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Overview 

• MHSPHP 2014 Updates 
• What is ACG 
• Interpreting it at the pt level 
• Understanding PHDR reports 
• How to use the PHDR reports with population 

management  
• Questions        

 

 
  

 



2014 UPDATES 



New with January 2014 Data: 
 Cervical Cancer Screening 

• HPV date will be on Pap list 
• Pap will be overdue when over 3yrs old or pap 

over 5yrs old  when pap + HPV occurred after 
age 30 

• HPV must  be co-tested with pap—allows 4 days 
before/after pap for lab processing/claim differences 

• Anticipate HPV dates will update nightly –
watch announcements for when! 

• HPV will be added to AIM form soon after 
nightly updates begin 

 



• Metric will only measure women 52-74 yrs old 
• List will contain 40-74 yr old women 
• Overdue at 27 months after last mammo 
• Due at 24 months after last mammo  

– Only list where due is not overdue in next 30 days 
• For those 40-49, treat per provider and pt 

discussion/decision 
• If pt and provider decide to begin testing at age 50, 

you can enter exclusion to remove overdue status 

New with January 2014 Data: 
Breast Cancer Screening 



Breast Cancer Screening: 
Status Exclusion 

To remove Overdue/Due 
status: 
• Right click on Pt name and 

select Add/view Exclusion 
• Click new 
• Reason: Clinically 

Inappropriate 
• Information:  Provider 

determination… 
• Measure: Breast Cancer 

Screening 
• Click Save 

 
 



Asthma 2014 
Specification Changes 

• Asthma changes how to count inhaler medication dispensing 
events 
– All inhaled meds dispensed on same date count as single dispensing 

event 
– 2013 counted each inhaler as a dispensing event 
– 4 dispensing events is a criteria that could place patient in 

denominator   
– Impact should be fewer non-asthmatics on metric/lists 



Antidepressant Medication 
Management 2014 changes 

2013 
• Same ICD9 codes 
• Start with Earliest dx in 12 month 

identification period (IP) (anchors pt to 
that enrollment DMIS for metric) 

• Initial Dispensing occur within 30 
before to 14 days after initial dx 

• Must have at least 1 er, 1 inpt or 2 
outpt major depression dx in 12mon IP 

• Negative med history of 90 days prior 
to 1st dispensing in IP 

• Continuous enrollment of 90 days prior 
to 1st dispensing through 231 days 
after 

2014 
• Same diagnoses 
• Start with earliest antidepressant 

dispensing  (anchors pt to that 
enrollment DMIS for metric) 

• DX occur within 60 days before to 60 
days after 1st dispensing 

• 1 outpt, er or inpt dx around 1st 
dispensing will suffice  

• Negative med history of 105 days 
prior to 1st dispensing in IP 

• Continuous enrollment of 105 days 
prior to 1st dispensing through 231 
days after 

Impact should be more accurate capture of initial dispensing event 
for patient (and not falsely identify as “newly treated” a patient 
several months  into therapy who picked up refill a 1-2 weeks late) 



Benchmarks 2014 
Health Plan Measures                                                          
MHSPHP Data Timeperiod 2013 2014 

Percentile 10th 25th 50th  75th 90th 10th 25th 50th  75th 90th 
Breast Cancer Screening 63.6 66.42 70.33 74.62 79.03 63.04 65.78 70.15 74.76 78.67 

Cervical Cancer Screening 69.9 74.37 77.13 79.6 82.92 69.19 72.89 75.68 78.55 81.94 

Colorectal Cancer Screening 49.88 55.99 63.29 68.86 73.72 50.85 56.93 64.15 69.82 75 

Comprehensive Diabetes Care                      

      Hemoglobin A1c (HbA1c testing) 85.51 87.57 90.33 92.88 94.69 85.64 87.59 90.54 92.88 94.92 

      LDL-C screening  80.05 83 85.42 88.14 90.88 79.74 82.75 85.69 88.32 91.01 

      LDL-C control <100 mg/dL 38.19 43.95 47.93 53 58.39 36.9 44.13 48.59 53.03 59.12 

      HbA1c <=9.0% 60.67 67.67 73.5 78.47 81.82 60.67 66.43 73.18 78.72 81.82 

      HbA1c Control <8% 51.04 57.41 62.77 67.64 70.8 50.94 57.38 62.63 67.4 71.43 

       <7% for a selected population 33.86 38.21 43.22 47.69 49.76 35.27 40.09 44.1 47.81 51.32 

