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Summary of Changes

+ Five new capabilities added for upcoming program year, for a total of 145
— 141 applicableto adult patients
— 140 applicableto pediatric patients

+ Specialfocus on enhancingguidelines for specialists

— PCMH-N Workgroup guided thought process and helped make changes
thatwould be meaningfulto specialist community

+ Comprisedof BCBSM staf, PO leaders and specialist physi
+ Updatedinfo on predicate logic

+ Clarified languagefor Speci
» Addedgoal statementsto domains

Y
Partnerships

Applicable to All Capabilities

Any capabilityreportedto BCBSM as"in place” must be in place and in use by
all appropriate members of the practice unit team on a routine and
systematic basis, and, where applicable, patients
must be able to use the capability.

Must be able to demonstratethe capabilityis currentlyin use versus “can d

Introduction

+ BCBSM's PCMH programprovides the foundationto build Organized
Systems of Care (OSCs). These expanded PCMH-N Interpretive Guidelines
supportimplementationof capabilities that will enable specialists and sub-
specialists, including behavioral health providers, to partnerwith primary
care phy ns engagedin transitioningto the patient-centered medical
home model of care and other providers to create highly functioning
systems of care.

» The goals of the PCMH-N model are to:

— Supportpopulationhealth managementin collaborationwith PCPs
+ Populationhealth managementuses a variety of
organizationaland cultural interventionsto help improve the

ess and injury burden)and the health

care use behaviorof defined populations.

o
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Health Literacy

Note regarding health literac)
Itis expectedthat health literacy will be consideredacross all relevant
domains, and that verbal and written communicationswith patients will be
appropriateto the specific level of understandingand needs of the individual
patient.

i
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Domain 1
Patient Provider Partnership

Goal: Build provider care team and patientawareness of and active
engagementwith the PCMH model, clearly defineproviderand patient
responsibilities, and strengthenthe provider-patientrelationship.

Capabilities 1.1-1.3and 1.9 are applicable to specialists

All Capabilitiesin Domain 1.0 Require Demonstration
All Reports Must Be Current (Within Previous Quarter) At Time of Visit

LERY
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1.2

c. Forthose patients who do not come into the practice regularly, outreach
must consist of distributionof E_.nmpma material that the patientreceives
personally either via mail, email, telephone, or patient portal

~ Postingson websites do not meet the intent of this capabi ty

SCP Guidelines
- mxmau_mmoa outreachinclude discussionat the time of visit, mai

ngs do
not meet the requirementsfor 1.3 Outreachmaterials should explain the
PCMH conceptand patient-providerpartnership, and the roles and

Partaerships

1.3

+  Evidencemust cm nBSnoa that patient-provider partnership conversations
are occurring with, at a minimum, those patients for whom the specialist
has primary responsibility or co-managementresponsibilitywith PCP

- Itis not necessaryto maintain a list for purposes of quantifyingthe
percentageof patients engagedin patient-provider partnership
conversations

+  Establishmentof patient-providerpartnershipmust include conversation
betweenpatientand a member of the practice unit clinical team

»  Conversationmay be documentedin medical record, patient registry, or
othertype of list

%3
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Domain 2
Patient Registry

Goal: Enable providers to manage their patients both at the populationlevel
and at point of care through use of a comprehensivepatientregistry.

Applicableto PCPs; and to specialists for the patients for whom they have
primary or co-managementresponsibility (regardless of insurance coverage
and including Medicare patients).

All Capabi

iesin Domain 2.0 Require Demonstration/Docunrentation
All Reports Must Be CurrentAt Time of Visit

2.1

PCPGuidelines:

+ Apatientregistry is a databasethat enables population-level management
in additionto generatingpoint of care information, and allows providers to
view patterns of care and gaps in care across their patient population.

SCP Guidelines:

* The populationcan be a co-managedchronic condition or common relevant
condition.

* Registry mustinclude data pertinentto key clinical perfformance measures
(e.g., BCBSM-provided data or similar data from other sources).

