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Risk Stratification is accessible to both practice admins and clinicians. This guide
explains the features and functions accessible to admins and clinicians within Risk
Stratification.

1. Overview

Risk Stratification calculates the health risk score of each patient and creates an action plan for
patients.

The Risk Stratification dashboard is divided into the following 3 sections:

1. Clinicians List
2. Distribution of Patient Population
3. Distribution of Risk Level Across Patient Population

CPC+ > Risk Stratification> Clinicians

Clinicians List
AVERAGE
FIRSTNAME  « | LASTNAME  # m DESIGNATION ¢ | CARETEAM # | NO.OF PATIENTS 4 | ALGORITHM BASED | RYERAGECT BASED
RISK SCORE s x
Q Q Q Q Q Q Q Q

DemoClinician_First  DemocClinician 1720096811 Doctor of Medicine (MD) ~ Test Care Team 4

Demo User 1536145206 Doctor of Medicine (MD) = Team 12 g

Distribution Of Patient Population

Empanelment Status Report
DemoClinician_one: 13.5%

DemaocClinician_two: 0.0%

DemoClinician_three: 0.0 %
DemoClinician_four: 5.4 %
DemoClinician_five: 0.0%
DemoClinician_six: 0.0%
DemoClinician_seven: 0.0 %
DemoClinician_eight: 0.0%
DemoClinician_nine: 10.8%

DemoClinician_ten: 13.5%

DemoClinician thirteen: 351 %
DemoClinician_fourteen: 0.0 %
DemaoClinician_fifteen: 2.7 %
DemoClinician_sixteen: 0.0%
» DemoClinician_seventeen: 0.0 %
DemoClinician_eighteen: 10.8%

DemoClinician_nineteen: 0.0 %

b — DemoClinician_ zero: 0.0 %

N R
17 26 -

Number of panels at your 0

Practice

Total number of patients 0 11 37
empaneled with a practitioner or

care team at your practice

21952 | 21952 @ 21952
07

Total number of active patients

% of patients empaneled 0.00 0.05

Democlinician_eleven: 5.4% —

S

DemoClinician_twelve: 0.0% DemocClinician_twenty: 2.7 %

Distribution Risk Level Across Patient
Population

100

BELOW AGE 65- | AGE70- | ABOVE
-
Low 8 0 0 0 8

75
2
g ]
H Medium 1 0 0 0 1
o 50
= .
= High 3 0 0 0 3
3 2
Very 7 0 0 0 T
Age 65-70 High
® Low: 0
Medium: 0 .—-.—.
@ High: 0 :.:.) e &
# Very High: 0 A & A0
2
¥ i
Risk Level
M Low Medium [0 High [l Very High
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This section displays a table listing clinicians with their demographics, the total number of patients
assigned to each clinician, and the average patient risk score.

CPC+ > Risk Stratification> linidians

Clinicians List

AVERAGE
RISK SCORE s -
Q Q Q Q Q Q Q Q

Ann Williamson 1720096811 Doctor of Medicine (MD) = Test Care Team 4 8
Demo User 1538145206 Doctor of Medicine (MD) ~ Team 12 4 8 10
Demoabcd NewClinician 1194921635 Occupational Therapist Team 1 1] 0 a
democlincian_seven democlinician 1417952342 Nutrition Professional Mycare11 a 0 1]
DemocClinician_First  DemocClinician 1487691556 Clinical Psychologist Test Team 0 0 0

records 1-5 of 45 [ M E I E B BHEE

Figure 13: Clinicians List

1.2 ASSIGN A RISK SCORE AND SET UP A CARE PLAN FOR A PATIENT
Use the following steps to specify risk scores for patients.
1. Click on the clinician record in the clinician list table. (See Figure 13)

The table displays the patients assigned to the selected clinician.

