.

Please be sure to address the following: potential factors identified in the literature and/or expert panel; regression
analysis; statisticalsignificance of p<0.10or other statistical tests; correlation of x or higher. Patient factors shouldb e
presentatthe start of care, if applicable. Alsodiscuss any “ordering” of risk factor inclusion; note whether social risk
factors are added afterall clinical factors. Discuss any considerations regarding data sources (e.g., availability, specificity).

[Response Begins]
During the measure development process, the expert panel discusses potential variables for risk adjustment thatare
importantto considerfor the measured population, in this case patients with depression. The group decides what clinical
variablesin addition to the MNCM standard demographic data (gender, age, zip, race/ethnicity, country of origin, primary
language, and insurance product) to collect throughthe data collection and submission process. The potential risk
adjustmentvariables are thenevaluated for appropriate inclusion in the model based on a chi square ttestvalue less
than 0.05.
Guiding principles for variable selection include the following:

e Conceptualrelationship with outcome

e Empirical association with outcome

e Variation across measured entities

e Not confounded with the effect of health care

e Resistantto manipulation or gaming

e Accuratedatathatcan be reliably and feasibly captured

e Contribution of unique variation in the outcome (not redundant)

e Potentially,improvementin risk model

e Potentially, face validity and acceptability

Please referto the responsein question 2b.20for a description of the Indirect Standardization Risk Adjustment process.

[Response Ends]
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2b.24. Detail the statistical results of the analyses used to test and select risk factors for inclusion in or exclusion from

the risk model/stratification.

[Response Begins]
2021 Submission

Updated modelincludes a variable of deprivationindex (dep_idx) (NOTE: Maximum likelihood estimates contained in the
outputbelow are the same estimates that appearabovein 2b.20)

6 Month Response- Adults

resp6_aDepression Response at 6

Months- Adults

Product Variables

The FREQ Procedure

prod_nm Frequency | Percent | Cumulative Cumulative
Frequency Percent
Commerecial 55813 46.38 [ 55813 46.38
Medicaid 27384 22.75 | 83197 69.13
Medicare 19609 16.29 | 102806 85.43
Self-Paid/Uninsured 4183 3.48 106989 88.9
Undetermined 13355 11.1 120344 100
comm Frequency | Percent | Cumulative Cumulative
Frequency Percent
64531 53.62 | 64531 53.62
55813 46.38 | 120344 100
mdcr Frequency | Percent | Cumulative Cumulative
Frequency Percent
100735 83.71 [ 100735 83.71
19609 16.29 | 120344 100
mhcp Frequency | Percent | Cumulative Cumulative
Frequency Percent
92960 77.25 | 92960 77.25
27384 22.75 | 120344 100
mdcd_unins Frequency | Percent | Cumulative Cumulative
Frequency Percent
88777 73.77 | 88777 73.77
31567 26.23 | 120344 100
unins Frequency | Percent | Cumulative Cumulative
Frequency Percent
116161 96.52 | 116161 96.52
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resp6_a Depression Response at 6
Months- Adults

14183 3.48 120344 100
undt Frequency | Percent | Cumulative Cumulative
Frequency Percent
0 | 106989 88.9 106989 88.9
1| 13355 111 120344 100

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic

Procedures Adults

resp6_a Depression Response at 6
Months- Adults

Product Variables

The LOGISTIC Procedure

Model Information

Data Set RA.RESP6_A PROD_VARS | -
Response Variable response_6 -
Number of Response Levels 2| -
Model binary logit -

Optimization Technique

Fisher's scoring

Number of Observations Read 120344 -

Number of Observations Used 120344 -

Response Profile - -

Ordered Value response_6 Total Frequency
11 - 23309

20 - 97035

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic

Procedures Adults

Analysis of Maximum Likelihood Estimates

Depression Response at 6 Months- Adults

Compared to Patients with Commercial Insurance and

Moderate Depression

Parameter

DF | Estimate

Standard
Error

Wald Chi-
Square

Pr > ChiSq
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Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adults

Intercept 1 | -1.6416 | 0.0239 47273299 | <.0001
pt_age 1 | 0.00866 [ 0.000505 | 293.9879 | <.0001
mdcr 1 | -0.2636 | 0.0241 119.8347 | <.0001
mhcp 1 | -0.4468 | 0.0201 492.469 | <.0001
unins 1 [ -0.5447 | 0.0461 139.6832 | <.0001
undt 1 | -0.3607 | 0.0257 196.7224 | <.0001
mod_severe 1 [ 0.0818 | 0.0167 24.1109 <.0001
severe 1 [ 0.0775 | 0.0201 14.8663 0.0001
dep_idx 1 [ 0.1399 | 0.0096 212.371 <.0001

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic

Procedures Adults

Odds Ratio Estimates - - -
Depression Response at 6 Months-

Adults

Effect Point Estimate | 95% Wald Confidence Limits | -
pt_age 1.009 1.008 1.01
mdcr 0.768 0.733 0.805
mhcp 0.64 0.615 0.665
unins 0.58 0.53 0.635
undt 0.697 0.663 0.733
mod_severe 1.085 1.05 1.121
severe 1.081 1.039 1.124
dep_idx 1.15 1.129 1.172

6 Month Response- Adolescents (new population)

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selectedfor Risk Adjustment; Frequencyand Logistic

Procedures Adults

resp6_cDepression Responseat6 | -
Months- Adolescents

Product Variables -

The FREQ Procedure -
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resp6_cDepression Response at 6
Months- Adolescents

prod_nm Frequency | Percent | Cumulative Cumulative
Frequency Percent
Commercial 6671 57.22 | 6671 57.22
Medicaid 3173 27.22 | 9844 84.44
Medicare 159 1.36 10003 85.8
Self-Paid/Uninsured 328 2.81 10331 88.62
Undetermined 1327 11.38 11658 100
comm Frequency | Percent | Cumulative Cumulative
Frequency Percent
0 | 4987 42.78 | 4987 42.78
1| 6671 57.22 | 11658 100
mdcr Frequency | Percent | Cumulative Cumulative
Frequency Percent
0| 11499 98.64 | 11499 98.64
1] 159 1.36 11658 100
mhcp Frequency | Percent | Cumulative Cumulative
Frequency Percent
0 | 8485 72.78 | 8485 72.78
113173 27.22 | 11658 100
mdcd_unins Frequency | Percent | Cumulative Cumulative
Frequency Percent
0 | 8157 69.97 | 8157 69.97
1| 3501 30.03 | 11658 100
unins Frequency | Percent | Cumulative Cumulative
Frequency Percent
0| 11330 97.19 | 11330 97.19
11328 2.81 11658 100
undt Frequency | Percent | Cumulative Cumulative
Frequency Percent
0| 10331 88.62 | 10331 88.62
111327 11.38 | 11658 100

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic

Procedures Adolescents
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resp6_cDepression Response at 6
Months- Adolescents

Product Variables

The LOGISTIC Procedure

Model Information

Data Set RA.RESP6_C_PROD_VARS | -
Response Variable response_6 -
Number of Response Levels 2 |-
Model binary logit -

Optimization Technique

Fisher's scoring

Number of Observations Read 11658 -

Number of Observations Used 11658 -

Response Profile - -

Ordered Value response_6 Total Frequency
11 - 1805

20 - 9853

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic

Procedures Adolescents

Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adolescents
Compared to Patients with Commercial Insurance and Moderate - - - - -
Depression
Parameter DF | Estimate | Standard | Wald Pr> ChiSq