Partrorchips

2.2

» Theregistryis not expectedto contain clinical informationon all health care
servicesreceivedat any sitefor 100% of patientsin the registry, butis
expectedto containa critical mass of information from various relevant
sources, includingthe PO's or practice unit's own practice management
system, m_..n electronicor otherrecords from facilities with which the PO or
practice unit is affiliated

PCP: Substantialmajority of healthcare services is 75% of preventive
and chronic condition services renderedto patients

— SCP: Substantialmajority of healthcare servicesis 75% of relevant
services renderedto patients.

2.5

primary care physician

— Exceptionsmay grantedwhen patientdoes not want to identify provider,
e.g., behavioralhealth providers
Occasionalgaps in information about some patients'individual
atlributedpractitionerdue to changesin medical personnelare
acceptable
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2.8

* Registry contains basic patientdemographics,including name, gender, date
of birth.

2.13

Specialist Guidelines:

' Registryis being used to manage all patients with at least 2 other conditions
relevantto the specialist's practice for which there are evidence-based

2.20 (NEW)

Registry contains ad d patientinformationthat will aliow the
practiceto identify and addressdisparitiesin care

PCP and Specialist Guidelines:

*  Allornothing

+ Registry contains advancedpatient demographics,including:
primary/preferred language

- race

~ ethnicity

- measures of level of social support (e.g., disability, family network)

type of payer (e.g., uninsured, Medicaid)
relevant behavioral health information

0wy
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2.21 (NEW)

Registry contains additional advancedpatientinformation that will allow
the practiceto identify and addressdisparitiesin care

PCP and Specialist Guidelines:

+ Allornothing
* Registry may be paperor electronic.
— Registry contains advancedpatient demographic:
+ genderidentity
« sexualorientation

DR T
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Domain 3
Performance Reporting

+ Goal: Generatereports enabling POs and providers to monitor their
populationlevel performanceover time, close gaps in care, and improve
patientoutcomes.

» Applicableto PCPs and to specialists for the patients for whom they have
primary or co- 9 ponsibility(regardless of insurance coverage
andincluding Medicare patients).

All Capabilitiesin Domain 3.0 Require Demonstration/Docunentation
All Reports Must Be CurrentAt Time of Visit

3.1

* Performancereports that allowtracking and comparison ofresults at a
specificpoint in time across the population ofpatients aregenerated
for: Diab (or; for specialists, relevant patient population)

¥ing
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3.2

+ Populationlevel optimally consists of PO and/or sub-PO population, but
alternatively as the PO works toward implementingregistry capabilities
across all practice units, the populationlevel report may be basedon a

gfulsubsetof relevant aggregatedpractice unit performance

+  Performancereports provide information and allow comparisonat the
population, practice unit, and individual provider level where feasible (i.e.,
PO has multiple specialist practices of same type) for all patients nc:mE_<
in the registry, regardless of insurance coverage and including Medicare
patients

* “Applesto apples’

Partacrships

3.4

PCPand Specialist Guidelines:
+ The practice and PO have process to ensure that data in the regi
representativeof the data in the patient’s medical record
For example, where a test resultis needed for management,evidence
of the test being ordered should not be used as evidencethat test was
conducted,absent a test result report being received and enteredin the
record.

try are

Ifits in the performancerepor, it should be in the patientrecord (think
SupplementalData).

iy
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3.5

« Trendingof 3.2 .
» Compareapples to apples

LR
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3.9

Performancereports include informationon services providedby
Il b Iali

P P

PCPand Specialist Guidelines:
Reference3.1

Informationon key preventive or disease specific services provided by
specialists or sub-specialists is incorporatedinto performancereports.