Patient List
™ Denotes Low Risk Patient Denotes Medium Risk Patient [™ Denotes High Risk Patient ™ Denotes Very High Risk Patient
NAME ¥ | NAME T
Q Q Q Q Q Q Q Q
™ fnameg9T4 Iname9974 MRN9974 Low 3 1 Demo Team ﬂ-e
™ fname9952 Iname9952 MRN9952 Very High 13 1" Demo Team 12
™ fnames715 Inames715 MRNS715 High 5 6 Demo Team 12
fname9708 Iname9708 MRNS708 Medium 8 5 Demo Team 12
Total Records : 4

Figure 14: Patient List
2. Click on the patient record whose risk profile needs to be defined.

The Last Visit Details page opens. (Refer Figure 15). If there were any previous visits, they are
displayed in the table.

It has three tabs to capture patient information.

e Risk Profile
e Social Data
e (CarePlan
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1.3 RISK PROFILE

3. Click Add Risk Profile to createa /ﬁ Profe |
new record. Last Visit Details

opens.
i 16

12-18-2018

clinician Master Xyz

zatient ::::::::; 3 Add Risk Profile
ame:

Demographics

Date Of Birth 10-31-
1988

Gender NA
Medical Record Number MRNS1873
Blood Group NA

Date Of Death NA
Race/Ethnicity NA

Zip Code 08540

Allergies (as per last visit on 01-05-2017) NA

Medical Co-Morbidities (as perlastvisiton NA

01-05-2017)

Relevant Family History ( as per last visit NA

on 01-05-2017)

Age (as on last visit on 01-05-2017) 30

BMI (as per last visit on 01-05-2017) 28.988132

Figure 15: Last Visit Details
You can add risk factors related to the patient using this page. The following two milestones set
the risk factor:
e Algorithm Based RS (Based on the Charleson Comorbidity Index, or CCl) Click to learn more)

e (Clinical Intuition Based RS (Click to learn more) is an optional step
4. Select the Visit Date.
5. Select the medical condition the patient is suffering from in the Algorithm Based RS milestone.
The score is calculated as the number of points for each section, times the selection in that section.
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6. Click Save.

Back to Patient Profile

Patient Iname9689 fname9639

Name:

Visit Date: * | mm-dd-yyyy @‘_o
5

Algorithm Based RS

1 POINT PER SELECTION

|#| Chroric pulmonary disease

[ Myocardial infarction(history,not ECG changes only)

¥l Connective tissue disease

¥ Dementia

[ Congestive heart failure

[ Cerebrovascular disease:cva with mild or no residua or TIA

¥  Moderate or severe liver disease

O— 2

[ mild liver disease (without portal hypertension includes, chronic hepatitis)
[ Peripheral disease(includes aortic aneurysm== 6 cm)

[ Diabetes without end-organ damage(excludes dist-controlled alone)
[ Peptic ulcer disease

3 POINTS PER SELECTION 6 POINTS PER SELECTION

] AlDS(not just HIV positive)
@

Clinical Intuition Based RS

2 POINTS PER SELECTION

¥ Moderate or severe renal disease

¥/ Diabetes with end-organ damage(retinopathy,neuropathy,nephropathy )
¥ Tumor without metastasis (exclude if » 5 y from diagnosis)

[ Leukemia(acute or chroric)

[ Lymphoma

) Hemlplegia

Metastatic solid tumor

Figure 16: Add Risk Factor

A record with the current visit date and the calculated algorithm based risk score is added to the

table below.

Patient Visits List

CHARLSON
EASEVISIT . | COMORBIDITY
* | INDEX ¢

AGE ADWSTED ONE YEA!

Total Records : 2

TWO YEAR CLINICAL
RISK SCO SURVIVAI. cer, | SURVIVALCCI, | INTUITION | CCIRISKLEVEL $ | COMMENT
SCORE % | RISKSCORE &
[07-25-2018 2 4 89:8.8 80£10.4 ]
07-24-2018 1 3 9813.1 95453

Figure 17: Patient Visits List

Click Next.

The second milestone, Clinical Intuition based RS

opens.

The visit date cannot be a future date.

calculated based
predefined algorithm.

