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Call for Applications
CTC-RI Multi-Payer 2017 July Adult Expansion of the 
Patient-Centered Medical Home Initiative 

The Rhode Island Care Transformation Collaborative (CTC-RI) is a multi-player, primary care payment and delivery system reform initiative for primary care practices working with patients across the life span.  

Vision of CTC-RI 
Rhode Islanders enjoy excellent health and quality of life.  

Mission of CTC-RI 
To lead the transformation of primary care in Rhode Island in the context of an integrated health care system. 

To engage providers, payers, patients, parents, purchasers, and policy makers to develop high quality, family and patient-centered medical homes providing health care in an affordable, integrated healthcare system that promotes active participation, wellness, and delivers high quality comprehensive health care dedicated to data-driven system improvement. 

Role of CTC-RI 
Under the auspices of the Office of the Health Insurance Commissioner (OHIC) and the Executive Office of Health and Human Services (EOHHS), CTC-RI is a statewide, multi-payer program that provides a pathway for primary care practice transformation.  CTC-RI provides technical assistance and training to promote integrated, patient and family centered care, data driven quality improvement, and prepares practices to perform successfully under alternative payment models.  As a statewide learning collaborative, CTC-RI facilitates the sharing of best practices in primary care, integration with specialists/health systems, and provides a platform for testing and evaluating new models that improve population health.  The CTC-RI strives to align its primary care program with state, federal, public, and private initiatives and inform health care system transformation. 

2017 Expansion Details
We seek up to twenty-eight (28) new primary care practice sites (10 practices serving children under 18 years old and 18 adult medicine practices) of substantial payer and population diversity that are committed to transforming their practices to provide high-value patient-centered care.  CTC-RI is looking for practices to be able to demonstrate working collaborative relationships with other healthcare organizations or systems that will be able to support the practice in coordination of care (e.g. hospitals, specialists, and community-based services). 

This call is targeting practices with electronic medical record systems and an interest in the Patient Centered Medical Home (PCMH) model of care.    Priority will be given to practices that require more practice transformation assistance and/or not part of an accountable care organization 

Primary care practices that have various practice structures/affiliations and levels of practice transformation may apply.  Contracting and financial support for practice transformation may vary depending on existing contracts, affiliations and financial arrangements.  If your practice is already participating in a health plan funded PCMH initiative, the health plan may determine that participation in the CTC-RI Adult Initiative is duplicative or redundant and may choose to adjust payments to practices accordingly. 






CTC-RI Common Framework and Service Delivery Expectations

Health plans execute addendums to existing contracts or separate contracts that incorporate common terms and expectations   built around primary care practices progressively implementing Service Delivery Requirements, including: care management/coordination, planned care for population health, access and continuity, patient and family caregiver engagement, comprehensive medical home coordination, and quality reporting and improvement.  Practices are additionally expected to develop and utilize a budget that uses enhanced payments to support the care delivery model.  Requirements of the CTC-RI Adult PMCH Common Contract can be found as Appendix A.  

Selected practices will be required to engage in  health plan participation agreements (i.e. separate addendum to existing contracts or separate contract that incorporate common expectations)  with all payers in Rhode Island: Neighborhood Health Plan, Blue Cross Blue Shield, United Health Care, and Tufts Health Plan with an effective date of July 1, 2017.  ‘Per member per month’ (PMPM) payments will be made according to Appendix B.

Throughout the course of the contract, all practices will be supported by practice transformation learning network opportunities that will include: on-site practice facilitation support and coaching, and collaborative learning experiences including those offered through “best practice sharing” at committee meetings.  Practice transformation support is intended to assist practices with transforming into patient centered medical homes and being prepared to enter into system of care arrangements. 

Primary Care Eligibility and Contracting Options: 
A. Primary Care Practices that are not affiliated with a commercial  ACO
Unaffiliated primary care practices may apply and if accepted would be eligible for infrastructure payments from the participating Rhode Island health plans based on meeting program requirements (outlined in Appendix A).  Non-ACO practices will receive a PMPM supplemental payment from those payers to support their efforts in medical home transformation.  Non-ACO practices will additionally be eligible for performance improvement payments in Year 2 and Year 3 of the contract, based on performance (practice achievement of identified targets for selected metrics).   Note: Some payers may require a 200 patient threshold. 

B. Primary Care Practices that are participating in a commercial  ACO
Primary care practices that are part of an ACO may apply in concert with the ACO.  The ACO is responsible for providing the practice with a Letter of Support that details the support the ACO will provide to assist the practice with meeting the CTC-RI service delivery requirements such as but not limited to: hiring the Nurse Care Manager/Care Coordinator, assistance for meeting practice reporting requirements (example of letter can be found on page 4 of this document).  If accepted, CTC-RI will supplement the ACO practice transformation support with additional learning opportunities.  Payments will be made through the health plan ACO /AE contract for practice transformation services.  The ACO is expected to   account for the use of the   practice transformation funds to assist practices at the site level with being able to meet Service Deliverable Requirements. 

C. Health Plan PMPM support in the event that the Health Plan does not have a current contract with an ACO  that provides support for practice transformation services
Primary care practices that are affiliated with an ACO that does not have a participating contract with United Health Plan, Blue Cross and Blue Shield of Rhode Island, Tufts Health Plan, or Neighborhood Health Plan of Rhode Island will enter into a Common Contract with that health plan and receive PMPM supplemental payments for practice transformation.








 Benefits to the Selected Practices that successfully participate in the CTC-RI Common Contract 

Primary Care Voice
The CTC-RI initiative is designed to provide primary care practices with a mechanism for learning from others and being part of a primary care network that works together with the health plans that achieve better care, smarter spending, and healthier people.  Participation will assist your practice with being ready to succeed in other quality payment programs including those offered by the Rhode Island OHIC, and Medicare Access and CHIP Re-authorization Act of 2015 (MACRA).   

