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Session Goals
1. Learn the foundational concepts of a PCMH

2. Dive into complex concepts for chronic 

management

3. Understand how to align the provider and patient 

goals 



IMPORTANT

• PCMH might not be for your practice and THAT IS 
OKAY!

• Examples come from my clients that have 
passed NCQA PCMH

• NCQA has very specific  requirements 
• If you have questions, please ask! 
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PCMH Concepts

Team-Based Care

Knowing your patient population

Access

Care Management 

Care Coordination

Quality Improvement 



The PCMH Team



Physician Owner

Employed 
providers Back-office

Nurses/MA’s

Front office

Billing/Insurance 

Office Manager





PCMH 
Advantages

Patient access & care coordination Improve

 High-risk patients Manage

 Patient & staff satisfactionIncrease

Workplace silos Reduce

 Overall healthcare costsLower



Quadruple Aim of PCMH

•Team members 
know their tasks 

•Providing 
comprehensive, 
efficient and kind 
healthcare 

•Utilizing services 
properly 

•Engaging with 
patients 

Improved 
Outcomes

Reduced 
Cost

Improved 
Staff 

Satisfaction

Increased 
Patient 

Satisfaction



States with PCMH Incentives

• Florida: MPIP for Managed Medicaid 
Payers

• Alabama: Medicaid & BCBS
• South Carolina: BCBS
• Connecticut: Husky [Medicaid] 



 Successful PCMH Projects 

FQHC PCMH: NCQA sites were associated with reductions in all-cause 
inpatient admissions. 

HRSA PCMH Sites:  Recognized PCMH health centers were associated 
with higher rates for colorectal cancer screening, diabetes control and 
hypertension control.

PCMH Literature Review: ACOs that had higher rates of PCMH primary 
care practices were more likely to generate savings. 

NCQA PCMHs cut the growth in outpatient ED visits by 11% over 
non-PCMHs for Medicare patients.

VT Medicaid PCMH Program: 21% lower inpatient use



Practice Barriers Practice Barriers

Staffing shortages

Financial/ economic limitations 

Technical challenges

Physician buy-in 

Resistant patient population 



Create a PCMH Culture 

�  Build a team

�  Provide them with the tools they need to be successful

� Create positive experiences

�  Meaningful work – working to the top of their license 

� Encourage staff to discuss concerns

�  Allow  autonomy with patients, role and other staff 

members



Overcoming 
Barriers with 
Patients 

Ask for feedback 

Be open to trying a new approach

Follow through and be transparent 

Don’t be afraid to ask the patient to 
try something new 



Assessing your patient population

DX based 
reports

Align 
Goals Engage

Demographic 
reports

Identify 
needs Materials 

Zip code 
reports SDoH Resources



PCMH Client Example

A client wants to use asthma as a chronic 
measure for PCMH. We run a report to 
identify severe persistent asthmatics. 
Hardly any children come up. Why? 



Documenting 
for PCMH

• Patient medical, family & social history
• SDoH
• BH/developmental assessments – depression assessment has an 

80% expectation

At least once a year…

• Problem list
• Medication allergy list
• Medication list –has an 80% expectation

At least once a year or as needed

• Medication reconciliation for care transitions - has an 80% 
expectation

• Closing referral loops 
• Staff meetings 

Every encounter/situation





Patient Centered 
Access 

• Office hours to accommodate patients

• Provide basic clinical advice without an 

appointment

• Offer telehealth appointments 

• Accessible by telephone after-hours

• Respond in a timely manner 



Coordinating Patient Care 

PCP 🡪 Specialist🡪 PCP

PCP🡪 Emergency Department—>PCP 

PCP🡪Hospital Admissions🡪PCP

What if the PCP does not send the 
patient? 



Documenting Care Coordination

• Encounter note
• Telephone encounter
• Create a care plan 
• Past medical history 
• If you do not document, it did not happen



Successful PCMH Client Example

• Have a designated care coordinator for complex patients 

• Call to check on new medication changes

• Assist with scheduling referrals & outside orders

• Follow-up if patient misses appointments

• Handle any forms 

• Ask specialists to do a co-management agreement

• Use your tools 



Order in 
encounter

Results 
attached

Using tasks to 
communicate



Care Management 



Layout

2 Column (Text)

Layout Standards
1. Use Tab to add bullet.

2. If body subhead is needed, change 
default text to bold & red.

3. Keep words to a minimum with these 
suggested limits.

• 5 words per line. 

• 10 words per text block.

• 50 words per text block. 