Error Chi-

Square

Intercept 1 [ -0.5187 | 0.2586 4.022 0.0449
pt_age 1 | -0.0772 | 0.0169 20.7373 | <.0001
mdcr 1 | 0.0426 | 0.2112 | 0.0406 | 0.8403
mhcp 1 [ -0.2546 | 0.0629 16.3837 | <.0001
unins 1 [ -0.4058 | 0.1746 5.3997 | 0.0201
undt 1 |-0.1813 | 0.0854 | 4.5033 | 0.0338
mod_severe 1 | 0.08 0.0586 1.8627 | 0.1723
severe 1 [ 0.208 0.067 9.6377 | 0.0019
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Analysis of Maximum Likelihood Estimates - - - - -

Depression Response at 6 Months- Adolescents

dep_idx 1 | 0.0445 | 0.0381 1.3673 | 0.2423

Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Frequencyand Logistic
Procedures Adolescents

Odds Ratio Estimates - - -
Depression Response at 6 Months-

Adolescents

Effect Point Estimate | 95% Wald Confidence Limits | -
pt_age 0.926 0.896 0.957
mdcr 1.043 0.69 1.579
mhcp 0.775 0.685 0.877
unins 0.666 0.473 0.938
undt 0.834 0.706 0.986
mod_severe 1.083 0.966 1.215
severe 1.231 1.08 1.404
dep_idx 1.046 0.97 1.126

- Cellintentionally leftempty

SAS Statistical Software Output Analysis of Variables Selectedfor Risk Adjustment; Frequencyand Logistic
Procedures Adolescents

2013 Submission
Original ModelDevelopment:

Originally, the depression remission at six months measure (#0710) was tested to determine the appropriate selection of
variables using the following method:

The effect of risk adjustment on clinic ranking is examined in three ways. First, the clinic’s unadjusted and adjusted
quality measures are compared using correlation analysis. Two types of correlationare used, Pearson and Kendall.
Pearson’s correlation examines the correlationwhenthe measures are treatedas continuous measures. A high
correlation (close to 1) means thatthe two measuresstronglyco-vary, when oneis high the other is high. Kendall’s
correlation examines the similarity between the unadjusted and adjusted quality measure in terms of the similarity in the
way clinics are ranked by the measures. Because of the focus of Kendall’s correlation on comparing ranks and the interest
in the use of clinic quality scores for clinic comparison, Kendall’s correlation is likely to be the most useful correlation
measure.

The second comparisonranks the clinics into performance rank deciles based on the unadjusted and adjusted scoresand
then examines howdecile rankings based on unadjusted measures compare to decile rankings based on adjusted
measures. The thirdcomparison ranks clinics into Poor, Below Average, Average, Above Average, and Excellent categories
using statistical methods that take into account the quality measure’s confidence intervalwhichis calculated based on
the number of patients eachclinicreports. Thesetwo methods are compared directly in ouraccompanying report on the
quality deviations ranking approach.
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Risk adjustmentis necessary onlywhenthere is heterogeneity across clinics. There was significant heterogeneityacross

clinicsininsurance product mix (x2= 10120, p <.001), patientage (x2= 5325, p <.001), gender (x2 = 1267, p <.001),
initial severity (x2=1759, p <.001), and distance to the clinic(x2 = 35015, p < .001).

Table 1 Effect of Potential Risk Adjusters on Depression
1A Model without SES and Race from Zip Code Data

Odds Lower | Upper
Category Variable Contrast Estimate | T-value | Ratio 95% Cl | 95% CI
Age Age 18- 25 66+ -0.62** -6.66 0.54** 0.45 0.65
Age Age 26 - 50 66+ -0.68** -8.70 0.51** 0.44 0.59
Age Age51-65 66+ -0.66** -8.48 0.52%** 0.45 0.60
Gender Female Male -0.08 -1.88 0.92 0.85 1.00
Depression Severity | Moderate Severe 0.57** 10.56 1.77%* 1.59 1.97
Depression Severity | Moderately Severe Severe 0.39** 6.84 1.48.%* | 1.33 1.66
Distance from Clinic | <5 miles Same Zip -0.05 -0.86 0.95 0.85 1.07
Distance from Clinic | 5-10 miles Same Zip -0.09 -1.44 0.92 0.82 1.03
Distance from Clinic | 10 -20 miles Same Zip -0.06 -1.03 0.94 0.83 1.06
Distance from Clinic | 20+ miles Same Zip -0.10 -1.33 0.90 0.78 1.05
Insurance Medicare Commercial | -0.48** -9.72 0.55** | 0.48 0.63
Insurance Medicaid/ MSHO/ Special Commercial | -0.59** -8.83 0.62** 0.56 0.68

Needs/ Self-pay/Uninsured

Constant * * -1.85 -1.76 | * * *

** indicates statistical significance

1B Model with SES and Race from Zip Code Data

* Indicates the table cell left intentionally blank

Category * * * *
Age Age 18- 25 66+ -0.62** -6.65
Age Age 26 - 50 66+ -0.68** -8.67
Age Age51- 65 66+ -0.66** -8.47
Gender Female Male -0.08 -1.87
Depression Severity | Moderate Severe 0.57** 10.51
Depression Severity | Moderately Severe Severe 0.39%** 6.80
Distance from Clinic | <5 miles Same Zip -0.05 -0.78
Distance from Clinic | 5-10 miles Same Zip -0.09 -1.45
Distance from Clinic | 10 - 20 miles Same Zip -0.07 -1.19

[Response Ends]

2b.25. Describe the analyses and interpretationresulting in the decision to select or not select social risk factors.
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Examples may include prevalence of the factor across measured entities, availability of the data source, empirical
association with the outcome, contribution of unique variation in the outcome, or assessment of between -unit effects and
within-unit effects. Also describe the impact of adjusting for risk (or making no adjustment) on providers at highorlow
extremes of risk.

[Response Begins]
2021 Submission

MNCM staff met with a team of researchers at the University of Minnesota that work with health disparities research to
better understand if Race, Ethnicity, Language and Country of Origin (RELO) variablesmetthe criteria of havinga
conceptual relationship (i.e., race should affect the measure) and were notconfounded by the clinic’s contribution. The
data demonstrates that RELO variablesdo have an impact to some degree but proving botha conceptual relationshipand
not being a confounding factor was nota consensus that the MNCM Risk Adjustment Committee could reach. They
concluded that geography is what should be considered. Neighborhoods are what truly matter ; an actual neighborhood
defined by census block tracks. Neighborhoodsappearto incorporate numerous factors that do impact risk adjustment.
Theyinclude some parts of RELO, but also median income, traditional family wealth, incarceration rates, food, single
family homes, safety, truancy, ambient noise leveland factors we know to be socialdeterminants of health.

Race, Ethnicity, Language and Countryof Origin (RELO) data were not used because of potential implicit bias. For these
reasons, the deprivation indexwas selected as a proxy for social determinants of health.

[Response Ends]

2b.26.Describe the method of testing/analysis used to develop and validate the adequacy of the statistical model or
stratification approach (describe the steps—do not just name a method; what statistical analysis was used). Provide
the statistical results fromtesting the approach to control for differences in patient characteristics (i.e., case mix)
below. If stratified ONLY, enter “N/A” for questions about the statistical risk model discrimination and calibration
statistics.

