Introduction to PCMH:

Foundational Concepts of the Medical Home
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Learning
Objectives

ldentify the core attributes of patient-
centered medical homes

ldentify required documentation and
determine how to present it

Describe processesand procedures that
demonstrate transformation into the
medical home model

Work with an-assigned NCQA
representative on a plan to earn
recognition

Examine the more challenging aspects of
the requirements in a variety of practice
environments
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HEALTH POLICY COMMISSION

The HPC: At a Glance <> MASSACHUSETTS

Who we are

The Massachusetts Health Policy Commission is an independent state agency
governed by an 11-member board with diverse experience in health care.

Mission

The HPC’s mission is to advance a more transparent, accountable, and
innovative health care system through independent policy leadership. Our goal
is better health and better care at a lower cost across the Commonwealth.

Vision

Our vision is a transparent, accountable health care system that ensures quality,
affordable, and accessible health care for the Commonwealth’s residents.

| @NCQA



HPC PCMH Certification Program

P
m

Statutory
Mandate

Creation of
PCMH
PRIME

The HPC is mandated by Ch. 224 to develop and
implement standards of certification for PCMHSs that
complement existing local and national care
transformation and payment reform efforts, validate
value-based care, and promote investments by payers
in efficient, high-quality, and cost-effective primary
care.

PCMH PRIME was developed to fulfill this charge,
with significant stakeholder input and feedback
— Reflects an important policy priority:
integration of behavioral health care into
primary care

HPC partnered with NCQA to deliver this important
program
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High value health care
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About

NCQA

Measuring quality.
Improving health care.

Measure Accredit Recognize

Clinical quality, Health plans, Physician
consumer ACQOs, etc. practices
experience,

resource use
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What we do, and why

OUR MISSION

To improve the quality of health care

Measurement

We can’t improve
what we don't
measure

OUR METHOD

Transparency

We show how
we measure So
measurement will
be accepted

Accountability

Once we
measure, we can
expect and track

progress
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Recognition programs
Identifies providers and practices delivering superior care

PATIENT-CENTERED
CONNECTED CARE™

>84.,000
clinicians at

>15,150
practice sites

PATIENT-CENTERED PATIENT-CENTERED ONCOLOGY
SPECIALTY PRACTICE MEDICAL HOME MEDICAL HOME
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The fastest-growing delivery system reform:
About NCQA

O
m 71,057

Clinicians

()

Patient-centered
medical home
(PCMH)

Sites 14,724
—

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
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Patient-Centered Care
Overview

+
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NCQA Recognition Program
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NCQA medical neighborhood recognitions
Closing the Loop Between Primary & Specialty Care

Over 15,100
Total Sites
Recognized

PCMH & PCSP

Primary Care = Specialty
(PCMH) SITES =~ (PCSP) SITES
0 Sites e 1-9 Sites
1-20 Sites @® 10+ Sites
© 21-60 Sites

M 61-200 Sites

B 201+ Sites
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Current Landscape

()

Rewarding Improving Move towards
Value Quality PCMH and Better
Integration

14 | &/NCQA



The Triple Aim

A framework developed by the
Institute for Healthcare
Improvement (IHI) that describes an
approach to health system
performance

The three dimensions are;:

* Improving the patient experience
of care (including quality and
satisfaction)

* Improving the health of
populations

* Reducing the per capita cost of
health care

The three key concepts embedded in

the PCMH requirements (Neaa



2001 Institute of Medicine

Crossing the Quality Chasm: A New Health System for the 21st Century

Ten Rules that were foundational to NCQA PCMH
Care based on continuous healing relationships

Care based on patient needs and values

Patient as the source of control

Patient access to medical information and clinical knowledge
Evidence-based decision making

Patient safety

Transparency of information

Anticipation of needs

© 0o N o O M~ D E

Continuous decrease in waste

10. Cooperation among clinicians
(NCQA



Theory Behind PCMH Development

Chronic Care
Model

Clinical information
Systems
Decision Support

Patient self-
management

Delivery system
Redesign

Community linkages
Health systems

Patient-Centered
Care

Respect patient values

Accessible
Family-centered
Continuous
Coordinated
Community linkages
Compassionate
Culturally appropriate
Emotional support

Information and
education

Physical comfort
Quality improvement

Cultural
Competence

Culturally competent

interactions
Language services
Reducing disparities

Medical Home

Personal physician

Physician directed
team

Whole person
orientation

Care is coordinated
and integrated

Quality and safety
Enhanced access

é NCQA



Primary Care: What Patients Want

R

1

Long-term partnerships, not hurried visits
Care that is coordinated among providers
Better access through expanded hours and online tools

Shared decisions so patients make informed choices, get better
results

Lower costs from reduced ER/hospital use
Higher satisfaction among patients and providers

18 | éNCQA



PCMH Development History

Joint Principles of the Patient-Centered Medical Home

A

Standards were developed to align
with Joint Principles

» Personal physician

Physician directed medical practice
Whole person orientation

Care is coordinated and/or integrated
Quality and safety

Enhanced Access

Payment

PCMH 2017 standards incorporate
concepts from a complimentary set
of joint principles that recognizes the
centrality of behavioral health care as
part of the PCMH

19 | éNCQA



What i1s Patient-Centered Care?

1.0ngoing relationship with a personal
clinician - first contact, continuous,
comprehensive care

2.Responsibility for all patient’s health
care needs or arrange care.

3.Care for all stages of life; acute care;
chronic care; preventive services; and
end of life care.

4. Team care, includes clinician who take
responsibility for care of patients.

20 | éNCQA



But......Are We Following the IOM Rules?

Projected Supply and Demand of All

Americans without 6 O Physicians
access to primary .
SEE Million §

T -
Average wait for 2 O 3 e
non-emergency - 9 700,000
appointment Days W

PCPs accepting

new patients 49 . 8%  Anticipated 90K physician shortage by
2020, including a 45K PCP shortage

Key healthcare challenges, such as insufficient resources directed to primary
care, drive unsustainable healthcare costs and poor performance

Source: Association of American Medical Colleges, 10/11/10
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The Costs: Unsustainable

One in two Americans lives
with a chronic condition
that is largely preventable.

Sources:

1Center for Medicare and Medicaid Services, 2010 data

2 Centers for Disease Control and Prevention

3 Milliman Medical Index (MMI) vs. Average Household Income

4The Kaiser Family Foundation and Health Research & Educational Trust

Employer Health Benefits 2011 Annual Survey
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In one decade,
the cost of health care
has more than doubled.

ZZIéNCQA



Key Issues Drive High Costs & Poor
Performance

Drivers of a Fragmented, Reactive and Costly US Healthcare System

—————

- A payment system that rewards volume rather than value.

« A reactive focus on symptoms rather than proactive health
management.

- Fragmentation — poorly coordinated care, and no champion to help
patients navigate the system.

- Limited transparency and information sharing — physicians lack the
complete picture necessary to manage their patients’ health.

 Insufficient resources directed to primary care, contributing to a
primary care shortage.

« Treatment decisions that aren’t always based on the best available
clinical evidence.

é NCQA



PCMH 2017
Eligibility
Requirements



Eligibility Requirements

Outpatient primary care
practices

Practice defined: a clinician or
clinicians practicing together at
a single geographic location

* Includes nurse-led practices
In states as permitted under
state licensing laws

 Does notinclude:
— Urgent care clinics

— Clinics openon a
seasonal basis

25 | é/NCQA



Eligibility Requirements

Recognition is achieved at the
geographic site level -- one
Recognition per address, one
address per survey

MDs, DOs, PAs, and APRNs with
their own or shared panel are listed
on the application

Clinicians should be listed at
each site where they routinely see
a panel of their patients

Non-primary care clinicians
should not be included

26 | @\ICQA



Eligibility Requirements

At least 75% of each clinician’s
patients come for:

First contact for care
Selected as personal PCP
Continuous care

Comprehensive primary
care services

All eligible clinicians at a site
must apply together

Physicians in training (residents)
should not be listed

27 | &/NCQA



Eligibility Requirements

Practices should have staff skilled
to use a computer system that
Includes the following:

— Emalil & Internet access
— Microsoft Word
— Microsoft Excel

— Adobe Acrobat Reader (available
free online)

— Screen sharing application

Access to the electronic systems
used by the practice, e.g. billing
system, registry, practice management
system, electronic prescription system,
EHR, Web portal, etc.

28 | @\ICQA



Eligibility Requirements

Transformation may take 6-12 months

Your roadmap: PCMH 2017 Standards
and Guidelines — everything covered

Implement changes:

* Practice-wide commitment

* New policies and procedures for staff
 Staff training and reassignments

« Medical record systems

* Reporting capabilities improvement

« Develop and organize documentation

29 | @NCQA



PCMH 2017

Standards Overview
& Scoring



Program Highlights

— Provides focus and flexibility

 Core/elective approach allows practices to tailor program to their unique
population
* Accommodates a spectrum of practices (basic-complex, small-large)

Supports continuous practice transformation

* Includes activities necessary to achieve stated aims and drive improvement
* Focuses on whether the intent was achieved and care was improved

=l Allows for flexibility with multiple evidence types

* Allows a variety of response options that demonstrate a requirement is met
* Introduces the virtual review process

Emphasizes comprehensive, integrated care

* Understanding behavioral needs and social determinants included in core
* Deeper integration and community connections included in electives

31 @\JCQA



2017 Standards Format

Structure — Concepts, Competencies, Criteria

Concepts: Over-arching components
of PCMH

Competencies:. Ways to think about
and/or bucket criteria

Criteria: The individual things/tasks
you do that make you a PCMH

32 | é/NCQA



2017 Standards

Concepts
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2017 Standards

Concepts

Team-Based Care and
Practice Organization

» Practice leadership

- Care team
responsibilities

 Orientation of patients/
families/caregivers

Knowing and Managing

=

Patient-Centered

Your Patients Access and Continuity

Data collection

Medication
reconciliation

Evidence-based
clinical decision
support

Connection with
community resources

» Access to practice
and clinical advice

» Care continuity
 Empanelment

34| @\ICQA



2017 Standards

Concepts

Care Management
and Support

* |ldentifying patients
for care
management

* Person-centered
care plan
development

Care Coordination

and Care Transitions

* Management of
lab/imaging results

« Tracking and
managing patient
referrals

» Care transitions

i)

Performance
Measurement & Quality
Improvement

» Collecting and
analyzing
performance data

« Setting goals

* Improving practice
performance

» Sharing practice
performance data

35| &/NCQA



2017 Standards

Structure - Example

Competency: A bref
descnption of cntena subgroup,
organized within the broader
concept.

Concept: A bnef title
descnbing the crtena; u

a two-letter abbreviation
().

team-based care.

knowledge and fraining necessary fo perform those functions.

OTC 01 (Core)

home activities.
Criteria: A bref statement highlighting the
PCMH requirements. All critena are numbered

consecutively within their respective concept.
Cntena are also labeled with their sconng

designation:

« Core= Core cntena

+ 1 Credit= Elective cntena

+ 2 Credits= Elective cntena worth 2 Credits

CONCEPT: TEAM-BASED CARE AND PRACTICE ORGANIZATION (TC)

Intent: The practice provides continuity of care, communicates roles and responsibilities of the medical home to
patients/families/caregivers, and organizes and frains staff to work to the top of their license and provide effective

© Competency A: The practice is committed to fransforming the practice info a sustainable medical home. Members |
of the care team serve specific roles as defined by the practice’s organizational structure and are equipped with the

Designates a clinician lead and a staff person to
manage the PCMH transformation and medical

lcon indicates
evidence that is

Evidence: Proof that a practice meets the
crntena. Evidence can be demonstrated by
submitting documentation (e.g., policies and
procedures, examples, data, reporis) and
through a virtual review of a practice's
systems and electronic capabilities

Evidence: O
« Details about the clinician lead

AND

« Details about the PCMH manager

o

Intent: A bnef statement

descnbing the concept goals
and intent

shareable across
practice sites

36 | &/NCQA



2017 Standards

Structure - Example

Concept: Patient-Centered Access and Continuity

Competency

The PCMH model seeks to
enhance access by providing
appointments and clinical advice
based on the patient’s needs. In
addition to being key to patient-
centeredness, evidence explicitly
supports that providing enhanced
access including same- day,
extended hours and telephone
advice from clinicians with access
to the patient record reduces ED
visits and hospitalizations.

Core Criteria

Assesses the access needs and
preferences of the patient
population.

Provides same-day appointments
for routine and urgent care to
meet identified patients’ needs.

Provides routine and urgent
appointments outside regular
business hours to meet identified
patients’ needs.

Provides timely clinical advice by
telephone.

Documents clinical advice in
patient records.

Elective Criteria

Provides scheduled routine or
urgent appointments by telephone
or other technology supported
mechanisms.

Has a secure electronic system
for patient to request
appointments, prescription refills,
referrals and test results.

Has a secure electronic system
for two- way communication to
provide timely clinical advice.

Evaluates identified health

disparities to assess access
across the patient population.

é NCQA



2017 Standards Recognition

Changes to Levels

PATIENT-CENTERED
MEDICAL HOME

—~—

PATIENT-CENTERED
MEDICAL HOME

PATIENT-CENTERED
MEDICAL HOME

PATIENT-CENTERED
MEDICAL HOME

———

38 | é/NCQA



2017 Standards Scoring

Changes to Points

(
Must
40 Core compreste all
Criteria 40 core
\
PATIENT-CENTERED
MEDICAL HOME
60 Elective Must —
Criteria achieve 25
Credits
\

39 | @\JCQA



2017 Standards

Scoring

Core Criteria Elective Criteria

mléNCQA



2017 Standards Scoring

Core Criteria

T 90000

v 9000000000
A 9000000

v 900®

cc 900009

o 900000000
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2017 Standards Scoring

Example of Elective Criteria Selection: Must represent 5 of 6 Concepts

- 0000

v 0000000000000000
0000000

v Q0000

cc 0000000000000000
« 0000000000

» Each row represents a Concept which is laid out with the number of electives included and the
credits identified in the middle of each circle.
* The blue circles are an example of the electives chosen by a practice to equal 25 credits.
* Red circles are the electives leftover that the practice will not demonstrate performance on. 42 | éNCQA



2017 Distinction Modules

Practice Opportunities to Show Excellence

g

Distinction in
Patient Experience
Reporting

Distinction In
Behavioral Health
Integration

L]

Distinction In
Electronic Measure
Reporting

43| &/NCQA



Behavioral Health Integration Distinction Module
Module Competencies

Behavioral Health Information Evidence-Based Measuring and

Workforce Sharing Care Monitoring

* Incorporates » Sharing patient * Demonstrates » Utilize quality
behavioral information use of evidence- measurement
health expertise within and based protocols « Act to improve

- Utilizes external outside the - Utilize evidence- on current
behavioral practice base protocols quality
health * Supports to address measurement
specialists integrated/ patient needs performance

- Trains care team coordinated
to address patient treatment
behavioral plan
health and
substance use
needs of
patients

44 | @\ICQA



Patient Experience Reporting Distinction Module

Award Distinction to practices as
an incentive to participate in the
development and field test of a

new approach to patient
experience measurement

Update current Distinction
requirements to CG CAHPS 3.0

45 | @\JCQA



eCQM Distinction Module

Receive 1-

year
Submit using distinction

QRDA I
Provide at format
least 6
List of 35 measures per
measure clinician at
options the practice

46 | @\ICQA



Prevalidation Program
Overview

PATIENT-CENTERED
MEDICAL HOME

NCQA prevalidated Health IT solutions have
successfully demonstrated that their technology
solution has functionality that supports or meets
one or more criteriain the PCMH standards

Evaluation can result in approved fully met
criteria and partially met criteria that are
transferable to eligible client practices submitting
for recognition and acknowledgment of practice

support functionality

47 | &/NCQA



PCMH 2017

Commit, Transform.,
Succeed



PCMH Redesign
Why Change?

Too much
documentation

Needs less
emphasis on
process. More on
performance

Practices want
more interaction
with NCQA

Two separate,
complicated tools

Too challenging for
smaller practices

Practices should be
demonstrating
ongoing
Improvement

49 | é/NCQA



PCMH Redesign

Then vs. Now

Then Then

Submit documents
all at once

Self-guide to
recognition

Now Now

Gradual submissions,
steady feedback

NCOQA representative
to guide practice

Then Then

Cumbersome Recognition on a
survey tool 3-year cycle,
has 3 levels

Yearly reporting,
more frequent help,
no levels

More intuitive tool,
with user tips

50 | (NCQA



PCMH Redesign
3 Parts

Commit

Practice completes an
online guided assessment.

v
Practice works with an
NCQA representative to
develop an evaluation
schedule.

v
Practice works with NCQA
representative to identify
support and education
for transformation.

v

New NCQA PCMH online
education resources
support the
transformation process.

Transform

Practice submits initial
documentation and checks
in with its evaluator

v
Practice submits additional
documentation and checks
in with its Evaluator.

v
Practice submits final
documentation to
complete submission
and begin NCQA
evaluation process.

v

Practice earns
NCQA Recognition.

Succeed

Practice is prepared
for new payment
environment (value-
based payment,
MACRA MIPS/APMS).

v
Practice demonstrates
continued readiness
and high quality
performance through
annual reporting with
NCQA.

51 | @NCQA



Sustaining Recognition

Engage practices in an Each practice demonstrates
annual reporting providing that changes made during the
confirmation of continuing initial recognition effort are

commitment and performance part of their culture, and

practice is becoming more
patient-centered

NCQA will update or review annual requirements each year to assure continued

relevance supporting ongoing quality improvement

52 | &/NCQA



Recent Program Updates
Medical Neighborhood

v PCMH 2017 & Q-PASS launched on April 3, 2017

v'Bringing PCSP and other recognition programs into new
process (2018+)

v"Moving forward with NCQA eMeasure Certification of
vendors and evolving Distinction for Electronic Measure
Reporting for practices

v Oncology Medical Home was launched at the end of the
first quarter in 2017

v School-Based Medical Home (SBMH) launched on
November 20, 2017

Let s continue to grow the Patient-Centered Medical Neighborhood!
@NCQA



PCMH (2017 Version)
Standards Content



Team-based Care &
Practice Organization

The practice provides continuity of care, communicates roles and
responsibilities of the medical home to patients/families/caregivers, and

organizes and trains staff to work to the top of their license and provide
effective team-based care 55 éNCQA




COMPETENCY A

The practice is committed to
transforming the practice into a
sustainable medical home.
Members of the care team
serve specific roles as defined
by the practice’s organizational
structure and are equipped with
the knowledge and training
necessary to perform those
functions



Team-Based Care and Practice Organization
TC 01-02: Core Criteria

Designates a clinician lead of Defines practice organizational
medical home, & staff to manage the  structure & staff responsibilities/skills
PCMH transformation and medical to support key PCMH functions
home activities

Evidence of Implementation

57 | @\ICQA



Structure and Staff Responsibilities
TC 02: Example

Providers

Oversee management of
practice and direct patient

care

Office
Manager

Daily business management

Coordination of

visit

Pre-visit
planning

BN Check out

Follow-up and
scheduling

Financial

Referrals =

Clinical
Team

Coordinate care plan; self-management

support
Medical
Assistant
Coordinate .
and manage Leader of daily Support clinical
high risk huddle and team and facilitate
population communication patient care

Reimbursement

58 | é/NCQA




Team-Based Care and Practice Organization
TC 02: Example

Health Information Technologist

Creates and generates reports and dashboards
from the EMR.