Points are on
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This is an optional step, but if you continue with the step, the risk score associated with the patient
will be based on the score assigned in this milestone. (It will override the generated Algorithm
based score.)

8. Select the checkbox next to the medical condition to add the Clinical Intuition Based Risk Score.

Back to Patient Profile

Patient Name: Iname9531 fname9531
Visit Date: * 07-26-2018 th
i : 2 '
8 A

jorithm Based RS Clinical Intuition Based RS

] Chronic Pain (] Substance abuse
4} Behavioral health diagnosis = Terminal iliness
4] Advanced age with frailty (] Pre-term delivery of newborn
Patient with special needs Lack of financial support
= Lack of family support that impacts care ] Unemployed
) Homelessness B No health Insurance
Low health literacy =] Divorced
Major procedure in last year J High risk medications
Depressed (] Expensive medication
i Other
Algorithm Bases RS Clinical Intuition Based RS
CCI Score: 13 Risk Score:™ 8 q_o =
Age adjusted CCI Score: 15 CCI Patient Risk Level: Very High
CCI Patient Risk Level: Very High Comment:™ Risk Level ‘—‘I:’

m

Figure 18: Clinical Intuition Based RS

9. Select the risk score from the Risk Score drop down list.
The CCl Patient Risk Level is calculated by the system and is displayed as read-only.

10. Enter supporting comments in the Comment field.
11. Click Save.
The CCl score is updated in the Patient Visit list table below.
From the Patient Empanelment submenu, select the Patient Management tab to view the flag status.

The risk factor flags for the patient are updated based on:

e System generated Algorithm Based RS score
If Clinical Intuition Based RS milestone is updated by the clinician, this defined value overrides
the Algorithm Based RS score

e last Visit Date
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1.4 SOCIAL DATA

To determine an ideal care plan for a patient, the risk profile can be further assessed by adding the

psycho-social data of a patient.

Use the following steps to recorded social data for the patient:

1. Click the Social Data tab.

Predefined domains that relate to the
social, psychological, and behavioural data
of a patient are listed in a table.

Figure 19 displays the default values for
the following table columns:

e DID THE PATIENT SPECIFY DATA: No

e STATUS: Not Started

e SCORE AND INTERPRETATION: Not
available

e LAST MODIFIED ON: Not available

After the social data are saved
for a domain, the Action icon is
made available for amendment.

2. Select the domains that are applicable to
the patient from the Select Domain to
update data drop-down list.

The selected domains are indicated by
checkmarks to the right.

For example, in Figure 20, the two
selected domains, Alcohol Use and
Education are selected.

Sodal Data

Patient Name: fname9531 Iname 9531
Visit Date: £ 12.08-2018
Social, Psychological and Behavioral data details

Select Domain to update data

Nothing selected

| DID THE
DOMAIN NAME | PATIENT

: STATUS
| SPECIFY DATA

. LAST
SCORE AND
INTERPRETATION | MODIFIED

ot Started P4

Aloohol Use No

Depression No Not Started C"’
Education Mo ot Started G/
Employment No Not Started 4
Exposure fo volience  No Not Started @
Finance Strain Mo Not Started @
Food Insecurity Mo Not Started @
House Instabiity No Not Started [B‘
Interpersonal Safety Mo Not Started @
Physical Activity Mo Not Started F4

Figure 19: Social Data

Select Domain to ubdate data 3
Alcohol Use, Education e—bv
All Domains
Alcohol Use
Depression
Education LS El"
Employment 2/2018 E".
Exposure to voilence
Finance Strain 4
Food Insecurity E’"
House Instablity
Interpersonal Safety @
Physical Activity
Social Connection and Isolation @
Stress
Transportation E‘"
Utility Meeds E’"

Figure 20 Select Domains to Update Data
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Social Data

Patient fnamed531 Inameg531

3. Click Update data. Name: Visit Date: /% 12-18-2018
Refer Flgure 20 Please read out the below guestions to your patients. Add/ update socizl, psychological and behavioral data after ing the patient.
. Alcohol Use
A set Of q uestions Alcohol Use Disorder Identification Test - Consumption [AUDIT-C] —_—
fO r eaCh se Iected Is patient ready to specify alcohol use? & yee © o

domain is displayed
in a questionnaire
format.

