
BCBSM Site Visit Preparation: 2014 Redlined Version

Overall, please be prepared to show/discuss:

1.  For any staff education, have training logs with agendas/materials (with physician signature) available

     a.  How do you train new staff?  All PCMH training should be incorporated into orientation.

2.  Binders are not necessary for policies & procedures; these can be electronic on a shared drive.

4.  BCBSM site reviewer will talk to you and staff to verify that processes are in place.

5.  NPO will be with you during the site review.

6.  Be prepared to answer "what improvements in patient care/office efficiencies have you seen since implementing PCMH"?

Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:

1.1 Practice Unit has developed PCMH-related patient communication 

tools, has trained staff, and is prepared to implement patient-

provider partnership with each current patient, which may consist of 

a signed agreement or other documented patient communication 

process to establish patient-provider partnership

Demonstration Communication process includes 

conversation with patient and 

member of the practice team.              

-Documentation, Tools, Staff 

Training, & Tracking Mechanism

Front desk staff:  how do you know which patients 

need a brochure?  What do you say when you give it?  

How does the provider know which patients to talk to 

about PCMH?  Please show brochure.

All staff including physicians:  What do you say to 

patients about PCMH?

How do you define "current" patients?

Have available documentation of training within past 

years; can be meeting minutes for established PCMH 

practices

1.2 Process of reaching out to current patients is underway, and Practice 

Unit is using a systematic approach to inform patients about PCMH, 

including patients who do not visit the practice regularly

Demonstration Systematic process to inform 

patients about PCMH Systematic 

process to outreach to patients not 

visiting office regularly. 

Specifically address how those patients who have not 

been into the practice since the start of PCMH have 

been contacted.

How do practices do outreach to keep population 

updated so patient list is accurate?  Describe process 

and materials for reach out and removal of patients 

from patient list

1.3 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

10% of current patients

Demonstration 10% patients have partnership

1.4 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

30% of current patients

Demonstration & current reports 30% patients have partnership

1.5 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

50% of current patients

Demonstration & current reports 50% patients have partnership

1.6 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

60% of current patients

Demonstration & current reports 60% patients have partnership

1.7 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

80% of current patients

Demonstration & current reports 80% patients have partnership

1.8 Patient-provider agreement or other documented patient 

communication process is implemented and documented for at least 

90% of current patients

Demonstration & current reports 90% patients have partnership

1.0  Patient Provider Partnership Goal: Expand the physician health care team & patient awareness of commitment to the PCMH Model. To improve quality of care by strengthening bond 

between patients and the care team.                                                               

Be prepared to show how you calculated the 

percentage with recent numbers.  Specifically 

address how those patients who have not been into 

the practice since the start of PCMH are being 

counted (should not be in numerator).  Also, if PCMH 

is relatively new, be ready to discuss any clean-up of 

inactive patients in data.

How do practices do outreach to keep population 

updated so patient list is accurate?
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
1.9 Providers ensure that patients are aware that as part of 

comprehensive, quality care and to support population management, 

health care information is shared among care partners as necessary

Demonstration When and how do practices review privacy practices with 

patients?

2.1 A paper or electronic all-payer registry is being used to manage all 

established patients in the Practice Unit with Diabetes (or, for 

specialists, relevant condition)

Demonstration & current reports Population- Diabetes Show registry.  How do you manage your patients 

with the relevant condition?  How do you identify gaps 

in care?

2.2 Registry incorporates patient clinical information, for all established 

patients in the registry, for a substantial majority of health care 

services received at other sites that are necessary to manage 

chronic care and preventive services for the population

Demonstration & current reports Functional- includes services 

received at other sites that are 

necessary to manage chronic 

disease (Labs, IP, ER, UCC, Meds 

at least 4 out of 5)

Show registry.

2.3 Registry incorporates evidence-based care guidelines Demonstration & current reports Functional- incorporates evidence 

based on care guidelines

Show evidence-based care guidelines.

2.4 Registry information is available and in use by the Practice Unit team 

at the point of care

Demonstration & current reports Functional- actively using at point of 

care

Describe process.  Show what registry information 

comes up at the point of care, for all involved with 

patient care.

2.5 Registry contains information on the individual attributed practitioner 

for every patient currently in the registry who has a medical home in 

the Practice Unit

Demonstration & current reports Functional- contains attributed 

practitioner

Will look for provider attributed to the patient.

2.6 Registry is being used to generate routine, systematic 

communication to patients regarding gaps in care

Demonstration & current reports Functional- used to identify gaps in 

care-communicated to patient

Describe process.  Are you finding information you 

weren't able to access before to help you close gaps?  

How are you reaching out to patients?

2.7 Registry is being used to flag gaps in care for every patient currently 

in the registry

Demonstration & current reports Functional- used to flag gaps in care 

for ALL pts in registry

Show registry.

2.8 Registry incorporates information on patient demographics for all 

patients currently in the registry

Demonstration & current reports Functional- contains patient 

demographics

Show registry.

2.9 Registry is fully electronic, comprehensive and integrated, with 

analytic capabilities

Demonstration & current reports Functional-fully electronic- direct 

feed of labs, admits, ED (must have 

2.2)

Show registry.