Validation testing should be conducted in a dataset that is separate from the one used to develop the model.

[Response Begins]

2013- The analyses were conducted at the patientlevel, with patients nested within clinics. Patient characteristics, such
as age, gender, initial severity, insurance product, distance between the patient’s zip code and the clinic’s zip code, and
an indicator (fixed effect) for each clinicwereincludedin the model. The patient characteristics measure the relationship
between those characteristics and patient outcomes. The clinicindicators measure clinic differencesin performance
controlling for patient characteristics. The clinicindicators also control for unobserved differences across clinics that may
be correlated with the risk adjusters andresultin biased estimates of the risk adjustment effects.

The analysis of whether follow-up is correlated with remissionwas done using Stata’s implementation of Heckman’s
method for correcting for sample selection. The sample selectionoccurs because remission is observedonly for those
who are followed up at six months. The Heckman procedure estimates two models: one for follow-upand one for
remission. The procedure tests whether follow-upis correlated with remission. The measuresincluded in the follow-up
equation are age, gender, initial severity, insurance product, and distance to the clinic. The measuresincludedin the
remission equation are age, gender, initial severity, insurance product, and a clinicfixed effect.

A logistic model specificationthat accounts for the binary nature of remission (depression is a binary outcome - yes/no)is
used. Severity atinitial diagnosis, age, gender, and insurance product were included as risk adjusters.

2021 Submission Update

The analyses were conducted at the patientlevel and thenrolledup to the cliniclevel to complete testing at the levelof
the clinic. Patient characteristics, suchas age, initial severity, insurance product, deprivation indexand an indicator (fixed
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effect) for each clinicwas includedin the model. The patient characteristics measure the relationship between those
characteristics and patient outcomes. The clinicindicators measure clinic differencesin performance controlling for
patient characteristics. The clinicindicators also control for unobserved differences across clinics that may be correlated
with the risk adjusters and resultin biased estimates of the riskadjustment effects.

The measuresincludedin the follow-up equation are age, initial severity, insurance product, and zip code level
deprivationindex. The measures included in the remission equation are age, initial severity, insurance product,
deprivationindex and a clinicfixed effect. A logistic model specification thataccounts forthe binary nature of remission
(depression is a binary outcome —yes/no)is used.

[Response Ends]

2b.27.Providerisk model discriminationstatistics.

Forexample, provide c-statistics or R-squared values.

[Response Begins]
2021 Submission
6 Month Response- Adults

Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adults
Compared to Patients with Commercial Insurance and - - - - -
Moderate Depression
Parameter DF | Estimate | Standard | Wald Chi- | Pr> ChiSq
Error Square
Intercept 1 | -1.6416 | 0.0239 47273299 | <.0001
pt_age 1 | 0.00866 | 0.000505 | 293.9879 | <.0001
mdcr 1 [ -0.2636 | 0.0241 119.8347 | <.0001
mhcp 1 | -0.4468 | 0.0201 492.469 | <.0001
unins 1 [ -0.5447 | 0.0461 139.6832 | <.0001
undt 1 [ -0.3607 | 0.0257 196.7224 | <.0001
mod_severe 1 [ 0.0818 | 0.0167 24.1109 <.0001
severe 1 | 0.0775 | 0.0201 14.8663 0.0001
dep_idx 1 | 0.1399 [ 0.0096 212371 | <.0001

- Cellintentionally leftempty
SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adults

Table of results for data elements selectedfor the riskstratification model (age, insurance product, severity of depression
atindex event and deprivation index. All variables have a Chi-squared p value of less than .0001.

6 Month Response- Adolescents
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Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adolescents
Compared to Patients with Commercial Insurance and Moderate - - - - -
Depression
Parameter DF | Estimate | Standard | Wald Pr> ChiSq

Error Chi-

Square

Intercept 1 |-0.5187 | 0.2586 | 4.022 0.0449
pt_age 1 | -0.0772 | 0.0169 | 20.7373 | <.0001
mdcr 1 | 0.0426 | 0.2112 | 0.0406 | 0.8403
mhcp 1 | -0.2546 | 0.0629 | 16.3837 | <.0001
unins 1 | -0.4058 | 0.1746 | 5.3997 | 0.0201
undt 1 |-0.1813 | 0.0854 | 4.5033 | 0.0338
mod_severe 1 | 0.08 0.0586 1.8627 | 0.1723
severe 1 | 0.208 0.067 9.6377 | 0.0019
dep_idx 1 | 0.0445 | 0.0381 | 1.3673 | 0.2423

- Cellintentionally leftempty
SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adolescents

Table of results for data elements selectedfor the riskstratification model (age, insurance product, severity of depression
atindex event and deprivation index. All variables have a Chi-squared p value of less than .0001.

2013 Submission

2013-Risk adjustmentis necessary onlywhenthere is heterogeneity across clinics. There was significant heterogeneity
across clinicsin insurance product mix (x2= 10120, p < .001), patient age (x2 = 5325, p <.001), gender (x2=1267,p <
.001), initial severity (x2= 1759, p <.001), and distance to the clinic(x2 = 35015, p <.001).

[Response Ends]

2b.28. Provide thestatistical risk model calibration statistics (e.g., Hosmer-Lemeshow statistic).
[Response Begins]

2021 Submission

6 Month Response- Adults

Impact of Risk Adjustmenton - - - - -
Comparison to Mean

Clinic Distribution - - - - _

Adult 6 Month Response - - - - -

- - Risk Adjusted - - -
Comparison
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Impact of Risk Adjustmenton - - - - -

Comparison to Mean

- - Below Expected Expected | Above -

Expected

Unadjusted Below 67/ 96+ 0] 163
Average

- Average 38* 2117 11 | 260

- Above 1 52* 747 | 127
Average

- - 106 359 85 [ 550

- Cellintentionally leftempty
Two Dimensional Table Displaying the Impact of Risk Adjustment for Individual Clinics

The above table is a two-dimensional display of the impact of risk adjustment. If the 163 clinics that are statistically below
the mean before adjustment, 96 (green cell/+ symbol) of those clinics are considered “Expected” once the social and
medical factors are considered. Conversely, blue cells/ * symbol represents the clinics whose ratingdecreased as aresult
of risk adjustment. The gray cells/* symbol represents the number of clinics (majority) whose ratingdid notchangeas a
resultof risk adjustment.

The design of this risk adjustmentis that clinics with higherrisk patients are given a lowerthreshold to mean and the
clinics with lower risk patients are givena higherthreshold when comparedto all other clinics.