How often do you have a drink containing alcohol? © Never ' Monthly or less 7 More than half the days  ® 2-3 timas a week ' 4 or more times a waek

How many standard drinks containing alcohol do you have on a typical day? ® 1or2 ' 3or4 Sor6 U 7or9 10 or more

How often do you have 6 or more drinks on 1 occasion? @ Never (0 Less than monthly © Monthly © Weekly ' Daily or almost daily

Refer Figure 21.

Total score [AUDIT-C] 3 —

o—om

Figure 21 Alcohol Use Questionnaire

4. Select appropriate answers to the questionnaires based on the patient’s response.

Ensure that you read out the questions from each domain to your patient and get
their consent to the answers.

5. Click Next to move to the questionnaire from the next domain.

Refer Figure 22, which displays a questionnaire for the Education domain.

6. Select the
appropriate

W

Social Data

Patient fnamed531 Inameg531

answers in Mame:  Visit Date: £ 12-18-2018
each domain. Please read out the below questions to your patients. Add/ update social, psychological and behavioral data afbermnsenﬂ
When you Education
reach the last Is patient ready to specify education? = Yes ' No
domai n, the What is the highest grade or level of school you have completed or the highest degree you have received? [NHANES]
Next button 6ih grade .
changes to '
Save.
7. Click Save.

Figure 22 Education Domain Questionnaire
The message, Success! Data

Successfully Added appears.

The following table columns are updated with social data of the patient (Refer Figure 23):

o DID THE PATIENT SPECIFY DATA: Yes

e STATUS: Completed

e SCORE AND INTERPRETATION: 3 (score calculated based on the provided responses)
e LAST MODIFIED ON: 19/12/2018
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‘ Social Data

Patient fname9531 Inameds31
Mame:; Visit P4 12-18-2018

Date:
Social, Psychological and Behavioral data details

Select Domain to update data

Nothing selected

- |

DOMAIN NAME

Alcohol Use Yes Completed 3
Depression No Not Started
Education ‘Yfes Completed
Employment No Not Started

LAST
MODIFIED
ON

19122018 (@
&
19122018 (@
(&

Figure 23 Social Data Added

1.4.1 AMEND SOCIAL DATA

Use the following steps to amend the psycho-
social data answers and upload supporting
documents:

1. Inthe table, click the Action icon against the
domain you want to amend.

The questionnaire of the selected domain
appears.

2. Select the correct option for the
amendment.
A popup requesting the reason for the
modification appears.

Select Domain to update data
Alcohol Use, Education - ‘
L] 13
DOMAIN
HAME ACTION
Alcohol Use  Yes Completed 5 1811212018 C’/
Depression  Yes Completed 2 2611212018 [
Education  Yes Completed 26/12/2018 C’/‘
Employment  Yes Completed 2 19/12/2018 E’/‘
Exposureto  No Not 74
voilence Started
Finance No Not 74
Strain Started
Food No Not EJ/‘
Insecurity Started
Figure 24 Social Data Added
Alcohol Use

Alcohol Use Disorder Identification Test - Consumption [AUDIT-C]
Is patient ready to specify alcohol use? @ Yes ' No

How often do you have a drink containing alcohol?

Never ' Monthly or less More than half the days '® 2-3 times a week ' 4 or more times a week

How many standard drinks containing alcohol do you have on a typical day?
©1or2 ©30r4 ®50r6 ©70r9 O 10 or more

How often do you have 6 or more drinks on 1 occasion?
® Never ' Less than monthly Monthly * Weekly  Daily or almost daily

Total score [AUDIT-C] &

E

Figure 25 Social Data Modified
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3. If the amendment is not being done due to the patient’s request, enter an appropriate comment
and optionally upload the supporting document that provisions the amendment.

