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Agenda

eCurrent state of PCMH and what’s coming

eExploration of how PCC functionality applies to new
2017 PCMH factors

ePCC Resources for PCMH

PCC
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Takeaways

e A basic understanding of NCQA’s PCMH Recognition
and why it might benefit your practice

e An understanding of how PCC reports and
functionality can be used to meet specific PCMH
requirements

e Recognition of how your existing workflow and
processes may need to change in order to meet
PCMH requirements

PCC
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Current State of PCMH

e Focus on improving patient access

e Emphasis on team-based care

e Consistent population management of patients

e Care management focus on high-need populations
e Coordinating care and transitions

e Integration of behavioral health

e Aligns with Meaningful Use and use of 1/T

e Alighment of quality improvement activities

PCC
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Why NCQA PCMH?

e Most widely adopted model for transtforming primary
care practices to medical homes

e May be financially worthwhile depending on region
and payor mix

e Streamlined workflow and operations

NNV
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NCQA PCMH Growth

e As of July 2013, ~6,700 sites and ~34,000 clinicians with
PCMH recognition

e Asof July 2017, >12,200 sites and ~58,000 clinicians
recognized in 50 states

e At least 33 PCC practices have Level 3 recognition, 2
have Level 2 recognition, and another 24 are in the
process of getting recognition

PCC
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New 2017 Standards

e 2014 standards are about to expire

e New 2017 standards and recognition program were
released on 3/31/17

e Deadline for purchasing 2014 survey tool has passed

PCC
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New 2017 Standards

e More flexibility with core requirements and the choice
of other elective requirements

e Simplified reporting with less paperwork means less
time and cost for transformation

e New digital platform

e Includes virtual review with NCQA staff dedicated to
your practice

e No more renewals every 3 years. Will now require
annual check-in from NCQA with some reporting

7
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New 2017 Standards

Six PCMH Concepts

eTeam-Based Care and Practice Organization (TC)

eKnowing and Managing Your Patients (KM)

ePatient-Centered Access and Continuity (AC)

e Care Management and Support (CM)

eCare Coordination and Care Transitions (CC)

ePerformance Measurement and Quality
Improvement (QI)

PCC
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Getting Started With PCMH
Recognition

e Visit NCQA’s “Getting Started” Resources
e Visit practices who are already medical homes. Share

strategies and experiences
® Resource Directory of Incentives for NCQA Clinical

Recognition
e Patient-Centered Primary Care Collaborative

f.(:'s: Pediatric EHR Solutions
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http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started
http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/RP%20Practice%20Resource%20Directory_%2012012016_%20FINAL.pdf
http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/RP%20Practice%20Resource%20Directory_%2012012016_%20FINAL.pdf
http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/RP%20Practice%20Resource%20Directory_%2012012016_%20FINAL.pdf
http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/RP%20Practice%20Resource%20Directory_%2012012016_%20FINAL.pdf
https://www.pcpcc.org/initiatives
https://www.pcpcc.org/initiatives

Getting Started With PCMH
Recognition

e First time getting recognition or renewing?

e Single site or multi-site?

o If 3 or more locations, need special multi-site approval from
NCQA

e Consider working with PCC and Patient-Centered Solutions (PCS)

o Gap analysis survey
o Project management

o Document review

|
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http://www.theverdengroup.com/our-services/patient-centered-solutions-services/

PCC Prevalidation

e PCC was prevalidated to offer 7.5 credits under 2014
standards

® We expect to offer similar auto-credit under the 2017
standards

® You can attest for automatic credit just for using PCC
software

PCC
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Practices Without PCMH Recognition

Last day to purchase 2014 survey licenses was 3/31/17
Last day to submit 2014 Corporate Survey was 5/31/17
Last day to submit 2014 site surveys is 9/30/17

Otherwise, you will be starting the PCMH
transformation process under 2017 standards in the
Commit phase

NCQA Questionnaire to determine if you are eligible
and ready to begin the PCMH recognition process

PCC
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http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://pcmhquestionnaire.ncqa.org/question/1/?

Practices With 2011 Recognition

Option 1: Convert to PCMH 2014 recognition
eNeed 2011 Level 3 recognition
eGets you 1 additional year of recognition
eOnly 6 elements require documentation
eExpiration date for submission is 9/30/17

eCost is less

NNV
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Practices With 2011 Recognition

Option 2: Streamlined renewal under PCMH 2014
eNeed 2011 level 2 or level 3 recognition
eGets you 3 additional years of recognition
e11 elements require documentation
eExpiration for corporate survey was 5/31/17

oFull cost

PCC
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Practices With 2011 Recognition

Option 3: Renew under redesigned program after
3/31/17

e Previously earned PCMH 2011 credit will be applied
to aspects of 2017 standards

e For some criteria, you won’t need to provide
required evidence

e Review NCQA’s Accelerated Renewal Table

[y
== N\
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http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/PCMH%20Accelerated%20Renewal%20Table_04.13.2017_web.pdf?ver=2017-04-13-162628-743

Practices With 2014 Recognition

Option 1: Sustain under redesigned program after 3/31/17

e Previously earned PCMH 2014 credit will be applied to aspects of
2017 standards

Option 2: Streamlined renewal under PCMH 2014
® Gets you 3 additional years of recognition
® 11 elements require documentation
e Expiration for corporate survey was 5/31/17

e Full cost

PCC
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Practices With 2014 Recognition

Option 3: If 2014 level 3 recognition, transition to the
new redesigned process

e Bypass submission of evidence and skip directly to
the annual reporting part of recognition

e Enroll in NCQA’s new QPASS system

e Annual reporting begins 30 days prior to expiration
of current recognition

PCC

Pediatric EHR Solutions
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https://qpass.ncqa.org/Home/Welcome

PCC's PCMH Resources
(http://pcmh.pcc.com)
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http://pcmh.pcc.com/

PCMH Reporting
Examples

PCC
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Patient-Centered Access and
Continuity (AC)

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.

7
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Same-day Appointments

AC 02 (Core): Provides same-day appointments for routine and urgent care to meet identified patient |

needs.
GUIDANCE

The practice reserves time on the daily appointment
schedule to accommodate patient requests for a
same-day appointment for routine or for urgent care
needs. The time frames allocated for these
appointment types are determined by the practice
and based on the needs of the patient population, as
defined in AC 01. The report may include a 5-day
schedule to demonstrate the appointments are
available or a report demonstrating which same-day
appointments were used. The report may be
significant patient-reported access satisfaction,
based on AC 01 data.

EVIDENCE

e Documented process
AND

e Evidence of implementation

% Documented process only

Use PCC reports to show that you use same-day sick blocks
Renewals: documentation and evidence is required

PCC
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Providing Same-Day Appointments

. Show proof of
reserving time in
schedule for
same-day sick

PCC
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Providing Same-Day Appointments

§3/21/13

Block Appointments
No

No

e “Appointment Summarizer” (appts) report
identifying Block Appointments

PCC
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Providing Same-Day Appointments

appts: Block Appointments (03/04/13-03/08/13) L]

App Uake el -
03/04/13 600.00 60
03/05/13 600.00 60
03/06/13 500.00 50
03/07/13 500.00 50
03/08/13 480.00 48

2680.00 268

Criteria for this report run.
DATA INCLUDED IN THIS REPORT:

e ® Reports total minutes and # of sick blocks by
date

gl e Need report with at least 5 days of data

PCC

T Pediatric EHR Solutions




Timely Clinical Advice By Telephone

AC 04 (Core): Provides timely clinical advice by telephone.

GUIDANCE EVIDENCE

Patients can telephone the practice any time of the * Documented process
day or night and receive interactive (i.e., from a AND

person, rather than a recorded message) clinical
advice. Clinical advice refers to a response to an * Report
inquiry regarding symptoms, health status or an
acute/chronic condition. Providing advice outside of
appointments helps reduce unnecessary emergency
room and other utilization. A recorded message
referring patients to 911 when the office is closed is
not sufficient.