2.10 Registry is being used to manage all patients with Persistent Asthma Demonstration & current reports Population- Asthma Show registry based on EBC for Persistent Asthma

2.11 Registry is being used to manage all patients with Coronary Artery 

Disease (CAD).  Not applicable to pediatric practices

Demonstration & current reports Population- CAD (Coronary Artery 

Disease)

Show registry based on EBC for Coronary Artery 

Disease

2.12 Registry is being used to manage all patients with Congestive Heart 

Failure (CHF). Not applicable to pediatric practices

Demonstration & current reports Population- CHF (Congestive Heart 

Failure)

Show registry based on EBC for CHF

2.13 Registry is being used to manage patients with at least 2 other 

chronic conditions for which there are evidence-based guidelines 

and the need for ongoing population and patient management, and 

which are sufficiently prevalent in the practice to warrant inclusion in 

the registry based on the judgment of the practice leaders

Demonstration & current reports Population- Includes 2 other chronic 

conditions

Show registry based on EBC for  2 chronic conditions 

2.14 Registry incorporates preventive service guidelines and is being 

used to generate routine, systematic communication to all  patients 

in the practice regarding needed preventive services

Demonstration & current reports Functional- incorporates preventive 

services (mams, paps, imms, well 

visits) & used for outreach

Talk about managing patient's preventive services 

with the registry.  

2.15 Registry incorporates patients who are assigned by managed care 

plans and are not established patients in the practice

Demonstration & current reports Population- incorporates managed 

care plan patients

Show the process to outreach to non-established 

patients.   What do you do if patient doesn't respond?

2.0  Patient Registry Goal: Encourage PGIP Participants to establish a comprehensive patient registry that can be used to optimally manage a population of patients, ultimately will improve 

health status and decrease cost. A database that contains clinical data that will enable practitioners to manage their population of pts. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
2.16 Registry is being used to manage all patients with Chronic Kidney 

Disease

Demonstration & current reports Population- CKD (Chronic Kidney 

Disease)

Show registry

2.17 Registry is being used to manage all patients with Pediatric Obesity Demonstration & current reports Population- Pediatric Obesity Show registry

2.18 Registry is being used to manage all patients with Pediatric 

ADD/ADHD

Demonstration & current reports Population- Pediatric ADHD/ADD Show registry

2.19 Registry contains information identifying the individual care manager 

for every patient currently in the registry who has an assigned care 

manager

Demonstration & current reports Even if only one care manager is assigned, that must 

be identified in registry.

3.1 Performance reports that allow tracking and comparison of results at 

a specific point in time across the population of patients are 

generated for Diabetes (or, for specialists, relevant condition)

Demonstration & current reports Report tracking Diabetes patients Show reports.  We will make sure the practice is 

utilizing performance reports.  How does the practice 

use them?  

3.2 Performance reports are generated at the population level, Practice 

Unit level, and individual provider level

Demonstration & current reports Reports at PO/Practice Unit/ PCP 

level

Show reports.  Be sure to show at the individual 

provider level.

3.3 Performance reports include patients with at least 2 other chronic 

conditions for which there are evidence-based guidelines and the 

need for ongoing population and patient management, and which 

are sufficiently prevalent in the practice to warrant inclusion in the 

registry based on the judgment of the practice leaders

Demonstration & current reports Reports include at least 2 other 

chronic conditions

Show reports.  The two chronic conditions will be the 

same as the 2 chronic conditions in 2.13

3.4 Data contained in performance reports has been fully validated and 

reconciled to ensure accuracy

Demonstration & current reports Data in reports are validated and 

reconciled

Describe process.

3.5 Trend reports are generated, enabling physicians and their PO's/sub-

PO's to track, compare and manage performance results for their 

population of patients over time

Demonstration & current reports Trend reports- PO/SubPO 

aggregate data

Show reports.

3.6 Performance Reports are generated for the population of patients 

with Pediatric Obesity

Demonstration & current reports Report tracking Pediatric only Show reports.

3.7 Performance reports include all current patients in the practice, 

including well patients, and data on preventive services

Demonstration & current reports Reports include ALL patients & 

preventative services 

Show reports.

3.8 Performance reports include patient clinical information for a 

substantial majority of health care services received at other sites 

that are necessary to manage chronic care and preventive service 

for the population

Demonstration & current reports Reports include clinical info from 

other sources (labs, IP, ED, UC, 

Meds) necessary to manage chronic 

care and preventative services 

(must have 2.2)

Show reports and describe how other services are 

incorporated.

3.9 Performance reports include information on services provided by 

specialists

Demonstration & current reports Reports include specialists services Show reports and describe how other services are 

incorporated.

3.10 Performance reports are generated for the population of patients 

with Persistent Asthma

Demonstration & current reports Reports track Asthma Show reports.

3.11 Performance reports are generated for the population of patients 

with Coronary Artery Disease.  Not applicable to pediatric practices

Demonstration & current reports Repots track CAD Show reports.

3.12 Performance reports are generated for the population of patients 

with Congestive Heart Failure.  Not applicable to pediatric practices

Demonstration & current reports Reports track CHF Show reports.

3.13 Performance reports are generated for the population patients with 

Pediatric ADD/ADHD

Demonstration & current reports Reports track ADHD/ADD Show reports.

3.0  Performance Reporting Goal: To implement performance reporting technology that will allow physicians to receive feedback on their performance, reduce gaps in care and improve 

outcomes. May be provided by PO & should be reviewed regularly. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
3.14 Performance reports include care management activity Demonstration & current reports What is the process for collecting data?   