If the amendment is being done due to
the patient’s request, then upload a
supporting document that supports
the amendment, specify the
amendment status as Accepted or
Rejected, and an appropriate

Please specify the reason for updating this response. X

Did the patient request for an amendment?* ® Yes (' No
if yes, select the status of amendment™ ® Accepted ' Rejected

Enter appropriate comment™

Post-accident xray] ‘

comment. Supporting document (Optional) ¥-ray.docx X
Do not click Cancel if you upload

an incorrect document. Click the m :

X sign adjacent to the Upload

button to delete the uploaded Figure 26: Specify amendment reason

document, and re-upload the
correct document.

4. Click Save.

2. CARE PLAN

Depending upon the risk profile score and the social data of a patient, a clinician recommends a
health care plan, considering the preferences of the patient. This health care plan is recorded and
updated to keep tabs on the patient’s health.

The Care Plan tab has two parts:

1. The upper part of the Care Plan tab displays existing data about the patient, such as
demography, risk score, and family history.

2. The lower part of the Care Plan tab displays the Start Care Plan section. This section displays the
type of information the clinician wants to include in the care plan details.
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Use the following steps to initiate a care plan for the patient:

ial Data ‘ Care Plan Jﬁ_—n

1. Click the Care Plan tab.
2. In the Start Care Plan B I:::,:g:;:; Risk Care Team PCP Assigned Treatment by:

Score testcarepro testpro,testpro testpro,testpro
. P MR Num. MRN16103
SeCtIOI’\, a C|InICIan can Visit Date: P 12-03-2018 testpro testpro
choose the applicable Ratictmcky, 48
Zip Code: 08520
information types to Mert:)iC;LCO- NA Family History Allergies Reason for visit Current
. . morbidities: NA NA : Medication
include in the care plan. Gender:  NA et /A
DOB:  07-31-1960
Blood Group:  NA
Ensure that you click the
. Start Care Plan n:
P D F Icon tO save the Type(s) of information are typically included in care plans? (Select all that apply) o
. reatment qgoals and interventions as identified by the care team
Select|0n5 fO r fUtu re | Medication adjustments for changes in condition

Patient’s overall health goals

|| patient/caregiver’s plans for self-management

|| Patient/caregiver's plans for acute changes in condition

Advan(e directives and preferences of care

0 Plan for next update or review of care plan with patient and care team

reference.

3. Click Start Care Plan.

| Confact information for practitioners and services involved in the patient’s care, induding contact options for after-hours

coverage
The lower section of the 1 other .
screen displays five sub-
tabs.

Figure 27: Care Plan tab

The Visit Log button displays the patient’s last visit details.

After initiating a care plan, the lower part of the Care Plan tab displays the following five sub-tabs:

e Preference of Care
e Health Concerns Care [ msesines

Plan
® Action Plans Preference of Care  Health Concemns  Action Plans  Interventions Review
¢ Interventions S

Advance Directive signed? ‘What language would you prefer for communication?

° Review ®ves @ No Portuguese - |

. . Is it valid till date? Would you like an interpreter to assist you?
A care plan is generally valid for s ® & @i
a three-month periOd A Whatisitedateiok neal? Do you have any cultural, re_!igiuus beliefs, or preferences about your
Clinician can customize a care ‘ 11/20/2018 ‘ Ihealth care that vou would like us to know?
plan and Create a hew care pla n What all are included in the Advance Directive S e 1
after the previous one becomes ‘ Pictary choices- Prefenedipmiieers) < | Are you able to read and understand the directions on a bottle of medicine?
invalid. Therefore’ itis pOSSib|e Is a copy available with the Practice? Wies W

® ves @ No -1; ‘What is important in your life?

to skip the sub-tabs in order to |
customize a care plan.

What matters most in your life?

' My main goal is to focus on quality of life and being comfortable
' My main goal is to live as long as long as possible,no matter what
*® Equally Important

Please tell us anything else about you that you'd like to share.