Assists in the coordination of UDS, Meaningful
Use, and PCMH measures and metrics.

Active member on QI committee to improve
processes and meet UDS goals.

Medical Records and Privacy Coordinator

Ensures patient information is added to chart
in a timely fashion

Provides confidential patient information
counseling to staff.

Processes event reports in order to improve
processes within the organization.

AmeriCorps — PCMH and Community Wellness
Coordinator

Works with after school programs to educate
students on healthy lifestyles.

Assists with PCMH efforts by educating staff;
presenting survey questions; assisting Care
Manager in recall lists.

Coordinating employee wellness activities.

Help Team Member

Assists patients in the healthcare marketplace.
Utilizas resaureas in the community.
Assists with outreach services.

Spanish Interpreter

Assists patients during appointments with
understanding provider and paperwork.
Acts a5  liaison for staff.

Provides cultural support for patients.

Registration Professional

Provides patients the necessary paperwork for
their appointment and per the organization.
Assists with the Healthy Neighbor Plan (sliding
fee scale) application.

Confirms patient demographics, insurance, and
completes check-in or patients; communicates
with patients about payments.

59 | é/NCQA



Team-Based Care and Practice Organization

TC 03-05: Elective Criteria

The practice is * Patient/family is
involved in external involved in
collaborative activities governance structure/
stakeholder committees

Evidence of Implementation &
Documented Process

* Practice uses a
certified electronic

system system

60 | &/NCQA



External PCMH Collaborations
TC 03: Example

TCO3

Primary Care Practice participates in the Health Center Controlled Network of NY in collaboration
with CHCANYS. Our clinical measure performance data is shared with the other 42 participating
health centers in a data warehouse called CPCl or Azara DRVS. Please see below for full
descriptions.

STATEWIDE HEALTH IT
Health Center Controlled Network of NY

W ¥ O

‘.‘ 3‘ HEALTH CENTER NETWORK

N F (7] OU ¥ COMMUN T E % T I ETHEH

The Health Center Network of New York (HCNNY) is a federally designated health center controlled network dedicated
to ensuring that its members have the ability to effectively leverage information technology to provide high quality, cost
effective, patient focused primary health care to the communities they serve. HCNNY was founded in 2007 by six (8)
health centers and the Community Health Care Association of New York State (CHCANYS), and today is comprised of
eight member health centers and CHCANYS. As of July 1, 2013, HCNNY is operating as an independent 501(c)(3)
organization.

HCNNY provides resources for its members for electronic health record implementation and on-going optimization,
customized training, workflow development, and reporting to position members to take advantage of payment reform
initiatives, recognition opportunities and available incentives. The Network is governed by its board of directors
comprised of executives from member centers, and operational efforts are led by clinical, finance and IT committees
that meet regularly to identify priorities and share best practices surrounding common challenges. Quality
improvement efforts are enhanced by a data warehouse containing demographic and clinical information on the nearly

260,000 patients served network-wide. 61 | éNCQA




COMPETENCY B

Communication among staff is
organized to ensure that patient
care is coordinated, safe and
effective




Team-Based Care and Practice Organization
TC 06-07: Core Criteria

Has regular care team meetings or a
structured communication process focused
on individual patient care

Involves care team staff in practice’s
performance evaluation and quality
Improvement activities

63| @\JCQA



Team-Based Care and Practice Organization

SUBJECT: Daily Huddles

PURPOSE: Each primary care site at conducts a structured team meeting at least daily. The brief “huddle” is scheduled by
the site manager or a designated staff member to occur at the same time each day. The purpose of these meetings is to proactively anticipate
and plan actions based on patient need and available resources.

RESPONSIBILITY: It is the responsibility of the entire team to attend the meetings and ensure the outcomes/decisions made at the meetings are
carried out. It is the responsibility of the site manager to insure that the huddles are conducted daily and appropriate documentation is
completed.

PROCEDURE: The care team meets at the same time daily to efficiently and effectively plan the day and to discuss known or potential patient
needs. The team:

e Reviews the daily schedule

* Focuses on those patients with known chronic illnesses

¢ Monitors the need for health maintenance and/ or preventive care services

* Arranges for any special services that may be needed

¢ Provides any follow up discussion related to care provided on the previous day

* Discusses needs specific to the team’s daily workflow including staff flexibility, special patient needs, sick calls, contingency plans, and
proactive planning for the next day

e Documents on a Daily Huddle form (filed in a binder at the site for a minimum of 3 months)

64 | @\ICQA



Team-Based Care and Practice Organization

Clinical Measures Guide
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Team-Based Care and Practice Organization

Date: 01/01/2017
SBCHC Staff Process Improvement (PI) Committee
The SBCHC Staff Process Improvement Committee will consist of SBCHC staff from a variety of departments. The Staff
PI Committee will meet monthly to review event reports, department metrics, satisfaction survey results, and comment
cards. The Staff PI Committee will support quality improvement and risk management work through discussion of trends,
identification of improvement needs, and development of improvement cycles to address negative trends. The Staff PI
Comnmittee is led by the COO. Staff PI Committee members will support the integrity of QI and risk management work
that is done within their work departments,

SBCHC Medical Quality Improvement Team

The Medical Quality Improvement Team will consist of at least two staff Registered Nurses, the COO, the electronic
health record superuser and the Executive Assistant. This Team will meet every other week to focus on medical quality of
care data and discuss and plan for system changes to make improvements to medical data. It is anticipated this Team will
transition in 2017 to focus on overall Health Center clinical measures. The Team’s work is shared with the medical staff
at monthly meetings and with the staff PI committee.
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Team-Based Care and Practice Organization

TC 08: Elective Criteria m

* The practice has at least one care
manager qualified to identify and coordinate

behavioral health needs
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COMPETENCY C

The practice communicates
and engages patients on
expectations and their role
in the medical home model
of care




Team-Based Care and Practice Organization
TC 09: Core Criteria

Has a process for informing patients/
families/caregivers about the role of the

A medical home and provides materials
that contain the information

Evidence of Implementation & Documented Process
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Medical Home Information

What type of services does my Medical Home provide for me and my family?

We provide comprehensive, compassionate and continuous care for newborns, children, and teens.

¢ Same day appointments
s Preventive care and physicals (health risk assessments, sports and school physicals)
¢ Acute care for illness and injuries

e Well child visits, screening and vaccinations
» 24x7 phone access to your care team WHAT WE OFFER:

¢ (Online electronic access to your medical records
s Adult Medicine

s Referrals to top specialists and mental health providers
* Pediatric Care

* Management of multi-specialty care plans including mental health
* (Chronic Care for Diabetes, Asthma, Hypertension,

and Behavioral Health

* Referrals to Specialty Care when needed
*  Assistance with Substance Abuse addictions

INSURANCE REQUIREMENTS

You don't need insurance to be seen at our clinic

* |fyou do have insurance, please bring your
information with you

* |fyou do not have insurance, we still want to
see you. We have staff that will assist you in
signing up for insurance
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Team-Based Care & Practice
Organization

Activity






PCMH 2017

Owning Your
Transformation Process



Owning Your Transformation Process
Documenting your process

Information practices must share
to demonstrate performance
against specific criteria.

T 'magsacm EVALUA rss°==;

. _ Lu:—”W'EET EXCEP =HEAR :
- Evidence should focus on intent 7‘?;%%?51005 PWEZ"‘”"”“SA‘YEMA.’#

and demonstrate performance

« Share how your practice meets the
intent of each criteria

« Demonstrate transformation by
meeting core & elective criteria in AT ==
- : z//[[/)Pﬂl/L’}’ ‘/Dﬁiﬁ:ﬁﬂ_’,%’ /=4 UN R
document form or virtual review ;[IYA §m=5<00 ﬁamm/gm[gwmmmﬂ
« Practice evaluation will be based W ggfﬁﬂg«;;gmgg ON: =[EBA L
on the review of evidence prepared — ﬂ{'ﬂm
or shared during the virtual review

 Evidence listed for each criterion is
not prescriptive
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Owning Your Transformation Process

Types of Evidence

<
>

Documented Processes - written statements
describing the practice’s policies and procedures

Protocols
Practice guidelines
Agreements

Other documents describing actual
processes or forms (e.g., Referral forms,
checklists and flowsheets)
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Owning Your Transformation Process
Types of evidence

Evidence of Implementation — a means of
demonstrating systematic uptake and effective
demonstration of required practices including:

- Reports — Patient records
— Materials - Virtual demonstration
— Attestation - eCQMs
— Transfer credit - Survey
- Examples — Not applicable
— Data entered
into Q-PASS
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Knowing & Managing Your Patients

The practice captures and analyzes information about the patients and
community it serves and uses the information to deliver evidence-based

care that supports population needs and provision of culturally and
linguistically appropriate services
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tools and

supports for the practice as a
individuals

COMPETENCY A
Practice routinely collects
health risks of patients.
Practice uses information on
the population to implement
whole and for specific
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to understand background and

needed Interventions,




Knowing and Managing Your Patients

KM 01-02: Core Criteria

Documents an up-to-

date problem list

Completes a
comprehensive health
ssessment that

includes the
examination of all 9

Evidence of Implementation

Medical history of patient
& family

Mental health/ substance

use history of patient &
family @

Family/social/cultural
characteristics

Communication Needs
Behaviors affecting health @
Social functioning

Social determinants of
health

Developmental screening @

Advanced care planning
(NA for pediatrics)
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Knowing and Managing Your Patients

Initial Assessment:

The health care provider will initiate an assessment and complete the documentation of that assessment by the
end of the first patient visit. When appropriate and with the patient's approval, data from family or caregiver

will be included. Initial assessment includes review and integration of all available past medical history and
records. The assessor will record relevant physical data to include:

1. Problem Laist

Operations/Hospitalizations Urgent or Emergent Care (if affirmative, the health assistant will
contact the appropriate health center for an emergency department report or hospital discharge
summary).

Special Procedures, e.g., Colposcopies, colonoscopies, etc.

Allergies to medications, Latex, and Foods

Family History

Social History: Smoking, alcohol, and drug usage, History of domestic violence (in women)
Cardiac Rick Factors

Health care maintenance screening

. Immunization status

0. Obstetric history (in women)

1. Focused Review of Systems

=m0 00 O L e W

Current medication usage will be recorded on the Medication List if the patient has not been seen with the EME. If
the patient has been seen in the EME. current medication usage will be recorded in the medication module. The
Medication list and/or medication module will be used to record changes in prescribed or over the counter
medication usage, medication comphance with medications prescribed will be noted 1n the medication
reconciliation section list of the Patient Check-In template.

If the patient responds in the affirmative to erther of the depression screening questions, the health assistant wall

administer a full PH(). Patients who answer that they have anv degree of suicidal ideation will be further evaluated
by behavioral health using a structured self-harm assessment.

All of these assessments are repeated by the health assistants at every visit as a part of the routine vital signs.
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Knowing and Managing Your Patients

Family
= Medical History

u AZCUMETION OF CABRE 5/24/2004 [T Mo relevant family history [ Adopted - no family history known
n HYPERTENSION Relationship Farnilpy Member Hame | Decoazed  [Age at Dzath Ec-rnditil:-n
Brother M Alive and well
u GERD KM 02 A Father ¥ Bl Meurodegen diszase
[ FIBROCYSTIC BREAST DISEASE Father v
Maternal ¥ a0 Cancer -bireast
O HYFPERLIFIDEMIA - grandmother
Maternal ¥
Bl CORCNARY ARTERY DISEASE Jrandmotne!
[ DIABETES MELLITUS TYPE 2 Mother Dlbesity
Mother Atrial Fibrillation
CHROINCH LYMPH NODE LEFT . - .
n Sigtar ') M Alive and well
POSTERIOR CERVICAL CHAIM ﬂ

Ilmurancel Additional Patient Dalal Related Acmtsl Enntacts;"ﬁn:rmwicdinnsl Hutesl KM 02 D

I, -+ | .| Patient Status [MULTIPLE EXIST
T, -

Existing Patient Statuses: oK I Ext: r
Status Date Azsigned | Assigned By | Options ﬂ Cancel
SLIDE LEVELE 103722416 IGEWINGEN 2
! SPANISH INTERPRETE 06/04/14 {'YBELTR&N
| HEARING IMPAIRED {0B/04/14 IYBELTRAM I
- Add ||
L trmarmr e g e e s e e v g e e e ﬂ Dehte |
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Knowing and Managing Your Patients
KM 03: Core Criteria
KM 04: Elective Criteria

Conducts depression and/or assessments
screenings using a (implement two or
standardized tool more)

Evidence of Implementation & Report
- Aniey@
Alcohol use disorder@
Substance use

disorder @

Pediatric behavioral
health screening

Post-traumatic stress
disorder

ADHD

Postpartum

depression 52 | (NCQA




Knowing and Managing Your Patients

BE Depression Screening - PHQ-2

Depression Screening - Patient Health Questionnaire (PHQ-2) % Exclusions
Over the last 2 weeks, how often have you been Motat  Several More than half  Mearly
bothered by any of the following problems? all days the days every day
1. Little interest or pleasure in doing things c c 0 C
2. Feeling down, depressed, or hopeless r' « - -
PHEI 9 | Geriatric Depression Scale | GAD Patient Health Questionnaire (PHQ-9)
IF'HE! 3 DEPRESSION SCREEMING: Click to Add HEADING ta the nate [7 O
1. Little interest or pleasure in doing things? Y0 Y O v O YO
g —I— Dver the past 2 weeks, how
2. Feeling dowen. depressed or hopeless? [ I:ll = g [ I:Il often have you been bothered
3. Trouble falling. or staying asleep. sleeping too much? Il EII | Kl I J 3 Ell by any of the h??llowing
4_Feeling tired or little enenqy? <1 DI 7 ol 17 DI T Dr problems?
5. Poor appetite or overeating? [please specily Rl =] v E_ Eil=| 7 O HOT AT ALL =10
— it — - e 0 ) I_—I— ———I_ —I— —r SEVERAL DAYS =1
b. Feeling down, like a failure, like you have let yourself or pour famiy dowan? FEII |Y g —W EII |Y Ell MOST DAYS = 2
7. Trouble concentrating on things? |Edl E|| K3 g_—W EII | i Ell NEARLY EYERYDAY = 3
8. Fidgety, unable to zit still or the opposite, moving or speaking slowly =0 people nobice? I? EII |Y g_—w EII |Y Ell
9. Thoughtsz that you would be better off dead or huting yourself n any way? I? EII |Y g_—w EII |Y Ell
- - ) — Mugt do - Add to Mate
I _I,Jmptom_ _Bve"t‘l"' ) If thiz is not a new episode of
[0) Mot difficuk at al [ PHQ-9Depression Scale Score [ I Onzet A ST e . Tl Mena e
[11Somewhat difficuk [ Enter score here for today's encounter note. Psychometnic Depression
Scale Score with date.
[2]1¥ery difficult [
[3) Extremely difficuk [
— &dd to PhH/Problem List Mark only if New Episode
Therapy Notes: . : - A patient should be in
;I ST T D e T DISET D [ I - I remizzion for at least three
E nter date and score here to have the months before a clinical
PHQ-3 added to the PMH/problem list. determination iz made that
LI the patient iz experiencing a
‘new episode”.
Mew E pizode for condtion [+ [Onset
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Behavioral Health Screening

CAGE-AID Questionnaire

Patient Name Date of Visit

When thinking about drug use, include illegal drug use and the use of prescription drug use
other than prescribed.

Questions: YES NO

1. Have you ever felt that you ought to cut down on your drinking
or drug use?

2. Have people annoyed you b},r cnhcmng }rour drlnklng or drug use?
3. Have you ever felt bad or gmltyf about your drlnklng or drug use?

4. Have you ever had a drlnk or used drugs first thing in the mornlng
to steady your nerves or to get rid of 2 hangover?

000 0
O 00 O

Resource: http://www.integration.samhsa.gov/images/res/ CAGEAID.pdf 84 | éNCQA



Knowing and Managing Your Patients
KM 05: Elective Criteria

Assesses & provides necessary oral health services or coordinates
with oral health partners

Conducting patient-specific oral health risk assessments.

4 )

?

o

-

Q=

~

-

~

RIS

ASK LOOK DECIDE
about oral health for signs that on the most
risk factors and indicate oral health appropriate
symptoms of risk or active oral response
\ oral disease / \ disease / \ /

-

238

ACT

offer preventive

\_

interventions
and/or referral
for treatment

~

=
DOCUMENT

as structured data
for decision support

J

Qualis Health, June 2015

Evidence of Implementation & Documented Process

\_

and population
management

J
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Oral Health Assessment and Services

Oral Health Risk Assessment Tool

The American Academy of Padiatrics (AAP) has developed this tool to aid in the implementation of oral health risk
assassmeant during health supervision visits. This tool has been subseguently reviewad and endorsaed by the Mational
Interprofassional Initiativa on Oral Health.

Instructions for Usa

This tool is intendad for documenting caries risk of the child, however, two risk factors are based on the mother or primary
caregiver's oral health. All other factors and findings should be documentad based on the child.

The child iz at an absclute high risk for caries i any risk factors or clinical findings, marked with a £ sign, are documentedy
yas. In the absence of & rigk factors or clinical findings, the clinician may determine the child is at high risk of caries
baszed on ona or more positive responses to other risk factors or clinical findings. Answering yes to profective faciors
should be taken into account with risk factors/clinical findings in determining low varsus high risk.