Clinicians return calls in a time frame determined by
the practice. Clinical advice must be provided by
qualified clinical staff, but may be communicated by
any member of the care team, as permitted under
state licensing laws. NCQA reviews a report
summarizing the practice’s expected response times
and how it monitors its performance against %
standards for timely response. The practice must

. present data on at least 7- days of such calls.

e Show that you are tracking response times to phone calls
e Renewals: No documentation or evidence required

PCC
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Timely Clinical Advice By Telephone

Tasks

TASK  Call Back Needed - TO Joan Abbott -

NOTE | Sample notes about callback.

S

3) Phone Encounter Performance ’II

View Phone Encounter Performance

% Task Completed AT | 03/07/13 5:08 PM = BY Joan Abbott

PCC Pediatric Test Associates
Generated on 5/09/13 10:57am

Times between 12:00am and 11:59pm
Dates from 4/21/13 to 4/26/13
and Task "Call Back Needed"

e PCC EHR — Reports — Phone
Encounter Performance
Report

Fhone Encounters: 6

iCaII Taken Task Completed IResponse Time ;Patient

4725013 9:00am |[4/25/13 2:117pm 5h 16m Okamoto, Alexia PCC# 1233

4425713 9:15am |[4/25/13 9:21am am Arndt, Brian PCC# 1284

4725013 9:27am | 4/25/13 11:29am 2h 1m Buchinsky, Catherine PCC# 948

4,25/13 10:44am Padrone, Shaquana PCC# 132

2h 21m Farkas, Quinn 1. PCC# 18032

4725712 11:11am [4/25/13 1:23pm

e Run for at least 7 calendar
days including times when
office is open and closed

4725713 12:22pm Lahan, Jordan PCC# 2091

Optional Columns to Display: MNone - display standard report columns only

PCC
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Timely Clinical Advice By Secure Electronic Msg

' AC 08 (1 Credit): Has a secure electronic system for two-way communication to provide timely

clinical advice.

GUIDANCE

The practice has a secure, interactive electronic
system (e.q., website, patient portal, secure e-mail
system) that allows two-way communication

between the practice and patients/families/
careqgivers, as applicable for the patient. The practice
can send and receive messages to and from
patients.

NCQA reviews a report summarnzing the practice’s
expected response times and how it monitors its
performance against standards for timely response.
The practice must present data on at least 7- days of
such calls. The report may be system generated.
The practice defines the time frame for a response
and monitors the timeliness of response against the
practice’s time frame.

EVIDENCE
« Documented process
AND
* Report

=

® Renewals: No documentation or evidence required

PCC
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Use PCC’s Patient Portal Functionality

Report Libra .

; 7 e Use this new report
Report Name  “ | Description tO traCk reSponse
ERai vkt 1 List of patients linked to a portal user. tlme tO portal

a Portal User

messages before and
after hours

Portal Activity for

Patient Find portal activity for a specific patient.

Portal Activity for ; o )
Portal User Find the portal activity for a specific portal user. o

Report for at least 7
Time between the receipt of a portal message and the response. Calendar days

Portal User List List of portal users including creation date and date of last activity.

Portal Users By : ; ; ;
Appointment Date List of appointments and associated patients and portal users.
Portal Users
Linked to a
Patient

Find all portal users linked to a patient. This report can be used to determine who has
records.

0

)

PCC
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Tracking Primary Care Provider

AC10 (Core) - Help patient/family/caregivers select or
change personal clinician

AC11 (Core) - Set goals and monitor the percentage of
patient visits with the selected clinician or team

7
7 PCC
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Tracking Primary Care Provider

eTrack a PCP for all patients if you aren't already

eNeed to report % of visits for each clinician where visit
provider is the PCP

eRenewals: No documentation or evidence required

NNV
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Monitoring % of Visits With Selected
Clinician

e Report based on srs appointment report

Count - Pat Provider
Patient assigned PCP? |Appt w/ PCP? Provider 1 |Provider 2 |Provider 3 |Provider 4 |Provider 5 |Provider 6 |Provider 7 |[Total Result
No No 16 28 17 23 24 28 16 152
Yes No 231 593 287 188 498 343 147 2287
Yes 454 143 618 603 115 352 774 3059]
Total Result 701 764 922 814 637 723 937 5498|
% of Appts where
PCP is assigned 98% 96% 98% 97% 96% 96% 98% 97%
% of Appts where
PCP=Appointment
Provider 65% 19% 67% 74% 18% 49% 83% 56%

e Contact Client Advocate for assistance with generating this
spreadsheet

® There is no expected % to reach, but you must show documented goal

| ﬂ&‘«%\“
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Knowing and Managing Your
Patients (KM)

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

7
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Documenting Up-to-Date Problem List

KM 01 (Core) - Documents an up-to-date problem list for
each patient with current and active diagnoses

e Use PCC MU Report “Stage 1 - Problem List”
e No required % threshold

e Renewals: No documentation or evidence required

PCC
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Adolescent Depression Screening

KM 03 (Core) - Conducts depression screenings for adults
and adolescents using a standardized tool

e Use PCC’s CQM report - “Screening for Clinical Depression and
Follow-Up Plan”

® See “CQM Reporting in PCC EHR” UC 2017 presentation
® No % threshold is required
e Must identify standardized screening tool

e Evidence and report or documented process required

PCC
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Assess Oral Health Needs

KM 05 (1 Credit) - Assesses oral health needs and provides
necessary services based on evidence-based guidelines or

coordinates with oral health partners

e Incorporate oral health assessment into protocols
e Consider doing fluoride varnish
e Document referrals to oral health partners

e Evidence and documented process required

NANNSIAN

PCC
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Assess Oral Health Needs

Measure: Fluoride Varnish Rate

Choose a measure < | Dashboard reports updated as of 7/2/2017

Your Score: 0 out of 100

The AAP's Bright Futures Guidelines recommend the application of fluoride varnish to all children every 3-6 months once teeth are present through age 5. For
active patients 1-5 years old with a well visit in the past year, this measure tracks how many of those patients also had a recommended fluoride varnish
application billed with CPT code 99188, D1206, or 99429 within the last year. See how you measure up to other PCC clients and also see a breakdown of your
performance by age and insurance group.

You have 779 active patients between 1 year and 5 years of age who have had a well visit in the past year.

0 of these patients received a fluoride varnish application within the past year.

How You Compare View Age and Insurance Breakdown
100%
o 80% | . g
2 ! Your Practice PCC Client Average Top Performers
5 60% [
7 e 0% 17% 62%
.; e _ (% of active patients 1-5 years old having recent fluoride varnish)
0%

M vou [ Average W Top 10%

Ui

N\
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PCC

Monitor
Fluoride
Varnish
Rate in
Dashboard
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Identify Predominant Conditions

KM 06 (1 Credit) - Identifies the predominant conditions
and health concerns of the patient population

® Generate PCC report showing predominant diagnoses for each
provider

e KM 06 credit also counts for KM 01 (up-to-date problem list)

e Renewals: No documentation or evidence required

PCC
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Identify Predominant Conditions

" =] L% u [ =4

1 Title: Predominant diaghoses used by provider

2

3 Service Provider Name: Provider 1

‘ Disgnosis ® Spreadsneet output
Service Provider Name Code Diagnosis Name of Procedures Charge Amount

5 Provider 1 Z23 Encounter for immunization 1251 $43,387.33 b d

B8 Provider 1 Z00.129 Engcnfr for routine child health exam wio abnormal findings 690 $71,805.00 t

7 Provider 1 Z00.121 Encounter for routine child health exam w abnormal findings 337 $35,352.00 as e On Cus Om Srs

B Provider 1 Joz.0 Streptococcal pharyngitis 183 $13,743.00 .