Use of Appropriate Medications for People with Asthma 
88.89 90.91 92.31 93.87 95.24 

87.5 90.06 91.36 93.01 94.55 

Chlamydia Screening in Women 31.96 37.31 43.9 50.59 60.32 32.86 37.61 43.58 51.32 61.08 

Cholesterol Management  for Patients  with Cardiovascular 
Conditions 

                    

       LDL-C screening 82.24 85.9 88.78 90.91 93.79 83.68 86.32 88.78 90.91 92.98 

       LDL-C is controlled (<100mg/dL) 47.75 55.16 60.8 67.53 73.06 46.95 54.74 60.98 66.91 73.06 
Antidepressant Medication Management                     

       Effective Acute Phase Treatment 57.86 61.14 65.38 70.04 73.43 60.49 64.37 68.88 73.72 78.32 

       Effective Continuation Phase Treatment        41.07 44.18 49.09 54.05 57.75 44.03 48.56 52.96 58.36 62.65 

Mental Health Follow-up After Hospitalization                     

        in 7 days 41.62 50.79 59.46 69.01 76.21 39.39 48.77 58.9 68.96 75.44 

        in 30 days 61.62 71.47 77.72 84.29 89.21 61.95 70.31 78.02 84.21 88 

Well Child Visits <15 months (six or more well-child visits) 
64.53 71.88 80.6 85.53 90.59 

65.25 73.11 81.34 85.99 91.29 
Appropriate Testing for Children With Pharyngitis           65.41 75.21 82.51 88.65 92.28 

Appropriate Treatment for Children With Upper Respiratory 
Infection 

          
72.54 80.25 85.47 90.51 94.32 

LBP 2013 Benchmarks:  90th= 82.21%     75th = 79.15%    2014:  90th= 82.73%     75th = 79.66% 



• Add most recent triglyceride test and result to 
Diabetes list and Quicklook report 

• Add triglycerides to patient view (may not 
happen until following next month design 
update) 

• Diabetes: nightly updates of retinal exams 
 

Anticipated 2014 
Diabetes updates 



• Nightly updates of Chlamydia screenings  
• Soon after nightly updates begin, Chlamydia 

tests will be added to the TSWF MHSPHP AIM 
form 

Anticipated 2014: 
Chlamydia Screening 



• Add diagnosing location, clinic, provider to 
list* 

• Add test ordering location, clinic, provider to 
list* 
– * when available in data 

• Network encounters will show specialty of 
diagnosing provider and type of facility 
 

Anticipated 2014 Update: 
Low Back Pain Imaging 



Other Anticipated 2014 
MHSPHP list updates 

• Antidepressant med management list: 
– Add most recent dispensing and days supplied 
– Add location, clinic of initial dispensing event 

• Phayrngitis pt list 
• URI pt list 
• Quicklook: add BMI, ht, wt, BMI percentile 
• Quicklook: add due/overdue status like on appt list  
• Well child nightly update of visits  

 
 

 



• Purpose of Exclusions is to identify patients who do 
not need the same standard of care as everyone else 
on the list 

• Exclusions do not remove patients from HEDIS 
metrics 

• Exclusions remove the overdue/due status for that 
measure on that list and the appointment list 

• Exclusions must be reviewed/renewed annually 
• Exclusions stay with patient after PCS: 

– NEVER exclude someone just because they moved 

Anticpated 2014 Update: 
Exclusions for all lists 



• Easy access to population 
overview data at MTF, 
Provider group and provider 
level 

• Easy to export metrics 
• Patient Detail improvements 
• CarePoint 3G access for our 

non-dot mil users 
 
 

  
 

 
 

Upcoming: 
MHSPHP Design updates 



ADJUSTED CLINICAL GROUPS 
ACG 
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What is this ACG 
stuff anyway? 