Patient Mame: Data of Birth: Data:
Visit Lleémonth [2month 12 month L 15 month |18 month |24 month || 30 month | |3 year
Ll4yaar _I5year L& year || Other

RISK FACTORS PROTECTIVE FACTORS CLINICAL FINDINGS

2% Maother or primary caregiver had ® Existing dantal homa 2 White spots or visibla
active decay in the past 12 | Yes | Mo dacalcificafions in the past 12
moanihs ® Drrinks fluoridated water or takes monihs
Yas | | Mo fluoridie supplemants fas  INo
| Yes | Mo F %MS dleruqca:.r
imary i ® Flucride vamnish in the last —fes _Iho
- Eoljm;:-grapdr:grmst ELELIEIIE & months A\ Restorations (fillings) presant
Yas No LYes L Mo Yas  |MNo
#® Has teath brushed twice daily
| Yes | No

@ Continual bottle/sippy cup use ® \Visible plague accumulation

with fluid other than water _‘f'E'fS B I Mo
Yas | No ® Gingivitis (swollenbleeding gums)
® Fraquent snacking LiYes _IMNo
LiYas |IMNo ® Teath present
# Special hoalth care neads Yos IO
Yoz Mo & Healthy teath
# Modicaid eligible Yoz INo
LlYes L No

ASSESSMENT/PLAN
Self Management Goals:
_| Ragular dantal visits L Wean off bottle L Healthy snacks
| Dental treatment for parents | Less/Mo juica | Less/Mo junk food or candy
| Brush twice daily | Only water in sippy cup | Mo soda
_|Use flucride toothpaste | Drink tap water L Xylitol 86 | éNCQA




Knowing and Managing Your Patients

KM 06-08: Elective Criteria

Socioeconomic

Psychosocial

Community
& Societal

Health
Outcomes
Disparities

Identifies the predominant
conditions & health concerns
of patient population

* Understands social
determinants of health for
patients, monitors at population
level & implements care
interventions

Report & Evidence of Implementation

Evaluates patient population
demographics/communication
preferences/health literacy &

distribution of patient materials

Report & Evidence of Implementation
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Social Determinants of Health

KM 07: Example

Barriers

Unable to contact—37 — 12%
Transportation—5 — 2%
Other—52 —17%

Language—4 — 1%

Demo ics
Latino/Hispanic—97 — 32%
Mon-Hispanic or Latino—144 — 48%

Patient Declined—4 — 1%

Gender
Female—193 — 65%

Male—104 —35%

Comm. S5afety & Legal, Tobacco , 2% Alcohel/Drug
3% Use, 1%

Safe Housing, 4% Envirecnmental

Financial Counseling, Health, 1%
Family & 58281 5., 5%

Clothing And
Toiletries, 5%

Transportation, 7%

Employment
BT, 7%

Housing And
Utilities, 11%

Resources Patients Needs

Sexual Activity, 1%

W Access To Health Care
H Other Assistance
B Food Insecurity
B Access To Medications
W Access To Dental
B Housing And Utilities
B Education
MW Exerdse
B Employment & IT
B Transportation
m Clothing And Toiletries
W Family & Sodal 5.
B Financial Counseling
m 5afe Housing
Comm. Safety & Legal
B Tobacco
w Alcohol /Drug Use
Sexual Activity

Environmental Health
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COMPETENCY B

The practice seeks to meet
the needs of a diverse patient
population by understanding

the population’s unique
characteristics and language
needs. The practice uses this
information to ensure
linguistic and other patient
needs are met




Knowing and Managing Your Patients
KM 09-10: Core Criteria

Assesses the
diversity of its
populationEZE»

Assesses the
language needs

of its population
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Diversity and Language

Race

Ethnicity

Veterans

Date Range: January 1, 2000l - December 1, 2008

Asian

African
American

Native

American |Caucasian

More than
one Race

Refused
to Report

25

289 1603

29

6

Hispanic

Non-
Hispanic

Refused
to Report

162

1697

99

Veterans

39

Date Range - January 1, 20l - December 31, 208

Patients better served in a language other than English

Patients English  |Spanish
1957 1858 99
100% 94.9% 5.1%
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Knowing and Managing Your Patients

Based on the diversity of population and community, the practice
recognizes and addresses their needs (demonstrate at least two):

Target population EC_’UCEHGS Educate staff on
health mgmt on practice staff on cultural
disparities in care health literacy competence
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Population Needs - Health Literacy

Example of assessing health literacy at the patient level using a

standardized assessment embedded in the electronic system.
Health Laeracy Score = 1: Pahent never needs help readmp mastructons from doctar or phanmacist. I

Example of training materials used to educate staff on topics

related to health literacy.

Teach-back is...

Teach-back:
A Health Literacy Tool to « Asking patients to repeat in their own

: , words what they need to know or do
Ensure Patient Understanding ina non-shamin)é way. ’

« Not a test of the patient, but of how
well you explained a concept.

from the « A chance to check for understanding
and, if necessary, re-teach the
information.

Educational Module for Clinicians

lowa Health System Health Literacy Collaborative
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COMPETENCY C

The practice proactively
addresses the care needs of the
patient population to ensure
needs are met




Knowing and Managing Your Patients

Proactively & routinely identifies populations of patients and reminds
them about needed care services (must report at least three items):

Preventive care
services

Immunizations

Chronic/acute
care services

Patients not
recently seen

(VS Report/List & Evidence of Implementation

YEVXeM Report/List & Evidence of Implementation or KM 13 €8 | éNCQA




Population Health Management

Transformed in the PCMH

Current View
30 Patients Per Day
14 have Chronic Conditions
Unknown Health Risks
Visits Too Short for Coaching

Volume-Based/Episodic

New Population View
2500 Patient Population
900 have Chronic Conditions
1100-1250 have Mod-High Health Risk

Value-Based/Continuous
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Knowing and Managing Your Patients

MRN/Pat Name Pat Acct No | Pat Type Hospital Service Patient Area Code | Patient 2015 2 2016 2014 Cases
C ADULT HEALTH CENTER

C ADULT HEALTH CENTER

C ADULT HEALTH CENTER

AR SEALTH JEIa

Dear Patient
Our records indicate you have not been to the office recently.

Please phone the office at (973) 555-5555 to schedule your appointment with ABC Health
Center.

bob (b (b [fod (b [ Jud b | pud | Jub
P ©O O O O O O O O O

For the visit to be as beneficial as possible, we will need your help in preparing for it.

Your participation is vital for good health. Thanks for taking care of yourself and helping
to prepare for your visit.

Please bring your current medications list to your checkup. And be prepared to discuss your
healthcare goals.

Sincerely,
ABC Health Center
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Excellence In Performance
KM 13: Elective Criteria

* Using evidence-based care guidelines, the
practice demonstrates excellence in

benchmarked/ performance-based recognition
program
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COMPETENCY D

The practice addresses
medication safety and

adherence by providing
information to the patient and
establishing processes for
medication documentation,
reconciliation and assessment
of barriers




Knowing and Managing Your Patients
KM 14-15: Core Criteria

Reviews and reconciles medications for
more than 80 percent of patients received from
care transitions

Maintains an up-to-date list of medications
for more than 80 percent of patients
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Knowing and Managing Your Patients
KM 16-19: Elective Criteria

Assesses Assesses & Reviews controlled * Systematically
understanding & addresses response  substance database obtains
provides to medications & for relevant prescription
education on new barriers to medications claims data
prescriptions adherence

(MR Report & Evidence of Implementation
KM 18 & 19 - BV R ALy s el 101 | éNCQA



COMPETENCY E
The practice incorporates

evidence- based clinical
decision support across a
variety of conditions to ensure
effective and efficient care is
provided to patients




Knowing and Managing Your Patients
KM 20: Core Criteria

Implements clinical decision support following evidence-based guidelines for
care of (Practice must demonstrate at least four items):

@ A. Mental health condition

@ B. Substance use disorder

. A chronic medical condition

. An acute condition
A condition related to unhealthy behaviors

Well child or adult care

G M m O O

. Overuse/appropriateness issues |
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Clinical Decision Support — Mental Health

Treatment of depression after positive PHQ9 score

-PCP NEEDS TO SELECT FOLLOW-UP PLAN BELOW BASED ON SCORE—

~IF PHQ-9 1S 150R GREATER. ADDRESS THE FOLLOWING THREE REQUIREMENTS-,
XY Positive for Mod-Sev Depression (PH29 = 15+)

XY Refemed to BHS @

GO TO "Orders & Charges™ to INITIATE TASK labelled PHQ-9 = 15+

~IF PHQ-9 I1S14 OR BELOW CLICK THE FOLLOWANG:
1Y Megative for Mod-Sev Depression (PHQ9 < 15) [:
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Knowing and Managing Your Patients
KM 21: Core Criteria

Uses information on the population served by
the practice to prioritize needed community
resources =D
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Knowing and Managing Your Patients
KM 22-24: Elective Criteria

Provides access to

educational ((;)fferf onr?I hearlth ; Adopts srll(qred y
materials education resources ecision-making aids
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Access to Educational Resources

Blood

Level of Severity Systalic Diastolic
Pressure Log Normal 120 80
Mild Hypertension 140 - 160 90 - 100
Moderate Hypertension 160 - 200 100-120
Name: Severe Hypertension Above 200 Above 120
Date s EM Notes

Blood Pressure

Pulse

Blood Pressure

Pulse
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Knowing and Managing Your Patients

Dental Resource

Re: Updated Community Resource List

Special Instructions: Please print and maintain copies for distribution to staff and patients

Dental Services

DHWP Dental Care Services

Telephone:

Dental Adults

Dental Pediatr
Mission: Pediatric Oral Health and Cancer Screening Management provide Primary and Comprehensive Oral Care that is preventive
and Therapeutic. Dental Services offered are: Oral Health and Education , Sealants, Restorative and Oral Surgery. Oral Conscious
Sedation and Nitrous Oxide, Assessment and Support for Child Psychological Needs, Referral to specialty dental care clinics

Pharmacy Services

The Pharmacy & Pharmacology Division of Detroit
Telephone: 24 Hour Automated Refill Manager
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Shared Decision-Making Aids

Benefits
Without S 5N ‘*'ﬂ TITT95 I"7||'l FITTTTT
ont I
have a fracture FTI9T99599F 1l [ ] [
What is my risk of e o LITTITIIIIINTTT00]]
years. 00 willmot. o & o 5 o5 o o e e e FH_?C'T\C?‘EL,&(.-]"
. 110011
breaklng a bone? AAANAIAR AR AAAA AL
AN
As you get older, your risk of breaking a bene, often through a fall, ', "‘ " ', ""11 " 'I ]
increases. This increased risk may be due to weakened bones or 1 1111111111 Disectione
osteoporosis. This medication must be taken
Your rick is estimated primarily by: Wit TRV TIVVTT " Ones a week : :
Yziraigezh estima ¥ oy M:d].icaﬁon T| ]I ||I| Tl III TTI‘ I| I|| .‘H ql] :afitansemptf}' stct'emdlmmemcmmg
Your Bone Mineral Density (T score): Roughly 24 in 100 a4 o 4 oo ~ oo . W';ﬁ[e oy }:m«'r' standing for 30 mi
’ have a fracture T TIYTT | 9T T|‘ i € uprngi t(ull'hﬂg: or standing for 30 min)
ithi | I I | ]| | | * 30 minutes before eating
. within the next 10 || .I il i | l. |
It is also affected by: years. 76 will not. (2]'2 Lr S:E 51': %; %; rj’? Ir’? )’]? %% & Possible H
O If you have had a fracture 16 ha ided I T 17 | ossible Harms
O Ifiparen’r had a fracture aﬁ'ac:tir?:’emuse b JLI J.'[JIL )|! fll _-'!_| _’I_! ]l AN ﬂﬁﬂﬁrﬁ:ﬂeﬁvm have heartburn, nausea, or
0 If you currently smoke ofthemedication. S9N NTTTY belly pain. H it ¢ be from the medication. If
O It you drink more than 2 drintks of aleohol a day I JU] AAAL E ] the medioation i the cotse, the problom will go away & ot
O 1f you have taken prescription steroid medications i, ] -, ., ., ], ], ]. , I l stop taking it.
Based on these rick factors, we estimate your risk is 1 1 ‘ 1 1 1 1 1 1 l ‘ ;iiﬁ”ﬁfiﬁ;h&%ﬂgvﬁ the next 10 years) will have

- o
<10% 10-30% bone sores of the jaw that may need surgery.

. . o Ot of Pocket Cost
Your fracture risk can be lowered with medications called with insurance 530 | without insurance $70-00
bisphosphonates, which work to reduce bone loss. This decision
aid will walk you through the benefits and downsides of
bisphosphonates, so that we can make an informed choice about .
whether or not they are right for you. What would you like to do?

Prepared for:
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Knowing and Managing Your Patients
KM 25-27: Elective Criteria

Engages with Routinely maintains Assesses usefulness
- schoolsor a current community  of community support
Intervention agencies resource list resources
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School/Intervention Agency Engagement

The Hispanic Counseling Center

Patient Access

STEP 1 (within 24 hours of visit)

0 If visit is urgent, PCP office will call
The Hispanic Counseling Center
office intake line to notify of need for a
more expedited appointment and
outreach to the patient

STEP 2 (within 24-48 hours of visit)

O Patient will be scheduled within 2-3
weeks of call to Specialist office
unless urgent visit indicated

STEP 3 (on-going management)

O If patient does not schedule or is a
‘no-show’, notification from Specialist
office will be sent to PCP office within
30 days via fax or telephone
encounter

O 609 Fulton Pediatrics Pc Care
Coordinators run reports & perform
outreach to anyone who has not
complete appropriate follow-up

STEP 1 (during patient PCP visit)

O If visit is urgent, PCP office will call
Specialist office to notify of need for
expedited appointment

STEP 2 (within 24-48 hours of visit)

0 Referred patient will be scheduled
within 2-3 weeks of call to Specialist
office unless urgent visit

STEP 3 (at visit)

O If patient needs to be seen for follow
up visit - patient will schedule directly
with Specialist office

Transitions of Care

STEP 1 (at visit)

O Informs patient of need, purpose,
expectations and goals of the
specialty visit

O Patient/family in agreement with
referral, type of referral and selection
of Specialist

O Unless urgent, PCP office provides
patient with Specialist contact
information and patient calls to
schedule appointment

STEP 2 (within 24 hours of visit)

M DD affira Anriimente annranriate

STEP 1 (at visit)

O Reviews reason for visit with
patient/family

O If patient needs to be seen in ED or
Mental Health Facility, arrangements
will be made then Specialist office will
notify PCP office within 24 hours

STEP 2 (within 7-10 days of initial visit)

O The specialist office communicates
with the PCP regarding the patient’s
plan of care, up-dated diagnosis, and
medication recommendations.

M If there is onaoina visits with the

é NCQA



Knowing and Managing Your Patients
KM 28: Elective Criteria

* Regularly include external parties in “case
conferences” for the purpose of sharing
iInformation and discussing care plans for high-

I’ISk patlentS Evidence of Implementation & Documented Process
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Knowing & Managing Your Patients

Activity



Patient-Centered Access & Continuity

The PCMH model expects continuity of care. Patients/families/caregivers have 24/7 access
to clinical advice and appropriate care facilitated by their designated clinician/ care team
and supported by access to their medical record. The practice considers the needs and
preferences of the patient population when establishing and updating
standards for access

115 éNCQA




COMPETENCY A

The practice seeks to
enhance access by providing
appointments and clinical
advice based on patients’ needs




Patient-Centered Access and Continuity
AC 01: Core Criteria

The practice assesses the access needs and
preferences of the patient population from
collected data to determine if existing methods

are SUﬁICIent Evidence of Implementation & Documented Process
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Patient-Centered Access and Continuity

Question

Strongly . Strongly
Neutral Di
Agree Agree eutra isagree Disagree

appoiniment for urgent care in a timely manner

76.7% 0.0%

appoiniment for non-urgent care in a fimely manner

56.7% 33.3% 3.3% B.7% 0.0%

answer fo medical question within 24 hours

63.3% 16.7% 10.0%: 10.0% 0.0%

answer to medical question when office was closed

56.7% 20.0% 10.0% 13.3% 0.0%

Received courteous and respectful answers from office staff

muk g, mental health, nuirition, exercise

70.0% .| . 0.0%

Felt the provider addressed personal health goals (i.e. weight loss,
moking cessation, etc)

IFHH tha nrnwidar has niven rlear eynlanatinne renardinn neaenintinn

Got appointment for urgent carein a Got appointment for non-urgent care

timely manner in a timely manner

u Strongly Agree
u Agree

wstrongly Agree

m Agree

® Neutral = Neutral

= Disagree  Disagree

® Strongly Disagree w Strongly Disagree

Got answer to medical question
within 24 hours

wStrongly Agree
u Agree
# Neutral
® Disagree

 Strongly Disagree
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Patient-Centered Access and Continuity
AC 02-05: Core Criteria

Q00C

Documents

Provides Provides routine Provides timely _ :
. : clinical advice
same-day and urgent clinical advice by :
: : : and reconciles
appointments appointments telephone during )
) . : after-nours advice
for routine and outside regular and after business : :
: and care in patient
urgent care business hours hours
records
AC 02:03,05- Acos- o | NCGA




Patient-Centered Access and Continuity

of day (minimum of 30% per policy)

TOTAL ALL PROVIDERS 10-9-2017 10-10-2017 10-11-2017 10-12-2017 10-13-2017
Day 1 Day 2 Day 3 Day 4 Day 5
Open "Same Day" slots at beginning |, _ 3,0, 13 =31% 13 = 33% 10 = 53% 13 =33%

Percent of Same- Day appointments
used at end of day

16 of 17=94%

100f13=77%

100f13=77%

7 of 10 =70%

9 of 13 =69%

All other slots (Routine, PAP, Well
Child, New Patient

38 =69%

29 =69%

26 = 67%

9 =47%

26 = 67%

Total all types of
appointments

55 =100%

42 =100%

39 =100%

19 =100%

39 =100%

é NCQA




Patient-Centered Access and Continuity

Contact Us

Our location Our hours

Suburban Family Healthcare Monday 8:30a.m. — 12:00p.m., 1:00p.m. — 5:30p.m.
Tuesday 10:00 am. - 7:00p.m

Wednesday 8:30a.m. -12:00p.m., 1:00p.m. — 5:00p.m.
Thursday 8:30a.m. - 12:00p.m.

Friday 7:30a.m. - 12:00p.m., 1:00p.m. - 3:00p.m.

Get in touch | | N
Phone: (Also for After Hours) Wa.lk in hours 8:30-9:30 am Monday and Fridays (existing

Fax: patients only) and 1st and 3rd Saturdays of the month from 9-12
Eméil- by appointment only.

(office manager — only for non-medical issues)
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Patient-Centered Access and Continuity

Clinical Advice telephonic response 7 days’ log

Patient

Doctor

Date Time Urgent Date Time
Called Called Y/N | Responded | Responded
04/11/2016 2:48PM | Y 04/11/2016 3:04 PM
04/13/2016 10:55AM | N 04/13/2016 11:25 AM
04/14/2016 10:55AM | N 04/14/2016 11:25 AM
04/15/2016 2:26 PM | N 04/15/2016 2:37 PM
04/18/2016 7:26 PM | N 04/18/2016 7:36 PM
04/21/2016 8:23PM | N 04/21/2016 8:50 PM
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Patient-Centered Access and Continuity

AC 06-08: Elective Criteria

A

Practice uses phone or other technology
supported mechanisms to provide scheduled

routine or urgent care appointments

Secure electronic system is available for

patient requests for appointments, prescription

refills, referrals and test results

Timely clinical advice is provided using a

secure electronic system for two-way

communication @
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Patient-Centered Access and Continuity
AC 09: Elective Criteria

Practice assesses equity of access that
considers health disparities by using
Information about the population served

Medicaid
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Patient-Centered Access and Continuity
AC 10-11: Core Criteria

Assists in the selection and/or change of the
patients/families/caregivers personal clinician
choice and documents information in electronic

system

Practice establishes goals and monitors the

% of patient visits with selected clinician/team
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Patient-Centered Access and Continuity
AC 12-14: Elective Criteria

* Continuity of medical record information
when the office is closed

Review and actively manage panel sizes

Review and reconcile panels based on
external data
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Patient-Centered Access and Continuity
Examine Supply/Demand

To manage clinician supply/patient appointment demand
To determine number of patients it's possible to take care of:

(provider visits/day)(days in clinic/year) = # patients
(patient visits/year)

(18)(210) = # patients
I 3.6
Fill in values, for example: (3-6)

* Provider visits/day = 18
 days in clinic/year = 210
* patient visits/year = 3.6

1,050 = # patients

~ Mark Murray, MD

Also compare appointment demand with backlog or wait time

for appointments
(NCQA



Panel Size Review and Management

AC 13: Example What's Your Number ? ? ? Determining the Right Panel Size

In the process of empanelment, it is important to understand the number of patients that a provider can reasonably support.
This number is linked to provider availability and must be understood before the empanelment process begins. This number
should be recalculated whenever the provider’s availability to see patients changes significantly.