Partnorshipe

3.15

Externaltracking

PCP Guidelines:
+ Practicesor POs are tracking and reporting on key cl

ical indicators, such

as rates of patients with HTN who are well controlled, and patients with DM
who have an A1C showing reasonablecontrol, in @ manner consistentwith
standardized,generally acceptedspecificationsfor such measures

Specialist Guidelines:

» Practicesor POs are tracking and reporting on key clinical indicators
relevantto their practices, such as those outlinedin HEDIS, PQRSand
MeaningfulUse standards

€3
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Domain 4
Individual Care Management

Goal: Patients receiw organized, planned care that also empowers them to take greater
y for their health

ast a subsel
of mu:ma m for a period of lime, e.g., oncology care Eezmmagwu lead responsibility for
palients when they are in active Q.m:.nSeEnE

*  For patients with an ongoing witha ialist, PCP and must
establish mmEmSmiScu&Sn who will have lead responsibility for care management.
+  Toreceive credit for an indivic care basic care

delivered in the contextof office visits mustbe available to all patients. Advanced care

doll d by trained care the context of providerdelivered care
ma‘s.nnm is be available only to those members who have the
ide d care
. ﬂu facilitate phased ion of may select a subset of their

patient population forinitial focus for capabilities 4. m 45 464.7, 4849

i
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Demonstration Requirements for Domain 4.0

All capabilitiesin this domain, except4.15, 4.20 require demonstration
4.1 - Documentationalso required
4.4 — Documentationalso required
4.14 - Documentationalso required
4.16 - Documentationalso required
4.18- Documentationalso required
4.19- Documentationalso required
4.21- Documentationalso required

Pty

Partaerships

4.1

PCP and SCP Guideline:

+ Processis in place to ensure new staff receive training

+ Processis in place to ensure all staff are kept apprised of changesin the
PCMH and PCMH-N Interpretive Guidelines, and of the capabilities that
have beenimplementedby the practice

+ Training/educatianal activity is documentedin personnelor training records,
and contentmaterial used for training is available for review

%
Partaerships

4.2
* PracticeUnit has developed an integrated of multi-disciplinary
providersand a systematic approach Is irplace to deliver coordinated
care servi addresspati. ' fullrange of health

care needs for the patient population selectedfor initial focus

« Theintegratedteam of multi-disciplinary providers must consist of at least 3
non-physicianmembers, includingan RN and at least 2
- Identify team member structure
— Discuss communicationloop
— Practice should be able to provide examples

LRy
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4.3

societies

specialist

iy
Partnorshipe

4.9

The clinicianis directly involved and meets with each patientindividually
— NP or PA may conductboth the clinical and educational/groupactivity
componentsof the group visi

For SCPs:
— Whnatwas patient populationselected for initial focus?

4.10
dicationreview and is provided at every visitfor all patients with
Ata mi di reviewand is provided at every visit for all
patients with chronic i or when indi . the patient’s health status

— Chronic conditions under 4.10 are defined asany conditionrequiring
maintenancedrug therapy.
— Duringevery patientencounter,a |




2/19/2015

4.16

A PP Is in place for patientsin about advance care
planning, executing an advance care plan with each patient who wishes to do so, and including
a copy of a signed advance care plan in the patient’s medical record

PCP Guidelines:

PCP must have systematic process In place to communicate with s
has lead responsi

clalists and Identify who
ty for discussing and asslsting each patient with advance care planning

Specialist Guidelines:

. have in place to ith PCP and Identify
who has lead responsibility for discussing and assisting each patient with advance care
planning

*  Provider with lead responsibility must ensure that all care partners are aware of and have
coples of advance care plan

i
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Domain 5
Extended Access

Goal: All patients have timely accessto health services that are patient
centeredand culturally sensitive and are deliveredin the most appropriate
and least intensive setting based on the patient’s needs

DemonstrationRequirements forDomain 5.0
51

5.2

5.6

5.7 - Documentationalso required (written policy)
5.8 - Documentationalso required (written policy)

£y
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5.1

For after-hour calls, clinical decision-maker respondsto patientinquiry in a
timely manner (generally 1530 minutes, and no laterthan 60 minutes after
initial patientinquiry)

— For calls during office hours, [process for determiningurgency, triai

for appropriateresponse]
« Forurgentcalls, clinical decision-maker responds to patientinquiry

a timely manner (generally 1530 minutes, and no later than 60
minutes after initial patientinquiry