Obtain Infrastructure and Incentive Payments for Care Transformation 
Receive  supplemental  payments  for  three  years  from  health plans  in the multi-payer initiative  to transform your practice and be recognized as a patient centered medical home  (PCMH) $5.50 per member per month  for adult practices in Year 1  with added incentives in Year 2 and 3 for achieving improvements in quality, customer experience and utilization thresholds; This financial support enables you to: 
· Implement team based care and support the costs for adding a nurse care manager (NCM). CTC WILL ASSIST  WITH TRAINING AND IN THE INTEGRATION OF THE NCM INTO YOUR PRACTICE
· Improve satisfaction for yourself,  your patients and staff;
· Use EMR and data tools  to enhance work flows,  inform care coordination  and meet reporting requirements;
Obtain practice facilitation to support your practice transformation efforts; 
CTC will provide on-site practice facilitation support to assist you with achieving NCQA patient centered medical home recognition and meet other PCMH achievements and provide learning collaborative opportunities featuring national, regional and local talent. 
Prepare your practice to join an accountable care organization,   receive   enhanced payments made available through the Office of the Health Insurance, CMS and Local Health Plans 
OHIC 
OHIC has required that commercial health insurance plans adopt a two-stage payment model to sustain primary care transformation provided the primary care practice meets the OHIC PCMH definition, has implemented OHIC cost containment strategies and has demonstrated performance improvement.  Such primary care practices will receive a care management PMPM payment, and will have an opportunity to earn a performance bonus. 



MACRA and Alternative Payment Models 
CMS is increasingly paying for health care through alternative payment models (APMs) that reward value and quality.  The MACRA legislation contains payment incentives for practitioners who participate in APMs that meet certain criteria and also with payment adjustments over time based on performance in the MIPS program.  CMS proposed rule began with the first performance period on January 1, 2017 with payment adjustments taking effect in 2019. In partnership with Healthcentric Advisors, CTC participants will receive no cost support and education to successfully participate in the Quality Payment Program (QPP) either through MIPs or an APM. Examples of support include special topics presentations regarding: the QPP reporting requirements to MIPS, timelines, measures etc.; understanding MIPS feedback reports and improvement plans; evaluating practice readiness for participating in an APM.

Local Health Plans Fee for Service Incentives: 
 Some local payer provide added fee for service payment with NCQA PCMH recognition. 
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Adult Practices: Call for Applications
Prerequisites 
1. Practices must have a fully implemented and functional certified electronic health record (EHR)*.
Adult practices must use the EHR to identify patients with diabetes, hypertension, depression, and high-risk patients.
2. At least one provider in the practice must have attested to Stage 1 Meaningful Use.
3. Practices must submit letter of support from at least on physician, nurse practitioner or physician assistant leader in the practice.  This letter shall describe how the clinician intends to engage with the care team(s) to provide ongoing leadership including planned time commitment and ongoing strategies to share and address results, challenges, progress and successes with practice staff and the patient community (one page)*.
4. Practices that are part of an ACO must submit a letter of support from the ACO/AE indicating that the ACO/AE will provide the practice with financial and technical support.   A sample ACO letter of support can be found in attachment 



 


Conditions of Participation: 

Practices are expected to: 
1. Meet all CTC-RI service deliverer requirements  within designated time frames and work collaboratively with CTC-RI management to proactively address any barriers/solutions; 

2. Achieve PCMH NCQA Recognition; specific requirements around National Committee for Quality Assurance (NCQA) recognition will be determined based on the OHIC 2017 Transformation Plan and the release of the NCQA PCMH 2017 program expectations;

3. Employ or contract for an on-site Nurse Care Manager (NCM); 

The NCM is responsible for care coordination and management of high-risk patients; educating patients on disease self-management and disease prevention; coordinating care with specialists and behavioral health providers; following up on critical referrals, testing and other screening results; hospital and ED visits; engaging practice staff in the development and execution of team-based care; and participating in quality improvement and practice transformation activities.  Practices will produce and submit reports that measure NCM  activity in their work with high-risk/high-cost patients. 

4. Work to improve quality at the organization and practice site level: produce and submit  clinical quality reports at practice site level;

5. Work to improve patient and family/caregiver engagement and experience, and participate in the Consumer Assessment of Healthcare Providers and Systems survey;

6. Work to provide care at lower costs through effective implementation of OHIC cost management strategies and use of data provided through such vehicles as  HealthFacts RI; 

7. Work to achieve improved access and continuity of care;

8. Work to improve planned care for population health by implementing care management strategies;

9. Work to improve comprehensive and medical home coordination through development and implementation of compacts with community specialists, home care, behavioral health home care, and imaging services;

10. Work to address the CTC-RI strategic priorities including: addressing the needs of patients who are identified as high-risk/high-cost; improving communication and coordination with health plans; active participation in Community Health Team (CHT) as available within certain geographic areas  and meeting the behavioral health needs of patient (e.g. mental health, addiction disorders, treatment, and support to address lifestyles that influence chronic conditions and quality of life);

11. Commit to using enhanced accountable payments to support care delivery model and submit annual budget inclusive of staffing plan to support care delivery model (i.e. resources for team at the site level to engage in transformation efforts, including regular team meetings and other practice based quality improvement activities; implementing practice wide process improvement and actively participating in learning network including working with practice facilitators; participating in learning opportunities; and sharing “best practices” with others);

12. Actively enroll patients in CurrentCare and use CurrentCare services, including CurrentCare Hospital Alerts and CurrentCare Viewer; and

13. Actively participate in learning opportunities including CTC-RI Committee participation, sharing of “best practice” and practice data with other practices and health plans, meeting with practice facilitators on a regular basis.  