Submissions to MiPct, Healthy Blue, other insurance 

companies could be utilized.

3.15 Key clinical indicators are tracked and reported to external entities to 

which practices are accountable for quality measurement

Demonstration & current reports What is the process for collecting and submitting 

data?   Submissions to MiPct, Healthy Blue, other 

insurance companies could be utilized.

4.1 Practice Unit leaders and staff have been trained/educated and have 

comprehensive knowledge of the Patient Centered-Medical Home 

model, the Chronic Care model, and practice transformation 

concepts

Current documentation & training 

documents 

All staff trained on PCMH, chronic 

care model and practice 

transformation

While there has been no change in the language, the 

expectations have changed:   will need to have 

available training materials, training log (established 

practices could use meeting minutes) to show how 

existing staff were trained and new staff will be 

trained on PCMH, chronic care model, and practice 

transformation concepts 

4.2 Practice Unit has developed an integrated team of multi-disciplinary 

providers and a systematic approach is in place to deliver 

coordinated care management services that address patients' full 

range of health care needs for at least one chronic condition (or, for 

some specialists, a sub-acute condition)

Demonstration ADVANCED CAP- Multidisciplinary 

team (include RN, DM educators, 

etc.), regular team meetings, travel 

teams, ongoing communication with 

practice

Who is on the team?  What is the process?   How is 

this documented in the EMR?

4.3 Systematic approach is in place to ensure that evidence-based care 

guidelines are established and in use at the point of care by all team 

members of the Practice Unit

Demonstration and review of 

guidelines

Evidence based care guidelines are 

used at point of care, flags gaps in 

care, guidelines assist with 

appointment time booking

All care providers:  show in EMR (or paper chart) the 

alerts the care providers see at point of care to show 

what preventive services are needed.

Show on schedule how different appointment types 

are noted.

4.4 PCMH patient satisfaction/office efficiency measures are 

systematically administered 

Documentation of aggregated 

results

Patient survey re: office efficiency Show survey results.  Discuss how often administered 

(at least twice yearly).  Have ready at least one 

example of how survey results were used to improve 

processes.  Show aggregated data with trends.

4.5 Development of and incorporation into the medical record of written 

action plan and goal-setting is systematically offered to all patients 

with the chronic condition (or, for some specialists, sub-acute 

condition) selected for initial focus, with substantive patient-specific 

and patient-friendly documentation provided to the patient

Demonstration Written action plans & goal setting 

patient specific for 1 chronic 

condition

We would like to see action plans for all patients with 

chronic conditions chosen.  We will look for goal-

setting that focus' on specific changes in behavior, 

not general clinical goals (such as lowering blood 

pressure or reducing LDL levels)

All care providers:  How well does patient use action 

plan?  Do you reinforce when patient calls office?  

Does patient bring a copy back to next visit?  Is the 

action plan reviewed at the next visit?

4.6 A systematic approach is in place for appointment tracking and 

generation of reminders for all patients with the chronic condition (or, 

for some specialists, sub-acute condition) selected for initial focus

Demonstration Appointment reminder & tracking no 

shows for 1 chronic condition

Describe your process

4.7 A systematic approach is in place to ensure that follow-up for 

needed services is provided for all patients with the chronic condition 

(or, for some specialists, sub-acute condition) selected for initial 

focus

Demonstration System to ensure follow up for 

needed services for 1 chronic 

condition

Describe your process

4.0  Individual Care Management Goal: To ensure that patients with chronic conditions receive organized planned care that also empowers the patient to take greater responsibility for their 

health. Ultimately will increase overall health status and decrease health care costs.
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
4.8 Planned visits are offered to all patients with the chronic condition 

(or, for some specialists, sub-acute condition) selected for initial 

focus

Demonstration and documentation Documented Process Required. 

Planned visit- proactive, team 

approach to manage care during 

visit for 1 chronic condition. Identify 

team roles & responsibilities. 

What would a diabetic visit look like?  How do you 

prepare a diabetic patient for visit, including having 

tests completed so results are available?  How do you 

ensure follow-up with DM patient?  What are your 

action plans for DM patient?  Help me understand 

how you are documenting and follow-up.  

Show a documented process

4.9 Group visit option is available for all patients in the Practice Unit with 

the chronic condition (or, for some specialists, sub-acute condition) 

selected for initial focus (as appropriate for the patient)

Group visit (2hrs, no more  than 20 

patients), must include 1 on 1 with 

MD

Describe the process, including how the physician 

/clinician (not an MA) is directly involved and meets 

with each patient individually. 

4.10 Medication review and management is provided at every visit for all 

patients with chronic conditions

Demonstration Medication review during visit Describe your process.

4.11 Action plan Development and goal-setting and incorporation into 

medical record of written action plans and goal-setting is 

systematically offered to all patients with chronic conditions or other 

complex health care needs prevalent in practice's patient population

Demonstration and documentation Action plans offered to ALL chronic 

care/complex pt

We would like to see action plans for all patients with 

chronic conditions chosen.  We will look for goal-

setting that focus' on specific changes in behavior, 

not general clinical goals (such as lowering blood 

pressure or reducing LDL levels)

All care providers:  How well does patient use action 

plan?  Do you reinforce when patient calls office?  

Does patient bring a copy back to next visit?  Is the 

action plan reviewed at the next visit?