« For non-urgentcalls during office hours, patients may be given
responseby phone before end of business day, or offered
appointmentsin a timeframe appropriateto their health care needs

9

3
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5.2

In circumstances where the patientis personally wellknown to cl
conditionis non-urgent and easily managed,the clinician may notalways need
to access the EMR or registry during the call, and may updatethe record after

the call

Partnorchips

5.3

atientis relevant to the conditionbeing managedby the specialist
— For patients who do not reside within the specialists geographic vicinity,
establishmentof a feedback loop may not always be possible

Gk
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5.4

A systematicapproach isin place to ensure that allpatients arefully
informedabout afterhours careavailabilityand location, at the PCMH site
as well as other afterhours care sites, including urgentcare facilities, if
applicable

CPand Specialist Guidelines:

» Providers should ensure patients know how to contactthem during after-
hours, and should ensure patients are aware of location of urgentcare
centers, when applicable

+ Specialistsare encouragedto work with the PCP community to identify
appropriateurgent care sites with whom they share clinical information

Partnerahipa
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5.9

Practice unit has telophonicor other access to P (s) for all
to practice’s established pationts.

PCP and Specialist Guidelings:

L | to practice
least 5% of the established patient uouc_n:o:

as primary by at

5.10 (NEW)

Pationt educationmatorials and patient forms are avallable in languagescommon to
practice’s establishedpationts

hnh and Specialist Guidolines:
¥ common to practi defined as
m* of the estabished uu:o:_ population

identifed as primary by at least

Partaersiips

Domain 6
Test Results Tracking and Follow Up

Goal: Practice uses a standardizedtracking system to ensure neededtests are
received, results are communicatedin a timely manner, and follow-up care is
ed

Applicableto PCPs and specialist.

Providerordering the test is responsible for ing up to clearly
informationabout test orders and test results to partner provider, or 3 patient
whenindicated When ialist dstests for tient,

ordering PCPis meoaus\m for all follow-up and for clearly 3335:3 tingtest
orders and test results to partner provider.

Demonstration Requirements for Domain 6.0

6.1 - Documentationalso required (written process)
6.4
6.5
6.7
6.8 - Documentationalso required (training)
6.9

B
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6.4

htaininfe

-mation about normal

Patients are informed about how to access normal test results
Process may use any of the following mechanisms:
Direct conversation with patient

of this capability Patients must have clear understandingof how to
obtaininformationabout normal test results.

Partnorchipe

6.&

pproachis usedto with patis withabnormal

Bm:km regardingreceivingthe EnoHSo:&n&nto_\\.zv care within
definedtimeframes

— Providermakes at least 2 attempts to contact patient; for serious
conditions, third attemptis made by certified mail
« Communicationattempts are documentedin patient's medical
record

Domain 9
Preventive Services

Goal: Actively screen, educate, and counsel patients on preventive care and
healthbehaviors

+ Typically, primary preventionrelates to PCPs, secondaryrelatesto SCPs.
« Primary preventionis all or :o.z_:u

MVES ensuring patients receivanammogramsand pap tests,but not
flu shots, would not meetthe intent of this capabilit:

»  When patientis co-managedby PCP m:n mumn&:& roles must be clearly
definedregarding who is responsible foi pati receive needed
preventiveservices.

LNk
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Demonstration Requirements for Domain 9.0

9.3
9.5
9.6 - Documentationalso required (written standing order protocols)
9.7
9.8
9.9 - Documentationalso required (planned visit template

9.8
Staff recelves regulartraining and/or dupd
regardinghealith pr fon and di. preventi d incorporates
pr tive-fe dpracticesinto ongoing tiveoperations

PCPand Specialist Guidelines:

Applicableto either primary or secondarypreventive services

u. A ¢
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Domain 10
Linkage to Community Services

Goal: Expandthe PCMH-Neighborhoodto include community resources.
incorporateuse of community resourcesinto patients’care plans and assist
patientsin accessing community services

All Capabilitiesin Domain 10.0 Require Demonstration

No Changes

Domain 11
Self Management Support

Goal: Systematicapproachto empoweringpatients to understandtheir central
role in effectively managingtheirillness, making informed decisions about care,
and engagingin healthy behaviors.