Timeline for Selection Process: 

	Step
	Activity
	Date 


	1
	Release of request for interested applicants 

	Tuesday , April 11, 2017 

	2
	Conference call with interested parties to answer any questions. *
Call-in number: 508-856-8222 code: 4614
	
Friday, April 14, 2017 12 noon 
Wednesday, April 19, 2017 12 noon 
Friday, April 21, 2017 12 noon 



	3
	Submit letter of intent to apply electronically to:
CTC-RI@umassmed.edu

Letter to include: Practice name, practice address, provider champion, application key contact name, email address and phone.  If a multisite practice, indicate provider champion at each site
	Wednesday, May 3, 2017 

	4
	Practices submit completed application package electronically to: CTC-RI@umassmed.edu 
Please include application checklist (page 7 of this document). 
	Preferred Tuesday, May 23, 2017 
[bookmark: _GoBack]Extension granted until May 30, 2017 

	5
	A Selection Committee will meet to review submitted applications against scoring criteria 
	Tuesday, May 30, 2017-
Tuesday, June 20, 2017 

	6
	Final recommendations to CTC-RI Board of Directors 
	Wednesday, June 21 , 2017 

	8
	Notification will be sent to practices that have been chosen as new members of the CTC-RI community, as well as those who were not selected

	Thursday, June 22, 2017 

	9
	Practices start contract 
	July 1, 2017

	10
	Orientation for newly selected practices

	July 13, 2017 
Health plans provide retroactive payment to practices to 
July 1, 2017

	11
	Health Plans have fully executed contracts and loaded in system for payment 
	August 31, 2017

	12 
	Practices receive payment retro to July 1, 2017
	March 1, 2017 



*Due to space limitations, please plan to call in to one of the calls to save seats for everyone.  Following the calls, a FAQ document will be posted on the website (www.ctc-ri.org) that will include responses to questions from both calls. 
For questions, contact Michele Brown:
Email: Michele.Brown@umassmed.edu 
Telephone: 508 421 5919
Fax: 508 856 6650



Application Package Submission Checklist

	Check if complete
	Item
	Due Date

	
	Submit letter of intent to apply electronically to:
CTCRI@umassmed.edu

Letter to include: Practice name, practice address, physician champion, application key contact name, email address and phone. If a multisite practice, indicate physician champion at each site 
	Wednesday, May 3 2017 

	Final Package for Submission

	
	Submit a Letter of support* from at least one physician, nurse practitioner or physician assistant leader in the practice signed by all providers in the practice 
	Tuesday, May 23, 2017 


	
	Practices that are part of an ACO must submit an ACO letter of support. 
	Tuesday, May 23, 2017 


	
	Completed Application Package Checklist
	
Tuesday, May 23, 2017 


	
	Completed Application Form 
	
Tuesday, May 23, 2017


	
	Written response to essay questions
	Tuesday, May 23, 2017 


	
	Copy of sample standardized and a sample customized  EHR report (if you have the capability)
Please remove any protected health information (PHI) before submitting sample reports
	Tuesday, May 23, 2017 


	
	Copy of Meaningful Use attestation from one provider 
	Tuesday, May 23, 2017 





Completed application packages – including completed checklist - should be received by 5:00 PM on Tuesday May 23, 2017.  Email application package to: CTCRI@umassmed.edu

For questions, contact Michele Brown:
Email: Michele.Brown@umassmed.edu 
Telephone: 508-421-5919
Fax: 508-856-6650








Application 

Section 1: Practice Information
Practice site name: ____________________ Practice “doing business as” name: ___________________
Street Address 1: ________________________________________________________________________
Street Address 2: _________________________________________________________________________
City: __________________ State: ___________ Zip: ____________ Practice site phone: _______________
Practice site fax: ________ Practice Tax ID number: ____________ 

Practice type: FQHC ____Pediatric ____Family practice ____Internal Medicine ____Single site ____ Multi-site ____
(If multi-site: indicate other practice sites applying: ______________________________________________)

Primary Contact: (Person completing the application) Name: ________________________
Title/Position: _________________________ Business Phone Number: __________________ Extension: ________

Provider Champion Contact 
Name:	_______________________ Phone: ___-___-____ Email: ____________________

IT contact: Person responsible for generating quality and care management reports:
Name:	_______________________ Title: ___________ Phone: ___-___-____ Email:  ____________________

Other Leadership Contact (if applicable) 
Name: ________________________ Title: ___________ Phone ____________ Email ____________________

Practice intends to apply for CTC-RI as: Pediatric site _____Adult site _____ Both Pediatric and Adult_____

	List name and NPI number for all Practitioners (MDs, DOs, NPs, and PAs):

	Name of Provider
	MD/DO/
NP/PA
	NPI#
	Specialty (Peds/IM/FM/Geri)
	Board Certified (Yes/No/NA)
	Hrs/per week
	MU Attest

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	















	Adult Patient Population by Insurance Type (Adults 18 yo and over only)

	Payer
	Number of Pts
	% of Total Practice
	Payer
	Number of Pts
	% of Total Practice

	BCBS
	
	
	Medicaid FFS 
	
	

	Medical Adv
	
	
	United Medicaid 
	
	

	United Commercial
	
	
	NHPRI 
	
	

	Tufts 
	
	
	
	
	

	Insured other 
	
	
	
	
	

	Uninsured 
	
	
	
	
	

	Total 
	
	
	Total Medicaid
	
	


Section 2: Systems of Care/Support: (Mark all that apply):

_____The practice is a single-site specialty primary care practice.
_____The practice is a primary care practice with other integrated practitioners, or a multi-specialty practice. 
_____The practice participates in other lines of business besides primary care, such as urgent care on weekends   and/or physical exams for an insurance company. 
_____The practice participates in Transformation Clinical Practice Initiative (TCPI).
_____The practice participates in:
            Pioneer ACO Model _____ Next Generation ACO model _____
            Medicare Shared Savings Program (MSS ACO) _____ 
            Other Medicare ACO program (please specify): _____________________
_____The practice participates in:
            Coastal Medical ____ RIPCPC _____ Charter Care _____ Lifespan_____ 
            Other: ________________ N/A ______