1. Select a provider in your practice/clinic who provides care at least 3 days per week. Provider Name: (insert nhame)

2. For this provider, determine the following:

Encounter volume

Total number of encounters for the past two years
A. NOTE: Do not count nurse-only visits
Unduplicated Patients

Number of unduplicated patients seen in the last year

B.

c Number of unduplicated patients seen in the year prior to last year
D Number of unduplicated patients seen in the last two years

£ Number of new unduplicated patients seen last year

Average Visits per Patient per Year

Calculate: [A/D] = AVPY
(Total number of encounters for the past two years / Number of unduplicated patients
E seen in the last two years )= Awerage Visits per Patient per Year #DIV/O!

Appointment Availability

Cengtn or appoIMUMeNnt STots (N MIMUtes)
NOTE: If your practice/clinic has more than one appointment slot
length, use the average appointment length. For example, your clinic

uses 15 minute and 30 minute appointment slots. The average will be
G. 22 minutegs

Number of appointment slots available on the schedule last year

Provider: (insert name)

Practice site/clinic: (insert name)

FORMULA RESULT
DEMAND B XF
Appointment needs of current population Number of unduplicated patients seen in the last year
X Average Visits per Patient per Year #DIV/O!
SUPPLY H
Provider availability Number of appointment slots available on the schedule
last year 0
RIGHT PANEL SIZE HIF
The number of patients the provider can support ) .
b d ¢ ilabili Number of appointment slots available on the schedule
ased on current availability last year / Awverage Visits per Patient per Year #DIV/O!
[B-C] =C
(Number of unduplicated patients seen in the last year-|
%GROWTH Number of unduplicated patients seen in the year prior
to last year) + Number of unduplicated patients seen
in the year prior to last year #DIV/O!
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Patient-Centered Access & Continuity

Activity



Care Management & Support

The practice identifies patient needs at the individual and population
levels to effectively plan, manage and coordinate patient care in

partnership with patients/families/caregivers. Emphasis is placed on
supporting patients at highest risk 131 @\JCQA




COMPETENCY A

The practice systematically
identifies patients who may
benefit from care management
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Care Management and Support

CM 01-02: Core Criteria
¢ The practice must include at least three categories in its criteria

Social determinants

High cost/high utilization of health
Behavioral Poorly controlled or Referrals by
Health complex conditions outside
conditions organizations

CM 02- 133 | &/NCQA



ldentifying & Monitoring Patients for Care Mgmt

Behavioral health patients identified — positive PHQ 9

High utilizers — two or more ER visits in & months

Two or more hospital admissions in past year

Poorly controlled (multiple co morbidities) — HgbA1C > 9; uncontrolled hypertension
Social determinants of health — education level < grade 8

Utilizing the criteria outlined above and in our Patient Care Planning and Management protocol, it is

determined that 83 patients or 9% of the population serviced at the Ashland center could benefit from

care management.

Denominator = 893 patients

Numerator = 83 patients

Percentage of patients identified as benefiting from care management = 9%
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Care Management and Support

Patients Needing Care Management

Social
Determinants
of Health

Behavioral | High Cost/ | Poor
Health Utilization | Control/
Complex

Patients in Registry

(may be listed more than
once)

Unigque Patients in - - - - _
Registry

Total Patients in - - _ _ _
Practice

Patients Needing = - - - -
Care Management

10 375

11.4%
(343 patients)
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Care Management and Support
CM 03: Elective Criteria

* The practice identified patients at high
risk using a comprehensive risk- stratification
process

@
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Care Management and Support
CM 04-05: Core Criteria

A person-centered care plan is established for

care management patients

The practice provides a written care plan to
patients/families/caregivers under care
management
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Care Management and Support
CM 05: Example

Patient is
provided a copy
of individualized

care plan
CLIMRCR L SRR 0 FERINT I Prird Falisnt Copey ﬁ C-ofry Frovided io Fxlient
CAREE PLAN PHIMT B Prrd Palient Cara Flan
Elacironlcaily Bigrned B LFr- GRD
Caba: 10112018 Tima: 111 7 W TE 3

RV B ol Hois i 0 o T i
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Care Management & Support

CM 06-09: Elective Criteria

Documents patient preferences & functional/

lifestyle goals
Addresses identified & potential barriers

Report OR RRWB & Examples

Care plans include a self-management plan

Care plans are shared across care settings
@
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Care Management & Support

CM RRWB: Example

Organization Name:

Completion Date:

Patient Number

W00 = [h |on | [ | b | ==

=
=]

==
sy

=%
X

=
(%]

=
b

==
o

=
=]

Care Planning and Self-Care Support

CM 04 CM 05 CM 06 CM 07 CM 08
. Provides written L
Ersstoart'l}—lfehnet::ed o n R LD AL L [ 2 |d§il;:$::::d Includes a self-
Iw{:aame lan for ST HIEETELEECTL tential barriers | management plan
tientspidenti'fied s LT UL DAL L Tg meeting goals | in inc?i".ridual c:zre
pa for cane patients identified| goals in individual | > T= du‘-“afmm -
management LTzl =20 lans ¢
g management p
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Care Management & Support
CM 08: Example

COPD Action Plan

When you are well, be aweare of the following: Action

= Howw rmisch actnty you can o each day * Hawe something to look forward to each day
= What your braathing is like when you are resting and whan you are active * Plan ahead - pace yourself and allow enowgh time to do things
* How much phlegm you cough wp and what colour it is * Exarrise avery day
= Agvything that makes your breathing worse » Eat a balanced diet and drink plenty of fluids
= What your appetite & like = Ayoid things that make your condition worss
= How well you are sleeping = Take your medication a5 directed by your doctor
= Do you have any swelling to your feet/ankles = Mewer allow your medications to run owt
Faeling mare breathless or wheezy than usual Increase your relisver medication
Reduced enargy for daily activities Contact your
Coughing up more phlegm = for advice
Change in colour of phisgm Consider starting your ‘standby” antibiotics andfor Prednisolons
Poor sleep andfor symptoms waking you in the night “Standby’ medication detalls (see next page)
Starting 1o cough or increased cough Antibiotics: to usa if your sputum becomes coloured or the amount
] increasas due to infection
You may also have loss of appetite . . ) o
) ) Prednisolone (Steriod): to reduce inflammation in the lungs when your
Haw or increasad swelling to feetfankles breathing i bad
The following are signs of a severe attack: Action
* Braathlessness and cough getting worse = |f you hawe not done so already, start your ‘standby” medication
= ou are not able to carmy out your normal daily actrities + Phone your nurse or doctor if you have started “standby’ medication - and you are
i e not improving - for an ungent appointment or home visit

The following are signs of a severs attack:

* ary short of breath when you are at rest, with no relief from medication + Dial 999 for an ambulance or ring the GP Out of Hours service
= Chest pains  » High fever (temperature)

* Faelings of agitation, fear, drowsiness. or confusion

Norfolk Community Health and Care NHS Trust COPD action plan 142 | éNCQA



Care Management & Support
Activity



Care Coordination & Care Transitions

The practice systematically tracks tests, referrals and care transitions to
achieve high quality care coordination, lower costs, improve patient
safety and ensure effective communication with specialists and other
providers in the medical neighborhood

144 @\JCQA



145 | éNCQA




Care Coordination & Care Transitions

Manages lab & imaging tests systematically by:

Tracking, flagging Flagging Notification of
& following-up on  abnormal test test results
overdue tests results

Evidence of Implementation & Documented Process 146 | &/NCQA



Evidence For Test Tracking & Follow-Up

To Minimize Errors:

A decade of research shows that 6 errors are the most widely
documented in ambulatory care, leading to hospitalizations,

complications, minor physical harm, psychological harm, lost patient pay,
physical injury and death. Of these, two are

Diagnostic errors such as missed, delayed and wrong diagnoses

Laboratory errors such as missed, delayed and wrong diagnoses

Source: "Research in Ambulatory Patient Safety 2000-2010: A 10-year review," American
Medical Association, December 2011

(https://psnet.ahrg.qgov/resources/resource/23742/research-in-ambulatory-patient-safety-
2000-2010-a-10-year-review )
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Care Coordination & Care Transitions

CC 01: Example

EFFECTIVE DATE: November 1, 2014 SUPERSEDES: ISSUE DATE: 8/15/14
Procedure:
1. The provider orders the lab and/or diagnostic in the patient EMR along with diagnosis, diagnosis

10.

11.

12.

13.

code and timeframe the testis due.

The LPN/MA will generate and print the requisition for labs/diagnostics. The requisition will be
given to the patient for those offices that cannot receive the orders via fax.

Each LPN/MA will tracklab and diagnostic orders using the 0515 CrystalReport. Obtain the
report from EMR, File, System/Practice Template, Practice, All, 0515 Crystal Report.

The LPN/MA will fellow up monthly by running the OSIS Crystal Report.

At the end of each month, the LPN/MA will confirm the tests have been done by checking the
patient records or the Fairfield Medical Center (FMC) portal for results.

If the test has NOT been completed, the patient is called by the LPN/MA to find out the reason
for the missed lab or diagnostic test. If the patient agrees toreschedule the test, an
appointment is rescheduled while patient is on the phone.

If LPN/MA is unable to reach the patient on the first call, then a second will be placed no more
than seven days later; if no response, a letter will be sent to the patient asking the patient to
contact the office. At this time the LPN/MA will inform the provider and request a verbal erder
to cancel the lab or diagnostic test. The provider may recrder the lab and or diagnostic test
againat the patient next appointment.

The LPN/MA will document in the patient chart using the order management template all
attempts to contact the patient by phone and the date the letter has been sent,

Providers will receive the test results in their Provider Approval Queue once tests are completed
and will require provider signature after reviewing.

Provider will order additional tests, medicationor follow up in the patients chart and taskthose
orders to either the LPN/A to carryout and inform patient.

LPN/MA will selectin Order Management “results received” and the result of the lab value will
be entered in the action/comment box.

LPN/MA will perform orders written by provider based upon results being normal or abnormal
and document in the telephone template in patient chart once patient has been notified.

Paper reports received by mail will be reviewed by the triage nurse. Normal results will be
scanned into the patients chart within 3 days for the provider to review and sign. Abnormal
results or critical results will be given to the provider immediately to address. Once the provider
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Care Coordination & Care Transitions
CC 01 A-B: Example

Lab & Diagnostics Tracking Report : February 1-15,

EPIME, LUMBAR
ELECTROCARDIOGRAM, COMPLETE
¥-RAY EXAM OF KNEES Bilateral
Chlamydia/GC, DMNA Probe
Fasting Glucose, Serum
HEMOGLOBIN 41C

HPV, high+low-risk

PAFR, thin prep

urine for gonorrhea and chlamydia
CMP

LIFID PAMNEL
ELECTROCARDIOGRAM, COMPLETE
CBC

CBC WITHOUT DIFF

CMP

LIFID PANEL

TSH

CT LUMBAR SPINE W/0 DYE

US liver and gallbladder

ECHO TRANSTHORACIC
ELECTROCARDIOGRAM, COMPLETE
MRI ABDOMEN W0 & W/DYE liver

due in 3mos. Left msg for pt to call back.

letter mailed

Action/Comment

Status irder
result receive
ordered
completed
completed
completed
completed
completed
completed
completed
completed
completed
result receive
completed
completed
completed
completed
completed
cancelled
scheduled
result receive
ordered
completed
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Care Coordination & Care Transitions
CC 01 E: Example

Normal Lab Results of lab work left as message

Telephone Encounter

Telephone Encounter Info
Author Note Status Last Update User

Phillip Andrew, MD Signed Phillip Andrew, MD 3NS5 2:04 PM

Last Update Date/Time

Telephone Encounter
Left VM informing him testosterone levels were normal. Also wanted to check in on how the adderall taper is going but didn't get ahold of him; will fiu in 2 weeks at our next appointment

Provider called patient with results of radiology exam

Telephone Encounter

Telephone Encounter Info
Author Note Status Last Update User

MD Signed MD

Last Update Date/Time
11271 1:59 PM

Telephone Encounter
| spoke to patient on the phone. X-ray is not consistent with severe OA. Symptoms are now more intermittent. Advised him to cancel appointment in Ortho clinic and we will evaluate further at his upcoming appointment.
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Care Coordination & Care Transitions
CC 01 F: Example

Order Date:
Time: 11:46:00

10:06:07 AM > briefly
discussed results with
patient, became upset
with negative resulcts.

Name Value Reference Range has appointment next
HEMOGLOBIN Alc 13.4H <5.7%

Hemoglobin Ale Dagree of Glucose Centrel

5.7 Decreased risk of diabetes

5.7 - 6.4 Increased risk of diabetes

>6.4 Consistent with diagnosis of diabetes

*Notes:

STAT

Fasting: No

All tests are performed at Sunrise Medical Laboratories unless otherwise indicated
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Care Coordination & Care Transitions
CC 02: Elective Criteria

Follows up on newborn hearing
and blood-spot screening with
hospitals and/or other inpatient
facilities

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions
CC 02: Example

SnapShat Health Maintenance
Chart Rewiew I% x %
Oweride  Cancel Edit Modifiers  Beport Health Maintenance Modifiers

Results Feview

tyChart B esults Rel... Due Date Frocedure Date Satiz | Maonatal Hearing Screen Mormal

Flowsshests 2f21/2009 | DFT (#1) Meonatal Metabolic Screen Normal

Graphs HEPATITIS B (#1) | ' e
Girowth Chart =) | 12/21/2009 [HIE 3 DOSE REGIMEN (#1) I I

ot D ampe e Documentation required

Histary mp  11/21/2009  [NEOMNATAL SCREEMING HEARING ® Docu mented prOceSS for
Do =) 11/21/2009 |[MNEOMNATAL SCREEMNING METABOUC

Aleries =p | 12/21/2009 | PNEUMOCCAL WACCIMNE (#1) f()l IOW-U p on neWborn
Medications wp | 12/21/2009 |ROTAYIRUS 3 DOSE WACCINE MOT TO START "

hearing tests/blood spot
CCF Imoges screening.

Letters ||

Scanned Documents ® Exam ple

Document List

Dider Entry =} Procedure Overdue /% Procedure Due On # Procedure Due Soan

Immnjections

Forms Patient Modifiers Edit Modifiers Related Plans —Abbreviations for Override Types

Epizodes of Care TOF il
Doc Flowsheets COLORMOSCORY Colonoscopy (EMTE
Visit Mavigator COLOMOZCOFY Colonoscopy - High'f
Colonoscopy Cculu:urmsc:u:;:uy—NcutH‘r

r"iﬁl NoFECET A 2 Malavoctal Qcrann FI
4 4

Haotkey List
E «it Workspace |Use this activity to persanalize the preventive care and disease management rules for this patient

it,’Startl J & @ @ V9ozEed ”J @Inhu...l ﬁCale...I &7 Curr... | F‘rI:u:I...l >4 RE: ... ”EpicHrp... | ] micr... | |;1|E|§—|$g il D@ +18mm
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Care Coordination & Care Transitions

CC 03: Elective Criteria

* Clinical protocols are
established based on evidence-
based guidelines to determine
when imaging and lab tests are
necessary

Evidence of Implementation
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Care Coordination & Care Transitions
CC 04: Core Criteria

The practice systematically manages referrals by providing important information in
referrals to specialists and tracks referrals until the report is received.

0O

* Clinical question « Demographic & * Track referral until
. Required timing clinical data available
— » Flag overdue reports
- Type of referral Test results 9 P
— Care plan * Follow-up overdue
reports

Evidence of Implementation & Documented Process 156 | é/NCQA



Care Coordination & Care Transitions
CC 05-07: Elective Criteria

* Clinical protocols are used to identify
necessary specialist referrals

Evidence of Implementation

Commonly used specialists/specialty

types are identified

* Considers available performance
information on consultants/specialists

Source & Evidence of Implementation
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Care Coordination & Care Transitions
07: Example

CC

Urology (Peds): Montefiore: Hutchinson C

Headache: Montefiore: Hutchinson Camp)|!

Cardiology: Montefiore-Einstein Heart Ces|

Urology (Peds): Montefiore: Hutchinson C

Plastic Surgery: Montefiore: Hutchinson O

Urology (Peds): Montefiore: Hutchinson C

Camiology: Montefiore-Einstein Heart Ces|

Plastic Surgery: Montefiore: Hutchinson C

Allergy- Montefiore - Hutchinsen Campus,

Infectious Disease: Montefiore: Hutchinsg

Demnatology: Montefiore: Huichinson Can

Demnatology: Montefiore: Hutchinson Can

Urology (Peds): Montefiore: Hutchinson C

Urclogy (Peds): Montefiore: Hutchinson C

Family Planning: Montefiore - AECOM, 16

Family Planning: Montefiore - AECOM, 18

[/
4
I
I
[/
I
Endocrine (Peds): Montefiore - Hutchinso|| [
|
|
i
|
I
I
I

Family Planning: Montefiogg.- AECOM, 16
Family Planning: Montefiore - AECT -

Family Planning: Montefiore - AECOM, 18

Family Planning: Montefiore - AECOM, 16

Family Planning: Montefiore - AECOM, 16

Family Planning: Montefiore - AECOM, 18

URO-GYM: AECOM

URC-GYM: AECOM

Genetics - AECOM

Ultrassound: AECOM

Fetal Echo: AECOM

Hematology: Albert Einstein College of Ny

!
4
4
i
i
i
URC-GYM: AECOM !
I
!
I
[
I

Ultrasound: AECOM

Genatics - AECOM ~

DB/GYN: MFAC - AECOM I

OBIGYN: MFAC - AECOM I

MNeurclogy: Maontefiore Morth - Medical Vill/

MNeurology: Montefiore North - Medical vil[1

Mammogram: MMC - Morth 4

Ultrasound: Montefiore - Wakefield Campl| 4

Umology

Neumology

Cardiclogy

Umology

£

Plastic Surgery

—r

Umology

Cardiclogy

Plastic Surgery

r

Allergy

Endocrine

Infectious Diseases

Dermatology

r

Dermatology

Umology

r

Umology

£

Family Flanning

£

Farmnily Planning

Family Planning

Family Planning

- Planning
Family

Family Flanning

Family Planning

£

URO-GYN

£

URO-GYN

URO-GYM

£

Genetics

£

Ultrasound

ECHO

Hematology

£

Ultrasound

Genetics

£

OBIGYN

£

OBIGYN

Neurology

r

Neumlogy

Mammogram

Ultrasound

MAos2015
01/06:2015
MAow2015
0M0w2015
01/13/2015
MNs2015
Mi2nv2015
M2n2015
0212015
011222015
011222015
242015
0/26:2015
01/28:2015
01/28:2015
01/13/2015
01/13/2015
MN42015

01/08:2015
01/13/2015
MM52015
0172v2015
M2n2015
222015
01/23/2015
22015
22015
MAOFR2015
01/08:2015
MiM12015
/152015

Canceled by clinic

Patient no-show

Created

Patient no-show

Patient no-show

021772015

Canceled by clinic

020272015

Created

03272015 Patient no-show
oEM122015 141 =ult notes received
0212015 2B8(C ult notes received
0211812015 25| CancMgd by patient
05/04/2015 08| Create