9  Provider 1 J02.9 Acute pharyngitis, unspecified 180 $10,514.00 h t h

10 Provider 1 JOB.9 Acute upper respiratory infection, unspecified 132 $15,805.00 C a‘rge repor S Owlng

11 Provider 1 R30.0 Dysuria 71 $3,666.00 o

12 Provider 1 B34.9 Viral infection, unspecified 46 $4,172.00 t ICD_ 1 O d b 11 d

13 Provider 1 Z00.00 Enentr for general adult medical exam wio abnormal findings 30 $5,035.00 Op CO e S 1 e

14 Provider 1 Z38.00 Single liveborn infant, delivered vaginally 29 $4,465.00

15 Provider 1 HEB.001 Acute suppr ofitis media w/o spon rupt ear drum, right ear 20 $2,447.00

18 Provider 1 HEB.002 Acute suppr otitis media wio spon rupt ear drum, left ear 18 $2,146.00 .

17 Provider 1 N78.0 Acute vaginitis 14 $780.00 C t t Cl t

18 Provider 1 N85.8 Other specified noninflammatory disorders of vagina 14 $877.00 . On aC ]‘en

19 Provider 1 F41.9 Anxiety disorder, unspecified 12 $1,567.00

20 Provider 1 R50.9 Fever, unspecified 12 $805.00 A d t f

21 Provider 1 K59.00 Consfipation, unspecified 1 $1,335.00 VO Ca e Or

22 Provider 1 P92.9 Feeding problem of newbarn, unspecified 1 $1,459.00 .

23 Provider 1 F90.2 Attention-deficit hyperactivity disorder, combined type 10 $1,181.00 t

24 Provider 1 L50.9 Urticaria, unspecified 10 $700.00 aS Sls ance

25 Provider 1 RO5 Cough 10 $1,310.00

26 Provider 1 Z38.01 Single liveborn infant, delivered by cesarean 10 $940.00

27 Provider 1 Z48.02 Encounter for removal of sutures 10 $952.00

28

29 Name: Provider 2 »

20 Diagnosis Number
Service Provider Name Code Diagnosis Name of Procedures Charge Amount

31 Provider 2 723 Encounter for immunization 2580 $91,145.10

32 Provider 2 Z00.129 Encntr for routine child health exam w/o abnormal findings 1157 $120,089.02

33 Provider 2 Z00.121 Encounter for routine child health exam w abnormal findings w27 $118,217.00

34 Provider 2 JOE.9 Acute upper respiratory infection, unspecified 262 $27,472.00

5 Provider 2 JO2.0 Streptococcal pharyngitis 230 $17,324.00

38 Provider 2 J0z2.9 Acute pharyngitis, unspecified 187 $10,361.00

37 Provider 2 Fa0.2 Attention-deficit hyperactivity disorder, combined type 117 $16,251.00

38 Provider 2 F41.9 Anxiety disorder, unspecified 113 $15,446.00

39 Provider 2 Jz21.8 Acute bronchiolitis, unspecified 74 $7,668.00

40 Provider 2 Z38.00 Single liveborn infant, delivered vaginally 72 $11,205.00

41 Provider 2 Z00.00 Engcnfr for general adult medical exam wio abnormal findings 71 $10,294.01

42 Provider 2 B34.9 Viral infection, unspecified 61 $4,837.00

1 I
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Evaluate Patient Communication
Preferences

KM 08 (1 Credit) - Evaluates patient population
demographics/communication preferences/health

literacy to tailor development and distribution of patient
materials

e Report and evidence of implementation required

e Use PCC report showing total patients for each
communication preference (text, email, cell, etc)

7
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Evaluate Patient Communication
Preferences

Total Active Patient Breakdown
by Communication Preference

e Spreadsheet output based
on custom recaller report

Filter showing primary

Method - communication

Cell Phone 1358 preference for each
Email 487 patient

Home Phone 607 ,

T e 706l ® Contact Client Advocate
Text 570 for assistance

Waork Phone 5

Total Result 3733

PCC
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Assess Diversity of Population

KM 09 (Core) - Assess the diversity (race, ethnicity, and
one other aspect)

KM 10 (Core) - Assess the language needs

® Reports for this coming in EHR Report Library in Fall
2017. Until then, contact PCC for assistance

e Renewals: No report required

NNV

PCC
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Assess Diversity of Population

A B c D E F G
1 Basedon patients seen 11217 - 41247
2
3
4
5 [Filtar Filter
B
7 |Race v % of Total Ethnicity - % of Total
8 (empty) 25 2.3% Mot Hispanic or Latino B16| 76.0%
9  |american Indian or Alaska Native 1 0.1% Frefers not to answer 106 9.9%
10 |american Indian or Alaska Native, Black or African American, White 2 0.2% (empty) 78 7.3%
11 Jasian a0 2 8% Hispanic or Latino 73 6.8%
12 |asian, White 27 2.5% Total Result 1073  100.0%
13 |Black or African American 21 2.0%
14 |Black or African American, Mative Hawailan or Other Pacific slande’ 1 01%
15 |Black or African Amarican, White ) 0.8%
16 |Mative Hawaiian or Other Pacific Islander k| 0.1%
17 |Native Hawaiian or Other Pacific Islander, White 3 0.3%
1B |Prafers not to answer 25 2.3% Filter
18 lwhite 527 BB.4%
20 White, Prefers not to answer 1 0.1% Sex X
21 [Total Result 1073 100.0% (empty) 0.0%
22 Feamale 450 45.7%
23 |Filter Male s83) 54.3%
24 Total Result 1073]  100.0%
25  Preferred Language -
26 |ampty) 1 1 .5%'
27 [english 1057 88.5%
28 [rotal Result 1073 100.0%

PCC

Pediatric EHR Solutions
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Identify Populations and Recall

KM 12 (Core): Proactively and routinely identifies populations of patients and reminds them, or their
families/caregivers about needed services (must report at least three categories):

A. Preventive care services.

B. Immunizations.
C. Chronic or acute care services.
D. Patients not recently seen by the practice.

e Identify patients in need of care (Dashboard, recaller, MU report
detail)

e Remind patients of needed services (notify, recaller)

e Report and outreach materials required

PCC
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KM 12.A: Choosing Preventive Care

Services

e PCC Dashboard:

O

Patients overdue for well visits (pick an age group to focus on)

® PCC recaller

O

o O O O

Adolescents needing depression screening

Infants needing developmental screening

4-5 year olds needing vision or hearing screening

Newborns needing hearing screening

Patients recently discharged from the hospital/ER needing
follow up

Children overdue for tobacco and/or alcohol/substance abuse
counseling

PCC

T Pediatric EHR Solutions
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Dashboard Overdue Lists

Practice Vitals Dashboard

OMPUTER COMPANY
ER B0

FINANCIAL PULSE CLINICAL PULSE EDI DASHBOARD PRODUCTIVITY

PHYSICIAMN

Logout
Sample PCC Practice Change My Password

View Dashboard Update Log

r

Measure: Well Visit Rates - Patients 12-21 Years

cihoose 3 measinn : Dashboard reports updated as of 3/31/2014

Your Score: 6 5 out of 100

This measure shows the percentage of all active patients who are currently between the ages of 12 years and 21 years who have received at least one well visit

in the past year. Active patients are those that have been seen at least once (for any visit) in the past three years, and do not have a flag indicating they are

inactive.

You have 4,636 active patients between the ages of 12 years and 21 years.
Click for a list of overdue patients

1,568 of these patients are overdue for their well visit Alffs— P

e Report well visit rates, overdue listing and trends for kids under 15
months, 15-36mos, 3-6yrs, 7-11yrs, or 12-13yrs.