If a patient's chronic condition is listed in a registry, 

the expectation is that there is an action plan to 

address that condition.

4.12 A systematic approach is in place for appointment tracking and 

generation of reminders for all patients

Demonstration Appointment tracking and reminder 

for ALL patients

4.13 A system approach is in place to ensure follow-up for needed 

services for all patients

Demonstration System to ensure follow up for 

needed services for ALL patients

4.14 Planned visits are offered to all patients with the chronic conditions 

(or, for some specialists, all sub-acute conditions) prevalent in 

practice population

Demonstration and documentation Planned visits for ALL patients 

w/chronic conditions

If you showed a planned visit for a diabetic patient, 

what would you do differently for a patient with other 

chronic conditions?  What would you do different for 

the asthma patient, the patient with CHF.  Describe 

how you would prepare the patient differently.

4.15 Group visit option is available for all patients with chronic conditions 

(or, for some specialists, all sub-acute conditions) prevalent in 

practice population

Group visits for ALL patients 

4.16 Advanced care planning-A systematic approach is in place for 

engaging patients in conversation about advanced care planning, 

executing an advanced care plan with each patient who wishes to do 

so, and including a copy of a signed advanced care plan in the 

patient’s medical record

Demonstration Advance Care Planning; 

conversation with patients and 

documentation.

Show the process, written protocols and 

documentation in the EMR of conversations.

4.17 A systematic approach is in place for developing a survivorship plan 

for patients once treatment is completed, including a copy of the 

survivorship plan in the patient’s medical record, and ensuring that 

the plan is shared with the patient and the patient’s providers

Demonstration Survivorship Plan; process in place 

once treatment is complete, 

documentation in chart, plan shared 

amongst patients' providers. 

Show the process, written protocols and 

documentation in the EMR of conversations.
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
4.18 A systematic approach is in place for assessing patient palliative 

care needs and ensuring patients receive needed palliative care 

services

Demonstration Palliative Care; assessment process 

in place and shared amongst all 

care providers (including specialist). 

Show the process, written protocols and 

documentation in the EMR of conversations.

4.19 Systematic process is in place to identify patients who would benefit 

from care management services based on clinical conditions and 

ED, inpatient, and other service use

Documentation of process results Show the process to identify patients and document 

in the EMR.

4.20 Systematic process is in place to inform patients about availability of 

care management services

This can be for a targeted population; show the 

process.

4.21 Inter-disciplinary team meetings are held regularly to conduct patient 

case reviews, with development and review of comprehensive care 

plans for medically complex patients

Example of developed care plan Show the work products of the meeting which should 

include a developed care plan.

5.1 Patients have 24-hour access to a clinical decision-maker by phone, 

and clinical decision-maker has a feedback loop within 24 hours or 

next business day to the patient's PCMH

Demonstration Access to 24 hr decision maker by 

phone w/feedback loop

Describe your process of how patients have 24 hour 

access and how does the provider receive 

information within 24 hours.

5.2 Clinical decision-maker accesses and updates patient's EMR or 

registry info during the phone call

On call has access to EMR/ Registry 

& can update

Have ready in the EMR (or paper chart) a patient with 

an after-hours entry by a physician.  Entry must be 

time and date stamped with an after-hours time and 

date.

5.3 Provider has made arrangements for patients to have access to non-

ED after-hours provider for urgent care needs during at least 8 after-

hours per week and, if different from the PCMH office, after-hours 

provider has a feedback loop within 24 hours or next business day to 

the patient's PCMH

8 after hours available (non ED- 

Urgent Care)

Show printed materials that are given to patient with 

office hours and after-hours process.

5.4 A systematic approach is in place to ensure that all patients are fully 

informed about after-hours care availability and location, at the 

PCMH site as well as other after-hours care sites, including urgent 

care facilities, if applicable

Patients educated on after hours 

care

Show printed materials that are given to patient with 

office hours and after-hours process.

5.5 Practice Unit has made arrangements for patients to have access to 

non-ED after-hours provider for urgent care needs (as defined under 

5.3) during at least 12 after-hours per week

12 after hours available Show printed materials that are given to patient with 

office hours and after-hours process.

5.6 Non-ED after-hours provider for urgent care accesses and updates 

the patient's EMR or patient's registry record during the visit

Demonstration ADVANCED- NON ED after hours 

urgent care has access to 

EMR/Registry & documents 

DURING visit

Have a patient ready to show with time/date stamped 

documentation of this in the chart. 

5.7 Advanced access scheduling is in place: for PCPs,, reserving at 

least 30% of appointments are reserved for same-day appointments 

for acute and routine care, (i.e. any elective non-acute/urgent need, 

including physical exams and planned chronic care services, for 

established patients) ; for specialists, tiered access is in place

Demonstration and written policy Advanced access scheduling for 

30% of daily appointments, written 

policy in place, patients are aware 

of policy

Show how this was calculated.  Be prepared to show 

next day's schedule on computer (or paper) with 30%  

availability.   Show the written policy.

5.8 Advanced access scheduling is in place, reserving at least 50% of 

appointments for same-day appointments for acute and routine care, 

(i.e. any elective non-acute/urgent need, including physical exams 

and planned chronic care services, for established patients) 

[Applicable to PCPs only]

Demonstration and written policy 50% full schedule open Show how this was calculated.  Be prepared to show 

next day's schedule on computer (or paper) with 50% 

availability.  Show the written policy.