6 Month Response- Adolescents

Impact of Risk Adjustmenton | - - - - -
Comparison to Mean

Clinic Distribution - - - - -

Adolescent 6 Month Response | - - - - -

- - Risk Adjusted Comparison | - - -

- - Below Expected Expected | Above Expected | _
Unadjusted | Below Average 1 0 0 1

- Average 0 112 0112

- Above Average 0 q* 1 5

- Cellintentionally leftempty
Two Dimensional Table Displaying the Impact of Risk Adjustment for Individual Clinics

The above table is a two-dimensional display of the impact of risk adjustment. If the 5 clinics that are statistically above
the mean before adjustment, 4 (bluecell/ * symbol) of those clinics are considered “Expected” once the social and
medical factors are considered.
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Original Depression Remission at Six Months

Comparison of Unadjusted and Adjusted Decile Ranks (N/Percent of Row)
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* Risk
Adjusted
Decile
Rank * * * * * * * * * *
Unadjusted Oto 10% to 20% to 30%to | 40%to 50%to 60% to 70% to 80% to 90% to
Decile Rank 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% Total
0to10% 21 4 0 0 0 1 0 0 0 0
80.77" 15.38+ 0.00 0.00 0.00 3.85+ 0.00 0.00 0.00 0.00 26
10% to 20% 2 16 6 0 0 0 0 0 0 0
8.33# 66.71 25.00+ 0.00 0.00 0.00 0.00 0.00 0.00 0.00 24
20% to 30% 2 0 12 7 6 0 1 0 0 0
7.144 0.00# 42.86" 25.00+ 21.43+ 0.00 3.45+ 0.00 0.00 0.00 28
30%to40% 1 5 5 9 6 2 0 1 0 0
3.45# 17.244 17.24# 31.03~ 20.69+ 6.90+ 0.00 3.45+ 0.00 0.00 29
40%to 50% 0 1 3 7 7 5 0 0 0 0
0.00 4.35# 11.54# 30.43# 30.437 21.74+ 0.00 0.00 0.00 0.00 23
50% to 60% 0 0 0 3 6 10 5 2 0 0
0.00 0.00 0.00 11.54# 23.08# 38.46" 19.23+ 7.69+ 0.00 0.00 26
60% to 70% 0 0 0 0 1 6 10 7 1 1
0.00 0.00 0.00 0.00 3.85# 23.08# 38.46" 26.92+ 3.85# 3.85# 26
70% to 80% 0 0 0 0 0 2 8 12 4 0
0.00 0.00 0.00 0.00 0.00 7.69# 30.77# | 46.157 15.38# 0.00 26
80%to 90% 0 0 0 0 0 0 2 4 17 3
0.00 0.00 0.00 0.00 0.00 0.00 7.69# 15.38# 65.38% 11.54+ 26
90% to 100% 0 0 0 0 0 0 0 0 4 22
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 15.38# 84.627 26
Total 26 26 26 26 26 26 26 26 26 26 260

* cellintentionally left blank
A nochange inrank
+increasein rank after risk adjustment
# decreasein rankafter riskadjustment

Original ModelDevelopment; Adults

Depression Remissionat 12 Months; Clinic Distribution Before and After Risk Adjustment

2013 Dates of Service
Risk Variables: Product, Severity and Age Band

* After Risk * * *
Adjustment

Before Risk Below Expected Above Total

Adjustment

Significantly Below 397 50+ 0+ 89

Average o# 2497 1+ 250

Significantly Above O# o# 487 97
39 308 49 396

.../ |

Better 51 13% * *

Same 336 85%

Worse 9 2%

* cellintentionally left blank
A nochangeinrank
+increasein rank after risk adjustment

# decreasein rankafter riskadjustment




[Response Ends]

2b.29.Provide therisk decile plots or calibration curves used in calibrating the statistical risk model.

The preferred file formatis.png, but mostimage formats are acceptable.

[Response Begins]
2021 Submission
6 Month Response- Adults

Impact of Risk Adjustmenton
Comparison to Mean

Clinic Distribution

Adult 6 Month Response

Risk Adjusted

Comparison
- - Below Expected Expected | Above -
Expected
Unadjusted Below 67/ 96+ 0] 163
Average
- Average 38* 2117 11 | 260
- Above 1 52* 747 | 127
Average
- - 106 359 85 [ 550

- Cellintentionally leftempty

Two Dimensional Table Displaying the Impact of Risk Adjustment for Individual Clinics

The above table is a two-dimensional display of the impact of risk adjustment. If the 163 clinics that are statistically below
the mean before adjustment, 96 (green cell/+ symbol) of those clinics are considered “Expected” once the social and
medical factors are considered. Conversely, blue cells/ * symbol represents the clinics whose ratingdecreased as a result
of risk adjustment. The gray cells/* symbol represents the number of clinics (majority) whose ratingdid notchangeas a

result of risk adjustment.

6 Month Response- Adolescents

Impact of Risk Adjustmenton
Comparison to Mean

Clinic Distribution

Adolescent 6 Month Response

- - Risk Adjusted Comparison | - - -

- - Below Expected Expected | Above Expected | -
Unadjusted | Below Average 0 0 1

- Average 112 01112
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Impact of Risk Adjustmenton | -

Comparison to Mean

Above Average

4*

116

118

- Cellintentionally leftempty

Two Dimensional Table Displaying the Impact of Risk Adjustment for Individual Clinics

The above table is a two-dimensional display of the impact of risk adjustment. If the 5 clinics that are statistically above
the mean before adjustment, 4 (bluecell/ * symbol)of those clinics are considered “Expected” once the social and

medical factors are considered.
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Original Depression Remission at Six Months

* Risk
Adjusted
Decile
Rank * * * * * * * * * *
Unadjusted Oto 10% to 20% to 30%to | 40%to 50%to 60% to 70% to 80% to 90% to
Decile Rank 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% Total
0to10% 21 4 0 0 0 1 0 0 0 0
80.77" 15.38+ 0.00 0.00 0.00 3.85+ 0.00 0.00 0.00 0.00 26
10% to 20% 2 16 6 0 0 0 0 0 0 0
8.33# 66.71 25.00+ 0.00 0.00 0.00 0.00 0.00 0.00 0.00 24
20% to 30% 2 0 12 7 6 0 1 0 0 0
7.144 0.00# 42.86" 25.00+ 21.43+ 0.00 3.45+ 0.00 0.00 0.00 28
30%to40% 1 5 5 9 6 2 0 1 0 0
3.45# 17.244 17.24# 31.037 20.69+ 6.90+ 0.00 3.45+ 0.00 0.00 29
40%to 50% 0 1 3 7 7 5 0 0 0 0
0.00 4.35# 11.54# 30.43# 30.437 21.74+ 0.00 0.00 0.00 0.00 23
50% to 60% 0 0 0 3 6 10 5 2 0 0
0.00 0.00 0.00 11.54# 23.08# 38.46" 19.23+ 7.69+ 0.00 0.00 26
60% to 70% 0 0 0 0 1 6 10 7 1 1
0.00 0.00 0.00 0.00 3.85# 23.08# 38.46" 26.92+ 3.85# 3.85# 26
70% to 80% 0 0 0 0 0 2 8 12 4 0
0.00 0.00 0.00 0.00 0.00 7.69# 30.77# | 46.157 15.38# 0.00 26
80% to 90% 0 0 0 0 0 0 2 4 17 3
0.00 0.00 0.00 0.00 0.00 0.00 7.69# 15.38# 65.38" 11.54+ 26
90% to 100% 0 0 0 0 0 0 0 0 4 22
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 15.38# 84.627 26
Total 26 26 26 26 26 26 26 26 26 26 260

* cellintentionally left blank
A nochangeinrank
+increasein rank after risk adjustment
# decreaseinrankafter riskadjustment
Original ModelDevelopment; Adults

Depression Remissionat 12 Months; Clinic Distribution Before and After Risk Adjustment
2013 Dates of Service
Risk Variables: Product, Severity and Age Band