Background 

• Grew out of Dr. Barbara Starfield’s research hypothesis: 
 Clustering of morbidity is a better predictor of health services 

resource use than the presence of specific disease 
• Conceptual Basis: 
 Assessing the appropriateness of care needs to be based on 

patterns of morbidity rather than on specific diagnoses 
– Developed  by the Johns Hopkins School of Public Health 
– A ‘person-focused’ comprehensive family of measurement tools  
– Adopted by 200+ healthcare organizations world-wide 
– Case-mix adjust more than 20 million covered lives 
– Most widely used & tested population-based risk-adjustment system 
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Components 
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Patient  
Data 

Medical 
Services 

Pharmacy 
Data 

 
ACG 
Tools 

Diagnosis-based markers 

Pharmacy-based markers 

Hospital dominant 
conditions 

Frailty markers 

Predictive modeling 

Care coordination markers 

Pharmacy adherence 
markers 

Input Data Analysis Output 



ACG:  Adjusted Clinical Groups 

Management applications for population-based 
case-mix adjustment require that patients be 
grouped into single, mutually exclusive 
categories.  The ACG methodology uses a 
branching algorithm to place people into one of 
93 discrete categories based on their assigned 
ADGs, their age and their sex. The result is that 
individuals within a given ACG have experienced 
a similar pattern of morbidity and resource 
consumption over the course of a given year.  



Diagnosis-based markers: 
Morbidity view 
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ICD-9 ADG 

CADG 

ACG 

~20,000 32 

12 

16 

26 

Based on 
•Duration 
•Severity 
•Diagnostic Certainty 
•Etiology 
•Specialty Care  

Collapsed based on: 
•Likelihood of persistence /recurrence 
•Severity 
•Types of healthcare services required 

High expected resource use ADGs: 
•Pediatric 
•Adult 

Based on: 
•Age  
•Sex 
•Specific ADG 
•# of major ADG 
•# of ADG 

Major 
ADG 

•Frequently 
occurring 
combinations of 
CADGs 
•Based on 
patterns of CADG 

~100 

ADG ICD-9 

Time limited: major Appendicitis 

Likely to recur: discrete Gout, Backache 

Likely to recur: progressive DKA 

Chronic medical: stable DM, HTN 

Chronic medical: unstable HTN renal disease 

Injuries/adverse effects: major Intracranial injury 

Major ADG (Adult) 

Time limited:  major 

Likely to recur: progressive 

Chronic medical: unstable 

Chronic  specialty: stable - ENT 

Psychosocial: persistent/recurrent, 

Malignancy 

ACG 

Acute minor /  likely to recur, age 6+, w/o allergy 

Pregnancy, 2-3 ADGs, no major ADGs 

4-5 other ADG combinations, age 45+, 2+ major ADGs 

6-9 other ADG combinations, male, age , no major ADGs 

Infants: 0-5 ADGs, no major ADGs, low birth weight 

Chronic specialty: stable 

Individuals with similar: 
•   Needs for healthcare 
    resources 
•   Clinical 
    characteristics 
 

One value per person MAC 

Presenter
Presentation Notes
ACG-Adjusted Clinical GroupADGs (Aggregated Diagnosis Groups) (pts can have >1):The ACG System assigns all ICD (-9,-9-CM,-10) codes to one of 32 diagnosis clustersknown as Aggregated Diagnosis Groups, or ADGs. Individual diseases or conditions areplaced into a single ADG cluster based on five clinical dimensions:Duration of the condition (acute, recurrent, or chronic): How long will healthcareresources be required for the management of this condition?Severity of the condition (e.g., minor and stable versus major and unstable): Howintensely must healthcare resources be applied to manage the condition?Diagnostic certainty (symptoms versus documented disease): Will a diagnosticevaluation be needed or will services for treatment be the primary focus?Etiology of the condition (infectious, injury, or other): What types of healthcareservices will likely be used?Specialty care involvement (e.g., medical, surgical, obstetric, hematology): To whatdegree will specialty care services be required?_____________________________________Collapsed ADGs (CADG)—collapse the 32 ADGs into a more manageable number (12)(patients can be assigned more than one):the similarity of likelihood of persistence or recurrence of diagnoses within theADG, i.e., time-limited, likely to recur, or chronic groupings;the severity of the condition, i.e., minor versus major and stable versus unstable; andthe types of healthcare services required for patient management--medical versusspecialty, eye/dental, psychosocial, prevention/administrative, and pregnancy. ____________________________________MACs are mutally exclusive grouping so of CADGsThe MACS are then split into ACGs to identify groups of individuals with similarneeds for healthcare resources who also share similar clinical characteristics.The variables taken into consideration include: age, sex, presence of specific ADGs, number of major ADGs, and total number of ADGs.