5.9 Practice Unit has telephonic or other access to interpreter(s) for all 

languages common to practice's established patients.

Interpreter service How does the practice access interpreters?

5.0  Extended Access Goal: To ensure all patients have comprehensive, timely access to health care services that are patient centered and culturally sensitive; that is delivered in the least 

intensive & most appropriate setting based on the patient's needs.
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:

6.1 Practice has test tracking process/procedure documented, which 

requires tracking and follow-up for all tests and test results, with 

identified timeframes for notifying patients of results

 Demonstration and written process Documented Process Required. 

Documented test tracking policy 

includes time frames for notification

Walk me through the process of ordering tests and 

how patients are notified of normal, abnormal and 

critical results.

Show a documented process.

6.2 Systematic approach and identified timeframes are in place for 

ensuring patients receive needed tests and practice obtains results

Systematic approach to ensure time 

frames for patient notifications is 

met. Ensure test performed? 

Be able to show your tracking process for tests not 

received and for patients being notified.  Show how 

timeframes are monitored.

6.3 Process is in place for ensuring patient contact details are kept up to 

date

Update patient contact information Are emergency numbers updated every time a 

patient's demographics are updated?

6.4 Mechanism is in place for patients to obtain information about 

normal tests

Demonstration Mechanism in place to inform of 

normal test results

Explain process

6.5 Systematic approach is used to inform patients about all abnormal 

test results

Demonstration Mechanism to inform of abnormal 

results

Explain process and how high-priority results are 

determined (usually physician mandated)

6.6 Systematic approach is used to ensure that patients with abnormal 

results receive the recommended follow-up care within defined 

timeframes

Systematic approach to ensure 

follow up for abnormal results

Explain process

6.7 Systematic approach is used to document all test tracking steps in 

the patient's medical record

Demonstration Systematic approach for 

documentation of test tracking steps 

in medical record

Explain process

6.8 All clinicians and appropriate office staff are trained to ensure 

adherence to the test-tracking procedure; all training is documented 

either in personnel file or in training logs or records

Demonstration           

Documentation of Training

Staff training on test tracking Show the signature log and (make sure providers 

have signed as well) within the past year.   

Established practices might show where reviewed in 

minutes to make sure process still meeting current 

needs.

6.9 Practice has Computerized Order Entry integrated with automated 

test tracking system

Demonstration ADVANCED-CPOE with automated 

test tracking system

Explain process

8.7 Practice Unit has full e-Rx functionality (as defined in note at end of 

survey form below) in use by all physicians in the Practice Unit with 

full utilization (all prescriptions that can legally be transmitted 

electronically)                     

Full e-Rx functionality by ALL 

providers

Show E-prescribing rates from NPO reports.  If rates 

are not good, explain why.  

9.1 Primary and secondary prevention program is in place that focuses 

on identifying and educating patients about personal health 

behaviors to reduce their risk of disease and injury

Patient questionnaire about personal 

health behavior. i.e. patient check-in/ 

demographic forms

What is your process for running reports on 

preventative services.  

9.2 A systematic approach is in place to provide preventive services Preventive care guidelines in use Describe your system

9.3 Strategies are in place to promote and conduct outreach regarding 

ongoing well care visits and screenings for all populations, consistent 

with guidelines for such age and gender-appropriate services 

promulgated by credible national organizations

Demonstration Outreach reminders- Birthdays, 

annual physicals, imms, well visits

How is this accomplished? How many attempts do 

you make?  How do you track attempts?

9.4 Practice has process in place to inquire about a patient's outside 

health encounters and has capability to incorporate information in 

patient tracking system or medical record

Inquires about outside health 

encounters- update patient chart 

history w/ dates of services

Describe your conversation with patients about care 

they have received at other sites.  Who updates the 

medical record?

6.0  Test Results Tracking & Follow-up Goal: To implement a standard system to ensure patients receive needed test, and that results are communicated in a timely manner. As well as 

appropriate follow-up occurs. This process should be documents and all staff trained on it. 

8.0  E-Prescribing (e-Rx) Goal: Increase the use e-Rx to element Rx errors and duplications. 

9.0  Preventive Services Goal: Coordinate patient care through the PCP in a PCMH that involves actively counseling, screening and educating patients on preventive care. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
9.5 Practice has a systematic approach in place to ensure the 

provision/documentation of tobacco use assessment tools and 

advice regarding smoking cessation

Demonstration Smoking cessation

9.6 Written standing order protocols are in place allowing Practice Unit 

care team members to authorize and deliver preventive services 

according to physician-approved protocol without examination by a 

clinician

Demonstration and standing order 

protocols

Written standing order protocols for 

preventive services- imms, fecal 

occult blood, mam

Nurse/MA:  what tests can this staff order?  How do 

they know?  Has the provider signed off on these 

standing orders annually?  Will you show me?

9.7 Secondary prevention program is in place to identify and treat 

asymptomatic persons who have already developed risk factors or 

pre-clinical disease, but in whom the disease itself has not become 

clinically apparent

Demonstration Secondary prevention screening How does the practice address secondary prevention 

program with patients?  How does the practice 

identify those patients at risk.

9.8 Staff receives regular training and/or communications in health 

promotion and disease prevention and incorporates preventive-

focused practices into ongoing administrative operations

Demonstration Staff receives training/updates on 

preventative practices

How are educational materials circulated or posted 

when guidelines change?  Is this ongoing education?  