All Capabilitiesin Domain 11.0 Require Demonstration
All Reports Must Be CurrentAt Time of Visit

11.4 - Documentationof aggregatedresults

1.1

Regularintervals are defined as a minimum of once per year
— New staff must be trained at time of entry to practice

vaiE
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11.2,11.3, 11.5, 1.6

Self-ManagementSupport:
— Updated11.2, 11.3, 11.5 and 11.6 to make language clearer

Self-managementsupportis offered to all patients in the patient
population selected forinitial focus (based on need, suitabilityand
patientinterest)

%
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1.7

ipportand guid i blishing and workingtowards a self
managementgoal Is offered to every patient, including wellpatients

PCPand Specialist Guidelines:

Self-managementgoal is developedcollaborativelywith the patientand is
specific and reflective of the patient’s interests and motivation

.tn:...narlvu

Domain 12
Patient Web Portal

Goal: Patients have access to a web portal enabling patients to access medical
informationand to have electroniccommunicationwith providers

All Capabi

esin Domain 12.0 Require Demonstration
Or Current Usage Logs Required

12.3

Abillity for p to request
avallableto all patients

PP

PCPand Specialist Guidelines:

Partorships

12.7

Providersare using patient portal to send automated carereminders,
:nn::o&:nnao:En._mliu.::xu3 ...Emo::unm‘

and self g materialsto patients electronically

+ Informationmust be actively transmittedto patients (not merely availableon
website)

Al i

Partnorships

1213

Ability for patients to schedule appointmentselectronicallythrough an
interactivecalendaris activated and availableto all patients

Patients should have the ability to see currently available appointmentsand

insertthemselvesin to the schedule of the practice. Time slot is then
reservedfor patient.
— May be subjectto final confirmation by practice

Domain 13
Coordination of Care

Goal: Patient transitions are well-managedand patient care is coordinated
across health care settings through a process of active communicationand
collaborationamong providers, patients and their caregivers

Applicableto PCPs. When patient is co- gedby PCP and specialist, roles
must be clearly defined regarding which provideris responsible for leading care
coordinationactivities.

Applicableto specialistsfor patients for whom the specialisthas lead care
ityor when the admissionis relevantto the con
being managedby specialist

(All Capa
(13.10- DocumentationRequired)

esin Domain 13.0 Require Demonstration) 1 et
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13.1-13.7

13.1-13.7 Apply to patient p lati [ d forinitial focus

2 {F

o1 Partaerships

13.8

Care coordinationcapabilitiesas definedin 13.1-13.7 are extended to
multiple patient populationsthat need care coordinationassistance

PCP Guidelines:

+ Applicableto all patients with chronic conditions

+ Wiritten procedures and/or guidelines on care coordinationprocesses may
be developedby the PO or practice

Specialist Guidelines:

+ Applicableto multiple patient populationsrelevantto the practice

+ Written procedures and/or guidelines on care coordinationprocesses may
be developedby the PO or practice

m
wy
102;2-18

13.9

Coor pabilitiesas defined in13.1-13.7 are extended toall
patients that need carecoordinationassistance

PCP and Specialist Guidelines:
Written procedures and/or guidelines on care coordinationprocessesmay be
developedby the PO or practice

13.10
Following hospital discharge,a trackingmethod is inplace to apply the
practice’s defined hospital discharge followup criteria, and those
pati ligible receiveindividualized ition ofcare phone callor

face-to-face visit within 24-48 hours

ts should coordinateto determine which phy
is/are most appropriatefor follow-up
+ Hospital discharge follow-up criteria is defined by the practice

13.11 (NEW)

13.11-Practiceis activelyparticipatingin the MichiganAdmission,
Discharge, Transfer (ADT) Initiative

Pand Specialist Guidelines;

+  Practicemaintains an all-patientlist that has been sent to MiHIN's Active
Care RelationshipFile in accordancewith all MiHIN's specifications

«  The practice maintains an active and compliant status with the statewide
healthinformationexchange(HIE) system.