ADG:   
Aggregated Diagnosis Group 

*Note: Only 32 of the 34 ADG markers are 
currently in use.  
Pts may be assigned to Multiple ADGs 



Diagnosis-based markers: 
Morbidity view 
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ICD-9 ADG 

CADG 

ACG 

~20,000 32 

12 

16 

26 

Based on 
•Duration 
•Severity 
•Diagnostic Certainty 
•Etiology 
•Specialty Care  

Collapsed based on: 
•Likelihood of persistence /recurrence 
•Severity 
•Types of healthcare services required 

High expected resource use ADGs: 
•Pediatric 
•Adult 

Based on: 
•Age  
•Sex 
•Specific ADG 
•# of major ADG 
•# of ADG 

Major 
ADG 

•Frequently 
occurring 
combinations of 
CADGs 
•Based on 
patterns of CADG 

~100 

ADG ICD-9 

Time limited: major Appendicitis 

Likely to recur: discrete Gout, Backache 

Likely to recur: progressive DKA 

Chronic medical: stable DM, HTN 

Chronic medical: unstable HTN renal disease 

Injuries/adverse effects: major Intracranial injury 

Major ADG (Adult) 

Time limited:  major 

Likely to recur: progressive 

Chronic medical: unstable 

Chronic  specialty: stable - ENT 

Psychosocial: persistent/recurrent, 

Malignancy 

ACG 

Acute minor /  likely to recur, age 6+, w/o allergy 

Pregnancy, 2-3 ADGs, no major ADGs 

4-5 other ADG combinations, age 45+, 2+ major ADGs 

6-9 other ADG combinations, male, age , no major ADGs 

Infants: 0-5 ADGs, no major ADGs, low birth weight 

Chronic specialty: stable 

Individuals with similar: 
•   Needs for healthcare 
    resources 
•   Clinical 
    characteristics 
 

One value per person MAC 

Presenter
Presentation Notes
ACG-Adjusted Clinical GroupADGs (Aggregated Diagnosis Groups) (pts can have >1):The ACG System assigns all ICD (-9,-9-CM,-10) codes to one of 32 diagnosis clustersknown as Aggregated Diagnosis Groups, or ADGs. Individual diseases or conditions areplaced into a single ADG cluster based on five clinical dimensions:Duration of the condition (acute, recurrent, or chronic): How long will healthcareresources be required for the management of this condition?Severity of the condition (e.g., minor and stable versus major and unstable): Howintensely must healthcare resources be applied to manage the condition?Diagnostic certainty (symptoms versus documented disease): Will a diagnosticevaluation be needed or will services for treatment be the primary focus?Etiology of the condition (infectious, injury, or other): What types of healthcareservices will likely be used?Specialty care involvement (e.g., medical, surgical, obstetric, hematology): To whatdegree will specialty care services be required?_____________________________________Collapsed ADGs (CADG)—collapse the 32 ADGs into a more manageable number (12)(patients can be assigned more than one):the similarity of likelihood of persistence or recurrence of diagnoses within theADG, i.e., time-limited, likely to recur, or chronic groupings;the severity of the condition, i.e., minor versus major and stable versus unstable; andthe types of healthcare services required for patient management--medical versusspecialty, eye/dental, psychosocial, prevention/administrative, and pregnancy. ____________________________________MACs are mutally exclusive grouping so of CADGsThe MACS are then split into ACGs to identify groups of individuals with similarneeds for healthcare resources who also share similar clinical characteristics.The variables taken into consideration include: age, sex, presence of specific ADGs, number of major ADGs, and total number of ADGs.



Major ADGs 

• Identify ADGs that have very high expected 
resource use 
 



Diagnosis-based markers: 
Morbidity view 
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ICD-9 ADG 

CADG 

ACG 

~20,000 32 

12 

16 

26 

Based on 
•Duration 
•Severity 
•Diagnostic Certainty 
•Etiology 
•Specialty Care  

Collapsed based on: 
•Likelihood of persistence /recurrence 
•Severity 
•Types of healthcare services required 