Does your practice site belong to a larger health care organization, such as group practice, heath system or independent practice association? Yes____ No____ If yes, Name of Organization: ______________________

_____None of the above  
_____None of the above but practice is considering joining a program (specify) ___________________________

Who owns the practice? (Mark all that apply): 

_____Physicians in practice
_____Physician organization 
_____Public or private hospital, health system or foundation owned by a hospital 
_____Other (specify): _________________ 

Which system or systems of care does your practice affiliate with?
Please list the affiliations that your practice has with hospitals, specialists, and/or community-based services:
1.
2.
3. 
Please describe in detail the nature of the affiliations, including communication with hospitals for patients using the emergency department/inpatient admissions, agreements with specialists, home care agencies, etc.





Application

Section 3: Prerequisites 
1. Practice site has NCQA PCMH recognition Yes_____ No_____
If yes:
NCQA Standards: 2014____ 2011_____	Expiration date: _____ Level: _____ 	

2. Practices site has a fully implemented and functional certified electronic health record (EHR) 
Electronic health record: __________________ Version: _________

Does your practice currently have plans to purchase a new EHR in 2017 or a subsequent year?  Yes_____ No_____

For adult application: N/A_____
Practice uses the electronic health record for population health management: 
Does your practice have patient registries for?
Diabetes:  Yes _____ No_____
Hypertension:  Yes _____No_____
Depression:  Yes _____No______
Other:  Yes _____ (Please specify_____________) No_____ 
 
Does your practice have the capability to generate customized reports? Yes______ No______
Please provide a copy of a sample standardized and a sample customized report (if you have the capability).
Practices must remove all protected health information before submitting sample reports.

Does your practice have designated staff/support person for generating reports and analysis? Yes ____No ____

3. At least one eligible provider (EP) in the practice must have attested to Stage 1 Meaningful Use:
Total number of eligible providers: _____
Provider in your practice has achieved Stage 1 Meaningful Use: Yes ____No____
Total number of providers in your practice with Stage 1 Meaningful Use (MU): _____ 

Please provide a copy of attestation for one provider that has achieved MU.

4.	Practices must submit letter of support from at least one physician, nurse practitioner or physician assistant leader in the practice.  This letter shall describe how the clinician intends to engage with the care team(s) to provide ongoing leadership including planned time commitment and ongoing strategies to share and address results, challenges, progress and successes with practice staff and the patient community (one page).
5. Practice must submit letter of support from ACO/AE (if applicable).  This letter needs to address how the leadership commits to segregate funds that are paid in conjunction with CTC-RI and assuring that all funds flowing through this initiative will be used for infrastructure and/or salaries in the participating practices.








Section 4: Additional Application Information

NCM/CC
Does your practice currently employee an on-site NCM? Yes_____ No______ 
If yes, 
Length of time practice has had NCM _____ years 
Number of NCM  FTEs: ____ 
NCM: Caseload ____

Please describe the role of the NCM(s)in your practice (e.g. care coordination):





Health Information Exchange: (HIE) 
Practice enrolls patients in CurrentCare, the RI statewide Health Information Exchange (HIE)? Yes____ No____
(If yes)  Percentage of practice site patients enrolled ____
Practice receives CurrentCare Hospital Alerts Yes ____ No____
At least one provider in your practice use the CurrentCare Viewer:  Yes____ No____
Practice has a direct account: Yes ____No____
If not using Current Care, please explain why:



Comprehensive Care: Behavioral Health Integration 
Does your practice currently provide on-site behavioral health (BH) services?  Yes ____No_____
If yes, does the BH provider use the same EHR?  Yes____ No____
Does the practice have a relationship (compact) with an outside BH provider that you use for care 
coordination when patients have mental health/substance disorder needs that require additional level of
Intervention: Yes____ No____ 

Patient/Caregiver  Family Engagement
Does your practice currently have an active patient advisory board and/or have patient representatives on your practice committees (e.g. quality improvement committee)? Yes_____ No_____

If yes, please describe the role of the patient advisory board and number of active participants and/or how    patients participate in the practice quality initiatives.  For family medicine practices, please specify the involvement of adult and pediatric patients on the advisory board.








Application 

Essay Questions:
Please provide a response to each question (limit responses to a maximum of 500 words per question)
1. Organizational Support and Commitment for Patient Centered Care Delivery Model: Use of Enhanced Accountable Payments: 
The goal of CTC -RI is to help practices transform into PCMHs
a.  How do you intend to use the infrastructure funds in CTC-RI to transform your practice? (Examples may include staffing plan and use of funds to support care delivery model:   training staff, improving reporting and analytic capacity, becoming recognized by NCQA as a PCMH, hiring additional care coordination staff, etc.)  
b. How will the organization ensure that financial support is provided at the practice level? 
c. How will the organization embrace a culture of change and improvement and devote resources for practice team to be involved with team meetings and performance improvement activities? 
d. How will you assist your staff with participating in CTC-RI transformation activities such as meeting with practice facilitators, attending best practice committee meetings, attending learning collaborative? 

2. Clinical Support for Practice Transformation 
One of the qualities of successful practices in the PCMH model is strong provider and organizational leadership with commitment to practice transformation and broad support from all providers in the practice. 
a. Please describe the provider champion role and commitment to PCMH transformation in your practice. 
b. How has this individual demonstrated success in leading change initiatives? 
c. Is there broad support from all providers in the practice? 