+  The practice has a process for managing protected health informationin
compliancewith applicable standards for privacy and security.

«  The practice connects information receivedhrough the HIE process

with clinical processes,such astransition of caremanagement

following hospitalization. i

Partnershipa

Domain 14
Specialist Pre-Consultation and Referral Process

Goal: Process of referring patients from PCPs to specialists, and from
specialiststo sub-specialists, is well coordinatedand patient-centered,and all
providers have timely access to informationneededto provide optimal care

Applicableto PCPs and speciali:

YR
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Demonstration Requirements for Domain 14.0

14.1- Requires additionaldocumentation(documentedprocess)
14.2- Requires additional documentation(documentedprocess)
14.3
14.4
14.6
14.7
14.9- Requires additional documentation(aggregatedsurvey results)

14.10- Requires doct tation( doct dp )

PRty
Partaerships

14.1

Documented procedures are in place to gulde each phase of the speclalist referral process - including
desired for and exchange - for preferred or high volume providers

ECP Guideiines
Practico unit has dofined paramaters for spocialist roferml process, including timeframes, scheduling procass,
transfor of pationt information to spacialist, and foporting of rosults from spocialist(s). for proforod and high-
volume providors
*  Paramalors include procaduros to ansuro that spacialists ara baing given the information thay need priof to
appointmants, including but not limited to:

- Caro managor (f one assignod)

- Namos of othar spocialists soen for sama condition

- Requostad service (0.g.. single consult, co-management, assumption of care)

+ Ploaso refarence Introduction, p. 2-3

+ Paramators includa proceduros to ensura that PCPs aro awaro of what information is neaded by spacialist
prior to appointmants

+ Paramators includo procaduros to ansuro that whon spacialist is roferring to a different spacia
taforring physician provides  information neodod priof to appoiniments

Pty
Partacrships

14.10

Physicianto-physicianpre-consultation exchanges araused to nEl@

:mmn for referral and enable PCPto obtain g fr 0
fali; ensuri) imaland eSnE:» patientcare

PCP Guidelines:
Documentedproceduresare in place outlining processesto be followed for pre-
consultationexchanges, when appropriate, and related documentation

Specialist Guidelines:
Specialistpractice has mechanismin place to ensure PCP access to timely
pre-consultation exchanges

Partaerships

14.11(NEW)

When patient has self-referredto specialist, ialistobtains information
from patientabout PCPand informs PCP of E:E:w visitso PCP follow-
up can be conducted

PCP Guidelines:
PCP conducts follow-up with patients who have self-referred to specialist

Specialist Guidelines:
Specialistroutinely notifies PCP of visits when patients have self-referred

Partnorships

Predicate Logic

« 1.0 Patient Provider Partnership
— 1.3 priorto 1.4-1.8

« 2.0 PatientRegistry
- 22priorto 2.9

* 4.0In; ualCare Management
— 4.5priorto 4.1
— 4.6 priorto4.12
— 4.7 priorto 4.13
— 4.8priorto4.14
— 4.9priorto4.15 i i,
— 4.2priorto 4.21
T
.ﬂn}z:u_«_uu

Predicate Logic Continued

+ 5.0 ExtendedAccess
— 5.1priorto 5.2
— 5.3priorto 5.5
— 5.7 priorto 5.8

« 6.0TestTracking
— 6.5priorto 6.6

« 10.0Linkage toCommunity Resources
-~ 10.7 priorto 10.8

Gy
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Predicate Logic Continued

11.0 Self Management

- 1.1priorto 11.2, 1.3,

- 11.1,11.2 priorto 11.4 and 11.5
- 11.1,11.3 priorto 11.6

12.0 Patient Web Portal
- 12.1,12.2 priorto 12.3-12.13

13.0Coordinationof Care
- 13.1-13.7 prior to 13.8
— 13.1-13.8priorto 13.9

£k
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