High expected resource use ADGs: 
•Pediatric 
•Adult 

Based on: 
•Age  
•Sex 
•Specific ADG 
•# of major ADG 
•# of ADG 

Major 
ADG 

•Frequently 
occurring 
combinations of 
CADGs 
•Based on 
patterns of CADG 

~100 

ADG ICD-9 

Time limited: major Appendicitis 

Likely to recur: discrete Gout, Backache 

Likely to recur: progressive DKA 

Chronic medical: stable DM, HTN 

Chronic medical: unstable HTN renal disease 

Injuries/adverse effects: major Intracranial injury 

Major ADG (Adult) 

Time limited:  major 

Likely to recur: progressive 

Chronic medical: unstable 

Chronic  specialty: stable - ENT 

Psychosocial: persistent/recurrent, 

Malignancy 

ACG 

Acute minor /  likely to recur, age 6+, w/o allergy 

Pregnancy, 2-3 ADGs, no major ADGs 

4-5 other ADG combinations, age 45+, 2+ major ADGs 

6-9 other ADG combinations, male, age , no major ADGs 

Infants: 0-5 ADGs, no major ADGs, low birth weight 

Chronic specialty: stable 

Individuals with similar: 
•   Needs for healthcare 
    resources 
•   Clinical 
    characteristics 
 

One value per person MAC 

Presenter
Presentation Notes
ACG-Adjusted Clinical GroupADGs (Aggregated Diagnosis Groups) (pts can have >1):The ACG System assigns all ICD (-9,-9-CM,-10) codes to one of 32 diagnosis clustersknown as Aggregated Diagnosis Groups, or ADGs. Individual diseases or conditions areplaced into a single ADG cluster based on five clinical dimensions:Duration of the condition (acute, recurrent, or chronic): How long will healthcareresources be required for the management of this condition?Severity of the condition (e.g., minor and stable versus major and unstable): Howintensely must healthcare resources be applied to manage the condition?Diagnostic certainty (symptoms versus documented disease): Will a diagnosticevaluation be needed or will services for treatment be the primary focus?Etiology of the condition (infectious, injury, or other): What types of healthcareservices will likely be used?Specialty care involvement (e.g., medical, surgical, obstetric, hematology): To whatdegree will specialty care services be required?_____________________________________Collapsed ADGs (CADG)—collapse the 32 ADGs into a more manageable number (12)(patients can be assigned more than one):the similarity of likelihood of persistence or recurrence of diagnoses within theADG, i.e., time-limited, likely to recur, or chronic groupings;the severity of the condition, i.e., minor versus major and stable versus unstable; andthe types of healthcare services required for patient management--medical versusspecialty, eye/dental, psychosocial, prevention/administrative, and pregnancy. ____________________________________MACs are mutally exclusive grouping so of CADGsThe MACS are then split into ACGs to identify groups of individuals with similarneeds for healthcare resources who also share similar clinical characteristics.The variables taken into consideration include: age, sex, presence of specific ADGs, number of major ADGs, and total number of ADGs.



Collapsed ADGs 

• 4.3 billion possible combinations of ADGs  
• So to make it more manageable to get to that 

unique grouping for a patient, grouped ADGs 
into collapsed ADGs based on 
– Likelihood of persistence or recurrence 
– Severity 
– Types of healthcare services required 

• Pts can still be assigned to more than 1 

Presenter
Presentation Notes
The similarity of likelihood of persistence or recurrence of diagnoses within the ADG, i.e., time-limited, likely to recur, or chronic groupings • The severity of the condition, i.e., minor versus major and stable versus unstable • The types of healthcare services required for patient management--medical versus 



CADGs 



Diagnosis-based markers: 
Morbidity view 
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ICD-9 ADG 

CADG 

ACG 

~20,000 32 

12 

16 

26 

Based on 
•Duration 
•Severity 
•Diagnostic Certainty 
•Etiology 
•Specialty Care  

Collapsed based on: 
•Likelihood of persistence /recurrence 
•Severity 
•Types of healthcare services required 

High expected resource use ADGs: 
•Pediatric 
•Adult 

Based on: 
•Age  
•Sex 
•Specific ADG 
•# of major ADG 
•# of ADG 

Major 
ADG 

•Frequently 
occurring 
combinations of 
CADGs 
•Based on 
patterns of CADG 

~100 
Individuals with similar: 
•   Needs for healthcare 
    resources 
•   Clinical 
    characteristics 
 

One value per person MAC 

• MACs are mutually exclusive grouping so of CADGs 
• The MACs are then split into ACGs to identify groups of 

individuals with similar needs for healthcare resources who also 
share similar clinical characteristics. 