243 characters left

Figure 28: Preference of Care sub-tab
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2.1 PREFERENCE OF CARE

This sub-tab records information about the patient’s liking and religious beliefs, so that a clinician

can recommend an appropriate care plan.

Use the following steps to initiate a care plan for the patient:

1. From the Preference of Care tab, upload the patient’s Advance Directive, which is the living will

of the patient.

2. Specify other social details of the patient.

3. Click Save.

The message, Data Successfully Saved appears.

4. Click the Health Concerns tab.

2.2 HEALTH CONCERNS

This sub-tab records health risk
factors that can be controlled to
reduce the risk score.

5. Inthe Concerns drop-down list,
select significant health concerns
of the patient.

6. Enter additional information, as
applicable.

7. Click Save.

The message, Data Successfully
Saved appears.
8. Click the Action Plans tab.

Care [&] Archives
Plan

Preference of Care Health Concerns Action Plans Interventions Review

Modifiable risk factors |

Comeorbid conditions
N/A
Concerns

| High Blood Sugar -

Please tell us anything else about vou that vou'd like to share.

252 characters left

2.3 ACTION PLAN

Figure 29: Health Concerns sub-tab

This sub-tab maps the patient’s health goals with an action plan.

The Action Plan tab has the following columns:

e Health Concerns: displays the concerns recorded
in the Concerns drop-down list of the Health If No Concerns is selected in the Concerns

Concerns tab.

drop-down list, the Goals, Action, and

e Goals: displays parameters necessary to monitor ~ Management columns will be unavailable.
the specified health concern. You can specify
accurate goals to control the parameters, in
accordance with the suggested care plan.

e Action: records an accurate daily plan
plan.

that the patient must follow, as per the suggested care

e Management: records answers to patient’s daily self-management activities.
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Care Plan

) @ Archives
Preference of Care Health Concerns Action Plans Interventions Review

Health Concerns Goals Action Management s |

High Blood Sugar g Keep fasting sugar < 1200 mg/dl  Action Plan_High Blood Sugar  Self Management Plan

) HbAlc <

Figure 30: Action Plans sub-tab

9. Inthe Goals column, specify accurate measures to control each health concern.
10. Click Save.

The message, Data Successfully Saved appears.

2.4 INTERVENTIONS

The Interventions sub-tab records the reasons for interventions, specifics of other care, post-
discharge follow-up, mode of contact, and services provided post-discharge.

The reasons for interventions can be new triggers or diagnosis, life-changing events, and deranged
clinical markers of the patient.

11. Click the Interventions tab and select the intervention details.
12. Click Save.

The message, Data Successfully Saved appears.

2.5 REVIEW

The Review sub-tab records care gaps identified after follow-ups, significant causes, check-up
schedules, and an action plan to counter.

13. After implementing the care plan, in the Review tab, specify the care plan review details.
14. Click Save.

The message, Data Successfully Saved appears.

To view all the archives from the Care Plan sub-tabs, click the Archives icon i , select the
Module, Sub module, the date range in From and To, and then click Go.
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2.6 DISTRIBUTION OF PATIENT POPULATION

Distribution Of Patient Population

DemoClinician_one: 135 %

DemoClinician_two: 0.0% |

DemaoClinician_three: 0.0 %
b DemoClinician thirteen: 351 %

DemoClinician_four: 5 4%

DemocClinician_five: 0.0% ';7’_"“‘ . DemocClinician_fourteen: 0.0%
DemoClinician_six: 0.0% b DemeoClinician_fifteen: 2 7%
DemoClinician_seven: 0.0% |'I . DemoClinician_sixteen: 0.0%
DemoClinician_eight: 0.0% DemoClinician_seventeen: 0.0 %

g .- DemoClinician_eighteen: 10.8 %

DemoClinician_nine: 10.8%

DemoClinician_ten: 135 % — DemoClinician_nineteen: 0.0 %

DemoClinician_eleven: 54 % DemocClinician_ zero: 0.0 %

DemoClinician_twelve: 0.0 % J DemoClinician_twenty: 2.7 %

Figure 31: Distribution of Patient Population

The pie chart represents the percentage of the practice’s patients each individual clinician attends to.
0% means that no patients are assigned to that particular clinician.