3. Care Management/Coordination through Team Based Care 
Through CTC -RI, we expect practices to improve upon care coordination, particularly for management of high risk patients and move towards team-based care. Please describe: 
a. Current care team: who is on the care team, and how they work together to improve patient care. 
b. How you anticipate identifying and reporting on high risk patients
c. How do you anticipate your care management/coordination team meeting the needs of high risk patients? 

4. Access and Continuity of Care 
CTC-RI is looking for practices with capacity (or willingness to add capacity through team-based care) to expand access to care.  For family medicine practices, please specify for adult and pediatric population.
a. Is your practice open to new patients?
b. How many new patients did you accept last year?  
c. How would participation in CTC-RI enable your practice to increase access?
d. How you assign patients to specific providers? 

5. Quality Improvement 
Please describe
a.  A specific quality improvement initiative you have undertaken in your practice and how you have used Plan/Do/Study/Act (PDSA) within the team to improve care: clinical quality, customer experience or reducing utilization. Include measureable outcomes.

6. Patient/Family Centeredness
Patient/Family Centeredness means involving the patient and family and is a key value of CTC-RI.  How do you define and demonstrate “patient/family-centeredness” in your office?  (Examples may include flow of office space, waiting rooms with family resources, patient advisory boards, staff communication styles, etc.).


Scoring Criteria
CTC-RI Selection Committee Policy and Procedure (2017)

We anticipate that we may have more applications than available slots for the CTC-RI expansion, therefore it is critical that applications for participation in CTC-RI’s expansion be reviewed and scored in an objective, fair, and transparent manner.  The following reflects CTC-RI’s policy and procedure for application review.

Conflict of interest 
Reviewers must disclose any potential conflict of interest related to a specific applicant.  A conflict of interest is defined as a real or potential monetary benefit or having an organizational affiliation with the applicant. The Selection Committee will discuss the potential conflicts of interest and make a determination of whether a conflict of interest exists. If so, the reviewer must recues themselves from the review of that application.

Selection Committee Group Process for Review of Total Scores 
The Selection Committee will convene from May 30, 2017 to June 13, 2017.  Applications will first be sorted by intention to apply for the pediatric population and the adult population (therefore, practices apply for both populations will be reviewed twice and independently selected to join CTC-RI for each/either population).  Applications will then be sorted on whether the practice is part of a system of care.  Preference will be given to practices that are not currently part of a system of care.  A primary and secondary reviewer will present and discuss the rationale for scoring.  The group will then discuss the ratings to reach consensus on application scoring.  Final scores will be entered into a spread sheet, totaled and divided by the number of scores to reach a mean score for each criterion and an overall total score for the application.  Once this process has been completed for all applications, the applications will be rank-ordered.  The Selection Committee reserves the right to interview applicants if further review is warranted.   

Review Criteria 
All reviewers will read and score each application independently using the scoring form and criteria established by the CTC-RI Selection Committee.  Reviewers will submit their scores to CTC-RI Management by June 6, 2017.  CTC-RI Management will compile all scores into one table per application with a total number of points.  The maximum number of points for the adult application is 80.  Essay questions receive additional weight. 

CTC-RI anticipates that we will select up to 30 practice sites (or 100,000 individuals, whichever comes first).
These practices will enter CTC-RI Measurement Year 1 of the Developmental Common Contract.

In the event of a tie, the following criteria will be used:
1. Completion of application-submitted on time and complete
2. Number of Medicaid members-we desire a balance in population served
3. Diversity in patient demographics 



Scoring Criteria

	Current Care for Adult Applications (max 5)
	Score 
	
	Patient Involvement
(max 2)
	Score
	


	EHR Capacity
(max 4)
	Score 

	No plans to use
	0
	
	Active patient involvement
	1
	
	Meaningful Use achieved by one provider
	0

	Enrolling patients
	Add 1 point 
	
	High-level of patient involvement
	2
	
	Registries for CYSHCN
	0 

	More than 30% enrolled 
	Add 1 point 
	
	
	
	
	Additional patient registries
	Add 1 point

	CurrentCare Viewer
	Add 1 point
	
	% Medicaid for Adult Applications (max 1)
	Score
	
	Standard reporting from EHR capabilities 
	Add 1 point

	CurrentCare Hospital Alerts
	Add 1 point
	
	 <10
	0
	
	Standard plus custom reporting capability 
	Add 1 point

	Direct Account 
	Add 1 point
	
	>10
	1
	
	Designated staff/support 
	Add 1 point

	Geographic Distribution (max 2)
	Score
	
	NCQA
(max 1)
	Score
	
	Behavioral Health
(max 3)
	Score

	New area 
	Add 1 point
	
	Recognition achieved
	1
	
	Compacts
	1

	Area with CHT
	Add 1 point
	
	
	
	
	Co-located
	2

	
	
	
	
	
	
	Fully integrated
	3

	NCM/CC Capacity (max 2)
	Score 
	

	None
	0
	

	Some experience with CC
	1
	

	High level of CC experience embedded in practice
	2
	



Prerequisites are highlighted in yellow and are required elements for acceptance, so are not assigned a point value






APPENDIX A: 
PCMH CTC Adult Service Delivery Requirements

Practices agree to fulfill CTC’s Program care delivery requirements as described on line (www.ctc.ri.org).  All reports and measures identified in the Care Delivery Requirements use methodology as defined and approved by the CTC Data and Evaluation Committee.  Requirements may be subject to change based on changes to requirements (i.e. OHIC, NCQA).   
	Measurement Period
	Care Delivery Requirement 
	Date Due (if applicable) Due last day of month 

	Start Up (MP 1)
7/1/17 to 6/30/18
	
	


	Care Management 
	Hire 1.0 Nurse Care Manager (NCM)/Care Coordinator for every 3,000 attributed patients ($2.50 pmpm) 
	Month 4  