@ Pediatric EHR Solutions
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Recaller Overdue Lists

® Use PCC's recaller to
generate lists of
overdue patients

e Restrict by procedure
or Dx code to focus on
patients having certain
CPT codes billed or
having certain
conditions

PCC

Pediatri .
T Bl T ediatric EHR Solutions




KM 12.B: Choosing Immunization
Services

e Dashboard reports:
o Patients overdue for HPV vaccine
o Patients overdue for Meningococcal vaccine
o Patients overdue for Tdap vaccine
o Asthma patients overdue for seasonal flu vaccine (this can be
used as imm measure or chronic/acute measure, but not both)
o 2 year old patients in need of vaccines
e recaller reports:
o Patients overdue for seasonal flu vaccine

PCC

BRI B Pediatric EHR Solutions
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KM 12.B: Choosing Immunization
Services

Measure: Immunization Rates - HPV

Choose a measure | <] Dashboard reports updated as of 6/7/2015

Your Score: 36 out of 100

The CDC's Advisory Committee on Immunization Practices (ACIP) recommends a series of three HPV vaccines for both males and females beginning at age 11 or
12. This measure tracks your HPV vaccination rates for all patients 13-17 years of age, showing the percentage of these patients who have received three HPV
vaccines by the time of data collection. See how you measure up to other PCC clients and view a list of patients who have not received all three recommended
HPV doses. View the Age and Sex Breakdown report to compare HPV vaccination rates for two age ranges, males and females, and to exclude patients with a
current insurance of Medicaid.

You have 2,665 active patients between 13 years and 17 years of age. Click for list of overdue patients
2,049 of these patients are due for at least one HPV vaccine, /
How You Compare View Age and Sex Breakdown
100%
o L
o BO% [ ; d
8 . Your Practice PCC Client Average Top Performers
5 0% [ 53%
# L
239 299 539%
§ o o o (4
5 20%
2 L (% of active patients 13-17 years old having three HPV vaccines)
0% -

B vou [ Average W Top 10%

TTT T Pediatric EHR Solutions




KM 12.B: Choosing Immunization
Services

5 Patients Up-to- o e
Vacelne ::r:lg::ereeded It;i;alzPatlents ::tAze . a/: ;Jget; Date Overdue at Age 2
DTaP 4 609 482 79% 127 patients overdue
IPV 3 609 545 89% 64 patients overdue
MMR 1 609 535 88% 74 patients overdue
HIB 3 609 544 89% 65 patients overdue
Hep B 3 609 474 78% 135 patients overdue
Varicella 1 609 531 87% 78 patients overdue
Pneumococcal 4 609 507 83% 102 patients overdue
Hep A 1 609 514 84% 95 patients overdue
Rotavirus 2 609 519 85% 90 patients overdue
Influenza 2 609 351 58% 258 patients overdue
Combo 9 *
(Includes All Vaccines Above N/A 609 377 62% 232 patients overdue
Except Influenza)
8‘:1[;2322 :IT N N/A 609 267 44% 342 patients overdue

PCC
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KM 12.B: Choosing Immunization

Services

e For listing of
patients overdue
for seasonal flu
vaccine, use
recaller report

PCC
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KM 12.C: Choosing Chronic/Acute
Services

e Dashboard reports:

o ADHD patients overdue for followup visit
e recaller reports:

o Asthma patients overdue for checkup

o Patients with depression overdue for checkup

o Patients with obesity overdue for checkup

o Patients with allergic rhinitis overdue for checkup
e PCC EHR Clinical Quality Measure (CQM) Reports

o Followup Care for ADHD Patients

o Asthma patients in need of medication checkup

PCC

T Pediatric EHR Solutions
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KM 12.C: Choosing Chronic/Acute
Services

Sample PCC Practice

L4

e Dashboard
example

ADD/ADHD Patient Followup Chocse s diterent measure

Dashboard reports updated as of 11/30/2013
Your Score; 36 out of 100 ] 0/
This clinical benchmark is a measure of your success with chronic disease managemaent of ADD/ADHD patients. Varlous clinical resources, from the AAP to IIlea‘s LlrlI 1g 0
warious state laws, indicate that actively managed ADD and ADHD patients must be seen by your practice at least ance every six maonths, at least. This section
includes a count of your active ADD and ADHD population, an indication of how many of your active patients have this diagnosis, and how many of thess
patients are up-to-date on their routine followup visit. You can also view a listing of ADD and ADHD patients who are overdue for a followup wisit, O

Your office has 393 active ADD/ADHD patients. (4% of total active patients)

64 of these patients are overdue for s followud visit, patients Seen
How You Compare il’l paSt SiX
- months

g %} Your Practice PCC Client Average Top Performers
8 ol
&
3 o 8496 73%0 86%
T (% of ADD/ADHD patients up-to-date on their followup visit)

i

H v B Average B Top 10%

= PCC

) WJ . + .
D) —— — Pediatric EHR Solutions
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KM 12.C: Choosing Chronic/Acute

Services

PCC EHR CQM Report: ADHD Followup Care for Children Prescribed
ADHD Medication

® Use “Details” links to see list of overdue patients who need
followup care after starting ADHD medication

Measure# |NQF Measure Numerator|Denominator Perform;nat:: Exclusions Eh{ptions Details
CMS136v4|0108/ADHD: Follow-up Care for Children Prescribed N/A N/A N/A N/A /Al N/A
Attention DeficitHyperactivity Disorder (ADHD)
Medication \‘
Initiation Phase 6 50 67% 41 N/A|Details
Continuation and Maintenance Phase 0 7 N/A 7 NJ’A‘Detaiis
== PCC
N A . . .
( | ¢ ————— Pediatric EHR Solutions
2\ L




KM 12.C: Choosing Chronic/Acute
Services

PCC EHR CQM Report: Use of appropriate medications for Asthma

® Use “Details” links to see list of patients with persistent asthma
who are in need of medication checkup

N\

Measure# [NQF Measure Numerator|Denominator Perform:'nat:: Exclusions Excepti}lg Details
CMS126v3(0036|Use of Appropriate Medications for Asthma 5 7 71% 0 N/A|Details
(Summary)

e Stratification 1 - Age 5-11yrs 3 4 75% 0 N/A|Details
o Stratification 2 - Age 12-18yrs 2 3 67% 0 N/A|Details
o Stratification 3 - Age 19-50yrs 0 0 N/A 0 N/A N/A
e Stratification 4 - Age 51-84yrs 0 0 N/A 0 N/A|  N/A
=== PCC
( \ Y Y ———— Pediatric EHR Solutions
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KM 12.C: Choosing Chronic/Acute
Services

e Use appointment types specific to the checkup type
oExample: “Asthma Recheck”, “ADHD Recheck”,
“Allergy Recheck”, etc

e Allows for more accurate recaller reporting
oRestrict by appointment to exclude patients who
already had a specific appointment type scheduled

T Pediatric EHR Solutions




KM 12.D: Patients Not Recently Seen

Use recaller restricting by “Date of last visit”

PCC
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Addressing Medication Safety and
Adherence

KM 14 (Core) - Reviews and reconciles meds for more
than 80% of patients received from care transitions

e Use PCC’s Modified Stage 2 “Medication
Reconciliation” MU report

® Renewals: No report required

PCC

-\
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Medication Reconciliation

Use special component in EHR to indicate medications are
reconciled for patients transitioning to you

Transition of Care (ARRA)

X Patient transitioned to my care from another clinical setting

®  Medication Reconciliation performed

PCC

BRI B Pediatric EHR Solutions
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Addressing Medication Safety and
Adherence

KM 15 (Core) - Maintains an up-to-date list of medications
for more than 80% of patients

e Use PCC’s Stage 1 “Medication List” MU report
e Renewals: No report required

7
7 PCC
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Implement Evidence-Based Decision Support

KM 20 (Core): Implements clinical decision support following evidence-based guidelines for care of
(Practice must demonstrate at least four criteria):

. Mental health condition.