D6/09/2015 132|Created W
0A/11/2015 42| Created N
03/05/2015 51| Canceled by pati
04062015 83| Consult notes recei
0a/02/2015 47 |Patient no-show [
031212015 43| Patient no-show
O5/28/2015 120 |Kept Mot Seen
0202015 11 |Patient no-show

. 2015 21

02/02/201

Canceled by clinic
— potes received

O3/DE/2015 57
D5/07/2015 110 Patiant no-show
03aN2r2015 53| Patient no-show
0210i2015 28|Canceled by patient
0202015 25| Consult notes receiv,
02232015 34 | Consult notes

DA/25/2015 64| Created ¥
0A/05/2015 42| Consyictes received Jf

03/03/2015
022015

oD2M2r2015 14| Consult notes received
05132015 126 | Created

6112015 154 | Created

o2M102015 30| Patient no-show
02132015 28| Patient no-show

This report is periodically
generated from TRMS, a
web-based tracking
database used by the
practice for subspecialty
referrals. It shows the
total number of referrals
to subspecialties for adult
patients generated
(electronically) in January

7 2015, appointments

scheduled and the
location [(mostly within
], the number
of days/waiting period,
and the status of those
appointments.
Out of a total of 319
referrals, 76 of them were
not scheduled within
Medical
Center, 76% were.
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Performance Information for Specialist Referrals
CC 07: Example

Medicare.goV | Physician Compare

The Official U.S. Government Site for Medicare

Physician Compare About Physician

Physician Compare Home

Share

Find physicians and other health Find group Search another
care professionals practices way
A field with an asterisk (*) is required.
* Location * What are you searching for? @

BROOKLYN. NY, USA ‘

Additional search options »

-

Spotlight

p
‘ ‘ Additional information

159 | @NCQA



Care Coordination & Care Transitions
CC 08-09: Elective Criteria (CC 09)

PCMH PRIME

The practice sets
expectations for patient care
and sharing information
when working with:

» Non-behavioral healthcare

specialists RTINS

> * Behavioral healthcare

prOVIderS Agreement OR Documented Process
& Evidence of Implementation

160 | é/NCQA



Behavioral Health Referral Expectations

CC 09: Example

Behavioral Health Care Compact

between

Referral Process

STEP 1 (at initial office visit)
O At the office visit, PCP will discuss

reason for referral to Behavioral
Health Specialist with patient/family

If visit is uraent, PCP office will call

The Center office intake line

to notify of need for a more expedited
appointment and outreach to the
patient

The Center contact
information is provided to patient in
printed care plan and follow-up plan

STEP 2 (within 24-48 hours of visit)
Referrals will be sent via fax or
through the electronic health record
(EHR) to The Center intake
department. The referral will include
the patient’s face sheet, most recent
progress note, and the signed
‘authorization to release PHI’ form.
Referral/Care Coordinator verifies
insurance coverage referral
requirements

Pertinent records and information will
be included with referral

STEP 1 (within 24 - 48 hours of visit)

O The Center intake office
receives fax and intake office will
contact patient to schedule visit and
complete intake assessment

O Insurance eligibility/benefits are
reviewed when appointment is
scheduled

O The patient will be placed with a
therapist/counselor that is deemed a
‘good fit’ for the patient based on
psychological assessed needs and
insurance coverage.

STEP 2 (within 7-10 days of initial visit)

O The specialist office communicates
with the PCP regarding the patient’s
plan of care, up-dated diagnosis, and
medication recommendations.

O This report will be sent to the PCP
office within 7-10 business days of
appointment (f/u recommendations
and other pertinent medical
information)
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Care Coordination & Care Transitions

CC 10: Elective Criteria m

* A behavioral health provider is integrated
into the practice’s care delivery system

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions

CC 11-13: Elective Criteria

Monitors the Documents co- * Engages with
timeliness and management patients regarding
quality of referral arrangements in cost implications of

responses the patient’s treatment options

medical record

cors- MEEREEETD | (NCoA



COMPETENCY C
The practice connects with

health care facilities to support
patient safety throughout care
transitions. The practice
receives and shares necessary
patient treatment information to
coordinate comprehensive
patient care




Care Coordination & Care Transitions
CC 14-16: Core Criteria

ldentifies patients with unplanned
admissions and ED visits

Report & Documented Process

Shares clinical information with
iInpatient facilities

Evidence of Implementation & Documented Process

Contacts patients/families/
caregivers for follow-up care

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions
CC 14-16, 18-19: Example

Hospital census Is obtained daily by fax or from an offsite electronic Health
Information System from local hospitals by the Care Coordinator or Nurse
Care Manager.

Communication with local hospitals is completed daily.

Discharge records are faxed to the CHCCM from the hospital or pulled
from an offsite Health Information System by the Care Coordinator or
Nurse Care Manager.

Local hospitals are contacted if additional information is needed.

Atter thorough review and obtaining hospital records the Care Coordinator
will give the daily census to the Nurse Care Manager for review.

Nurse Care Manager will be responsible for assuring the medical records
were received and scanned into the chart.

Nurse Care Manager or Care Coordinator (if designated) will be
responsible for contacting patient’s that were admitted and discharged
from the hospital within 72 hours to ensure medications and allergies are
reconciled in the patient’s chart, schedule follow up appointment’s if
needed and obtain additional information as needed.

é NCQA



Care Coordination & Care Transitions
CC 14: Example

Referred Registration is an admission
Inpatient Discharge is a hospital discharge
Emergency Discharge is discharge from the ED.

=
Phiysicisn Care Manager < HIM Dept: HIM (OND/OND LIVEF/ONDLIVEF) - Mosack Maureen [EDT]

(My Nob'ces)[llwtid\t CovuIOutpabenl Covm)
(oo ) an J{Acknowledged)

=+ Type ¥ Sent Patient Name Provider @ Status
 + Results (13)
= ADT Events (78)

Referred Regstration Mon Ape 27 15:39 EDT New
Emergency Discharge Mon Apr 27 14:59 EDT New
Cinical Registration Mon Apr 27 12:32 EDT New
Emergency Registration Mon Ape 27 12:31 EDT New
Referred Registration Mon Apr 27 09:53 EOT New
Emergency Discharge Mon Apr 27 02:02 EDT New
Referred Regestration Mon Ape 27 01:53 EDT New
Referred Regestration Mon Apr 27 01:38 EDT New
Emergency Registration Mon Apr 27 00:41 EDT New

= ADT Events (10)
Inpatient Discharge Mon Apr 27 16:14 EDT New
Inpatient Transfer Sun Apr 26 23:55EDT New
Inpatient Transfer Sun Apr 26 07:37 EDT New
Inpatient Registration Sun Apr 26 07:37 EDT New
Inpatient Transfer Sun Apr 26 07:37 EDT New
Emergency Registration Sun Apr 26 01:38 EOT New
Inpatient Discharge Wed Apr 22 15:50 EOT New
Inpatient Transfer Mon Apr 20 16:23 EDT New
Inpatient Registration Mon Apr 20 07:03 EDT New
Inpatient Transfer Mon Apr 20 07:03 EDT New
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Care Coordination & Care Transitions
CC 16: Example

Descrption. 45 year old female
10:26 AM Telephone Provider:
MRN Gt A

Reasuﬁ for Call

Follow-up since

Call Documentation

10:32 AM Signed
Following up with patient after visit to ER for abdominal Pain. Pt states that she was discharged
and that her CT Scan and labs were fine. Still c/o some slight pain today but that overall it is
better. Was told last night that it could be because of her nerves. The ER MD increased zoloft for
this and pt states that she has made the changes recommended. Would like to follow up with PCP
to make sure that dose will work for her. Schedule F/U in 1 week. Pt voices no further needs at this
time.

Encounter Messages

Mo messages in this encounter

Contacts

| vDe -ontact

10:26 AM Phone (Outgoing)
Created by

10:26 AM
Patient Instructions

MNone
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Care Coordination & Care Transition
CC 17-20: Elective Criteria

Coordinate with acute care Exchange patient information with
settings after hours through access the hospital during patient’s
to current patient information hospitalization
Obtain discharge summaries Collaborates on care plan for
consistently from the hospital and complex patients transferring in/out
facilities @ of the practice

(ool yAI:IMl Evidence of Implementation & Documented Process

(o{oR2{0}8 Evidence of Implementation
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Care Coordination & Care Transition
CC 19: Example

: Location: [fie: // P /poztFles/LEAN1 /LEVEOD /LEVC0D1 /LEVD 001 LEVE DD ALEY 1 /LEVGI0 ALEVHIDT ALEYI OC

=) n|%|_|ﬁg B[H O o6 o] B|F 14p] By AIETETIFR
L ﬂ

Auilhor, Barvice: Family Meding Aulhar Type, Physician
Filed: /20201 Mate Teme: 8/200201 Status: Signed
Edilor: .
MEDICAL CENTER
Health Care Network
DISCHARGE SUMMARY
Pt. Name/Age/DOB:
Date of Admission: 6/18/20° Date of Discharge: &/20/20
PCP: Christopher
Discharging Provider: Johannah MD
Consultations;

IP CONSULT TO CASE MANAGEMENT

Hospital Discharge Dx:
Principal Problem:
Delirium
Active Problemns:
CWVA (cerebral infarction)
Benign essential HTH
Dementia
Hypertensive urgency
Atrial fibrillation with rapid ventricular response
Type 2 diabetes mellitus without complication
Chronie systolic heart failure
E. coli LTI

HPI'Reason for Admission: Found wondering, evidence of recent fall and acute worsening of her
baseline dementia. Upon arrival at her home, her son, primary caregiver, was intoxicated and patient

deemed not safe to return. Spoke with other son, who states her mentation is an acuta
change and she was admitted to the hospital for wiu and admission to Crestwood.
Hospital course, including complications: -
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Care Coordination & Care Transition

CC 21: Elective Criteria

®

Electronic exchange of information with
external entities on 1 or more (max 3 credits):

A RHIOorHEs @

B. Immunization registries or similar

C. Summary of care to other providers or
facilities for care transitions

Evidence of Implementation
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Care Coordination & Care Transitions

Activity



Performance Measurement &
Quality Improvement

The practice establishes a culture of data-driven performance
Improvement on clinical quality, efficiency and patient experience, and

engages staff and patients/families/caregivers in quality improvement
activities 173 | (NCQA







Performance Measurement & Quality Improvement
QI 01: Core Criteria

The practice monitors at least 5 clinical quality measures
(must monitor at least one measure of each type):

Immunization measures
Other preventive care measures
Chronic or acute clinical care measures

Behavioral health measures
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Performance Measurement & Quality Improvement

QI 02-03: Core Criteria

The practice monitors at least two
measures of resource stewardship (must
monitor at least 1 measure of each type):

Care coordination measures

Measures affecting health care costs

Assesses performance on availability of
major appointment types

Report & Documented Process

&,
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Performance Measurement & Quality Improvement

QI 01 A-D: Example

Health Maintenance Topic
1/1/  -12/31/

In compliance

Overdue

Breast Cancer Screening 51.05% 48.95% 100%
1,381 1,324 2,705
Colon Cancer Colonoscopy 63.35% 36.65% 100%
1,965 1,137 3,102
Pneumococcal Vaccine 83.11% 28.36% 100%
743 350 1,234
Depression screening 74.84% 25.16% 100%
992 350 1,232
Hemoglobin A1C 71.64% 28.36% 100%
884 350 1,234
Urine Microalbumin/Creatinine Ratio 67.13% 32.87% 100%
825 404 1,229
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Performance Measurement & Quality Improvement

Ql 02 B: Example

(Preventable Readmissions) Readmission within 30 days (All Cause)
40 i - Te—
e % “ ] Readmission within 30 days showing
2% by improvement
v )
20 TSI 7 IR e
. _ 1T i
10- o - -...-._n-’ﬁ‘ v '-.32 6.57
\ ;
L |

0 1 1 I | ) I I | '

01/01/11-  Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dee

1‘2/31(’11 2012 2012 2012 2012 2012 2012 2013 2013 2013 2013 2013 013

Baseline
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Performance Measurement & Quality Improvement

Monitors patient experience through quantitative data (across at least
three categories)

Access

Communication

Coordination

Whole-person care,
self-management
support and
comprehensiveness

Monitors patient experience through qualitative methods
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Performance Measurement & Quality Improvement

QI 04 B: Example

MEW PATIENT PHOME SURVEY Provider

Did your Provider mest and safisfy your nesds? Speaks Englizh | Age [ Inswred | Race | Co-morbidity
L ¥ . i -

‘1-3 Caller identifies possible = p’ —

3 vulnerabilities prior to

4. phone survey.

3

ABC Heslth would like to be your *Pafient Centered Medical Home”. Owerall, how was your experience? | Speaks English | Age | Inswred | Race | Co-morbidify

1.

2

3

4

3

Are you aware we have walk-in kours for acute care if you are unable to gel in with your provider today? | Speaks English | Age | Inswred | Race | Co-morbidify

1.

2

3

4

3

Are you awars that ABC Health offers Pharmacy & Dental senices? Able to get your meds today ™ Speaks Englich | Age | Inswred | Race | Co-morbidity

1.

2

3

4

3

Do you have any suggesiions of comments on how we can increase quality and your safisfaction Speaks English | Age | Insured | Race | Co-morbidity

1.

2

3

4

3

the Chisf Quality Officer for uze in QA/QI schifies |

Providers — You will receive 3 copy of thiz swrvey each ime it fills. The Patient SatisfacBion Coordinator (PSC) calls all new patients a few days after thair first visit to
provide immediate feedback as well as recognizing wilnerable subgroups. The PSC will provide care coordinafion as needed when identified. All findings are kept by
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Performance Measurement & Quality Improvement
QI 05: Elective Criteria

Assesses health disparities using
performance data (must choose one from
each section):

 Clinical quality

« Patient experience

Report OR QI Worksheet
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Performance Measurement & Quality Improvement
QI Worksheet: Example

NCQA PCMH Quality Measurement and Improvement Worksheet

PURPOSE: This worksheet helps practices organize the measures and quality improvement activities that are outlined in PCMH AC 01-03,
AC 06 and QI 03-14. Refer to PCMH AC and Ql in the PCMH 2017 Standards and Guidelines for additional information.

NOTE: Practices are not required to submit the worksheet as documentation,; it is provided as an option. Practices may submit their own report
deatailing their quality improvement strategy but should consult the QF Worksheoet Instructions for guidance.

QUALITY MEASUREMENT & IMPROVEMENT ACTIVITY STEPS

1. ldentify measures for Ql. Select aspects of performance to
improve:
« Must Demonsirate (Core Critenia)
— PCMH G 01 At least five clinical quality measures
— PCMH G 02: At least two resource stewardship measures
— PCMH G 03: Assess availability of major appointment types

— PCMH G 04: Monitors patient experience
+ Optional {Elective Criteria).

— PCMH @ 035: At least two measuras for vulnerable populations
{one clinical quality, one patient experience)

2. ldentify a baseline performance assessment. Choose a starting
measurement period (start and end date) and identify a baseline
performance measurement for each measure.

« For PCMH Qf 06-11 and 13, use performance measurements
from the reports provided in PCMH Qi 01-05.

The bassline measurement period must be within 12 months
before evidence submission for check-in, or within 24 months, if
there is a remeasurement period. The performance measurement
must be a rate (percentage based on numerator and denominator)
ar number (with number of patients represented by the data).

3. Establish a performance goal. Generate at least one performance
goal for each identified measure. The specific goal musrt be a rate or
number greater than the bassline performance assessment. Simply
stating that the practice intends to improve does not meet the
objective. (Applies to QI 08-11 and 13)

For multi-sites: Qrganizational goals and actions for each site may be
used if remeasurement and performance refate fo the practice. Each
practice must have its own baseline and performance results.

4. Determine actions to work toward performance goals. List at

least one action for each identified measure and the activity start
date. The action date musrt occur after the date of the baseline
performance measurement date. You may list more than one
activity, but are not required to do so. (Applies to QI 08-11 and 13)

5. Remeasure performance based on actions taken. Choose a
remeasurement period and generate a new performance
measurement after action was taken to improve. The
remeasurement date musrt occur after the date of implementation
and must be within 12 months before evidence submission for
check-in. The performance measurement must be a rate
(percentage based on numerator and denominator) or number (with
number of patients representad by the data).

6. Assess actions taken and describe improvement. Briefly

describe how your practice site showed improvemeant on measures.
Describe the assessment of the actions; comrelate actions and the
resulting improvement. {(Applies to Gl 12 and 14)
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Performance Measurement & Quality Improvement
QI 06-07: Elective Criteria

Uses a standardized,
validated survey tool

* Obtains feedback
on vulnerable patient
groups
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COMPETENCY B

The practice evaluates its
performance against goals or
benchmarks and uses the
results to prioritize and
implement improvement
strategies
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Performance Measurement & Quality Improvement
QI 08-11: Core Criteria

Sets goals and acts to improve upon at least
three measures across at least three of the four

categories

Sets goals and acts to improve upon at least
one measure of resource stewardsifF I EEIITTD

Sets goals and acts to improve availabllity of
major appointments types to meet

Sets goals and acts to improve on at least one
patient experience measure

185 | @\ICQA



Performance Measurement & Quality Improvement
Ql 12-14: Elective Criteria

*Achieves improved performance on at least 2
performance measures

Report OR QI Worksheet

Disparities in care or services

1. Sets goals and acts to improve at least one
measure Report OR QI Worksheet

2. *Achieves improved performance in at least
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Performance Measurement & Quality Improvement
QI 15: Core Criteria

Reports practice-level or
iIndividual clinician performance
results within the practice for
measures reported by the

Evidence of Implementation & Documented Process
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Performance Measurement & Quality Improvement
QI 16-19: Elective Criteria

©

Reports practice/ * Involves patient/

* Reports clinical Practice Is

clinician level family/caregiver in : engaged in Value-
performance quality qtloak;tl)ég;g;séug?s Based Contract
results publicly or improvement Medicaid acenc Agreement (max 2
with patients activities gency credits)
Q16 &17 - Q118 - Q119 -

Evidence of Implementation & Documented Process Evidence of Implementation Agreement OR Evidence of Implementation g | éNCQA




Reporting Performance Publicly/Patients
Ql 16: Example

Dear
Enclosed in this letter you will find the performance results for your individual clinician, Dr ind
practice-level, MD PC, on the important preventive and chronic measures including Depression

Screening and Hemoglobin A1C testing. We are working diligently to increase Individual clinician and Practice-

level screenings of important preventive and chronic measures.

Individual Clinician

Depression Screening 38.44 % 39.08 %
Hemoglobin Alc testing 74.02 % 74.15 %

Our practice also would like share with you patient satisfaction information. Based on patients survey that
practice conducted in May and November of 2016, patients mostly complained via the survey that they have
to wait to being called while they are waiting in waiting room. Please see numbers listed below.

First time: May 2016 Second time: November 2016

Survey results 21% 18%

Practice supplies this information to make sure you aware of how your individual clinician, and
entire practice are doing. We really encourage our patients to take an active and involved roll in their
healthcare.