How does the practice obtain updated information?

9.9 Planned visits are offered as a means of providing preventive 

services in the context of structured health maintenance exams for 

which the practice team and patient are prepared in advance of the 

date of service

Planned visit template Planned visits for preventive 

services

Planned visit will involve providing preventive 

services.  How are patients prepared for  preventive 

services in advance?

Show a planned visit template.

10.1 PO has conducted comprehensive review of community resources 

for the geographic population that they serve, in conjunction with 

Practice Units

Demonstration PO has conducted comprehensive 

review of resources available in 

geographic area

10.2 PO maintains a community resource database based on input from 

Practice Units that serves as a central repository of information for all 

Practice Units

Demonstration PO maintains a community resource 

database

10.3 PO in conjunction with Practice Units has established collaborative 

relationships with appropriate community-based agencies and 

organizations

Demonstration PO/PU has relationship w/ 

community agency(s)

With what community-based agencies and 

organizations has the Practice Unit established  

collaborative relationships with?

10.4 All members of Practice Unit care team involved in establishing care 

treatment plans have received training on community resources so 

that they can identify and refer patients appropriately

Demonstration All team members educated & 

empowered to refer

Discuss training and show training 

materials/documentation.

10.5 Systematic approach is in place for educating all patients about 

community resources and assessing/discussing need for referral

Demonstration Systematic approach to educate 

patients and families about 

resources and referral

All Care providers:  How do you do this?  How can 

the patient who is too embarrassed to discuss needs 

get information (ex. Domestic Abuse)?

10.6 Systematic approach is in place for referring patients to community 

resources

Demonstration Systematic referral process to 

community services

Discuss the referral process to community based 

agencies.

10.7 Systematic approach is in place for tracking referrals of high-risk 

patients to community resources made by the care team and making 

every effort to ensure that patients complete the referral activity

Demonstration Systematic referral tracking for high 

risk

Have a patient ready to show with documentation of 

this in the chart.  Discuss the follow-up process to 

ensure referral occurs.

Specialists must ensure that PCPs are notified about 

referrals to community resources for high-risk 

patients.

10.8 Systematic approach is in place for conducting follow-up with high-

risk patients regarding any indicated next steps as an outcome of 

their referral to a community-based program or agency

Demonstration Systematic process for follow-up 

w/high risk patients regarding next 

steps 

Show me an example of a high-risk referral, the 

tracking of the referral and follow-up regarding any 

indicated next steps.

10.0 Linkage to Community Services Goal: To connect patients with community resources through a process of active coordination between the patient, health system, community service 

agencies, caregivers and family. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:

11.1 Clinician who is member of clinical care team or PO staff person is 

educated about and familiar with self-management support concepts 

and techniques and works with appropriate staff members at the 

Practice Unit at regular intervals to ensure they are educated in and 

are able to actively use self-management support concepts and 

techniques.  The intent of this capability is to actively empower the 

staff within the Practice Unit to incorporate self-management support 

efforts into routine clinic processes

Demonstration Member of clinical team/ PO is 

educated on self mgmt techniques. 

Must be in place before 11.2-11.7

Who is the main clinical care team member that has 

been educated, which educational resources did they 

use?  Describe the process of educating appropriate 

staff members about the self-management support 

concepts and techniques.  How did you train your 

staff to use these techniques?

11.2 Self-management support is offered to all patients with the chronic 

condition (or, for some specialists, sub-acute condition) selected for 

initial focus (based on need, suitability, and patient interest)

Demonstration Self management support, 1chronic 

condition- Travel team

Will you describe your process for supporting the self 

managed patient, whom the practice has selected for 

initial focus?  Describe a situation where this process 

has been successful for one of your patients.  

11.3 Systematic follow-up occurs for all patients with the chronic condition 

(or, for some specialists, sub-acute condition) selected for initial 

focus who are engaged in self-management support to discuss 

action plans and goals and provide supportive reminders

Demonstration Systematic follow up on goals, for 1 

chronic condition- reach out 

between visits

Describe how the appropriate staff member trained in 

self-management follows up with these patients.  

During the follow-up, how are the support concepts 

and techniques used to discuss action plans?

11.4 Regular patient experience/satisfaction surveys are conducted for 

patients engaged in self-management support, to identify areas for 

improvement in the self-management support efforts

Demonstration and aggregated 

survey results

Patient surveys for those involved in 

self management

Describe your process

11.5 Self-management support is offered to patients with all chronic 

conditions (or, for some specialists, sub-acute conditions) prevalent 

in the practice's patient population (based on need, suitability, and 

patient interest)

Demonstration Self management offered to all 

patients

Will you describe your process for supporting the self 

managed patient, whom the practice has selected for 

initial focus?  Describe a situation where this process 

has been successful for one of your patients.  

11.6 Systematic follow-up occurs for patients with all chronic conditions 

(or, for some specialists, sub-acute conditions) prevalent in the 

practice's patient population who are engaged in self-management 

support to discuss action plans and goals and provide supportive 

reminders

Demonstration Systematic follow up on goals, for all 

conditions- reach out between visits

11.7 Support and guidance in establishing and working towards a self-

management goal is offered to every patient, including well patients

Demonstration Support and guidance offered to 

ALL patients working on self 

management goal

Which "well" patients are using self-management?  