	
	Develop High Risk Registry and reportable fields for care management.  Confirm completion with CTC 
	Month 6 

	
	NCM/CC completes standardized learning program as defined by CTC
	Month 7 

	
	Report level(s) of engagement of high risk patients as defined by CTC
	Month 9  

	
	Submits to  OHIC Cost Management Attestation 
	October 15 

	Planned Care: Population Health /Quality Reporting 
	Submit clinical quality data as defined in Performance Incentives Exhibit 3
	Month 6

	
	Submits to  OHIC quality measure information
	October 15 

	Access and Continuity 
	Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status for new patients  and 3rd next available appointment for existing patients 
	Month 6 

	
	Submit before and after hours protocol, as defined by CTC
	Month 9

	Patient/Family Engagement 
	CAHPS survey: Submits patient panel to approved  data vendor (or “How’s Your Health” option to be determined 
	Timeframe determined by CTC 

	Comprehensiveness and Coordination
	Submits Transition of Care Policy and Procedure 
	Month 6 

	
	Identifies high volume specialists serving patient population and submits 2 compacts: a) high volume specialist b) behavioral health 
	Month 9 

	Practice transformation 
	Submits budget and staffing plan and use of funds to support care delivery model to CTC 
	Month 3 

	
	Submit NCQA PCMH work plan to CTC
	Month 9 

	
	Meets with Practice Facilitator 1-2 x a month 
	Month 1 and on-going 

	
	Attends 50% of learning network meetings 1
	Month 1 and on-going 



1 Learning Network Meetings: Orientation, Best Practice Meetings, Breakfast for Champions, and Large Learning Collaborative 

	Measurement Period
2 (MP 2)
7/1/18 to 6/30/19
	CTC PCMH Adult Care Delivery Requirements 
	Due Date (if applicable) Due last day of month 

	Care Management 
	Submits reports on high risk patients, as defined by CTC, to Health Plans and CTC and achieves 40% engagement rate 
	Quarterly (July/October/January/April) 

	
	Submits to  OHIC Cost Management Strategy Attestation 
	October 15 

	
	Submits report that demonstrates 75% of high risk patients who were hospitalized receive a follow up interaction including medication reconciliation within 2 business days 
	Month 12 

	Planned Care: Population Health /Quality Reporting
	Submits quarterly quality data 
	January/April/July/October 

	
	Submits to OHIC quality data information 
	October 15 

	Access and Continuity 
	Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status for new patients  and 3rd next available appointment for existing patients 
	Quarterly 

	
	Submit to CTC screenshots demonstrating patient access to a secure web portal, enabling secure messaging, appointment requests, referrals, and prescription refills.
	Month 3 

	
	Submits schedule demonstrating that it has expanded office hours as defined by OHIC Cost Management Strategies 
	Month 6

	Patient/Family Engagement 
	Submits patient panel for CAHPS survey to qualified  data vender (or “How’s Your Health” option to be determined) 
	Timeframe determined by CTC 

	Comprehensiveness and Coordination 
	Provides report that demonstrates that 75% of high risk patients who were hospitalized receive a follow up interaction including medication reconciliation within 2 business days
	Month 6 

	Practice Transformation
	Submits a quality improvement activity for improving a performance measure (Quality/customer experience/utilization)
	Month 2 

	
	Submits a quality improvement activity demonstrating performance to improve a performance measure 
	Month 7 

	
	Submits NCQA PCMH recognition application
	Month 9

	
	Meet with practice facilitators at a minimum of once per month
	 On-going 

	

	Attends 50% of Learning Network Meetings 
	 On-going 




	Measurement Period
MP 3 
7/1/19 -6/30/20 
	CTC PCMH Adult Care Management Requirement  
	Due Date (if applicable) Last day of month 

	Care Management 
	Submits reports on high risk patients, as defined by CTC, to Health Plans and CTC and achieves 40% engagement rate
	Quarterly (July/October/January/April)

	
	Provides report that demonstrates that  75%  high risk patients with ED visit receive a follow  interaction including medication reconciliation within 1 week of discharge 6 month
	Month 6

	
	Submits attestation  to OHIC and demonstrates achievement  80% of Cost Management Strategy elements 
	Oct 15  

	Planned Care: Population Health /Quality Reporting
	Submits quarterly data 
	July/October /January/April 

	
	Submits to OHIC quality data measurement report 
	October 15 

	Access and Continuity 
	Reports to CTC Quarterly Provider Panel  Report indicating  open/closed panel status for new patients  and 3rd next available appointment for existing patients 
	Quarterly 

	Patient/Family Engagement 
	Submits patient panel for CAHPS survey to approved  data vender (or How’s Your Health option to be determined)
	Timeframe determined by CTC

	Comprehensiveness and Coordination 
	Submits 2 additional compacts as defined by OHIC cost management strategies 
	Month 6 

	Practice Transformation 
	Achieves NCQA PCMH recognition
	Month 2

	
	Meet with CTC practice facilitators once per quarter
	Month 1 and quarterly 

	
	Attends 50% of Learning Network meetings 
	Month 1 and quarterly 





	Contract Year
	PMPM Rate for Care Coordination
	PMPM Rate for Transformation
	PMPM Rate for Performance Incentives
	Max PMPM
	 

	Year 1: Start-Up 
	$2.50
	$  3.00
	N/A
	$5.50
	

	
	
	
	
	
	

	Year 2: Performance Year 1
	$2.50
	$3.00
	$0.50 reporting NCM and stable data 
$0.50  meeting  3 out of 5 quality measures 
$0.25 meeting Customer Experience 
	$6.75
	

	Year 3: Performance Year 2
	$2.50
	$3.00 
	$0.50 meeting 3 out of 5 quality measures 
$0.25 meeting 5 out of 5 quality measures 
$0.50 meeting customer experience 
$1.25 All cause IP target 
$0.75 All cause ED target 
	$8.75 
	