Sincerely
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Performance Measurement &
Quality Improvement

Activity

@NCQA



( Recognition Process

Q-PASS
@NCQA
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Recognition Process

3 Pathways

New
Customer

Full Transform
Process

Recognized Recognized PCMH
PCMH 2011 Levels 1-3 & 2014 Level 3

PCMH 2014 Levels 1-2

Accelerated Bypass Transform
Renewal Process Direct to Sustaining
(Transform w/ Process
Attestation)
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New Customers
Transform Steps

Complete
Eligibility/Readiness
Survey

Enroll Sites

Discover
Educational
Resources

Meet with NCQA
Representative

Create Q-PASS
Account(s)

Provide Evidence
during Review
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Existing Customers
Transform Steps

C mr ste Discover
Eligibilitv  -eadiness Educational
drv ¢ Resources

Meet with NCQA
Representative

Enroll Sites

Claim Q-PASS
Account(s)

Provide Evidence
during Review
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Organization set-up

New Organizations

« Create Organization in
Q-PASS

* Provide Organization
details (address, phone,
Tax ID)

« Save Organization

Existing Organizations

« Authorized users — See
“My Organizations” tab

* To “claim” an
organization otherwise,
contact NCQA
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Q-PASS Organization Home Page

e —) https://qpass.ncqa.org’

| Recognition Program - NC... * | [F]

(NCGA Q-PASS A ¢

= / Home

Welcome, William Tulloch, BA ~

¥ My evaluations My organizations

Organ izatio ns All of your organizations are listed here.

5 3 34 Total Organizations

Name « 1

1 Hanson Place Pediatrics PC
1/2SBCT
10 MDG USAFA Family Health and Pediatric Clinics

1211 WPR

Phone

(210) 295-7419

(719) 333-0566

(718) 828-6610

Primary

Create or Claim an Organization

results per page|10 Vv

Secondary

Q

Actions

Actions ~

Actions ~

Actions ~

Actions -

198 | é/NCQA



Adding an Organization to Q-PASS

T
—>.L hitps://ps=.nega.rg/ HD-ac @l ‘k o

| Recognition Program - NC... * | [F]

éNCQA Q-PASS ﬁ & : Welcome, William Tulloch, BA ~

= / Home

¥ My evaluations My organizations

Organ |Zati0 ns All of your organizations are listed here.
How to add a new organization or claim an existing organization? INSTRUCTIONS
How to set the primary and secondary contacts? INSTRUCTIONS
What is my Tax |d Number? INSTRUCTIONS
Add an Organization

Just add information about your organization below to get set up.

Search for your organization to ensure it does not already exist before creating a new organization. Please enter at least 4 characters while searching for
your organization.

Q | Search..
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Adding an Organization to Q-PASS Il

e —) https://qpass.ncqa.org’

| Recognition Program - NC... * | [F]

éNCQA Q-PASS ﬁ & : Welcome, William Tulloch, BA ~

= / Home

Add an Organization

Just add information about your organization below to get set up.

Search for your organization to ensure it does not already exist before creating a new organization. Please enter at least 4 characters while searching for

your organization.

Q | TESTING|

Your search - TESTING - did not match any results.

Organization Legal Name

*required

Organization Display Name

Street Address
“regquired
City State... v Zip
“regquired *required *required v
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Adding an Organization to Q-PASS Il

(— —) https://qpass.ncqa.org/

| Recognition Program - NC... * | F|Introto

ﬁ f 3 Welcome, William Tulloch, BA ~

ENCQA  Q-PASS

= / Home

Street Address

*required
City State... v Zip
*required *required *required
Telephone Ext Tax Id Number
“required *required

HRSA grantee organizations only: please enter your HRSA H code below.

HRSA-H

% Cancel

National Committee for Quality Assurance Blog License Agreement Privacy Policy Contact Us

1100 13th St., NW, Suite 1000
Washington, D.C. 20005
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Enrollment

Organization needs the following to enroll

 Site information, including NPI

 Clinician information, including NPI &
Boards/specialties

« Authorized signatory for agreements
* Payment method
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Enrollment

Step-by-Step process in Q-PASS
‘ .  Choose sites
Choose product(s)
Add/create clinicians
Sign agreements

Pay (can’t pay until agreements
signed)
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PCMH Fee Schedule
PCMH 2017

Pariners in Quality Partiners in Quality
Sponsored Sponsored
Single Site Practice  Single Site Practice | Multi-Site Practice | Multi-Site Practice

Clinician  Fee Per Clinician Fee Per Clinician Fee Per Clinician Fee Per
Tier Clinician  Tier Clinician | Tier Clinician  Tier Clinician

1-12 $500.00 1-12 £400.00  1-12 $25000 1-12 %£200.00
13+ $50.00 13+ $4000 13+ §2500 13+ £12.00
succeed succeed Succead Succeed
1-12 $12000 q-12 $120.00 112 $120.00 1-12 $120.00
13+ £12.00 13+ $12.00 13+ $12.00 13+ £12.00
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Enrolling in Q-PASS

https://qpass.ncqa.org/Organizations/Mylid=5a20a6e8-4275-4b41-934c-68143a591 34 cBiv=pr

| Recognition Program - NC... * | [F]
Welcome, William Tulloch, BA ~

(NCQA Q-PASS A & £ &

= / Home / ProductionTest12 / Programs

o
/ Programs
How to Enroll a Site into a Program? INSTRUCTIONS

Select a program to enroll in from the list below.

Patient-Centered Medical Home

G
o2
=3 @ © Recognized ) ¢ Enrolled €B
P ATIENT-CENTERED The patient-centered medical home is a way of organizing primary care that emphasizes care coordination and
MEDICAL HOME communication to transform primary care into "what patients want it to be." Medical homes can lead to higher quality and

_v_ lower costs, and can improve patients’ and providers’ experience of care.

Enroll Sites in Program =

National Committee for Quality Assurance Blog License Agreement Privacy Policy Contact Us
1100 13th St., NW, Suite 1000
Washington, D.C. 20005

© 2017 - National Committee for Quality Assurance (NCQA). All rights reserved. * System version 78
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Enrollment — Choose Sites

| Recognition Program - NC... * | [F]

éNCOA Q-PASS ﬁ s ; Welcome, William Tulloch, BA ~
How to add a site? INSTRUCTIONS
How to Enroll a Site into a Program? INSTRUCTIONS
How to set a Primary Contact INSTRUCTIONS
What is the difference between a Type 1 and Type 2 NPI? INSTRUCTIONS

Total Sites to Enrollin PCMH = 1

i

You can create new practice sites by clicking "Create New Site" below. Once you have created all of your practice sites, you can choose which practice
sites you wish to enroll in the area to the left below by selecting the practice sites in the list. If you want to enroll all your listed practice sites, click

"Select All/None."

Select Sites below:

D Select All/None

Production Test 1, Site A
Cg

D1 Select a site on the left to show details in this section. “
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Enrollment — Choose Products

https://qpass.ncqa.org/Organizations/Enroll?id=5a20a6e8-4275-4b41-934 c-68143a591 34 c&programld=Pcmh&v=o

| Recognition Program - NC... * | [F]

éNCOA Q-PASS ﬁ s ; Welcome, William Tulloch, BA ~

Step 2: Choose Products

@ Here you see all the available products for your practice sites. For most practice sites, this will be limited to the program selected. For practices in some locations,
there will be additional products, such as the Massachusetts PCMH PRIME Certification program.

When you are done selecting all your products for your practice sites, click the 'Next' button to the right to continue to the next step in the enrollment process.

Please choose any of the eligible practice sites you would like to add the Patient-Centered Medical Home product:

Production Test 1, Site A

Please choose any of the eligible practice sites you would like to add the PCMH HPC PRIME product:

D Production Test 1, Site A

National Committee for Quality Assurance Blog License Agreement Privacy Policy Contact Us
1100 13th 5t., NW, Suite 1000
Washington, D.C. 20005

© 2017 - National Committee for Quality Assurance (NCQA). All rights reserved. « System version 78 E*
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Enrollment — Set Up Clinicians

https://qpass.ncqa.org/Organizations/Enroll?id=5a20a6ef-4275-4b41-934 c-68143a591 34 c&programld=Pcmh8iv=c
| Recognition Program - NC... * | [F]

éNCOA Q' PASS ﬁ f 'ﬁ: Welcome, William Tulloch, BA ~

% Products &, Clinicians .4 Legal Agreements

= Cost Overview ER Review

Step 3: Set Up Clinicians

© Foreach practice site, set up your clinicians who you wish to be included on the certificate for the program you are enrolling in by clicking 'Manage Clinicians'
next to each practice site.

For the PCMH program, only count MDs, DOs, NPs and PAs that: 1) manage a panel of patients and 2) provide primary care for 75% or more of their patients.

When you are done adding all of the clinicians for your practice sites, click the 'Next' button to the right to continue to the next step in the enroliment process.

Site

< Back

Clinician Count Actions

Manage Clinicians

Production Test 1, Site A 1

National Committee for Quality Assurance Blog License Agreement Privacy Policy Contact Us
1100 13th 5t., NW, Suite 1000
Washington, D.C. 20005

© 2017 - National Committee for Quality Assurance (NCQA). All rights reserved. ¢ System version 78

(=
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Enrollment — Sign Agreements

e —) https://qpass.ncqa.org/Organizations/Enrollfid=5a20a6e8-4275-4b41-934 c-68143a59134 cBprogramld=Pcmh8iv=bha

| Recognition Program - NC... * | [F]

éNCOA Q' PASS ﬁ f 'ﬁ: 4 Welcome, William Tulloch, BA ~

< Back

% Products & Clinicians .#" Legal Agreements = Cost Overview ER Review

Step 4: Sign Legal Agreements

O There are legal agreements that must be signed by an authorized representative of your organization. That authorized individual may be you or it may be
someone else at your organization.

Click on 'View/Sign Agreement' next to each Legal Agreement and follow the instructions. If you cannot sign the legal agreements now, they must be signed before
you can begin uploading evidence to the system or access your evaluations.

When you are done signing the legal agreements or designating someone else to sign them, click the 'Next' button to the right to continue to the next step in the
enrollment process.

How to sign legal agreements INSTRUCTIONS

There are 2 agreements that need to be signed.

Click on an Agreement to view the PDF. You will require Adobe Acrobat Reader to view PDF.
Download Adobe Acrobat Reader

Agreement Is Signed Signed By Date Signed View/Sign Agreement
PCMH 2017 Agreement Signed Bill Tull 4/12/2017
(=
L
A

Business Associate Agreement Signed Bill Tull 4/12/2017
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Enrollment Invoicing

&« 50| | https://apassncqa.org/Organizations/EnrollTid=5a20abe5-4275-441-034c 681432501 34 ciprogramid=Pemhav=

| Recognition Program - NC... * *.\;

(NCQA Q-PASS f® &S B & Welcome, William Tulloch, BA ~

% Products & Clinicians /¥ Legal Agreements =5 Cost Overview

Step 5: Generate Invoices and Cost Overview

@ Please review the line items in the cost overview below and either generate an invoice for each line item or bundle line items together and generate an invoice for
the bundles. You can pay the invoices by clicking the 'Pay Invoice' option under the 'Actions' button next to each line item or bundle that you've created an invoice
for.

All invoices must be paid before enrollment is complete. You cannot continue to the next step in the enrollment process until you have created an invoice for each of
the line items or bundles.

*If you believe you've created an invoice with an error, please contact Customer Support to request NCQA to make corrections to the invoice.

When you are done, click the 'Next' button to the right to continue to the next step in the enrollment process.

How to Bundle, Create, & Cancel Invoices INSTRUCTIONS

How to Apply Discount INSTRUCTIONS

How to Pay Invoice INSTRUCTIONS
Site Product Version Amt Due Status Order # Actions Discount All D
Production Test 1, Site A PCMH 2017 $4000 $0 Paid 169819 $400

=
v
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After Enrollment

NCQA will assign a representative to the practice
The practice should then address:

Transfer credit Shared credit
* Pre-validated vendors @+ Organizations with
& transfer-credits multiple sites
— Choose vendor with =« Share
existing auto-credit evidence/credit for
- Vendor supplies criteria done the
implementation same
letter confirming . Create sub-groups if
eligibility share different
— Criteria set as “Met” electronic
after confirmation by system/processes
Representative

@ NCQA



Multi-Site Process

Organizations with 3+ sites

Shared electronic system, processes and
evidence across sites

ldentify shared criteria from “sharable list”

|dentify primary site

— Full review only for this site

— Shared criteria auto-populate in
subsequent sites
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Corporate Credit Transition
Multi-sites recognized under PCMH 2011 or PCMH 2014

 Eligibility: Organizations
adding unrecognized
practices during active PCMH
2011 or 2014 recognition
(prior to expiration)

* Credit earned from the
previous corporate survey tool
can contribute toward
recognition for their practices
at an accelerated pace.

KNHOWING AND MANAGING YOUR PATIENTS (KM)

Eligible for
Criterta Criteria Titie el attsatation of
Shared Credit?
Competency A Comprehensive PatlentPopulation Knowledge
KM 01 {Core) Proolem Lisis She-Speciic
KM 02 [Corne) Comprenensive Haaith Assassmeant Partialty Shaned™"
"Fand & are new
KM 03 (Cone) Depression Sorzening Fartially Shared™
KM 04" (1 Credit) Behavioral Health Screenings Partialty Shaned™

KM 05" (1 Credit)

Oral Health Assessment & Sendces

KM 6 (1 Cradh)

Predominant Conditions & Concems

KM 7" (2 Crediis)

Soclal Determinants of Hegth

KM 08" (1 Crexdit)

Patient Materlals

Competancy B: Cultural Competency

Partialty Shanad--

e-Specific

"A and C are new

KM 09 (Core) Diwersity
KM 10 (Core) Language
®M 11 (1 CredH) Population Meeds

Shared

Competancy C: Proactive Population Man agement

KM 12 [Core)

Proactive Reminders

KM 13" (2 Credits)

Shared

Excelience In Perfomance

Compsatency D: Medication Management

Sit

e-Specific

KM 14 (Core) Medication Reconclliation

KM 15 (Core) Medication Lists

KM 16 (1 Credi) Hew Prescipbion Education

KM 17 {1 Credh) Madication Responses & Barmiers

KM 15" (1 Credit) Controled Substance Database Review

KM 197 (2 Credlis) Prescription Claims Data

Compatency E: Evidence-Based Declzlon Support

KM 20 (Cone) | Ciinical Decksion Support Shared .
Competency F: Community Resources

KM 21" {Cone) Community Resource Needs Shared

KM 22 (1 Credh) Acoass to Educational Resources Shared +
KM 23" (1 Credit) Oral Health Education Shared

KM 24 (1 CredR) Shared Decsion-Making Alss Fhared v
KM 25" {1 Credlt] | Schoolfintarvention Agency Engagement Shared

KM 26 (1 Cradh) Community Resouree List Shared S
KM 27 (1 Credh) Community Resouree Assessment Shared S
KM 258" (2 Credits) | Case Conferences Fhared

“Mew criteria In 2017 edition of PCMH Standards & Guigelines.
“"Documentzd processes may be shared, but all olher avidence must be she-speacific.
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Corporate Credit Transition Expectations
Multi-sites with a completed PCMH 2011 or PCMH 2014 corporate survey

Organizations may
attest that they:

* Have already
demonstrated & met
the equivalent criteria
In their previous
PCMH 2011 or 2014
corporate survey

* Are still performing
PCMH activities in
these criteria.

Practices should:

Follow the current
PCMH Standards &
Guidelines

Submit evidence in
Q-PASS, as indicated.

Prepare to
demonstrate virtual
review-eligible
evidence during the
virtual review.

Criteria Marked Criteria Requiring PCMH 2014 Level 3
Attestation Evidence Practices

Practices that have
achieved PCMH 2014
Level 3 recognition may:

* Bypass submission of
evidence for criteria

* Proceed directly to the
Annual Reporting
phase of recognition.
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Shared & Site-Specific Evidence

What is the difference?

=

3

Shared evidence
may be submitted
once for all sites or
site groups.

Some criteria is
labeled “Partially
Shared” indicates
that the documented
process may be
shared across all
practice sites, but all
other evidence must
be site-specific.

Site-specific data
may be collected
and submitted once
on behalf of all sites
or site groups if the
evidence is stratified
by site.
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Multi-Sites Sharing Evidence/Credit

Tid=5a20a6e8-4275-4b41-934c-68143a50134 cBiv=home

| Recognition Program - NC... * | [F]

GNCOA Q' PASS ‘ﬁ ’ 'ﬁ: EJ’ rf.s Welcome, William Tulloch, BA ~

= / Home / Production Test 12

7’ Enroll in Programs | Manage Sites

& Manage Evaluations I\ Upload Evidence

mm

‘-:1 Your organization may follow the same practices and & Transfer Credits y
page gui

procedures across many of your practice sites. If so, you can
use this area to share credits accross practice sites.

s Share Credits &  Manage Organization Clinicians
Manage Annual Reporting Dates & Sign Legal Agreements
$ Make Payments - Manage People and Roles
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Choosing What to Share

https://qpass.ncqa.org/Organizations/Mylid=5a20a6e8-4275-4b41-934c-68143a591 34 cBiv=sc

| Recognition Program - NC... * | [F]

éNCOA Q' PASS ﬁ ’ 'ﬁ: @ L?‘:! Welcome, William Tulloch, BA ~

= / Home / ProductionTest 12 / Share Credits

@ Select components for your site groups to share. Shared components will be evaluated only once and applied to all sites in your group. more

«§ Shared Components

To add components to a site group, click and drag components from the left to the site group tile. Save when complete.

A
& Manage site groups

Access Needs and Preferences -
Documented Process

. & Allsites
Access Needs and Preferences - Evidence of

Implementation
All of my organization's sites

Acute Care After Hours Coordination -
Documented Process

Sites ()

Acute Care After Hours Coordination -
Evidence of Implementation

Advanced Care Planning - Evidence of
Implementation

Alternative Appointments - Documented
Process

Altarnativa Annaintmantec - Dannrt
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Transform “Check-in” process
Up to 3 “Check-ins”” During Review

Determine Criteria Provide Documents Provide Evidence
to Address for Offsite Review during Virtual Review
* Focus on core & » Policies, procedures « Communicate with
documented & protocols Evaluator
processes first « Website links « Substitute evidence if
* ldentify criteria for 25 « Public information not sufficient
elective credits . Attestation « Demo systems

* Provide reports

218 | &/NCQA



Criteria Evidence Options

Q-PASS Documents Virtual Review Either Option

« Documents* * Reports (create * Practice
(upload for off-site in advance) decision*
review)  System demo

* Weblinks - Patient examples

 Text

*All PHI should be removed from documents uploaded in Q-PASS
219 &/NCQA



“We Have Different Evidence”

Flexibility is encouraged

Suggested evidence not
exhaustive

Meet intent in creative ways
Not sure? Ask NCQA

220 | @\ICQA



After Check-In

 Evaluator marks criteria
“met”

/ /,4 * Practice can work on
o Ve ~ “not met’ criteria
s ¥ A /,:
4 f. 7  NCQA staff will review
= 27 . .
SRR guestions arising from
\ check-in

/
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After 3 Check-Ins

Practice meets all core criteria & 25 elective
credits, results are forwarded to Review Oversight
Committee (ROC)

If required criteria is not met in 3 virtual check-ins,
an additional check-in is available for purchase

If the survey process is not completed within 12
months, additional time can be purchased

é NCQA



( Accelerated Renewal



Accelerated Renewal

Eligibility

per ngw

Practices can earn
recognition at an
accelerated pace that
achieved recognition in:

« PCMH 2011
Levels 1, 2, & 3

« PCMH 2014
Levels 1 & 2

224 | @NCQA



Accelerated Renewal
What is expected for criteria?