• The variables taken into consideration include: age, sex, 
presence of specific ADGs, number of major ADGs, and total 
number of ADGs. 

Presenter
Presentation Notes
MACs are mutally exclusive grouping so of CADGsThe MACS are then split into ACGs to identify groups of individuals with similarneeds for healthcare resources who also share similar clinical characteristics.The variables taken into consideration include: age, sex, presence of specific ADGs, number of major ADGs, and total number of ADGs.



MACs 



Diagnosis-based markers: 
ACG - Concurrent Weight - RUB  
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ACG 
Adjusted Clinical Group 

Categorical  

Numerical 

ACG 
Description 

Concurrent  
ACG-weights 

Local 
ACG-

weights 

Reference 
ACG-weights 

“IBI” 

RUB 
(Resource Utilization 

Band) 

• 0 = Non-User 
• 1 = Healthy User 
• 2 = Low 
• 3 = Moderate 
• 4 = High 
• 5 = Very High 

•    Mean  cost of all pt in an 
     ACG divided by mean  
     cost of all pt in the  
     population 
•    ACG with higher weight 
     uses more healthcare 
     resource 
 
 

 

Assessment of 
relative resource use 
 
 

 

Compared to 
local population 

Compared to 
US population 

One value per ACG 

Presenter
Presentation Notes
IBI= Illness Burden Index 



RUB Categories and ACG dates 

• “No Data” means the pt was not 
enrolled for the full measurement year. 

• Measurement year ended 3 months 
prior to MHSPHP metrics date;  about 
4.5 months prior to ACG run date to 
allow maturity of claims data 

• Metrics as of date: 31 Dec 13 
• ACG date: mid Feb 13 (date ACG data 

was run) 
• ACG data range: 1-Oct-2012 thru 30 Sep-

2013 

• 0 = Non-User 
• 1 = Healthy User 
• 2 = Low 
• 3 = Moderate 
• 4 = High 
• 5 = Very High 
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Examples of IBI  and 
 RUB  

     
                 ACG 

Reference Concurrent Weight  
   RUB 

Commercial  
 (0-64) 

Medicare  
  (>=65) 

Acute Minor, Age 6+ 0.16 0.10 1 

Chronic medical: stable 0.35 0.15 2 

2-3 Other ADG combinations, age 1-17 0.50 0.15 2 

Acute major/Likely to recur 0.53 0.24 3 

10+ Other ADG combinations,  age 18+, 0-1 
major ADG 

3.32 1.06 4 

6-9 Other ADG combinations,  age 35+, 3 
major  ADGs 

6.89 1.87 5 



What can ACG do for you? 
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ACG 

Provider 
Profiling 

Disease  
Management 

Case 
Management 

Population 
Profiling 

Resource 
Allocation 



ACG and Appt List 



ACG and Appt List 

• Teams: Find High and Very High RUB patients with 
appts today and next week 

• If appt in primary care, is it with PCM? 
– These pts benefit most from continuity 

• Do they need a longer appt time? 
• Can you rearrange schedule to accommodate? 
• As a PCM, where are your high RUB pts being seen?  

Would they benefit from case manager or PCM RN 
contact with that appt?  Do they need follow-up 
from an ER visit? 
 



Appt List High Filter  



Quicklook  

• Filter on Contains “High” in RUB 
• Filter on your patients 
• Do any of these pts need Case Management 

or Disease Management referrals? 
• Use generic note to identify items needed to 

discuss at next appt 



• Look for patients with RUB healthy or low 
– Why are they such high utilizers if disease complexity not 

there 
• Isolated acute injury or illness with lots of follow-up 
• Behavioral/social support referral for “needy” pt 

• Patients with high IBI 
– Try to ensure PCM continuity  
– May need Case management referral either with TRICARE 

contractor or MTF depending on majority of care 

High Utilizers 



Depression Lists 

• Untreated depression can interfere with patients 
ability to comply with medical plan of care in 
complex diseases 

• Look at Antidepressant Medication Management list 
for patients who are not staying on meds 
– Prioritize long list of pts by focusing on those with complex 

medical needs (high and very high RUB) 

• Look at Depression list for patients with zero outpt 
visits, but had primary diagnosis of depression for a 
hospitalization or ER visit 
– All need to have some follow-up, especially those with 

high and very high RUB. 
 