Will you show me a "well" patient's goal and action 

plan? 

11.8 At least one member of PO or Practice Unit is formally trained 

through completion of a nationally or internationally-accredited 

program in self-management support concepts and techniques, and 

regularly works with appropriate staff members at the Practice Unit 

to educate them so they are able to actively use self-management 

support concepts and techniques

Demonstration Stanford Certified Self Management 

Team member 

12.1 Available vendor options for purchasing and implementing a patient 

web portal system have been evaluated

Demonstration Vendor options for purchase have 

been evaluated

12.2 PO or Practice Unit has assessed liability and safety issues involved 

in maintaining a patient web portal at any level and developed 

policies and procedures that allow for a safe and efficient exchange 

of information

Demonstration PO assessed liability & safety issues 

for portal maintenance

11.0 Self-Management Support Goal: To support the patient as they learn to assume responsibility for daily management of their chronic condition. Systematic approach to empowering patient 

to understand and manage chronic illness, make informed decisions about care and engaging in healthy behaviors. 

12.0  Patient Web Portal Goal: To support optimal management of patients with chronic conditions by using a web portal to allow for electronic communication between patients and 

physicians, to provide greater access to medical information and technical tools.
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
12.3 Ability for patients to request and schedule appointments 

electronically is activated and available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patients can request electronically Will you show me a patient who has requested an 

appointment electronically?  Could be an email within 

portal

12.4 Ability for patients to log and/or graph results of self-administered 

tests (e.g. daily blood glucose levels) is activated and available to all 

patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patients can log/graph self 

administered tests

Will you show me a patient who can perform this 

function?

12.5 Providers are automatically alerted by system regarding self-reported 

patient data that indicates a potential health issue

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Provider receives auto alert that 

potential health issue information 

has been logged

Will you show me an example of a patient who has 

used the portal system  and with the results they 

reported, the system alerted the provider that 

indicated a potential health issue?

12.6 Ability for patients to participate in E-visits is activated and available 

to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patients can participate in E-visits Show me an example of an actual patient / provider E-

visit.

12.7 Providers are using patient portal to send automated care reminders, 

health education materials, links to community resources, 

educational websites and self-management materials to patients 

electronically

Automated care reminders 

(preventive services), self mgmt & 

health education material, resource 

links, & educational websites 

available electronically

Be able to demonstrate how these items are sent to 

the patient electronically.  A link could be sent to the 

patient or to targeted populations.

12.8 Patient portal system includes capability for patients to create 

personal health record, and is activated and available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patient can create personal health 

record

Show an example

12.9 Ability for patients to review test results electronically is activated and 

available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Test results can be viewed on portal Show an example

12.10 Ability for patients to request prescription renewals electronically is 

activated and available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patient can request Rx renewal

12.11 Ability for patients to graph and analyze results of self-administered 

tests for self-management support purposes is activated and 

available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Patients can graph/analyze self 

administered tests for self 

management purposes

Show an example

12.12 Ability for patients to have access to view registries and electronic 

medical records online that contain patient personal health 

information that has been reviewed and released by the provider 

and/or practice is activated and available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

EMR available online Show an example of a patient who uses this function 

to view registries  and electronic medical records 

online.

12.13 Ability for patients to schedule appointments electronically through 

an interactive calendar is activated and available to all patients

Demonstration & documentation of 

usage logs (even if patients aren't 

using)

Show the process and screens

13.1 For every patient with chronic condition selected for initial focus (or 

specialty condition), mechanism is established for being notified of 

each patient admit and discharge or other type of encounter, at 

facilities with which the PCMH physician has admitting privileges or 

other ongoing relationships

Demonstration Notification of admit/discharge or 

other health encounter for 1 chronic 

condition.

Describe how the provider is notified of each admit 

and discharge or any other type of encounter where 

they have admitting privileges.

13.2 Process is in place for exchanging necessary medical records and 

discussing continued care arrangements with other providers, 

including facilities, for all patients with chronic condition selected for 

initial focus

Demonstration Information exchange process- 

transfer of care to other 

providers/facilities.

Describe your process for exchanging necessary 

medical records for your initial focus patients

13.3 Approach is in place to systematically track care coordination 

activities for each patient with chronic condition selected for initial 

focus

Demonstration Tracking process for care 

coordination for 1 chronic condition

How do you track care coordination activities for your 

patients selected for initial focus.

13.0  Coordination of Care Goal: For patient care to be coordinated across the health system through a process of active collaboration and communication between providers, caregivers and 

the patient. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
13.4 Process is in place to systematically flag for immediate attention any 

patient issue that indicates a potentially time-sensitive health issue 

for all patients with chronic condition select for initial focus

Demonstration Process to flag for immediate attn 

any urgent follow up for 1 chronic 

condition

13.5 Process is in place to ensure that written transition plans are 

developed, in collaboration with patient and caregivers, where 

appropriate, for patients with chronic condition selected for initial 

focus who are leaving the practice (i.e. because they are moving, 

going into a long-term care facility, or choosing to leave the practice)

Demonstration Written transition plans for patients 

leaving practice

Ensure process includes, at a minimum, patient being 

asked if they want a copy of transition plan.  Discuss 

how outstanding tests, medications are addressed.  

Show an example of a written transition plan.