* After Risk * * *
Adjustment

Before Risk Below Expected Above Total

Adjustment

Significantly Below 397 50+ 0+ 89

Average o# 2497 1+ 250
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* After Risk * * *
Adjustment
Significantly Above o# o# 48" 97
39 308 49 396
Better 51 13% * *
Same 336 85% * *
Worse 9 2% *
* cellintentionally left blank
A nochangeinrank
+increasein rank after risk adjustment
# decreasein rankafter riskadjustment
[Response Ends]
2b.30.Providetheresults of therisk stratification analysis.
[Response Begins]
2021 Submission
6 Month Response- Adults
Impact of Risk Adjustmenton - - - - -
Comparison to Mean
Clinic Distribution - - - - -
Adult 6 Month Response - - - - -
- - Risk Adjusted - - -
Comparison
- - Below Expected Expected | Above -
Expected
Unadjusted Below 67" 96+ 0| 163
Average
- Average 38* 2114 11 | 260
- Above 1 52* 747 | 127
Average
- - 106 359 85 | 550

- Cellintentionally leftempty

Two Dimensional Table Displaying the Impact of Risk Adjustment for Individual Clinics

The above table is a two-dimensional display of the impact of risk adjustment. If the 163 clinics that are statistically below
the mean before adjustment, 96 (green cell/+ symbol) of those clinics are considered “Expected” once the social and
medical factors are considered. Conversely, blue cells/ * symbol represents the clinics whose ratingdecreased as aresult
of risk adjustment. The gray cells/* symbol represents the number of clinics (majority) whose ratingdid notchangeas a

result of risk adjustment.
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Adult Depression Response at 6 Months Evaluation of
Impact of Risk Adjustment on Clinic Ranking
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Above is acomparisonof the clinic ranking when unadjusted (vertical) and with Risk Adjustment (horizontal), The R
Squared of the trend lineis .9791for adults and 0.9795 for the adolescent population, proving a high correlation between
unadjusted and adjusted values. Risk adjustment should not greatly alter the results butinsteadfine tune at the edgesfor
the clinics with unusual patient risk.
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- Average Risk Score at ClinicLevel - - - -
- Adult 6 month Response - - - -
- - Below Expected | Expected | Above Expected | -
No Risk Adjustment | Below Average 1.04* 1.07+ 0.00 | 1.11
- Average 0.98< 1.01 0.00 | 1.01
- Above Average 0.00 0.97< 0.98 | 0.97
- - 1.05 1.03 0.98 | 1.00

- Cell intentionally leftempty

The average risk level for clinics thatare originally listed as below averageis 1.11 (state averageis 1.0), the below average
clinicsthat are reevaluatedas “expected” have a higherrisk level 1.07 (green cell/+ symbol), than the clinics that
remained below average (1.04) (blue cell/ * symbol). Addionally, average risk scores are lower for those clinics that had

an average rankingand movedto below expected (0.98) or wereinitially ranked as above average butare now atthe

expected (0.97), both indicated with ayellow cell/ < symbol. This is how the model is supposed to work in thatthereare
not radical shifts based on risk variables which could indicate measure or risk model instability.

Does this risk adjustment modelmake sense forthe clinics whohave an expected value thatis higheror lower?

Evaluated the ten highestriskclinics and the tenlowest risk clinics, does it make sense based on the type of clinic, clinic
characteristics and socioeconomic/demographicin which the clinicis located? Clinic characteristics demonstrated results
as expected; clinics with lower socioeconomicvalues had more patients at risk.

Clinics with highest risk patient
population

Clinic Characteristic Supporting Risk Variables

Advanced Medical Clinic, Inc.

Clinic focus is for economically limited patients, high
portion of uninsured

Indian Health Board of Minneapolis

Focus is for inner city Native American population,
which usually is economically limited

Native American Community Clinic

Focus is for inner city Native American population,
which usually is economically limited

NorthPoint Health & Wellness Center

Federally Qualified Healthcare Center (FHCQ), serving
culturally diverse and economically limited population

Planned Parenthood Minnesota, North
Dakota, South Dakota - Duluth

Young patient population, which is more transient

Ramsey County Mental Health Center

Clinic focus is for economically limited patients, high
portion of uninsured

Stark Clinic- Northside

Rule 29 mental health clinic, located in a culturally
diverse and economically limited geographic location

Stark Clinic-York

Rule 29 mental health clinic, located in a culturally
diverse and economically limited geographic location

University of Minnesota Physicians -
Broadway Family Medicine Clinic

Clinic focus is for economically limited patients, high
portion of uninsured

West Side Community Health Services -
McDonough Homes Clinic

Clinic focus is for economically limited patients, high
portion of uninsured

Clinics with lowest risk patient population

Clinic Characteristic Supporting Risk Variables
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Clinics with highestrisk patient
population

Clinic Characteristic Supporting Risk Variables

Allina Health - Abbott Northwestern
General Medicine Associates - Edina

located in a high income suburb

Allina Health - Sharpe Dillon Cockson &
Associates

located in a high income suburb

Glencoe Regional Health Services - Lester
Prairie

rural location with 98% white population, high school
grador greater 89%

HealthPartners - Mahtomedi Clinic

located in a high income suburb

M Health Fairview Clinic Edina

located in a high income suburb

Northwest Family Physicians - Rogers

rural location with 91% white population, high school
grador greater 96%

Park Nicollet Clinic - Shorewood

located in a high income suburb

Park Nicollet Clinic - St. Louis Park Internal
Medicine

located in a high income suburb

Richfield Medical Group

located in a moderate to high income suburb

Sanford Sioux Falls Internal Medicine Clinic

Mid-sized city with 85% white population, high school
grador greater92%

2013 Submission

We tested the overall correlationbetween the unadjusted and riskadjusted de pression measure using two methods, a
Pearson correlation and a Kendall’s Tau correlation. In both cases, the value 1 represents a perfect correlationand the
value O represents a complete lack of correlation between unadjusted and adjusted measures. The Pearson correlation
compares the riskadjusted and unadjusted clinic depressionvalues and is .95 whichshows a very strong correlation
between the unadjusted and adjusted depression measure. The Kendall’s Tau correlation compares unadjusted and
adjusted rank order of clinics and was .81. This is still a strong correlation, but not as strong as the .95 correlation
between risk-adjustedand unadjustedclinicvalues.

[Response Ends]

2b.31.Provide your interpretation of the results, in terms of demonstrating adequacy of controlling for differencesin

patient characteristics (i.e., case mix).

In other words, what do the results mean and what are the norms for the test conducted ?

[Response Begins]
2021 Submission
6 Month Response- Adults

Analysis of Maximum Likelihood Estimates

Depression Response at 6 Months- Adults

Compared to Patients with Commercial Insurance and -

Moderate Depression

Parameter DF | Estimate | Standard | Wald Chi- | Pr> ChiSq
Error Square
Intercept 1 | -1.6416 | 0.0239 47273299 | <.0001
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Analysis of Maximum Likelihood Estimates - - - -
Depression Response at 6 Months- Adults

pt_age 0.00866 | 0.000505 | 293.9879 | <.0001
mdcr -0.2636 | 0.0241 119.8347 | <.0001
mhcp -0.4468 | 0.0201 492.469 <.0001
unins -0.5447 | 0.0461 139.6832 | <.0001
undt -0.3607 | 0.0257 196.7224 | <.0001
mod_severe 0.0818 | 0.0167 24.1109 <.0001
severe 0.0775 | 0.0201 14.8663 0.0001
dep_idx 0.1399 | 0.0096 212.371 <.0001

- Cell intentionally leftempty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adults

Table of results for data elements selected for the riskstratification model (age, insurance product, severity of depression
atindex event and deprivation index. All variables have a Chi-squared p value of less than .0001.