. Substance use disorder.

. A chronic medical condition.

. An acute condition.
. A condition related to unhealthy behaviors.

. Well child or adult care.
. Overuse/appropriateness issues.

e Demonstrate at least four of the seven criteria

e Identify conditions, source of guidelines, and evidence of
implementation

PCC
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Implement Evidence-Based Decision Support

e PCC expects to have autocredit for the following conditions:

o ADHD for KM20.A (related to mental health condition) if using
built-in protocol following AAP's Clinical Practice Guidelines

o Well Child Care for KM20.F if using Bright Futures protocols

e Consider using Pediatric Obesity for KM20.E (related to unhealthy
behaviors)

e Consider asthma, otitis media, or allergic rhinitis for KM20.C or KM20.D
(related to chronic or acute condition)

PCC

T Pediatric EHR Solutions
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Implement Evidence-Based Decision Support

This patient has an asthma diagnosis and has been flagged as an

ongong asthma sufferer,
| satus | Resoved |

Actions to Take: i Cat Hair Actve -

1. Review asthma care with the patient and/or family, ] Adve =
2. Recommend or inguire about a flu shot.

frojes  Updated 04/05/11 11:21 AM

Reaction |
Continue
Medication History Updated 04/05/11 11:21 AM
Active | D | Formda | Detas |

e Use Clinical Alerts for point-of-care reminders

PCC

&

~

Pediatric EHR Solutions
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http://learn.pcc.com/help/clinical-alerts/

Care Management and Support

CM 01 (Core): Considers the following when establishing a systematic process and criteria for
identifying patients who may benefit from care management (practice must include at least three in
its criteria):

A. Behavioral health conditions.
. High cost/high utilization.

. Poorly controlled or complex conditions.
. Social determinants of health.

. Referrals by outside organizations (e.g., insurers, health system, ACO), practice staff, patient/
family/caregiver.

e Include at least three of the five criteria

e Provide protocol for identifying patients for care
management

uczo1z e
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Care Management and Support

e Add “Care Management” flag for patients needing care
management

e Create clinical alerts reminding clinicians when working
with these patients

NNV

PCC

Pediatric EHR Solutions

N\




Care Management and Support

CM 02 (Core): Monitors the percentage of the total patient population identified through its process

and criteria.

® Use recaller to
monitor population
of kids needing care
management

PCC
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Care Management and Support

e Use clinical alert in EHR to remind about updating Care
Plan

- [ 3 Clinical Alert |
@ Clinical Alert: Patients needing Care
¥ Management

Clinical Alert:

This patient has been flagged as needing care management. Be
M sure to review and update the Care Plan and docurnent the
following and provide an updated copy of the Care Plan to the
patient/family fcaregiver.

0f - Patient preferences and functional/lifestyle goals
= | - Treaterment goals =
- Potential barriers o meeting goals
- & plan for selFmanagement

Continue

=N
//>>
(( 7 ‘r“«’ﬂ\\f\\
NNNNERRNN

PCC

BRI B Pediatric EHR Solutions




Identify High Cost/High Utilization Patients

e Contact PCC for help with a custom srs report to identify patients who
utilize service most (in terms of $ chg and/or visits)

Asrgy

Charge HNHumber

Pat Date Charge Per of
|“EF First Name Pat Last Name of Birth Amount Wisgit Wisits
I 10/20/14 §2,781.00 5111.24 25
ogf29/97 5717.00 534.14 21
o4afo01/08 51,573.00 587.39 18
01/05/15 52,010.00 5111.67 18
oa/o8/09 5616.00 541.07 15
07/03/00 5576.00 538.40 15
1z/05/01 $768.00 $51.20 15
09/29/12 5870.00 562.14 14
06/01/13 5996.00 571.14 14
10/10/14 51,559.00 5111.36 14
07/11/14 $1,531.00 5109.36 14
02/04/13 51,418.00 5101.29 14
05/28/10 5776.00 555.43 14
02/12/15 51,853.30 §5132.38 14
01/25/14 $1,651.00 5127.00 13
09/20/13 51,173.00 590.23 i3
04/28/14 5967.00 574.38 13
12/21/12 51,582.00 5121.69 13
10/17/13 51, 062.00 588.50 12
02/19/15 51,438.0 5$1195.83 12
01/23/14 51.,236.0 5103.00 12

( | ) ————— Pediatric EHR Solutions



Care Management and Support

CM 04 (Core): Establishes a person-centered care plan for patients identified for care management.

PCC EHR Sick - (client v. I)  |Pebbles Flintstone 10yrs, 1mo 1/07/04 F|
r— Chief Complaint =]

Asthma Recheck -

-~ ’
Goats Plan component

Next Steps e EHR Report

Peibles was shown at her bast vest Pow to ese Ber phaler and she has been carrping /# with: hes durng
basiethall pracica and games. 580 hatnT Bad an BERE dwing & gams i tha &R thies veieks

Care Coordination Notes (inkermal use) coming soon to
H&Eﬁmﬂﬁﬁﬂﬁﬁmmﬁmﬁ 1dent1fy all

Team Members

T —— - patients with a

S i Care Plan

!
If you add the Care Plan component to chart notes, you can review,
update, print, and mark interventions as reviewed during a visit

ST PCC

\ ' L :
y oy ERLEE Pediatric EHR Solutions




Care Management and Support

CMO5 (Core): Provides a written care plan to the

patient/family/caregiver for patients identified for care
management

CMO6 (1 Credit): Documents patient preference and
functional/lifestyle goals in individualized care plans

CMO07 (1 Credit): Identifies and discusses potential barriers to
meeting goals in individual care plans

CMO8 (1 Credit): Includes a self-management plan in individual care
plans

® Use Record Review Workbook

e Renewals: Reports and examples not required

PCC

T Pediatric EHR Solutions
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Care Coordination and Care Transitions

CC 01 (Core): The practice systematically manages lab and imaging tests by:

. Tracking lab tests until results are available, flagging and following up on overdue results.
. Tracking imaging tests until results are available, flagging and following up on overdue results.
. Flagging abnormal lab results, bringing them to the attention of the clinician.

. Flagging abnormal imaging results, bringing them to the attention of the clinician.
. Notifying patients/families/caregivers of normal lab and imaging test results.

. Notifying patients/families/caregivers of abnormal lab and imaging test results.

e PCC likely will get autocredit for CC01.A-D

e Documented process and evidence of
implementation required

k@ \\A \Uj PCC Pedlatrlc EHR Solutions



Referral Tracking and Follow-up

CC 04 (Core): The practice systematically manages referrals by:

. Giving the consultant or specialist the clinical question, the required timing and the type of
referral.

. Giving the consultant or specialist pertinent demographic and clinical data, including test results
and the current care plan.