Care Management Terminology
Care Management 

Activities performed to improve patient 
outcomes

Care Coordination

Organizing patient care between 
clinicians & facilities 

Care Plans

Individualized instructions given to the 
patient



 Complex Concerns 
• Severe persistent asthmatics 

• Diabetes

• Genetic disorders 

• Premature infants

• Developmental delays 

• Autism 

• Congenital heart disease 

• Patients with a behavioral diagnosis & medication

• Chronic condition + a SDoH layer [ADHD in foster care]



Quick Guide to Complex Care Management Patients 

YES

● Food allergies + asthma with EpiPen & 
medications 

● In need of home health or medical 
equipment 

● Cardiac patient with specialist 
coordination 

● Adolescent with depression + ADHD & 
multiple medications 

NO 
• One-time constipation
• One-time ear infection 
• Acne 
• Eczema 
• Well-controlled intermittent 

asthmatic 
• Acute illness [e.g., flu, 

COVID, strep, stomach 
virus] 



COMPLEX CARE MANAGEMENT 

Assess

• Physical health
• Mental/behavioral health
• SDoH
• Challenges/barriers

Engage

• Specialists
• BH team
• Payer [payer care 
management team]

• PATIENT

 Plan

• Create care plan that is 
individualized to patient

• Have patient/family 
participate in identifying 
goals

• Timeline for meeting 
goals 

• Give care plan to patient 

Complex Care Management 



What Makes a Good Care Plan? 

YES
�  Specific to child & concern
�  Goals 
�  Barriers & ways to 

overcome
�  Care team contact info
�  Relevant resources
�  Given in the preferred 

modality 
� Educational/self- 

management  materials

NO

� Medical jargon & acronyms
� Providing only the clinical 

summary
� Including old 

information/concerns 
� Not involving the family in 

creating care plan
� Completing 1 care plan when 

there are multiple concerns/DX



Patient goals

Barriers to 
achieving goals

Overcoming 
barriers





Did you know that PCC can 
share protocols from other 
clients?



PCC Care 
Plans 

• If the patient has a portal account, the care plan is 
available 

• No need to print and scan back into the patient chart as 
proof of giving to family 

• Care plans can be configured into your encounter visit 

• Snap-text can be configured to help reduce free-text 

• If part of the care plan is a specialist, the professional 
contacts can be pulled right into the care plan 

• PCC education feature allows you to attach applicable 
educational content 

• Patient can have multiple care plans viewable in the 
same area 

• Care plans by date report is pulled directly from care 
plans



All the extras…..
● You can resolve/remove a child from 

care management and in PCC inactivate 
their care plan

● Care plans should be done once a year 
or if the condition changes

● NCQA ONLY – care plans can be done by 
any team member

● If you’re billing for care management 
services, look to your payer 
requirements on care plans 

● CM04/CM05 are the only core items of 
the NCQA program  Do CM04-CM08



Surprise!!! 
Care Management Billing



Disease specific work intended to
● Keep the patient out of the hospital
● Educate them about their condition
● Coordinate services required to treat and/or manage 

the condition
These services may be provided or overseen by 
MD/QHCP

Care Management Services



CPT 2022 - Care Planning
Activities: LONG list on page 63 CPT 2022 includes
● Communication and engagement with

○ patient…professionals regarding aspects of care; 
○ home health agencies and other community services utilized by the 

patient; 
● patient … education to support self -management, independent living, 

ADLs
● assessment and support for treatment regimen adherence and medication 

management; 
American Medical Association. CPT Professional 2022 (p. 63). American Medical Association. Kindle Edition.



CPT 2022 - Care Planning

Activities: LONG list on page 63 CPT 2022 (cont’d)
ID of available community and health resources
facilitating access to care / services needed by patient and/or family 
Management of care transitions not reported as part of transitional care management 
Ongoing review of patient status, including review of laboratory and other studies not 
reported as part of an E/M service 
Development, communication, and maintenance of a comprehensive or disease-specific 
(as applicable) care plan
                                 American Medical Association. CPT Professional 2022 (p. 63). American Medical Association. Kindle Edition.



CPT 2022 - Care Planning
Practice Qualifications - Must:
Provide 24/7 access to physicians or other QHCPs or clinical 
staff including … means to make contact with HCP in the 
practice to address urgent needs regardless of the time of day or 
day of week 
Provide continuity of care with a designated member of the care 
team with whom the patient is able to schedule successive 
routine appointments
           American Medical Association. CPT Professional 2022 (p. 63). American Medical Association. Kindle Edition.



CPT 2022 - Care Planning
Practice Qualifications - Must:
Provide timely access and management for follow-up after an ED or facility discharge
Use an EHR for timely access to clinical information
Be able to engage and educate patients … and coordinate and integrate care among 
all service professionals, as appropriate
Reporting physician / QHCP oversees activities of care team 
All care team members providing services are clinically integrated

American Medical Association. CPT Professional 2022 (p. 64). American Medical Association. Kindle Edition.



New: Services focus on medical and/or psychological needs manifested by a single, 
complex chronic condition expected to last at least 3 months and include establishment, 
implementation, revision, or monitoring a care plan specific to that single disease.
Physician or other QHP
● 99424 first 30 mins during calendar month
● 99425 each additional 30 mins during calendar month

Clinical staff time directed by MD or QHP
● 99426 first 30 mins
● 99427 each additional 30 mins during calendar month

CPT 2022 – NEW: Principal Care Management



Documentation
Disease-specific Care Plan details
Development, monitoring, revision
Communication with “relevant practitioners”
Time: Less than 30 minutes not reportable
For minutes 31 and up:
Total minutes spent
How the time is spent (See list of activities CPT p63)
BONUS: Why disease is complex for this patient

CPT 2022 - Principal Care Management



Modified
● 99491 Chronic care management, first 30 mins, provided personally by MD or QHCP. 