6 Month Response- Adolescents

Analysis of Maximum Likelihood Estimates - - - - -
Depression Response at 6 Months- Adolescents
Compared to Patients with Commercial Insurance and Moderate - - - - -
Depression
Parameter DF | Estimate | Standard | Wald Pr > ChiSq

Error Chi-

Square

Intercept 1 |-0.5187 | 0.2586 | 4.022 0.0449
pt_age 1 | -0.0772 | 0.0169 | 20.7373 | <.0001
mdcr 1 | 0.0426 | 0.2112 | 0.0406 | 0.8403
mhcp 1 | -0.2546 | 0.0629 | 16.3837 | <.0001
unins 1 | -0.4058 | 0.1746 | 5.3997 | 0.0201
undt 1 |-0.1813 | 0.0854 | 4.5033 | 0.0338
mod_severe 1 | 0.08 0.0586 | 1.8627 | 0.1723
severe 1 | 0.208 0.067 9.6377 | 0.0019
dep_idx 1 | 0.0445 | 0.0381 | 1.3673 | 0.2423

- Cellintentionally left empty

SAS Statistical Software Output Analysis of Variables Selected for Risk Adjustment; Adolescents

Table of results for data elements selectedfor the riskstratification model (age, insurance product, severity of depression
atindex eventand deprivation index. All variables have a Chi-squared p value of less than .0001.
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Our analysis of risk adjustment factors for the measureindicates that age, depression severity at diagnosis, insurance
providervariables(MSHO, Medicaid, and Medicare)and zip code-based deprivationindex are related to depression
remission.

Tests of significance at.01%
e Alltested factors remain significant.

After analyzing the entire Depression suite of measures, it was reconfirmed that Age, Product, Severity Levels and
Deprivation Indexare important and significant factors in the outcome, are present at the initial patient encounter, are
beyond the control of the providerand all variables are already being collected so no additional provider burden is
required.

2013 Submission

2013-Tests of significance at.01%
e MHCP and Uninsured are significant factors; Medicare and Commercial are not significant from each other
e Allfour age ranges aresignificant from each other
e Severityisasignificantfactor

Results at 6 Months follow the same pattern as with the twelve month measure. Itappears thatthe main reason forthe
change in remission from 8.1 to 5.7 is the changein follow up. Forthe patients who did returnfor the visit; they had the
same level of remission at 12 months (25.2%) compared to 6 months (24.9%)

[Response Ends]

2b.32. Describe any additional testing conductedto justify the risk adjustment approach usedin specifying the
measure.

Not required but would provide additional support of adequacy of the risk model, e.qg., testing of risk model in another
data set; sensitivity analysis for missing data; other methods that were assessed.

[Response Begins]
No additional statistical testing.

[Response Ends]
Criterion 3. Feasibility

Extent to which the specifications including measure logic, require data that are readilyavailable or could be captured
Extent to which the specifications including measure logic, require data that are readilyavailable or could be captured
without undue burden and can beimplementedfor performance measurement.

3.01. Check allmethods belowthat are used to generate the data elements needed to compute the measure score.
[Response Begins]

Generated or collected by and used by healthcare personnel during the provision of care (e.g., blood pressure, lab value,
diagnosis, depression score)

Coded by someone otherthan personobtaining original information (e.g., DRG, ICD-10 codes on claims)

[Response Ends]

3.02. Detail to what extent the specified data elements are available electronically in definedfields.
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In other words, indicate whether data elements that are needed to compute the performance measure score are in
defined, computer-readable fields.

[Response Begins]
ALL dataelements arein definedfieldsin electronichealth records (EHRS)

[Response Ends]

3.03. IfALL the data elements needed to compute the performance measure score are not fromelectronic sources,
specify a credible, near-term pathto electronic capture, OR provide a rationale for using data elements not from
electronicsources.

[Response Begins]
N/A

[Response Ends]

3.04. Describe any efforts todevelop an eCQM.
[Response Begins]

This measure is captured in electronichealthrecords, butis not currently specified as an e-CQM. Groups can successfully
extractthe stored PROtool information from their EHR independent of the Measure Authoring Tool (MAT). Because all
data elements cansuccessfully be extracted from EHR systems and with the implementation of MNCM's warehouse-
based data collection methodology, this measure wouldbe considered a digital measure.

Several years ago, in discussions with CMS staff, itis our understanding thatthe MAT could notsupportthe
programmatic math needed to calculate 50% or greater reduction from the initial PHQ-9 score.

[Response Ends]

3.06. Describe difficulties (as aresult of testing and/or operational use of the measure) regarding data collection,
availability of data, missing data, timing and frequency of data collection, sampling, patient confidentiality, timeand
cost of data collection, other feasibility/implementationissues.

[Response Begins]
MNCM has developed a direct data submission processin 2006, whereby medical groups submit a patient leveldata file
of a minimal data set (only those elements needed for measure calculation, risk adjustment and stratification/ analysis) to

our HIPAA secure data portal for rate calculation and publicreporting. Utilizing the direct data submission process we
have learned the following:

1. Data Submission- Providing data collection software for medical groupswishing to submit data was not always the best
and most efficient way of collecting data. As electronic health records use becomes more pervasive in our state, providing
templates of data file submissions proved to be more efficient.

2. Specifications- Detailed specifications with instructions on how to handle most situations (e.g. detailedinstructions on
blood pressurevalues) has been valuable to medical groups, increased data accuracy is reflected by 98-99% of medical
groups meeting validation standardsfor submitted data against the medical record.

3. Audit- Audit methods haveinsured the accuracy of our data and we are able to successfully compare providers because
everyoneis pulling their data the same way and subject to the same rules.

4. Confidentiality- Patient confidentiality has been addressed by numerous mechanisms. MNCM only receivesthe patient
level information neededto calculate the rates, determine eligibility forinclusionin the measure and support the
administration of pay for performance programs. The PHI submitted is minimal and the datais protected by 1) password
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protectionwith passwordonly available to the medical group submitting data, 2) file upload process is encrypted as data
is transferredand 3) Datais stored on a separate secure server and meets all HIPAA protection rules.

6. Acceptance of Data- Vastimprovementin terms of the timeliness of the data submitted by medical groups six weeks
after the end of the measurement period as compared to prior method of health plan’s samples and the results over a
year old. Providers are more accepting of the results as compared to previous methods of pooling health plan samples.

7.Data Collection Burden-We have learned that for additional future measures we will need to stagger the data
collectiontime frames and submission deadlines as to not burden the medical groups in terms of abstraction/ extraction.

8. Health Plans: pay for performance and the inclusion of measures within contracts significantlyimpacts the number of
groups participatingin each measure.

9. Patient Reported Outcome (PROM) assessment tools. Considerationfor inclusion of a PROM includes the following: a
tool that is psychometrically sound (valid/ reliable/ specificand sensitive to change), providers are amenable to the use of
the tool, can be implemented into clinical workflows, can be administered by multiple modes including electronic
administration and tool is valuable to patients and does not cause undue completionburden.