. Tracking referrals until the consultant or specialist’s report is available, flagging and following up
on overdue reports.

e Documented process and evidence of implementation
required

e Use Visit Summary report or Summary of Care Record
to send to specialist

uC 2017 e
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Tracking and Following Up on Referrals

| 4 Edit Order - Referral Orders - Audiology

Edit Order - Referral Orders

Heather Dile 5 years 3/26/09 F

£) Audiology

Ordered

Note: tneeds further hearing tests ASAP

[ | signature Required

__| Canceled

[ Include on Patient Reports

TASK [Referral Needed

appointment scheduled and clinical information

{v] TO [Heferral [v]

sent to specialist,
NOTE [scheduled visi*W/ Dr. Johnson audiologist for Fri 4/11 at 10:30am.

| Task Completed AT |04/08/14 |[9:20am | BY [Referral

TASK [Conﬁrm Qutcome

NOTE [report expected by 4,;16 -
e

"J TO [Referral l'
|

[_| Task Completed

outcome later w/

required timing for receiving report

e Refer to referral tracking workflow documented in PCMH WIKI

e Consider prioritizing referral tasks within the task names (Example:
Confirm Outcome P1, Confirm Outcome P2, etc)

o

PCC
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http://pcmh.pcc.com/index.php/2014_-_PCMH5B#5.B.8_Tracks_referrals_until_the_consultant_or_specialist.E2.80.99s_report_is_available.2C_flagging_and_following_up_on_overdue_reports._.28CRITICAL_FACTOR.29

Tracking and Following Up on Referrals

1 Edit Order - Referral Orders - Occupational Therapy

Edit Order - Referral Orders |Dino Flintstone 4 yrs,2 mos 1/15/10 M|
) Occupational Therapy Ordered
Note: Iconcems about probable autism. Refer to PDC |v]
[ ] Signature Required [ Canceled %] Include on Patient Reports
TASK |Referral Needed |+| 7O |[Referral -
NOTE |Wi|ma wanted to contact PDC herself....gave info and will check back in a couple weeks Ij
) Task Completed AT |04/08/14 |[8:25am |BY [PCC PCC |v]
TASK [Confirm Outcome |v] TO lﬁeferral |v]
NOTE lchecked in w/ Wilma to see if she has visited PDC. Wilma says they have a visit scheduled on 4/21. Will check back after that. |v]
) Task Completed AT 04/08/14 |{11:34am | BY [PCC PCC Refcxral clork adkds sote iniicatiog they fullowe
up. This task is marked as completed and a new
— mhhmdmﬁﬁw “PTI'-III-"-'E'——B
TASK [Confirm Outcome 4 TO |Referral
NOTE l.:-nr.;‘r' task notes here |v]
[ Task Completed AT [rnmycd/... | [12:00am | BY [enter user name |+

e Refer to referral tracking workflow documented in PCMH WIKI

PCC
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http://pcmh.pcc.com/index.php/2014_-_PCMH5B#5.B.8_Tracks_referrals_until_the_consultant_or_specialist.E2.80.99s_report_is_available.2C_flagging_and_following_up_on_overdue_reports._.28CRITICAL_FACTOR.29

Report Outstanding Referral Orders

o0 @® = Report Library

Orders by Visit

List of appointments that include selected order types.

Date Range for Appointment Date
From 01/12/2017 to Q7/12/2017

Provider
| Edit | All Providers
Location
All Locations v
Order Name
| Edit | ~ 43 Order Names
Referral -
Referral - Allergy / Immunology - Patient / Caregiver must call to schedule appointment with specialist. Once the appointment is scheduled, call our
office 678-8333 and leave a detailed message in Referral Mail Box. Please inlcude patient name, patient date of birth, name of specialist, and date
and time of appointment. We must have 3 business days to complete insurance authorization
Referral - Allergy/Asthma
Referral - Audiology
Referral - Cardiology
Referral - Counseling - Patient/Cargiver must call to schedule appointment with specialist. Once the appointment has been scheduled, call 678-
B333 and leave detailed message including patient name, patient date of birth, name of specialist patient will see, and date and time of
appointment. We must have 3 business days 1o complete any insurance authorization.
Dafares]l  Masesakaslemme
Order Status
Mot Completed v

PCC

il
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Report Outstanding Referral Orders

Order Name

| Edit | ~ 43 Order Names
Referral -
Referral - Allergy / Immunology - Patient / Caregiver must call to schedule appointment with specialist. Once the appointment is scheduled, call our
office 578-8333 and leave a detailed message in Referral Mail Box. Please inlcude patient name, patient date of birth, name of specialist, and date
and time of appointment. We must have 3 business days to complete insurance authorization
Referral - Allergy/Asthma
Referral - Audiology

Referral - Cardiology
Referral - Counseling - Patient/Cargiver must call to schedule appointment with specialist. Once the appointment has been scheduled, call 678-

B333 and leave detailed message including patient name, patient date of birth, name of specialist patient will see, and date and time of
appointment. We must have 3 business days to complete any insurance authorization.

Dafares]l Marmsatolaese

Order Status
Not Completed

e Use “Orders by Visit” report in EHR Report Library

e Specify all referral orders (search for “referral” and “Select All”)

e Specify “Order Status = Not Completed” to see all outstanding
referral orders

PCC

T Pediatric EHR Solutions
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[dentify Patients With Unplanned Hospital /ED
Visits

CC 14 (Core): Systematically identifies patients with unplanned hospital
admissions and emergency department visits

e Scan faxed hospital summaries into EHR and use “Document
Modification Report” to identify these patients

e Renewals: Reports and examples not required

PCC
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[dentify Patients With Unplanned Hospital /ED
Visits

Find documents by user, date, time, and/or category. This report can be used to find documents attached to the wrong patient or all documents in a particular category.
Modified by User
| Edit | All Modified by Users

Date Range for Last Modified Date
From 04/12/2017 to 07/12/2017

Time Range for Document Time
From 8:00am to 5:00pm

Category
Hospital v

e Scan these documents into a special “Hospital” category

e Use “Document Modification Report” in EHR Report Library, filtered
to show only patients with documents in this “Hospital” Category

PCC

BRI B Pediatric EHR Solutions
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Identify Patients With Unplanned Hospital /ED

0

)

Visits
Document Modification Report

Find documents by user, date, time, and/or category. This report can be used to find documents attached to the wrong patient or all documents in a particular category.

Modified by User: All

Last Modified Date: from 04/12/2017 to 07/12/2017
Document Time: from B:00am to 5:00pm

Category: Hospital

Columns: | All 11 Displayed v Search Filter;
Modified , User Name r Al PCC # E NE Patient Sex | Title :Ililtto Catego Notes Pages
Date/Time Name DOB Aiie ry gory g
Abigail's
summary
. o from her
07/12/2017 Martin, ED Visit :
12:07pm PCC PCC Abigail 2271 02/16/2009 F Summary 07/12/2017  Hospital 3:‘;?&? 1
Fletcher
Allen
; 6/16/17
?gfgsﬂﬁ,‘m? PCC PCC B":\:i‘{'j”' 1784 01/14/2016 M Hospital 06/18/2017  Hospital 1
o 2 admission
Gabrielle
was seen in
the ED for
; g broken leg
07/12/2017 Maines, ED Visit :
12:09pm PCC PCC Gabrialle 2678 07/19/2015 F Summary 05/08/2017  Hospital that 1
occurred
while
playing
soccer

ﬁ-‘ EIC‘—E: Pediatric EHR Solutions




Contact Patients For Followup After Hospital or ED

CC 16 (Core): Contacts patients/families/caregivers for follow-up care, if
needed, within an appropriate period following a hospital admission or
ED visit

e Once hospital summary is received, add task for follow-up care
e View tasks on messages queue

e Renewals: Documented process and evidence not required

PCC
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Contact Patients For Followup After Hospital or ED

Import Documents [Pebbles Flintstone 10 years  3/16/07 F
—File Selection — Preview —Tags
File Source: | Al File Sources v [
Sort By: @ Date () Filename W Tasks: 1 (0 Completed)
Date B & Task:
1Fage S [Appﬂintment MNeeded |v]
et To:
04/07/17 11:21am e e (Nurse Rd
00015120080709_132502007... e e
1 Page |:| e S . Note: -
S S e [ca!l to schedule followup ]
04/07/17 11:21am . [] Task Completed
00015120080708_132502007...
1 Page By: [ alect a user l']
At: [mmi/ddlyy |{12:00am
Mfﬂ?é1?251 21am
00015120090709_132502006...
0001512000705
7 R ¥ Communication Preferences e
04/07M17 11:21am Page 1 of 1
0001S120080709_132502006... ERPLE SORIIICITIt Lo cation
e <| | | 0001S12009070... 04/07/17 11:21am Wilma Fiisione ~ Cell Phone: <
E 802-555-0161 E
l Split File I [ Remove !anndl'iew Files | [Prini] ’Flni:ata Dncurnantl [Full S:reen] Cancel
= = A
—V/ =) NN
2 y R ————— Pediatric EHR Solutions
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Care Plan for Patients Transitioning Out