APPENDIX B:
2017 CTC PCMH ADULT PMPM Rates
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Prerequisites 
A. Practices must have a fully implemented and functional certified electronic health record (EHR)*.
Adult practices must use the EHR to identify patients with diabetes, hypertension, depression, and high-risk patients.
B. At least one provider in the practice must have attested to Stage 1 Meaningful Use.
C. Practices must submit letter of support from at least on physician, nurse practitioner or physician assistant leader in the practice.  This letter shall describe how the clinician intends to engage with the care team(s) to provide ongoing leadership including planned time commitment and ongoing strategies to share and address results, challenges, progress and successes with practice staff and the patient community (one page)*.
D. Practices that are part of an ACO must submit a letter of support from the ACO indicating that the ACO will provide the practice with financial and technical support.  A sample ACO letter of support can be found on page 4.
Reviewer Scoring Notes

1. Current Care for Adult Applications: A total of 5 points are available.  Add 1 point for each item that the applicant reports: enrolling patients, more than 30% of practice enrolled; using CurrentCare Viewer; using CurrentCare Hospital Alerts, has Direct account. 
2. Geographic Distribution: A total of 2 points are available.  Assign 1 point if practice is in city or town currently underrepresented in CTC-RI. Add an extra point if practice is in city or town currently served by the CTC-RI CHT (South County or Pawtucket).
3. NCM/CC Capacity: A total of 2 points are available. Assign 1 point if the practice reports having an NCM/CC, but has not reported case load. Assign 2 points based on applicant’s description of NCM functions and capacity in the practice.
4. Patient Involvement:  A total of 2 points available. Assign 1 point if applicant reported active patient involvement. An extra point can be added at reviewer’s discretion based on applicant’s description of patients’ role and number of active patients.   
5. % Medicaid for Adult Applications: A total of 1 point is available. Combine percentage of Medicaid and NHP patients. Add 1 point if >10.
6. NCQA: A total of 1 point is available.  Assign 1 point if practice has received NCQA recognition.
7. EHR Capacity: A total of 4 points are available.  Add 1 point each for: additional patient registries; standard reporting for EHR capabilities; standard plus custom reporting capability; and/or designated staff/support.
8. Behavioral Health: A total of 3 points are available.  Assign 1 point if practice uses only compacts with behavioral health provider.  Assign 2 points if practice has co-located behavioral health.  Assign 3 points if practice has fully integrated behavioral health provider. 
9. Essay Questions: A total of 10 points is possible for each question:  2 points if question answered; an additional 2-3 points if response demonstrated organizational interest/commitment and moderate degree of readiness; additional 4-5 points for above average response suggesting that the practice has high degree of readiness, has begun transformation work, and is making progress towards PCMH transformation.
10. Bonus of up to 2 points at the discretion of the reviewer if a unique, innovative or exceptional feature is described.
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	Reviewers Score Sheet 
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	Essay Questions
	Total
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#
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2
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3
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	Curr Care  (max 5) 
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	% Med 
(max 1)
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Implementation Timeline for Financial Payment Model, Cost Management Strategies and  
Performance Improvement Requirements 


February 11, 2016 
 


I.  Cost Management Strategies Requirements 
 


 Annual Timeline  


A.  Primary Care Practices Seeking Designation as a PCMH under OHIC’s Affordability Standards 
Date Activity Comment 


Practice Notification  Insurers notify their primary care networks 
no later than March 1 of OHIC PCMH 
standards and specific insurer’s 
requirements to receive financial support 
payments. 


 By March 1, OHIC has identified a 
transformation agent capable of creating 
and monitoring an on-line application 
available to primary care practices that 
want to “self-identify” for OHIC PCMH 
status. 


 By April 30, insurers will notify practices of 
the specifics around the financial support 
payments, including amount and timing.  


 At a minimum, by March 1 annually each insurer 
must notify practices that it wants to count towards 
achieving its PCMH 2016 target.  To avoid duplicate 
notices being sent to practices, OHIC recommends 
that insurers coordinate with CTC, PCMH-Kids, 
and RIQI to send one notice to each practice on 
behalf of all insurers. 


 OHIC anticipates that in 2016 practices currently 
participating in a recognized transformation 
initiative will constitute most, if not all, of the 
practices being evaluated under the OHIC PCMH 
standards.  However, OHIC believes that it is 
important to provide other practices with the 
opportunity to self-identify. 


 The location of the web application has not been 
identified, but it could be an entity supporting 
practice transformation. 


Requirement 1: 
Transformation 
 


The practice’s participation status in the 
transformation initiative is determined either 
actively or passively by September 30 of each 
year: 


 OHIC is currently receiving NCQA data directly 
from NCQA. 


 The website maintained by the entity supporting 
practice transformation will provide “self-identified” 
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 Annual Timeline  
 active: online submission through a 


website 


 passive: OHIC gathers data from 
transformation agents (e.g., CTC-RI, 
PCMH-Kids, RIQI’s TCPI) 
 


Practice’s NCQA Level 3 status is determined 
by OHIC as of September 30 of each year. 


practices with an opportunity to report 
transformation information. 


 For 2016, all practices with 2 or more years of 
transformation experience in a program making 
infrastructure payment must have achieved NCQA 
Level 3 by September 30, 2016, since they will have 
already received infrastructure payments for at least 
two years and will be in at least their third year of 
transformation activity. 


 


Requirement 2:  
Cost Strategies 


For 2016, practices with more than 2 years of 
transformation experience will be required to 
meet Year 1 requirements as of September 30, 
2016.  Practices with less than 2 years of 
transformation experience will be expected to 
meet Year 1 requirements by September 30, 
2017. 
 