For criteria identified as review practices should:
« Follow standards & guidelines

* Submit evidence in Q-PASS

* Prepare to demonstrate virtual review-eligible evidence

For criteria marked attestation the practice should:

« Attest that your practice is still performing PCMH activities

* You will not need to demonstrate documentation or
evidence

Criteria are identified as shared or site specific

@ NCQA



Accelerated Renewal
Review & attestation by the numbers

Electives

1 Credit 2 Credits 3 Credits

0 critena

14 critena

12 critena

Review 22 critena

Attestation 18 critena 26 critena I criteria 1 crterion

Total C.nte_rm 40 criteria 38 criteria 21 criteria 1 criterion
{100 criteria)

“Review or Attestation” indicates which criteria require submission of
evidence and which criteria simply allow attestation

226 | &/NCQA



Succeed
Annual Reporting



Succeed Annual Reporting Process

Practice’s recognized PCMH 2014 Level 3 or after Transform
process must:

Attest to previous performance Confirm practice information and
make any clinician changes

Provide evidence demonstrating Annual fee payment
continuing PCMH Activities
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Annual Reporting Date

30 days before Anniversary Date

Must complete all Succeed steps prior
to anniversary date

Date set upon initial Recognition
— Or 2014 Level 3 expiration date

Flexibility to meet practice needs
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Annual Reporting Date — Multi-sites

All practices in multi-site group have the same
annual reporting date, unless otherwise
organization requests differently

The annual reporting date for multi-site group is
based on the date of 15t Recognized practice

é NCQA



Evidence & Annual Reporting

« Evidence can be provided at any
point within the year

* NCQA will only review after:
- Reporting date has passed
- Annual fee is paid

231 | @\JCQA



Audit and New Reqguirements

Audit

« Sample of Succeed practices selected

« Still meeting key Transform criteria?

» Selection after Annual Reporting complete

New Requirements

* Announced 6 months ahead
» Practice must meet at next reporting date

@ NCQA



AR-PA: Patient-Centered Access

Has Your Practice Continued to Monitor Appointment Access?

Choose 1 option from the 3 below

Option 1 Option 2 Option 3

Patient Experience Third Next Available Other Method of

Feedback - Access Appointment Monitoring Access

233 | &/NCQA



AR-TC: Team-Based Care

Has your practice continued to use a team-based approach to provide primary care?

Choose 1 option from the 2 below

Option 1 Option 2

Measure team-based care in
your employee experience/
satisfaction survey

Attest to pre-visit planning

activities

234 | &/NCQA



AR-PH: Population Health Management

Has your practice continued to proactively remind patients of upcoming services?

Required:

Does your practice send proactive
reminders for a minimum of 5 different
services across 2 categories?

For each category, at what frequency
does your practice generate lists and
reminders to patients?

Preventive care
services

Patients who
need medication
monitoring &

Immunizations
alerts

Patients not seen Chronic or acute
regularly care services

235 | &/NCQA



AR-CM: Care Management

Has your practice continued to identify patients who may benefit from care
management?

Required: Identifying and
monitoring patients for
care management

236 | &/NCQA



AR-CC: Care Coordination & Care Transitions

Has your practice continued to coordinate care with labs, specialists, institutional
settings or other care facilities?

AR-CC1 (Required): Attest to referral and test tracking and follow-up, and care transitions
Choose 1 additional item from the 4 options below:

AR-CC2 AR-CC3

Patient experience survey —

. Track lab and imagining tests
care coordination

AR-CC4 AR-CC5

Referral tracking Care transitions

237 | @\JCQA



AR-QIl: Performance Measurement & Quality
Improvement

Has your practice continued to collect and use performance measurement data for
quality improvement activities?

Required:

Measure Performance T

Quality Improvement
Activities

: . HEAL CARE
« AR-QI1 L -
5 clinical quality

measures across 2 .
categories ‘;"!’r} T TP Y T

. AR-QI2

1 resource stewardship
measure

« AR-QI3
1 patient experience
measure 238 &/NCQA




Massachusetts HPC
PCMH PRIME Certification

The practice is committed to incorporating behavioral health in the
primary care setting through additional screenings and special services.

239 &/NCQA



PCMH PRIME Certification
Why PCMH PRIME?



Purpose

Behavioral health (mental illnesses and
substance use disorders) conditions can often
be appropriately diagnosed in primary care
settings

Behavioral health conditions can be

exacerbated by under- or delayed diagnosis
and treatment

Growing consensus that behavioral health care
should be well integrated into primary care

241 | é/NCQA



Key Components of PCMH PRIME

BH Integration: formal agreements, co-location or provider integration

Appropriate diagnosis and management of BH conditions:
Evidence based guidelines, screenings, integration of physical and
ehavioral health care, identifying high risk patients

242 | éNCQA



Benefits of Behavioral Health Integration

00% of all BH

disorders are
treated in PC2

30-00% of patient
referrals from PC to
an outpatient BH clinic
do not make the first
appointment?

2/3's of PCPs
report not being
able to access
outpatient BH for
their patients®

48% of

are with a non-

care provider?

appointments for all
psychotropic agents

psychiatric primary

80% of people with a
behavioral health
disorder will visit a
primary care provider at
|least once a year

E7% of people
with a BH disorder
do not get BH
treatment*
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Behavioral Health and the Medical Home Model

PCMH 2017 strengthened integration of BH

« At least one care manager qualified to identify and coordinate BH needs
« Conducts BH screenings and/or assessments using a standardized tool

* Monitors, set goals and acts to improve clinical quality measures
including BH measures.

* Reports clinical quality measures to Medicare or Medicaid agency
iIncluding one behavioral health measure

Addition of NCQA PCMH Behavioral Health Distinction Module

 Nine criteria in the PCMH PRIME program align with this distinction
module

PCMH PRIME further incorporates BH in the primary care setting

« Adds additional focus on BH
« Has stronger requirements for BH
10 criteria align with PCMH 2017 standards

» Nine criteria align with the PCMH BH Distinction Module
244 | &/NCQA



PCMH PRIME

Eligibility & Scoring



Eligibility

Location

Practices in the Commonwealth of
Massachusetts.

NCQA PCMH Recognition

Practices must be
« PCMH 2011 Level 2 or 3 or
 PCMH 2014 Level 1, 2 or 3 or
« PCMH 2017

Note: An NCQA PCMH Recognized practice that makes a commitment to seeking
PCMH PRIME certification within 18 months can receive an interim designation —
“Pathway to PCMH PRIME” — while they work toward PCMH PRIME
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Scoring

Requirements

Meet eligibility (location and NCQA PCMH
Recognition)

Must meet 7 of the 13 possible criteria. (HPC
will determine the final score.)

Certification

Certification awarded at the practice site level
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PCMH PRIME
Standards Content



Documentation Key

Presentation
documentation key:

- Report

- Evidence

- Process

- List

- Source

- Agreement

- Protocol
- RRWB
- Worksheet

SIGICIOIVICIOIONO
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PCMH PRIME Competencies

Behavioral Health
Workforce
(PP 01 — PP 04)

Care Management
(PP 13)

Evidence Based Integrated
Care Information Sharing
(PP 06 — PP 12) (PP 05)

250
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—
o 8

Competency A:
Behavioral Health Workforce

The practice incorporates
behavioral health providers at
the site, utilizes behavioral
health providers outside the
practice and trains the care
team to address the mental
health and substance use
concerns of patients.

ompetencies

Behavioral Health
Workforce
(PP 01 — PP 04)

Integrated
Information Sharing
(PP 05)




Behavioral Health Workforce

PCMH PRIME Criteria: PP 01 — PP 04

Has at least one care manager
qualified to identify &
coordinate BH needs

®©

Works with BHP to whom the
practice frequently refers, to set
expectations for information
sharing & patient care

@@ *@

Has at least one clinician located in
the practice who provides MAT &
behavioral therapy directly or via

referral, for substance use disorders ®

Integrates BHPs into the care
delivery system of the practice.

©P@
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Care manager to identify & coordinate BH needs
PP 01: Example

POSITION DESCRIPTION
Position Title Department Date
Behavioral Health Specialist in Primary Care Behavioral Health 04/2014

Function:
Under the general supervision of the Manager of Medical Social Work and Substance Abuse Services, the Behavioral

Health Specialist in Primary Care provides and coordinates, support, counseling, advocacy and community resource
services to medical department patients.

Representative Duties:

1. Provides direct case management services to medical patients

Upon referral of patients, reviews medical and psychosocial history, azsesses problems and refers patients
as appropriate in a timely, courtecus manner

Provides case management services to medical department patients as indicated

Provides information to patients about available community resources and assists patients to determine
eligibility and obtain services by giving resource list and/or contacting services directly

Provides on-going supportive maintenance to patients as appropriate and conducts ovtreach to persuade
clients to utilize further needed services

2. Provides direct behavioral health services to primary care clients

Provides psychosocial azsessments, mental health and substance abuse evaluations for medical patients

Provides direct behavioral health treatiment to medical patients with an emphasiz on short-term, evidance-

baszed psychotherapeutic treatment within the primary care setting

Identify high-risk psychosocial factors that imnpact health status; engage patients by phone and in person to

monitor progress, build therapeotic alliance, provide education, encourage treatment adherence, mitizate

rizk factors, review goals and expectations of treatment in order to stabilize functioning

Develops and provides group therapeutic interventions for medical patients

Assumes essential role in coordination of care

Participates in the development of the Patient Centered Medical Home model

MMaintains required caseload and productivity expectation

Adheres to NASW Code of Ethics,
et A |

.- Lamd o DL P A e D L A A |
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Provides medication assisted treatment
PP 02: Example

Documents

Document View: All/ Office Visit

’

Doc D: 1021 Properties: Office Visit (Conf) at SE Assoc on 0111

| Medical History Form ~
| Medical Record Rele
] Mental Heath intake
1| Mental Heath Phone
| Mental Heath Sessio
1| mh intake

| MyFeaway
| Non BaE Office Vist
1| 0B Office Vist
| office Procedure
| Office Vst

| Ninarative Dannrt
rm )

Suboxone Follow-Up Note

Patient seen for 20 minute follow up wsit

Name
Date: 01/19/2016

/msign Pappend PRoute

[

122212015 12230
1IN72015 1:51

ofe Vi

MRN: 62137

S: Reports nisk of relapse is low, cravings are low.
mood has been good
Motivated to come off medication
Overdue for CPE with PCP. Will set that up
Compliance: good
Medication side effects: denies
Reported relapses: denies

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE

+:1 Organize
[o] Date v | Summary

& [  omsz016 137 Ofc Vist (Conf): Suboxone Folow-Up Note

& [ owseoe1za Ofc Vst (Conf): BH Suboxone Group

& [ oezoeree Ofc Vst (Conf): BH: Suboxone Follow-Up Note

& [ ozez081257 Ofc Vist (Conf): BH Suboxone Group
& [ 01492016250P  OfcVasd (Conf) BH. Suboxone Folow-UpNote

® [ omo2o161z3 Ofc Vist (Conf): BH Suboxone Group

& [ 12222015145 Ofc Vit (Conf): BH: Suboxone Follow-Up Note

g s -

]

UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C, 20537

DEAREGISTRATION THIS REGISTRATION FEE

HUKAER EXPIRES ml)'
_ 12-31-2017 3731

ACHREDULES BUSINESS ACTIVITY DATE ISSUED

2.2N3 PRACTITIONER-DW /30 11-26-2014

INGS

Form DEA-223 {05/04)

an

G"z-"
L
%i‘?:s,
)
%

Saghions 304 and 1008 (21 LSC B4 pnd 958) nl’ltln
Gontrolied Subsiances’ AR of 1570, a3 amanded, provida
thal the; Allomey Gensrsl may moke o nnupnne [

lmuaibn o

impoid Br

8,
oxpor & wnrnund lubsiam

Fm*yfg O

L P
sJDl

THIS CERTIFICATE 15 HOT TRANSFERABLE QN CHANGE OF OWNERSHIP, CONTROL. LOCATION, BUSINESS S ACTIVITY. OR VALID
ATE,

MSE [include SVHI]: mood is good. affect is pleasant There are no psychomotor changes. speech is
normal rate, rythm and volume. Patient’s thought process is logical and directed and there is no Sl or HI
There is no overt psychosis. Insight and Judgement is intact. There are no gross cognative deficits

Urine results for past month: negative
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Integrates BHP into the care delivery system

PP 04: Example

Effective | Revised Reviewed

H

0/2014 22015

Policy:

I i cedicated to the whole healthcare of all patients seeking primary care
services. It 1s well documented that depression and anxiety are two of the major chronic illnesses impacting
patient care. Chronic disease puts patients at higher risk of experiencing depression or anxiety as well as
other mental health and substance abuse issues. Patients experiencing mental health or substance abuse
issues often have a more difficult time managing their physical health, especially chronic diseases. il
recognizes that physical health and emotional health are not mutually exclusive and the need to address all
issues that impact patient care is paramount in helping patient’s lead healthier lives. There continues to be
stigma around mental health and substance abuse services, preventing many patients from seeking services in
an outpatient mental health or substance abuse setting. The integrated model seeks to provide services to
many patients who would otherwise not benefit from care.

To address these issues, Behavioral Health clinicians are embedded in primary care as part of the extended
care team to provide access to services. In this policy, those clinicians are referred to as Behavioral Health

Consultants or BHCs. “
Procedure: _4

1. BHCs spend their clinical time in primary care during sessions when primary care teams see patients.
Clinical teams and other relevant employees are notified of the schedule of BHCs. BHCs meet with
patients in consultation rooms if available or in exam rooms if not.

2. BHCs use telephone extension mobility to transfer their extension to the phone where they are sitting
in primary care. They log off at the end of each session.

3. BHCs periodically walk around primary care fo let the care teams know they are available for
consultations and where they are sitting during that session. When BHCs walk around they also allow
for “water cooler conversations™.

4. When possible, BHCs should attend huddles at the beginming of each session to discuss patients the
primary care teams are concerned about. in case those patients may be interested in meeting with the
BHC.

5. BHCs should aftend medical home meetings regularly as part of the extended care team and problem
solve issues/topics that emerge regarding integrated care.

6. BHCs should participate in care conferences with primary care teams to discuss patient care for
patients who are at higher risk. Patients must provide verbal authorization to primary care teams to
be seen by a BHC.

7. Patients can be referred to a BHC for any behavioral health need:

a. Mental health issues, such as depression, anxiefy, grief & loss. trauma, eating disorders or
panic.

b. Substance abuse issues, such as aleohol misuse, illicit dmug use or misuse of prescribed
medications.

c. Chronic disease that has not been managed well, such as diabetes or hypertension.

d. Lifestyle changes, such as better diet, exercise or sleep hygiene.

8. Primary care teams may use screening fools such as the PHQ-9 (Patient Health Questionnaire — 9, a
depression screening fool) or Patient Stress Questionnaire (PSQ) to help identify the need for BHC
consultations. Having the provider introduce the patient in person to the BHC “a warm hand-off” is
the preferred approach to providing consultations for patients. Warm hand-offs occur when patients
present to primary care teams with any or all of the concerns presented in #7. The following work
flow then takes place:

a A member of the primary care team asks the patient if he/she is willing to meet with a BHC.

b. If yes, a member of the care team contacts the BHC to see if the BHC is available to meet

with the patient.

The provider introduces the BHC to the patient to discuss the presenting concerns.

d. The BHC meets with the patient providing a functional assessment of the presenting concerns,
brief interventions if applicable, further screenings if needed and coordination of care as
needed.

e. The BHC arranges to meet again with the patient, if appropriate. If the primary care provider
1s available, the BHC brings the provider into the room for a follow-up discussion with the
provider and patient. If the provider is not available the BHC tasks the provider in NextGen
regarding the disposition and services provided.

9. When a patient 1s interested in meeting with a BHC, but there 1s not one available. a member of the
care team can schedule a future Integrated Behavioral Health (IBH) visit before the patient leaves.
Patients can also be sent to the front desk to check out with a PAR who can schedule an [BH

n

appointment.

10. All appointments in the integrated model need to be put into the EPM and checked-in.

11. BHCs need to follow the dedicated work flow in the EMR to document each visit. BHC's and |
primary care share an integrated electronic health record.

12. Every note must contain a Self-Management Goal (SMG).

I Process for Referrals

I Jocs not use the traditional referral order system for Behavioral Health
referrals. Patients ueedmg behavioral health services receive them in one of 3 ways:
» Warm hand off while the patient is in the department
# Appointment scheduled directly with a behavioral health therapist by a team member
# Patients requesting services can be scheduled by any clinical staff member as well as PAR and  call
center staff
Referral Loop closure:
When a patient cancels or does not show up for a scheduled behavioral health appointment the behavioral
health provider enters a note into the EMR on the chart update template and sends a task to the provider
notifying them of the patients missed BH appointment. They also send a letter to the patient asking them

to re-schedule their appointment.
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Competency B:
Integrated Information Sharing

The practice shares patient
iInformation within and outside
the practice to support an
Integrated/coordinated patient
treatment plan.

ompetencies

Behavioral Health
Workforce
(PP 01 — PP 04)

Integrated
Information Sharing
(PP 05)




Information Sharing
PCMH PRIME Criteria: PP 05

Tracks referrals to behavioral health
specialists and has a process to monitor
the timeliness and quality of the referral
response.

©P@
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PCMH PRIME (

Care Management
(PP 13)

Evidence Based
Care
(PP 06 — PP 12)

’
x

Competency C:
Evidence Based Care

The practice uses evidence-
based protocols to identify and
address the behavioral health
needs of patients.



Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
©@E@”

Conducts assessments and screenings based on evidence based guidelines.

Behaviors
affecting health
& BH history

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a

recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to | é/NCQ A
submit only the documented process and evidence of implementation.



Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
@PO*

Conducts assessments and screenings based on evidence based guidelines.

Behaviors
affecting health
& BH history

-_

Developmental
screening

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a

recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to | éNCQA
submit only the documented process and evidence of implementation.



Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
@PO*

Conducts assessments and screenings based on evidence based guidelines.

Behaviors
affecting health Depression
& BH history screening

- _j
\\‘7/
& —_—
— — B — i S ;' o\
) | \ W@
=p - »®
\\\1/‘—/

Developmental
screening

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a

recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to | éNCQA
submit only the documented process and evidence of implementation.



Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
@PO*

Conducts assessments and screenings based on evidence based guidelines.

Behaviors
affecting health Depression
& BH history screening

- =0 -

Developmental Anxiety screening
screening

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a
recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to
submit only the documented process and evidence of implementation.
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Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
@PO*

Conducts assessments and screenings based on evidence based guidelines.

Behaviors Alcohol use disorder or
affecting health Depression other substance use
& BH history screening disorder screening
_ @
I & Ny o
- E _— [ | [ ] AN @
Developmental Anxiety screening
screening

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a

recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to | éNCQA
submit only the documented process and evidence of implementation.



Evidence Based Care

PCMH PRIME Criteria: PP 06 — PP 11
@PO*

Conducts assessments and screenings based on evidence based guidelines.