CC 20 (1 Credit): Collaborates with the
patient/family/caregiver to develop/implement a
written care plan for complex patients transitioning
into/out of the practice

e Use Care Plan to document transition to adult care setting
e Care Plans can be printed

e Renewals: Documented process and evidence not required

PCC

BRI B Pediatric EHR Solutions
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Care Plan for Patients Transitioning Out

PCC
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Electronic Exchange of Information

CC 21 (Maximum 3 Credits): Demonstrates electronic exchange of information with external entities,
agencies and registries (May select one or more):

A. Regional health information organization or other health information exchange source that

enhances the practice’s ability to manage complex patients. (1 Credit)
B. Immunization registries or immunization information systems. (1 Credit)
C. Summary of care record to another provider or care facility for care transitions. (1 Credit)

e Participation with Immunization Registry meets
CC21.B

e Use Direct Secure Messaging for CC21.C

e Renewals: Evidence not required

k@ i@ PCC Pedlatrlc EHR Solutions



Electronic Exchange of Information

=
=

File Edit | Reports | Tools Help

Patient Lists 2 I i

. . ICa
‘ Patient Reminders :
Health Information Summary  Jily Me

Patient Education

Patient Visit Summary
Ml summary of Care Record
Clinical Quality Measures

: infanti
Meaningful Use Measures .
Rece Phaone Encounter Performance L Plan

| Siblings ||

No Interver

e The PCC Summary of Care Record report produces a C-CDA-formatted
chart summary for a patient.

e Use this report as a transition of care document. Can be printed, saved
as .pdf or sent to another clinician or practice via Direct Secure

N— ——

Messaging
@—* © ER BB Pediatric EHR Solutions
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Electronic Exchange of Information

3 Summary of Care Record : IEE

Summary of Care Record

Continuity of Care Document

[

Pebbles Flintstone

e of birth September 20, 2005
Female

White

Not Hispanic or Latino Print

T

Home:
15 Quarry Lane Save as a PDF file

Winoos kj VT 05404, US

Patient IDs

Save as a C-CDA file
3336 2.16.840.1.113883.3.2402.400.100.2 ® Send via Direct Secure Messaging:
Document Id 76655ae0-499d-4cf4-baf7-060ea5828b17 o To: test@testpeds.updox.test.com
m Oty opE LTt e = Subject: Transition of Care C-CDA for Patient Dino Flintstone
Dr. Test,

Select a referral or outbound transition of care: Message:

1

Attached is the summary of care for patient Dino Flintstone. It includes all relevant

Not related to a transition of care

Save as a C-CDA file I:}

Select from the = I:"u'!d’t; = ey sm = e patient data from the chart

= 5, rEfB 2ial an o Ioun I on of care .
patient’s referrals ——p. 10/12/15 Referral: Audiolog) A
07/11/09 Referral: Dermatology §

Cancel Print

e Transmit Summary of Care Record via Direct Secure Messaging
e Contact Client Advocate for assistance with getting DSM configured
and working

N 3as PCC
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Monitor Clinical Quality Measures

QI 01 (Core): Monitors at least five clinical quality measures across the four categories (must
monitor at least one measure of each type):

A. Immunization measures.

B. Other preventive care measures.

C. Chronic or acute care clinical measures.
D. Behavioral health measures.

e Refer to PCMH page in the Dashboard

e Need report including # of patients, rate, and measure
source

k@ j@ PCC Pedlatrlc EHR Solutions



Monitor Clinical Quality Measures

FINANCIAL PULSE CLINICAL PULSE EDI DASHBOAR! PRODUCTIVITY

Sample Practice Logout

Winooski, VT Change My Password

Patient Centered Medical Home (PCMH) Measures

This dashboard page contains all of the PCC Practice Vitals Dashboard measures that relate to NCQA's 2014 PCMH standards. This page can be used to monitor
your performance toward meeting specific elements and factors. You can also print this page to share the data with staff and providers and for submission to
NCQA as part of your application for PCMH recogntion. Visit PCC's PCMH WIKI page for screenshots, documentation, and other information about how PCC tools
can help you meet various PCMH elements.

Element 1A: Patient-Centered Appointment Access

The practice has a written process and defined standards for providing access to appointments, and regularly assesses its performance.

Reporting period includes appointments from 7/1/2016 to 6/30/2017

Factor 1A.5 - Monitoring No-Show Rates

Measure Total Appoi t: i dA i % Mi: d %o Ch (3 mo.)

Missed Appointment Rate 13,127 409 3.1% 1.0% 4

Element 6A: Measure Clinical Quality Performance

The practice reviews its performance on a range of measures to help understand its care delivery system's strengths and opportunities for improvement.
Although some measures may fit into multiple categories appropriately, each measure may be used only once for this element. When it selects measures of
performance, the practice indicates the following for each measure: period of measurement, number of patients represented by the date, and rate (percent)
based on a numerator and denominator.

Reporting period includes active patients as of 7/2/2017

Factor 6A.1 - At least two immunization measures

Measure Qualifying Patients | Up-to-Date Patients | % Up-to-Date | % Change (3 mo.)
Immunization Rates - HPV 839 564 67% -0.3% Q
Immunization Rates - Influenza * 2,900 1,842 64% Insufficient Data
Immunization Rates - Influenza (Asthma) * 425 314 74% Insufficient Data
Immunization Rates - Meningococcal 839 813 97% 0.8% 4@
Immunization Rates - Patients 2 Years Old 160 145 91% 3.2% 4
Immunization Rates - Tdap 839 823 98% -0.2% &

* Influenza rates are seasonal. This measure represents patients vaccinated since July 1. The percent change is compared to the same month last year.

PCMH page
updated and
replaced
monthly

Log your
measure results
monthly,
including #
patients

Pediatric EHR Solutions



Monitor Resource Measures

QI 02 (Core): Monitors at least two measures of resource stewardship (must monitor at least 1
measure of each type):

A. Measures related to care coordination.

B. Measures affecting health care costs.

® Report is required

e Use “Medication Reconciliation” MU measure report for QI 02.A

e Custom srs report showing after-hours visits seen for complex
patients (who would have otherwise likely gone to the ER)

® PCC eRx - Generic vs Brand Rx

® PCC eRx - Utilization of non-formulary medications

@ i\/gﬂ///\é\_y ..(:.C. Pediatric EHR Solutions




Medication Reconciliation Measure

Transition of Care (ARRA)

X Patient transitioned to my care from another clinical setting

X Medication Reconciliation performed

e Insert “Transition of Care (ARRA)” component in
protocols used for new patient visits, hospital visit
followups, or other incoming transition of care visits

e Check off “Medication Reconciliation Performed” to
count in numerator for this measure

PCC

Pediatric EHR Solutions
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Generic vs Brand Rx

® @ =+ Report L

Prescription Count by Provider Identify generic VS

Number of prescriptions issued during a specified date range listed by provider. brand name Rx volume
ate Range for Prescribed for each provider

From 05/29/2017 |[C]to 06/28/2017 [

Prescriber ® @ < Report Library

All Prescribers

Prescription Count by Provider

Mumber of prescriptions issued during a specified date range listed by provider.