13.6 Process is in place to coordinate care with payer case manager for 

patients with complex or catastrophic conditions

Demonstration Process for case management 

coordination BCN 800-392-2512   

BCBSM 800-845-5982

Describe relationships with payer CMs.

13.7 Practice has written procedures and/or guidelines on care 

coordination processes, and appropriate members of care team are 

trained on care coordination processes and have clearly defined 

roles within those processes

Demonstration Written procedure or guideline for 

care coordination process with 

clearly defined roles (i.e. home care, 

rehab, acute hospital)

Describe what happens if it is learned patient has 

seen/is seeing another PCP.  Show the written 

procedure or guideline.

13.8 Care coordination capabilities as defined in 13.1 - 13.7 are extended 

to all patients with chronic conditions that need care coordination 

assistance

Demonstration Care coordination in place for all 

patients w/chronic conditions Must 

have 13.7 FIP before 13.8 or 13.9

13.9 Care coordination capabilities as defined in 13.1 - 13.7 are extended 

to all patients who need care coordination assistance

Demonstration Care coordination in place for ALL 

patients  

13.10 Following hospital discharge, a tracking method is in place to apply 

the practice's defined hospital discharge follow-up criteria, and those 

patients eligible receive individualized transition of care phone call or 

face-to-face visit within 24-48 hours

Demonstration & documentation of 

tracking method

If the hospital is making the calls to the practice for 

appointments, the practice should know the criteria 

the hospital is using to make the calls. Explain the 

procedures used to make calls for patients that have 

gone to hospitals which don't make discharge 

appointments. Demonstrate how patients are tracked 

and discuss the criteria established for hospital 

discharge. 

14.1 Documented procedures are in place to guide each phase of the 

specialist referral process - including desired timeframes for 

appointment and information exchange - for preferred or high 

volume specialists

Documented process Documented procedures in place 

to guide specialist referral include 

time frames for appt & information 

exchange for high volume providers

Show documented materials/processes with desired 

timeframes.

If you are having an issue with an office (lack of 

reports, tests; too much or too little information) how 

have you communicated with the office to correct the 

issue?

14.2 Documented procedures are in place to guide each phase of the 

specialist referral process - including desired timeframes for 

appointment and information exchange - for other key providers 

Documented process Document procedures in place to 

guide specialist referral include time 

frames for appt & information 

exchange for other key providers 

How is the referral process different for other key 

providers? 

Show documented procedures.

14.3 Directory is maintained listing specialists to whom patients are 

routinely referred

Demonstration Specialist directory is available Show directory/referral materials.

14.4 PO or Practice Unit has developed specialist referral materials 

supportive of process and individual patient needs

Demonstration Specialist referral material 

supportive of process and individual 

patient needs

Can you show me the referral materials supportive of 

process and individual needs?

14.5 Practice Unit or designee routinely makes specialist appointments on 

behalf of patients

Appointments are made for patients Does this practice unit schedule appointments on 

behalf of patients.  Describe .  What follow-up occurs 

if patient schedules appt?

14.0  Specialist Pre-Consultation & Referral Process Goal: Ensure the process of referring patients from primary care to specialty care is seamlessly coordinated; both providers receive timely 

access to the information needed to provide optimal care. 
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Domains and Capabilities

Site Visit Requirements
Demonstration: showing the 

process/specific patients using the 

EMR, paper charts, or other 

materials BCBSM 2013 Audit Notes Be prepared to show/discuss:
14.6 Each facet of the interaction between preferred/high volume 

specialists and the PCPs at the Practice Unit level is automated by 

using electronically-based tools or changing processes, to avoid 

duplication of testing and prescribing across multiple care settings

Demonstration Electronic exchange of information 

is available to specialist- 'EHR

Is this process automated by using electronically'-

based tools?

14.7 For all specialist and sub-specialist visits deemed important to the 

patient's well-being, process is in place to determine whether or not 

patients completed the specialist referral in a timely manner, reasons 

they did not seek care if applicable, additional sub-specialist visits 

that occurred, specialists recommendations, and whether patients 

received recommended services

Demonstration Referral tracking process Describe the tracking of a referral, what happens if 

the referral has not been completed, or results have 

not been obtained.  The tracking needs to occur for 

additional sub-specialist visits.

14.8 Appropriate Practice Unit staff is trained on all aspects of the 

specialist referral process

Staff trained on referral process How does the practice train staff for referral process?

14.9 Practice Unit regularly evaluates patient satisfaction with most 

commonly used specialists to ensure physicians are referring 

patients to specialists who meet their standards for patient-centered 

care

Documentation of aggregated 

survey results

Patient satisfaction assessed and 

followed up for specialist care

How do you measure patient satisfaction with the 

referral process?  It is common that the physician 

asks the patients after a referral and incorporates the 

feedback into referral patterns.  Now requires 

quantified, aggregated data tracked over time.

14.10 Physician to physician pre-consultation exchanges are used to clarify 

need for referral and enable PCP to obtain guidance from specialists 

and subspecialists, ensuring optimal and efficient patient care

Demonstration and documented 

process

Document Procedure for physician-

to-physician pre-consultation 

exchanges. 

What type of communication and established 

agreement does your practice have with specialists 

and subspecialists?  Will you show me your 

agreement, and which practices you participate with 

in this agreement?  Can you show me where there 

have been situations where there has been a transfer 

of care from the PCP to the specialist?
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