MNCM is implementing a new data collectionmethod, PIPE (Process Intelligence Performance Engine) thatserves asa
warehouse of clinical data (encounters, problem lists, labs, medications, etc) where measures are calculated centrally,
significantly reducingdata collectionburden for providers.

https://helpdesk.mncm.org/helpdesk/KB/View/32539666-a-new-approach-to-measure ment-introduction-to-pipe-
recorded-presentation-and-slide-deck

[Response Ends]

Consider implications for bothindividuals providing data (patients, service recipients, respondents) and those whose
performanceis beingmeasured.

3.07. Detail any fees, licensing, or otherrequirements to use any aspect of the measure as specified (e.g., value/code
set, risk model, programmingcode, algorithm),

Attach the fee schedule here, if applicable.
[Response Begins]

No fees associated with the PROMs; PHQ-9is publicly available at www.phgscreeners.comand PHQ-9Mat
https://www.aacap.org/App_Themes/AACAP/docs/member_resources/toolbox_for_clinical_practice_and_outcomes/sy
mptoms/GLAD-PC_PHQ-9.pdf. In MN, no fees for data submissionand rate calculation, however groups do incurthe costs
of data collection/ extraction/ abstraction needed to submit data.

No fees associated with the PIPE system.

[Response Ends]

Criterion4: Use and Usability

4a. Use

4a.01. Check all current uses. For each current use checked, please provide:
Name of program and sponsor
URL

Purpose
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https://helpdesk.mncm.org/helpdesk/KB/View/32539666-a-new-approach-to-measurement-introduction-to-pipe-recorded-presentation-and-slide-deck

Geographicareaand numberand percentage of accountable entities and patientsincluded
Level of measurement and setting
[Response Begins]
Public Reporting
[Public Reporting Please Explain]

Several mechanisms for publicly reporting this measure arein place. Consumer -facing public website MN HealthScoresis
located at https://www.mnhealthscores.org/ rates (including actual, expected and health score rating) are available for
every clinic in MN and surrounding border communities. Measureis published as part of the MNCM Annual Health Care
Quality Report, Annual Disparities by Insurance Type and Disparities by Race, Ethnicity, Language, Countryof Originand

the focus of several issue briefs. https://mncm.org/re ports/#icommunity-reports

This measure was also selected by the Core Quality Measure Collaborative for inclusion in the 2020 core measure sets for
the Behavioral Health specialty.

[Response Ends]

4a.02. Check all planned uses.
[Response Begins]
Public reporting

[Response Ends]

4a.03. If not currently publicly reported OR usedin at least one other accountability application (e.g., payment
program, certification, licensing), explain why the measureis not in use.

Forexample, do policies or actions of the developer/steward or accountable entities restrict access to performance results
or blockimplementation?

[Response Begins]

[Response Ends]

4a.04. If not currently publicly reported OR usedin at least one other accountability application, provide a credible
plan for implementationwithin the expected timeframes: used in any accountability application within 3 years, and
publicly reported within 6 years of initial endorsement.

A credible plan includes the specific program, purpose, intended audience, and timeline forimplementing the measure
within the specified timeframes. A plan for accountability applications addresses mechanisms for data aggregation and
reporting.

[Response Begins]

[Response Ends]

4a.05. Describe how performance results, data, and assistance with interpretationhave been providedto those being
measured or otherusers during development or implementation.

Detail how many and which typesof measured entities and/or others were included. If only a sample of measured entities
were included, describe the full population and how the sample was selected.
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[Response Begins]
Performanceresults are providedto all medical groups who submit data for this state -wide measure via several options:
¢ Preliminarymeasure rates are providedimmediately after file upload to HIPAA secure, password protected data portal

¢ Atwo-week review processis conducted to allow groups to review and potentially appeal prior to public reporting of
rates

* Rates are reported by medical group and cliniclevel on public website MN Healthscores at www.mnhealthscores.org/

¢ Additionally, ratesincluding all historical rates canbe obtained from the MNCM data portal (pass-word protected)

[Response Ends]

4a.06. Describe the process for providing measure results, including when/how often results were provided, what data
were provided, what educational/explanatory efforts were made, etc.

[Response Begins]

Currently, datais collected once peryearand results are provided on an annual basis. See question 4a.05 for the process
and list of multiple mechanisms for receiving results and providing feedback.

MNCM provides recorded webinars for each measure or measure set that provides educationfor measure specification
(denominator, numerator, exclusions) measure calculation and understandingresults.

Education and explanationare also includedin our hard copy reports. The annual Health Care Quality Report provides
descriptive information along with the results foreach measure plus appendicesfor guidelines for comparing measures
over time, data sources and data collection, and methodology (attribution, weighting, rate calculation, riskadjustment).
http://mncm.org/reports-and-websites/reports-and-data/health-care-quality-report/

[Response Ends]

4a.07. Summarize the feedback on measure performance and implementation fromthe measured entities and others.
Describe how feedback was obtained.

[Response Begins]

A similar measure isincluded in CMS' MIPS and e-CQM program; feedbackand comments are provided through the JIRA
system. Responsesto questions, concerns and suggestions are requiredto be completed within48 hours of the question
submission. Several clarifications of the measure specifications have occurredas a result of this process. Because this
measure is part of a suite of outcome measures for the same denominator of patients (harmonized), any measure
changes would be applied across all measures.

[Response Ends]

4a.08. Summarize the feedback obtainedfrom those being measured.
[Response Begins]

MNCM periodically conducts a surveyof medical groups in whichall clinics in the state are invited to participate and
provide feedback. There are structured questions asking the users about measure value and burden.

2018 Medical Group Survey

To whatdegree does your medical group find valuein the measure? (n=124)
High Value 17.7%(22)

Moderate Value37.9.x% (47)
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e 56%rated the measure as moderate or high value
How easy or difficultis it to obtain the data needed for DDS submission for this measure?(n=124)
VeryEasy 11.3%(14)
Easy37.1%(46)
Difficult 29.8% (37)
Very Difficult21..8%(27)

MNCM anticipates a significant drop in burden when the PIPE data collection systemis implemented for all groupsin MN
byyearend 2023.

[Response Ends]

4a.09. Summarize the feedback obtained from other users.
[Response Begins]

The MNCM Measurement and Reporting Committee, a multi-stakeholder committee of the MNCM Board of Directors,
reviews and recommends approval of the slate of measures for public reporting on an annualbasis.

https://mncmsecure.org/website/MARC/Slate%2 00f%2 OMNCM%20Measures%20for%20202 1%20Reporting FINAL.pdf

[Response Ends]

4a.10. Describe howthe feedback described has been considered when developing or revising the measure
specifications or implementation, including whether the measure was modified and why or why not.

[Response Begins]

Asindicated in question spma.o2: Briefly describe any important changes to the measure specifications since the last
measure updateand provide arationale.