Prescribed: from 05/29/2017 to 06/28/2017
Prescriber: All
Columns: | All 4 Displayed - Search Filter:
Prescriber Name *| Generic Count Brand-name Count Prescription Count
Beverly Crusher, M.D. 0 4 4
Kathleen W. Gomez, M.D. 0 1 1
Morgan Ellixson-Boyea 5 4 g9

PCC
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Formulary vs Non-Formulary Rx

®O® = Report Library

1 0,
Prescription Formulary by Provider Identlfy % of Rx
View ratios of On-Formulary versus Non-Formulary prescriptions, broken down by prescriber. On_F Ormulary for eaCh
Date Range for Prescription Creation prOVIder

From 06/13/2017 [Zlto 07/13/2017 [7]

Prescriber

All Prescribers | @0 ® =- Report Library

| Prescription Formulary by Provider

| View ratios of On-Formulary versus Non-Fermulary prescriptions, broken down by prescriber.

| | Prescription Creation: from 06/13/2017 to 07/13/2017

Prescriber: All
: Columns: | All 6 Displayed v Search Filter:

Prescriber Name “ | Prescription Count Formulary Not Known On Formulary Count Non Formulary Count % On-Formulary

Bev 4 1 2 1 66.67 %

Dr. Gomez 1 a 0 1 0.0%

Morgan 2 a 1 1 50.0 %

pce 2 2 0 0 0%

Sasha 2 a 2 a 100.0 %

PCC
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Measure Appointment Availability

QI 03 (Core): Assesses performance on availability of major appointment types to meet patient

needs and preferences for access.

e Produce report showing your appointment wait times
compared with defined standards

e Use at least 5 days of data

e Report and documented process are required

&%\\\\\é gj///\g:/ ER BB Pediatric EHR Solutions



Measure Appointment Availability

The information below measures appointment availability against the practice’s standards by determining the third next available appointment for each
appointment type within the 5 days.

Date range: 05/09/2016 to 05/13/2016
Appointment Type standards:

Well Child (preventive exam)- 14 calendar days
Follow Up Care-3 calendar days
Urgent Care- 0 calendar days (same-day appointments)

Well Child Care Follow Up Care |[Urgent Care (Sick)|
Date 3rd-next |[Numberof |Date 3rd-next |[Number of Date 3rd-next Number of
[Appointment  |business days [Appointment |business days [Appointment business days
Report date |Available to3rd-next |Available to3rd-next  |Available to 3rd-next
Day 1 05/09/16 05/18/16 7 05/10/16 1 05/09/16 0
Day 2 05/10/16 05/18/16 6 05/10/16 0 05/10/16 0
Day 3 05/11/16 05/20/16 7 05/11/16 0 05/11/16 0
Day 4 05/12/16 05/23/16 7 05/12/16 0 05/12/16 0
Day 5 05/13/16 05/23/16 6 05/13/16 0 05/13/16 0
Avg. days 6.6|Avg. Days 0.2|Avg. Days 0

e For at least five days, document third next available
appointment for well, followup, and sick appointments

PCC
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Performance Data Stratified for
Vulnerable Populations

Ql 05 (1 Credit): Assesses health disparities using performance data stratified for vulnerable
populations (must choose one from each section):

A. Clinical quality.
B. Patient experience.

e Use vulnerable population reporting on PCMH
Dashboard
e Renewals: Report not required
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Performance Data Stratified for
Vulnerable Populations

Factor 6A.4 - Performance data stratified for vulnerable populations

Prmary Insurarce

2 Years =)

Well Visit Rates - 12-21 Years

United Hepthcans

Ernpine Metnop. Life Insurance
el Pay

HMagrnacare

Multiptan

(( =

38
166

202

G Up-to-Date
419%
57%
B2%
(21T
52%
52%
ggac
589
60%
EEED
FEEN
56%

758
50%.

e Define your vulnerable
population and use
Dashboard report

e Vulnerable population
options:
O Primary Insurance
o Race
o Ethnicity
o Preferred Language

PCC
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Set Goals and Act to Improve

Ql 08 (Core): Sets goals and acts to improve upon at least three measures across at least three of
the four categories:

A. Immunization measures.

B. Other preventive care measures.

C. Chronic or acute care clinical measures.

D. Behavioral health measures.

Ql 09 (Core): Sets goals and acts to improve performance on at least one measure of resource
stewardship:

A. Measures related to care coordination.
B. Measures affecting health care costs.

e I[dentify measures that could be improved and monitor
Dashboard results and trends monthly

® Report required

uczo1z e
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Set Goals and Act to Improve

Ql 10 (Core): Sets goals and acts to improve on availability of major appointment types to meet
patient needs and preferences.

Ql 13 (1 Credit): Sets goals and acts to improve disparities in care or services on at least one
measure.

e Identify measures that could be improved and monitor
Dashboard results and trends monthly

® Report required

o= == PCC
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Set Goals and Act to Improve

Ql 12 (2 Credits): Achieves improved performance on at least two performance measures.

Ql 14 (2 Credits): Achieves improved performance on at least one measure of disparities in care or

service.

Factor 6A.2 - At least two preventive care measures

Measure Qualifying Patients | Up-to-Date Patients | % Up-to-Date | % Change (3 mo.)
Developmental Screening Rates - Adolescents 2,570 2,399 93% -0.5% P
Developmental Screening Rates - Infants 937 695 74% 1.1% 4
Fluoride Yarnish Rate 3,590 2,268 63% -1.0% P
Well Visit Rates - Under 15 Months 1,659 1,252 75% -1.0%
Well Visit Rates - 15-36 Months 1,754 1,143 65% 6.0% <
Well Visit Rates - 3-6 Years 3,770 2,298 B1% 0.0% <4
Well Wisit Rates - 7-11 Years 4,349 2,171 50% 0.0% 4§
Well Visit Rates - 12-21 Years 5,166 2,153 42% 1.0% 4k
PCC
Pediatric EHR Solutions



Practice Shares Performance Data

Ql 15 (Core): Reports practice-level or individual clinician performance results within the practice for

measures reported by the practice.

e Use Dashboard PCMH page to see breakdown by
provider (PCP) for certain measures

e Documented process and evidence of implementation is
required
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Practice Shares Performance Data

Factor 6F.1 - Report performance by individual clinician within the practice

Measure: ADDSADHD Patient Followup <]
ADD/fADHD Patient Followup

Primary Care Provider Qualifying Patients Up-to-Date Patients % Up-to-Date
Provider 2 287 219 76%
Provider 6 55 45 B2%
Provider 34 1 1 100%
Provider 9 59 45 76%
Provider 21 3 2 67%
Provider 3 35 28 80%
Provider 18 16 14 88%
Provider 28 3 2 67%
Provider 38 1 1 100%
Provider 13 53 43 81%
Provider -1 2 1 50%

® Includes provider breakdown for the following measures:
ADD/ADHD Patient Followup, Developmental Screening Rates, Well
Visit Rates, and Influenza vaccination for asthma patients

W\

7 \: 7
@ ; E)I(:_[I!C Pediatric EHR Solutions



Reporting CQM data to Medicaid

QI 18 (2 Credits) - Reports clinical quality measures to
Medicare or Medicaid agency

e If reporting CQMs with MU application, you get credit

e If not doing MU, contact Medicaid to see if they’ll accept
your CQMs

e Evidence of submission is required

T Pediatric EHR Solutions
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Review of PCC's PCMH
Resources

PCC
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PCC PCMH Resources

http://pcmh.pcc.com

e Documentation and examples of relevant PCC reports and
functionality related to 2014 and 2017 standards

e Also includes other NCQA resources

e PCC Prevalidation

oPCC expects to soon achieve some level of autocredit under 2017
standards

oContact PCC for “Letter of Product Implementation”

|

PCC
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PCC PCMH Resources

e PCC/PCS PCMH Program Project Management and PCMH Consulting
Packages

http://www.theverdengroup.com/our-services/patient-centered-solut
ions-services/

® Contact PCC Support
Thank you!

Tim Proctor
tim@pcc.com
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