Required:
○ Two or more chronic conditions expected to last at least 12 months or 

until death;
○ Chronic conditions that place pt at significant risk of death, acute 

exacerbation/decompensation, or functional decline;
○ Comprehensive care plan established, implemented, revised or 

monitored
● Added

○ 99437 … each additional 30 minutes

CPT 2022 - Chronic Care Management



Resources
•  Have a current list of relevant 

community resources

• Educational resources should 

be available in multiple 
modalities

• Document you provided a 

resource 

•  Interact with your community 
 





Engaging with Patients
• Utilize the PCC patient portal to check on patients and have 

them communicate their progress with you 

• Broadcast messages for patients that have fallen off the radar 

• Identify overdue services ahead of visit 

• Schedule well-visits at check-in 

• Schedule follow-up visits at check-out 

• Use social media to engage and educate 



Use tools available to 
you!



PCC MyChart 
● Implement a policy 

for all chronic 
patients to have a 
portal account to 
request refills and 
communicate with 
their care team

● Respond in a timely 
manner

● Credit item for AC07 
& AC08 NCQA 
PCMH***



Closing A Care Gap 

Identify high 
risk patients

Understand 
the concerns 

+ SdoH
Engage 
Patients

Prepare for 
the visit Evaluate  Document 



Aligning Clinical Quality Data
• Align clinical quality measures with patients identified in care management Care management 

patient (CM01): asthma 

▪ Assess patient population (KM09/KM10)

▪ Clinical decision support (KM20): asthma template/visit note example

▪ Recaller (KM12): identified asthmatics in need of a flu shot 

▪ Quality measure (QI01): asthma (influenza) vaccine 

▪ By aligning the patients/conditions with multiple sections you’re easily able to identify, close 
care gaps, and improve metrics. 



Quality Improvement/Data Management 
● PCC Dashboard is a great tool to 

see your population high level 
● Refreshes once a month 
● Read the measure descriptions
● Some measures allow you to drill 

down to the patient level 
● Quickly stratify data by most 

common factors [provider & 
insurance are most popular] 

● Report library will give you current 
information 

● Build report 🡪 run🡪 chart audits 
● Save in your report library to run at 

another time 
● Reports by diagnosis/last 

visit/codes allow you to build 
custom complex reports 

● Generate broadcast messages 
[action for improvement] 



Provider 
Responsibility

Patient 
Expectations

• Same day appointments 

• Engaging when overdue for 

services

• Provider will be knowledgeable 

on your child’s health history 

• Communication and 

collaboration  with other 
providers

•  Knowledgeable staff

• Notification of  all test results 



Patient Responsibilities

Come to visits 
prepared 

01
Give a full and 
accurate 
health history 

02
Participate in 
the care 
coordination 
process 

03
Include  child’s 
PCP/other 
providers

04
Designate 
preferred 
contact 
method

05
Register for 
patient portal

06



Leverage Software

• Phreesia

• BH assessments

• Developmental 
questionnaires 

• Front office operations

• Patient surveys
• Patient Portal 
• Survey Platforms 

• Patient Recaller Systems
• CHADIS

• BH assessments

• Developmental questionnaires 

• Chronic care assessments 



PCMH FAQ’s
• Is a portal required?  No

• Can you do PCMH without an EMR or with an older EMR? It would 
be very difficult to do without an EMR. We can work around the 
challenges of an older or low functioning EMR

• Will I immediately get incentives? No, it can take a few months for 
payers to organize their databases

• Does the doctor have to participate on all calls or in the project? 
No, we need someone who is familiar with the system and patient 
population

• I recently opened; can I do PCMH? Yes! It’s better to start early. 



PCMH FAQ’s
• Do I have to do care plans? Yes
• What options do I have for extended hours if I 

don’t’ want to work weekends? Pick a morning or 
evening to work an additional hour or two OR 
do schedule telehealth time

• I am a small office; can I still do PCMH? Yes! 
PCMH isn’t about the size of your office, it’s 
how well you’re tending to your patients 



Session Takeaways
1. PCMH is a concept of care and can be an incentive program 

2. PCMH transformation can help your practice run more 

efficiently 

3. Use tools and technology available to streamline operations 



What Questions Do You Have?

Questions posted in the Socio will be read aloud by moderator 
for the presenter to answer. Please post your questions in Socio 
now.



This and all other UC2022 course recordings will 

be available for later viewing through Socio and 

PCC’s YouTube Channel

Later Viewing

https://www.youtube.com/c/PhysiciansComputerCompany


STOP!
Next Slide is the CEU Code.  Wait until the end to 

show it.



AAPC CEUs
The Patient Centered Medical Home (PCMH) For 

Children With Special Healthcare Needs 

80393ALJ