Filter examples 

“Contains” 
operator will bring 
in NA (recently 
treated) and 
those who did not 
stay on meds 
during that phase. 

This will find 
your depression 
pts who need 
follow-up.  
Prioritize them 
by adding RUB 
contains “high” 



PHDR 

• On top of page are other reports 
• Click on Adjusted Clinical Group Report 



Population profiling 
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Resource Utilization Band by MTF 

% 

Resource Utilization Band (RUB) 



ACG Report Column Headers 

Presenter
Presentation Notes
ACG documentation explains the columns



PCM Provider Type Filter 

• Drag Provider type to 
Left of Service on 
table 

• Right click on data 
area and select Filter 
and Rank 

• Set provider type 
filter on and select 
provider type the 
click arrow.  When 
done click ok 



Service Comparison of 
Provider types 

• Result of previous slide filter 



Drilling into your ACG data 

• Click and Drag PROVIDER TYPE to 
left of MTF name to group by 
PROVIDER TYPE and compare 
provider groups or provider 
names 

• Drag PROVIDER TYPE to right of 
MTF name  to compare provider 
types within a prov group 

• Look for outliers 
– Do panels need balancing? 
 

 



Group by Provider type 

• 1.0 is average across DoD, but it is higher than all the family 
physicians at this MTF 



Drill down to name level 

• Don’t compare 
(TOTALS) 
without 
considering 
patient count 
and IBI 

Can get more details in the RUB tables 



RUB tables 



 DOD ACG RUB 
Summary  

 



Drilling into RUB data 

51 



Balancing enrollment 

• Team has pretty high IBI 
compared to AF and rest of 
Family practice 

• Best to balance panels by 
careful placement of new 
patients and avoid shuffling 
pt’s PCMs  

• Might need to move some 
patients to protect quality 
care 



Balancing Enrollment 

• On this team, internist has same IBI as FP and PA is 
close behind.  PA has high percentage of RUB5 
compared to service peers and MTF 

• Consider moving RUB5 pts to Internist and some RUB 
1-2 pts to PA. 

• Of course must consider uniqueness of site/providers 
(ie new provider, internal med specialty PA) 



Drill further 

• Click & drag in Age band to table.  Depending on PA skill level, consider 
moving RUB 5 over 65 to internist and RUB 1-2 35-54 yr olds to PA 
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Questions?   


	MHSPHP Metrics Forum
	Overview
	2014 updates
	New with January 2014 Data:� Cervical Cancer Screening
	New with January 2014 Data:�Breast Cancer Screening
	Breast Cancer Screening: Status Exclusion
	Asthma 2014�Specification Changes
	Antidepressant Medication Management 2014 changes
	Benchmarks 2014
	Anticipated 2014�Diabetes updates
	Anticipated 2014:�Chlamydia Screening
	Anticipated 2014 Update:�Low Back Pain Imaging
	Other Anticipated 2014 MHSPHP list updates
	Anticpated 2014 Update:�Exclusions for all lists
	Upcoming:�MHSPHP Design updates
	Adjusted Clinical groups�acg
	Slide Number 17
	Background
	Components
	ACG:  Adjusted Clinical Groups
	Diagnosis-based markers:�Morbidity view
	ADG:  �Aggregated Diagnosis Group
	Diagnosis-based markers:�Morbidity view
	Major ADGs
	Diagnosis-based markers:�Morbidity view
	Collapsed ADGs
	CADGs
	Diagnosis-based markers:�Morbidity view
	MACs
	Diagnosis-based markers:�ACG - Concurrent Weight - RUB 
	RUB Categories and ACG dates
	Examples of IBI  and� RUB 
	What can ACG do for you?
	ACG and Appt List
	ACG and Appt List
	Appt List High Filter 
	Quicklook 
	High Utilizers
	Depression Lists
	Filter examples
	PHDR
	Population profiling
	ACG Report Column Headers
	PCM Provider Type Filter
	Service Comparison of Provider types
	Drilling into your ACG data
	Group by Provider type
	Drill down to name level
	RUB tables
	 DOD ACG RUB Summary 
	Drilling into RUB data
	Balancing enrollment
	Balancing Enrollment
	Drill further
	Slide Number 55