Since the last maintenance update, we convened our multi-stakeholder expert workgroup to consider modifying the
measure to include adolescents as well as reviewing related measure construct components. As a result of our process,
we are updating the measures to add the adolescent population; widenthe follow-up assessment window; add the PHQ-
9M tool; tighten up the personality disorders exclusions list; add exclusions for schizophrenia and pervasive
developmental disorders and simplify the diagnosis criterion. Detailsare as follows:

For 2020 Report Year (dates of indexevent 1/1/2018to 12/31/2018)

1.Incorporate adolescents into the depression measures

* Modify age range to include adolescents; age 12 and older

* Report measures as two separate stratifications by age (not combined); ages 12to 17 and ages 18 and older

Reason: The U.S. Preventive Services Task Force and other guideline organizations recommend screening adolescents for
depression. Depression is a significant problem for adolescents, affecting an estimated 11% of the population. Many
mental health conditions are evident by age 14 and the consequences of adolescent depressioncan have a lifelong
impact.

2.Widen the follow-up assessment window to +/- 60 daysfor all populations and all response and remission measures
* Six-month measure’s assessment window expands from 5 to 7 months to 4 to 8 months
* Twelve-month measure’s assessment window expands from 11 to 13 monthsto 10 to 14 months

Reason: Allowing a more reasonable assessment window that still fits the clinical course of recovery, allows for a
comprehensive course of treatment and increases provider buy-in.
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3.PatientReported Outcome Tools for index/denominator and measuringoutcomes of remission and response are the
PHQ-9 and PHQ-9M

* Add the PHQ-9M as a PRO tool that can be used
* Providers may elect to use eithertool; no measure construct restriction forage. For example, if a family practice clinic is
currently using the PHQ-9tool for their adult patients, they canelect to use the same tool forages 12 to 17. Likewise, ifa

pediatric clinicis using the PHQ-9M in their practice, theycan decide to administer the PHQ-9M to their 18/19/20 year
old patients.

Reason: The expert panel reviewed 21 additional tools against standardized criteriaand concludedvery few had cut-
points for severity levels of depressionor remission. Further, using PRO tools with significantly different numbers of
questions could impact the response measures (50% or greater in improvement of scores) in additionto adversely
affecting denominator comparability. Forexample, if one practiceis using the Beck BDI-IlI tool (21 questions/total score
63/ denominator > 19/ remission< 14) and another practiceis using the PHQ-9 (9 questions/ total score 27/ denominator
>9/remission < 5),itcan’t be assuredthat the two tools are identifying the denominator of patients in the exact same
way.

4. Modifications to exclusions include the following:

* Personality disorders narrowed to emotionally labile conditions and moved to the allowable exclusion category
* Add exclusion value setforschizophrenia or psychoticdisorderas arequiredexclusion

* Add exclusion value setfor pervasive developmental disorder as an allowable exclusion

Reason: The expert panel determined these conditions may require a different course of treatment, and holdinga
providerresponsible for remission/response within the timeframe defined by the measure may be inappropriate. In
addition, the NQF Behavioral Steering Committee requested we examine the personality disorder exclusion.

5. For behavioralhealth settings, remove the requirement that the diagnosisof major depression or dysthymia must be in
the primary position.

* Relates to new exclusionfor schizophrenia or psychotic disorder; no longer necessary
Reason: simplification of measures, position order of diagnosis is irrelevantin behavioral healthsettings.

Please referto the data dictionary(sp.11) forthe summaryof redesign activities and changes to value sets
or https://helpdesk.mncm.org/helpdesk/KB/View/22 742768 --depression-changes-and-rationale

[Response Ends]

4b. Usability

4b.01.You may referto dataprovided in Importance to Measure and Report: Gap in Care/Disparities, but do not
repeat here. Discuss any progress on improvement (trends in performance results, numberand percentage of people
receiving high-quality healthcare; Geographic area and number and percentage of accountable entities and patients
included). If no improvement was demonstrated, provide an explanation. If not in use for performance improvement
at the time of initial endorsement, provide a credible rationale that describes howthe performance results could be
used to furtherthe goal of high-quality, efficient healthcare for individuals or populations.

[Response Begins]

It is not possible to provide trending information for this measure over time dueto recent measureredesignthat
expandedthe assessment window. One measure that we can track fora two year period of time is medical groups' ability
to follow-up with their patients. However, this was confounded by the extensive changes in the care delivery systemasa
result of the pandemic. A related measure, Depression Remission at 12 months demonstrates the comparative line (blue)
of the rate of follow-up at 12 months; notablywith rates of follow-up with PHQ-9 decreased during the pandemic.
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[Response Ends]

4b.02. Explain any unexpectedfindings (positive or negative) during implementation of this measure, including
unintendedimpacts on patients.

[Response Begins]
No unintended negative consequencesidentified.

[Response Ends]

108



4b.03. Explain any unexpected benefits realized from implementation of this measure.
[Response Begins]

e Increasedscreening for depression, diagnosis of major depression or dysthymia and increasein rates of follow-
up assessments for the managing of successful outcomes of response and remission.

e Increasing widespread use of a simple but effective PROtool that can be usedfor screening, diagnosis and the
monitoring of treatment outcomes for depression

e Increasednational use of the measure, adaptation of the measure for use by health plans (HEDIS)

e Incorporation of adolescents helps address a significant condition that can have lifelong impacts.

[Response Ends]
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Criterion 5: Related and Competing Measures

If a measure meets the above criteriaand thereare endorsed or new related measures (either the same measure focus
or the same target population) or competing measures (both the same measure focus and the same target population),
the measures are compared to address harmonizationand/or selection of the best measure.

If you are updating a maintenance measure submission for the first time in MIMS, please note that the previous related
and competing data appearingin question 5.03 may need to be enteredin to 5.01 and 5.02, if the measuresare NQF
endorsed. Please review and update questions 5.01,5.02, and 5.03 accordingly.

5.01. Search and select all NQF-endorsed related measures (conceptually, either same measure focus or target
population).

(Can search and select measures.)

[Response Begins]

1885: Depression Response at Twelve Months- Progress Towards Remission
0712: Depression Assessment with PHQ-9/ PHQ-9M

0710e:Depression Remissionat Twelve Months

0711: Depression Remission at Six Months

[Response Ends]

5.02. Search and select all NQF-endorsed competing measures (conceptually, the measures have both thesame
measure focus or target population).

(Can search and select measures.)
[Response Begins]

[Response Ends]

5.03. If there arerelated or competing measures to this measure, but they are not NQF-endorsed, please indicate the
measure titleand steward.

[Response Begins]
N/A

[Response Ends]

5.04. If this measure conceptually addresses EITHER the same measure focus OR the same target populationas NQF-
endorsed measure(s), indicate whether the measure specifications are harmonized to the extent possible.

[Response Begins]
Yes

[Response Ends]

5.05. If the measure specifications are not completely harmonized, identify the differences, rationale, and impact on
interpretability and data collection burden.

[Response Begins]
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MN Community Measurementis the measure steward forthese related measuresand they are completely harmonized.
The remission measures are consideredthe “gold standard” of depression outcomes and measure the same population of
patients attwo different points in time, six and twelve months afterindex contact with diagnosis and elevated PHQ-9.
The response measures, also at six and twelve months, are consideredas progresstowards the desired goal of remission
with a reductionin PHQ-9score of greater than 50% representing a reduction in the severity of symptoms.

[Response Ends]

5.06. Describe why this measure is superiorto competing measures (e.g., a more valid or efficient way to measure
quality). Alternatively, justify endorsing an additional measure.

Provide analyses when possible.
[Response Begins]

N/A

[Response Ends]
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