Empanelment Status Report

The report displays values for each quarter for the following empanelment status:

Number of panels at your practice.
Total number of patients empanelled with a practitioner or care team at your practice.

Total number of active patients.
% of patients empanelled.

e

Empanelment Status Report

T CHCHCNC)

Number of panels at your Practice

Total number of patients empaneled with a practitioner or care team at your practice 0 11 37 -

Total number of active patients 21952 21952 21952 -

0.00 0.05 0.17 -

% of patients empaneled

Figure 32: Empanelment Status Report
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2.7 DISTRIBUTION OF RISK LEVEL ACROSS PATIENT POPULATION

The bar graph displays the Number of Patients and the Risk Level associated with patients of different
age groups. The X-axis represents the Risk Level while the Y-axis denotes the Number of Patients of

different age groups.

Distribution Risk Level Across Patient Population
100
75
£
o
:H._ z0
S
o
=
25
o L W M , , . -
Below 65 Age 65-70 Age 70-75 Above 75 Total
Risk Level
M Low Medium [0 High [l Very High

Figure 33: Distribution Risk Level Across Patient Population

The table below displays the Risk Level of different age groups across the patient population.

Low 9 [} 0 0 9

Yellow Color: Medium Risk Level

Medium 4 0 0 0 4
Amber Color: High Risk Level High 5 o 0 o ”
very High 4 1 0 0 5

Red color: Very High Risk Level
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3. KEY NOTES

3.1. ALGORITHM BASED RISKSCORE

The Algorithm Based Risk Score is calculated based on the Charlson Comorbidity Index (CCl). It helps
to measure the co-morbid disease status or case mix in health care databases. A weighted score is
assigned to each of 17 comorbidities, based on the relative risk of mortality. Accordingly, the sum of
the index score is an indicator of disease burden, and a strong estimator of mortality.

The Charlson score depends on the inputs provided for the patient. The inputs typically would be:

e Age
e Condition Counts

Based on the CCl score, the system will then display the risk category or risk status.

3.1.1 CALCULATION OF ALGORITHM BASED RISK SCORE:
Age Factor:
If the Age < 40, Age Factor=0
If the Age > 40, Age Factor can be calculated as,

Age factor = (Age — 40) / 10
CClI Factor:
CCl factor can be calculated as,

CClI Factor = (1 x Number of one point conditions + 2 x Number of two point conditions

+ 3 x Number of three point conditions + 6 x Number of six point conditions)

Age Factored CCI:

The age factored CCl can be calculated as,

Age Factored CCl = CCl + Age Factor

Example:
If the age of a patient is 60 years then the age factor calculated by using the formula:
Age Factor = (60 —40) / 10

=20/10

=2
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For instance, if the Algorithm based CCl factor of the patient is 13 (Refer Figure 16), then the Age
factored CCl can be calculated as:

Algorithm Based RS

Age Factored CCl = CCI + Age Factor CCl Score: 13

=13+2 Age adjusted CCl Score: 15

=15 CCl Patient Risk Level: ~ Very High

3.1.2 RISK LEVELS BASED ON AGE FACTORED CCI

Age Factored CCl Range Risk Levels

2 < Age factored CCI <3

4 < Age factored CCl <5 Medium Risk Patients

6 < Age factored CCI <7

8 < Age factored

3.2. CLINICAL INSTITUTION BASED RS

To refine the algorithm’s risk identification process, practices can add clinical intuition/care team
perception. They should work together to review their patient’s risk assignments to ensure alignment
with information they know about the patient. The care team should have the ability to update and
edit a risk score based on professional judgment or concern. It may be helpful to start with your
highest and next highest risk levels.

Note:

This is an optional step, but if you continue with the step, the risk score associated with
the patient will be based on the score assigned in this milestone. (It will override the
system-generated Algorithm based score.)
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