Behaviors Alcohol use disorder or
affecting health Depression other substance use
& BH history screening disorder screening
=p
Developmental Anxiety screening Postpartum
screening depression
screening

*Practices must submit a system generated report with a numerator and denominator based on all unique patients in a

recent 3-month period. If the practice does not have the electronic capability to generate this report, it is acceptable to | éNCQA
submit only the documented process and evidence of implementation.



Depression screening tool
PP 08: Example

P
Hh83 Depression PHO 9@

Date: 10WMTI2018

Cwer the last 2 weeks, how often have you been
bothered by any of the Tollowing problems?T

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much
4, Feeling tired or having little energy

5. Poor appetite or overeating

&. Feeling bad about yourself - or that you are a failure or have let yourself
o your family down

7. Trmouble concentrating on things, such as reading the newspaper ar
watching television

2. Mowving or speaking so slowly that other people could have noticed. Or the opposite -
being sofidgety or restiess that youw have been moving around a lot maore than wusual

9. Thoughts that yvou would be better off dead, or of hurting yourself in some way

Initial diagroasis:

[ Mone |

Documented by

[ Daniene Bacc |

10. Hyowu checked off any prablems, how difficult have these prablems made it foar you
to do your work, take care of things at hame or get along with other peaple?

Mot at Several
all days
= L
= e
i =
[ L
i [ O
= L
L Lo
= L
i= L

Total score:

[ sl

Interpretation of total scare:

Kaore than half Mearhy

the d
—

DA DAD

ﬁ'

[rHone

€ nlet difficult at all
0 somevwshat dirficult
£ e diffiod It

£ Exctrermie by o ifficult

Comments: |
Characters iefty 100

Copyright© Pfizer Inc. Al rights reserved.

Wiew PHOS History Save & Close )

& Exclusions

Y5 every day
[

i O I )

9

ﬂ'

& [ calculate )
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Anxiety screening tool
PP 09: Example

HHSI P30 GAD T m

GAD-7

Owver the LAST TWO WEEKS, how often hawve yol
been bothered by any of the following probleamse?

Nore Meary
Hod Savaral than half avary
at al days the daya day
1. Fegling nervous, anxious or on edge rh [ = e
2. hot being able to stop or control worming - c - (¥
3. Wornying too much sbout different thinge - C lf" ("
4. Trouble ralaxing [ 0 i.'“ =
E. Being 20 raatless that it @ herd to =it afil {« i “ iy
8. Becoming easily annoyed or irritable i O L e
7. Feeling afraid as if eomethng awfulmight happan & o [

Comments: |

Calculate | score | 1

Interoretation: | Moderate positve, Tolow-up nesde|

Date [ tstrument [ scare | sewerityanterpretation | completad By
051 02016 Generalized Anxiety Disorder 1L Floderate positiee, Follow-up
F-item Screen [GAD-T) readed

| comments

%6|@NCQA



Alcohol screening tool
PP 10: Example

HHET PSg ALIDIT E
Alcohol Use |dentification Test (AUDIT)
| 1. How wfien do you hawe one drink _— - . P Ay B ST o (e
cantaining alcohol? C Hever U wontly or less ¥ zdfmezamonh O 2.3 limes soweek O limes & wiaek
Z. Howr many drinks containing alcohaol g you ~ - - _ .
have on & typical d=y when vou are drinkng? £ Dtz & 3ord € 5ok © Tta3 10~
3. Howe oftan do you have 4 of mong drinks on  wevar 0 Less than ore Ry 5 Jaaren T yashly ™ Dmilly oF Bimost Daly
one nccasian? : 2
How often du ring the LAST YEAR have youl...
4. Tawnd that wou wara nod abbe to stop drinking - e . - . ™ s et Ml
once you had startec? = pewer £ Lessrhen mon his e b sy £ Daily oF pimast Dals
Sl EARA NS 2 e = wewer 0 Lessthan mark by  wareny T emtiby 7 Deiby oF elmost d=iyy
from you because of drnking#
8 nacdad a firal drink in the moerning te gat i _ .
yoursel! gong after haawy drinking? o MEwEr - Le== than maort Hiy - Worthly L W=k L Deiby or slmost dsiby
7. had & feeing of quit or remarse after drnking? & wever 8 Less than mare by F° parthly £ iniemhily £ Dby oF simast d=iy
d. b=en unable io remember what happened - R . ~ . e I
B o Bones Ecs v v e 0= mevar £ Lessthan monk by [t e ik 7 Dty oF BImaet gzl
drinkng?
9. Hawva you or somanne ele kaen iNjursd a3 8 % Ho ™ Ve bt ot i st e [ el
resuk of your drinking ¥ '
10, Has a ralative, Frisnd, doclor or othar haakh = o ) -
| wiorker bean concemed about your drinking o TaE, Lt ot 17 ast e e
or suggesied you cut down?
Scona: rderpratation: Commants:
|5 | | iiid risk, d=scuss concerns as neaded | |
Date 5 | Instrument [score | SeverityInterpretatio n [ Completed By [ Comments
0 0ZME Alcghal Use [dentification 3 BAild risk. disouss concerns as
Tesk LALICHT needed
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Evidence Based Care
PCMH PRIME Criteria: PP 12

Implements clinical
decision support following
evidence-based guidelines
for care of mental health
conditions AND substance
use disorders.

®@©
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Clinical decision support for mental health
PP 12: Example

Daprassion Screan
Pieass use the flowsheael below b dejermine the dates and scores of previous depression SCcresns

¥ Days = D3 FHHE 1002014 »

PHOZ SCORE [ | E]

PHOZRECACT PORTHRE

FHOS SEVRSCR il it

PHOD SEVERTY Hid Dep. Ho Depre. ™

4 |, I
TodEy'e Depreaaion Score: 10 Wodierals Depraasion

. Today's Depression Score =10/
Propaeed Trealms ACIOng" . Treatmem plan, considering couns=ing, folow-up andfer pharmacotherapy

Moderate Depression
* From Kroenke K, Spizer RL, Psychisiric dnnals 2002;32 308521
Proposed Treatment Action: Treatment

plan, consider counseling, follow up

kepression Screen Dwe Befors: 02017 | PHO9 Due Before: 050772016

ALL NORMAL ] and/or pharmacotherapy

Pleaas indicale how oflen over the LAST 2 WEEKS vou have bean bothersd by any of the Tolowing probéems.
1 Litie mierest or pieasure 0 gong mings:

™ Mol atall 7 Geyeral deys @ Wore than hat the days © Neary sveny day
2 Fegling down, depredasd or hopekess:

™ Notaten " Savernl a8 @ Morathen haktha days ¢ Neany avery day

[ viewasoe

3p Treuble faling or skaying asieep, or sie=ping oo much:

™ Noiatall [#  Several d=ys 177 More than hal the daye © Mearly svery day
4} Foaling tirad or having ik enengy

I Mol atall @ Savaral days " Morethan hatine days © Mearky every day
5 Poor sppelite or overssing

Mo at all & Saveral daya © Morathan hatfthadays ©  Meark every day

&} Feedng badly sbout yoursaif - or that you are a falure or you have = yoursett or your family down:
I Kol atall @ Severnl days " Morethan hat the days © Mearly eveny day
T Treuble concenraing on things, such as reading the newspaper or wabching television:
Nt at all @ Severnl days © Morethan hatl the days ©  Mearly every day

Ej Mowing or speakng so shewly that oiher people coukd have nobced. Or the opposits - b=ng so fdpety or restiess thel you hawvs been moving
around a kol mora than usual

™ Mot atall @ Several doys " Maore than hatthe days © Neary sveny day
4} Thoughts thet vou would be belter of dead, or of hurting vourself in some way: 269 | éNCQA
#  Nplalall T Saveral days © Morathan hallthe days ©  Nearly every day



Clinical decision support for SUD
PP 12: Example

Alcohol Use: AUDIT-C

Pleaas use tha flowwehaat below to determne the detas and ecorea of previcus AUDIT-C acraane

¥ Days = 102015 2ZT2012 -
ALDIT SCORE 5 :
AUDTRECOMM Furthar ..
ALDM-COA Menthly ...
AUDN-COZ CarE i

4 [

il drink iz dafined ag: 12 cunces of beer, § ourcos or wine, or 1.5 ounces of apirit=

Today's AUNT-C Score: 20

Sarooning Ro-utt NSNS
ssnTTERNYen FURTHER DIAGNOSTIC EVALUATION & REFERRALNEEDED

A=ailel Ao Referal to detox, ER; SATR, BH Specialist warm-handoff, mofiational interviewing

1. How often do you have a d rink contalning alcohol ?

Never ™ Nonthly or ess 7 -4 times @ month @ 23 times a week (" 4 Audit score = 20
2. Howr many drinka containimg alcohol do you have on a typical day when you are drinking?
o terz T 3or4 @ sors C 7o © '@ Screening result = Disordered Use
3. Howr often do you have five or more drinks on one occasion?
N @ L th th i Manth L We [y . . u
Sver <33 than mantfly orthly ey Recommendations = further diagnostic
4. Howr often during the last year have you Found that you were not able to stop drinking once you had started? evaluation and referral needed
Hezver " Less than manthly T Monthiy 0 Weokly [ D
5 How often during the last year have you Talled to do what was normally expected of you bacause of drinking? Detailed Actions = Referral to detox, ER, SATP
Never ™ Less than manth W Month T Weekl Ty
! J E g (Substance Abuse Treatment Program), BH
G.How often during the last ycar have you needed a first drink in the morning to get yourse f going after a heavy drinking =
~ Newer w & Montny sy ~ pd Specialist warm handoff, motivational
7. How often during the last year have you had & feeling of guili or remorse afier drinking interviewing
Newer ‘@ Less than monthly / Maonthly O Weokly T

8. Howr often during the lagt year have you been unable to remember what happened the night before because of your dnnking?
T Newer @ Less than monthiy T Monthi T Weekly C

Daly or almos! daily
9, Have you or someone else been injured because of your drinking?

. Mo @ ‘Yegnctin the setyvear " eg-guring the isst yvear

10, Has a relative, friend, dociorn, or other health care worker been concerned about your drinking or suggested you cul down ®

No @ Yes-notin the st vear " “es-during the ezt vear 2170 | éNCQA



PCMH PRIME (

Care Management
(PP 13)

Evidence Based
Care
(PP 06 — PP 12)

Competency D:
Care Management

The practice systematically
Identifies patients with
behavioral health conditions
who may benefit from care
management.



Care Management
PCMH PRIME Criteria: PP 13

The practice establishes a systemic process and
criteria for identifying patients who may benefit
from care management and includes
consideration of behavioral health conditions.

®
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Care management process and criteria

PP 13: Example

Varsion 3; 10/2019

High Rizk 5tratification

¥ indhcates & new/revised varisble sinos kst report

JLow Rizk [Moderate Risk
[nasrker Result Score | Marker Result Score
A «7.0 o |aic TO-ES 1
BF 140,50 o |eR 140-160/80-100 1
ESFR &0 v |ESFR 30-50 1
MV, on ARTWL  |Undetectasie @ |HIW, on ART WL Detectable 1
Triglicerides <250 o Trighcerides =50 i
BAI <30 o |em 30-34.8 1
Fasting Shucose <110 o Fasting Glucose =110 i
sminker na o |Smoker yes 1
FHO-2 o to both O'5 o |PHO3-Z ¥ to mither O 1
ER Uza 0-1/ypmar o |ERUse 2-3 fiymar 1
Hospitalization nane o Hospitalization 1fye=ar i
1
Az wED years 1
At least annually, a report is run which assigns e IC0-3 Codes
points to patients based on how many of the e 362, 383, 368, 369 :
criteria the meet in the attached table. All ::urf“m E.::.wa ::
patients scoring over 5 points are reveiwed by PR — g— N
the Primary care team. The PCP has the ultimate 453 + teat soecific
authority to designate a patient as High Risk — BFDO/Schizo/ Prychosis 298, 255, 1
which we call "Enhanced Care". Once designated |suicdsiity VE2E4,
as such, the patient's chart is updated to reflect  |Substance souse 3042042122 1
this status and allow reporting and tracking for Incl. naratic, cocaine 304.00/04/02/4/41 L
care management. CEEEI I 303.00/01/02/7/3 :
Folysubstance 304.5 3039 1
Highlighted factors are related to behavioral Sezure Bisarers e 343/780.30 :
health and substance abuse conditions which will Hm:' pelimanary smbat=m ;;ﬁ;f:auiiua'rﬂ i
add risk points to a patient's total score. Develoomentsl Delay 319 1
Hospitalizations and ER use, regardless of the |y hesichair Depandenoe Va5 3 1
reason (medical or mental health related) would  |cirrhesis 371 1
also increase a patietns ‘Warfarin [Med List] i
*Encompanin [Med List i
3-9 Meds on med kst 1

Sore
2
=1E0/100 2
2
2
2
2
w3 fyear z
w2 fyear z
042 ang 70 2
ICD-9 Codes
a1l 21z, 434, 43 2
438, 414,
443 59790
2
w075/ wa9 77 2
334, T80, 234 2
2
2
332340 2
2
2
2
z
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PCMH PRIME
Process



Updated PCMH PRIME Application Process

(L

HPC PCMH PRIME NCQA PCMH

Application Application & Survey
Submit an application to the Practices submit NCQA
Massachusetts Health Policy applications and surveys
Commission, available at through Q-PASS
bit.ly/HPCPRIME. (https://gqpass.ncga.orq).

No additional fee to practice for PCMH PRIME Certification

| &/NCQA


https://qpass.ncqa.org/

Applying to PCMH PRIME through Q-PASS

7
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(D)
-
@)
| -
(D)
Y
(7))
-
©
-
|_

Practices that seek 2017 PCMH Recognition and PCMH PRIME
concurrently will have an integrated review process with NCQA,
which may include both uploading documentation and going
through NCQA's new “virtual review” process.

Practices that seek PCMH PRIME separately from the PCMH
Recognition process will submit documentation only, with no
virtual reviews.

10 PCMH PRIME criteria align with 2017 PCMH Recognition
criteria, and 9 align with criteria in the Behavioral Health
Distinction module.

Practices that successfully meet these criteria in one program
(e.g. PCMH 2017) will receive full or partial credit for the aligned
criteria in one or both of the other programs (e.g. PCMH PRIME
and/or Behavioral Health Distinction).
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Q-PASS

Practices can choose to enroll in PCMH and PCMH PRIME together or separately

Recognition Program -

“ C | 8 Secure | https//qpassncqaorg Crganuations/ My id =c0s6db2a-c1e8-44c7.9144. 3cf3b5a1 7987 &v =pr « D
‘N(OA Q-PASS Weicoens, Bill Tull

= / Home / Production Test November / #rogiam

Select a program to enroll in from the list below.,

oSN Patient-Centered Medical Home

e o Recognized @ ¢ Enrolled €

The patie entered imy

ganizing prir ¢ care that emphasize

commumcation to transform primary care t to be” Medical homes can 1&g

it patier

lower cos

Enroll Sites in Program <

5, and can improve patlents’ and providers' experience of care,

BN  School-Based Medical Home
i Recognized @ ¢ Enrolied €

The School-Based Medical Home Re

(PCMH)

CQA's existing Patient -Centered

Medical Home

an additional set of school-based

center (SBHC) standards that are specific to

meeting the nee the $ 5 in the «

L This hybrid mode chool-based health centers performas a

medical home ic care for students with urgent or emergent

students and the ¢

mmunity served

Enroll Sites in Program <

PCMH PRIME

Recognized ) ¢ Enrolled €

For Massachusetts practices that demonstrate the abllity to address behavioral health In primary care.

Enroll Sites in Program <

Nationa Committee for Quality Assurance AskaQuestion Blog License Agreement  Privacy Policy Contact Us
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Q-PASS
No Cost to PCMH PRIME Program

'I Recognition Program - [ % CPTDOOM™)|

< (&) ‘ & Secure |hltps:,f,v‘qpass.ncqa‘orgforganizat\onsﬁEnrolI?\d:cOa6db23-5198-44c7-9144-3cf3bSaUdS?&programId:Pcmhp ﬁ" o :

(NCQA Q-PASS A Welcome, Bill Tull +

O Please review the line items in the cost overview below and either generate an invoice for each line item or bundle line items together and generate an invoice for
the bundles. You can pay the invoices by clicking the 'Pay Invoice' option under the ‘Actions’ button next to each line item or bundle that you've created an invoice for.

All invoices must be paid before enrollment is complete. You cannot continue to the next step in the enrollment process until you have created an invoice for each of
the line items or bundles.

*If you believe you've created an invoice with an error, please contact Customer Support to request NCQA to make corrections to the invoice.

When you are done, click the 'Next' button to the right to continue to the next step in the enrollment process. @
€2 Fms How to Bundle, Create, & Cancel Invoices INSTRUCTIONS
How to Apply Discount INSTRUCTIONS
How to Pay Invoice INSTRUCTIONS
Site Product Version Amt Due Status Order # Actions Discount All D
Test Site 1 PCMHP 2017 500 $0 Paid 196069 Actions ~

Test Site 4 PCMHP 2017 00 $0 Paid 196081
@

Test Site 5 PCMHP 2017 500 $0 Unpaid Apply Discount D
Balance: $0
National Committee for Quality Assurance AskaQuestion Blog License Agreement Privacy Policy Contact Us

1100 13th 5t., NW, Suite 1000
Washington, D.C. 20005

=
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Criteria Evidence Options

Q-PASS Documents Virtual Review Either Option
« Documents* * Reports (create * Practice decision*
(upload for off-site in advance)
review)  System demo
* Weblinks - Patient examples
 Text « Used when
applying for
PCMH and
PCMH PRIME
together

*All PHI should be removed from documents uploaded in Q-PASS
280 | @\JCQA



Pathways & Cost

PCMH 2011 or

Recognized ——YEeS— 2014 Level 1 —— N0 —> PCMH 2014 Level
NCQA PCMH? or 27 3?
no YES
YES
-~ Add PCMH PRIME via Add-On
Initial NCQA PCMH and Q-PASS before 2017 PCMH PRIME
PCMH PRIME programs Transform Review Before or during
i l Annual l1eporting

Pay standard
fees for

NCQA PCMH. No additional

0 No additional
No additional

fee to add PCMH
PRIME .

fee to add PCMH
PRIME

fee to practice.

A
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Recognition Review Process
NCQA’s Role

® NCOQA evaluates the responses and documentation in
Q-PASS as well as evidence shared during virtual
check-ins by

O Reviewer — initial evaluation
O Executive reviewer — NCQA PCMH managers

OPeer review — Recognition Program Review Oversight Committee
member (RP-ROC)

NCQA checks licensure of all clinicians for restrictions

For NCQA PCMH, status after core and elective criteria
met by 3'9 check-in

® For PCMH PRIME, NCQA reports review results to HPC
within 30-45 calendar days

| &/NCQA
282



PCMH PRIME Certification Review Process

HPC's Role
NCQA HPC makes HPC issues = HPC HPC sends
sends final scoring | final reports PCMH
PCMH determination scoring results. PRIME
PRIME for PCMH decision to (May post certification
data feed to PRIME based the practice = names of materials
HPC. on NCQA's | within 15 PCMH to practices.
review. business PRIME
days of certlfl_ed
practices on
data feed. website — no

scores.)
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