 The self-assessment will be submitted to OHIC via a 
web-based program, such as Survey Monkey, no 
later than September 30 annually. 


 This information is needed by the end of September 
to give OHIC sufficient time to analyze all data 
received, to determine which practices meet the 
definition and to notify practices and insurers of the 
results of its analysis. 


 Practices will earn a “pass” if they have 
implemented 80% or more of the Cost Management 
Strategies required for the year for which they are 
reporting. 


Requirement 3:  
Performance 
Improvement 
regarding quality 
measures 


Submit data1 by September 30 annually.  In 
2016, there is no requirement to show 
improvement during look-back period. 
 
Practices will be expected to demonstrate 
improvement by September 30, 2017 and 
thereafter. 


 OHIC has determined that meaningful performance 
data must be practice-wide.  Therefore, data must 
come either from practice submissions or from the 
All- Payer Claims Database (APCD).  Because the 
APCD is not yet fully functional, OHIC would like 
to assess the feasibility of practices submitting data 
to CTC or some other organization promoting 
practice transformation. 


                                                           
1 The measurement data and data sources are yet to be defined. 
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 Annual Timeline  
 Regardless of the source of the data, practices 


would not be required to demonstrate improvement 
until September 30, 2017. 


 The 2016-submitted data will help to set a baseline 
for measuring transformation. 


Payment Model (for 
practices meeting the 
three PCMH 
definition 
requirements and 
included in the 
insurer’s PCMH 
count for OHIC 
target compliance 
purposes) 
 
 


 
 
Practices with Less than 2 Years of 
Transformation Experience: 


 In 2016, payer is expected to make financial 
payments to practices that participate in a 
recognized transformation initiative.   


 The payer is expected to continue making 
financial payments as of January 1, 2017, 
only if the practice 1) participates in a 
transformation initiative, and 2) was 
successful in meeting the Cost 
Management Strategies requirements.   


 The payer is expected to continue making 
financial payment as of January 1, 2018, 
only if the practice, 1) achieved NCQA 
Level 3 recognition, 2) was successful in 
meeting Cost Management Strategies 
requirements, and 4) was able to show 
improvement based on data submitted on 
September 30, 2017.   


 
Practices with More Than 2 Years of 
Transformation Experience 


 In 2016, payers would be expected to make 
financial payments to practices that have 
achieved NCQA Level 3 recognition and 


 The payment model outlines minimum 
requirements for payers to meet.  Payers may have 
existing (or future) contracts with providers whose 
terms exceed these minimum standards. 


 Once a practice attains NCQA Level 3 recognition, 
the payer is not required to make infrastructure 
payments. 


 Payment levels are either those agreed upon under 
a specific transformation initiative or those 
negotiated between the insurer and the provider. 


  
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 Annual Timeline  
are being counted towards the plan’s 
PCMH target.   


 Payers would be expected to make 
financial payments to these practices in 
2017 only if the practices demonstrated 
compliance with NCQA Level 3 and Year 1 
Cost Strategy implementation 
requirements by September 30, 2016. 


 Payers would be expected to make 
financial payments to these practices in 
2018 only if the practices demonstrated 
compliance with all three definitional 
requirements by September 30, 2017. 


 


B. OHIC Activities 


Initiative Launch:  Between January 1, 2016 and April 30, 2016:  


 Coordinate with CTC, PCMH-Kids, RIQI, and payers to create list of practices that payers want to include in PCMH target 
calculation for 2016. 


 Payers work with CTC, PCMH-Kids, RIQI, and among themselves to send letter to practices informing them of 
opportunity for Financial Payments. 


 4/30/16:  Create OHIC webpage with PCMH information. 


 4/30/16:  Work with vendor to create physician application portal and application process. 


 On-going:  Advertise PCMH initiative. 
By September 30, 2016 and annually thereafter: 


 Determine applicant practices’ participation status in transformation initiatives. 


 Collect and analyze NCQA Level 3 recognition information. 
By November 1, 2016 and annually thereafter: 


 Create and maintain website to collect Cost Management Strategies Survey results and to upload performance 
measurement data (if practice-reported).  Obtain performance measurement data from APCD, when functional. 


 Collect and analyze Cost Management Strategies Survey results. 


 Collect and analyze performance improvement data. 
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 Add practices’ participation status and NCQA Level to database. 


 Identify practices that meet the OHIC PCMH definition; respond to inquiries regarding methodology. 


 Calculate insurance compliance with OHIC target. 


 Notify practices of the results of OHIC’s assessment. 


 Notify insurers of the results of OHIC’s assessment of practices and target compliance calculation. 


 Obtain information from payers, transformation initiatives and through practice applications to identify and notify insurers 
of new applicant practices. 


Ongoing 


 Maintain and update webpage with PCMH information and monitor application portal. 


 Promote awareness of PCMH initiative. 


 Obtain insurer and provider input regarding OHIC definition of PCMH and implementation processes. 


 


II. Practices Qualifying to be Included in the Calculation of PCMH Targets 


Target Year/ 
Practice Category 


As of December 31, 2016 As of December 31, 2017 As of December 31, 2018 


Practices with less than 
2 years of 
transformation 
experience as of 
September 30, 2016 


Practices achieving NCQA 
PCMH Level 3 recognition 
OR receiving Financial 
Payments consistent with 
the Financial Payment 
Model 


Practices that meet the following 
requirements: 


 Participated in a 
transformation initiative 
from January 1 through 
September 30, 2017 


 Completed Cost Strategy 
self-assessment and met 
Year 1 requirements 


 Submitted performance 
measurement data and 
demonstrated 
improvements. 
 


Practices that meet the following 
requirements: 


 Participated in a 
transformation initiative 
from January 1 through 
September 30, 2018 OR 
achieved NCQA PCMH 
Level 3 recognition 


 Completed Cost Strategy 
self-assessment and met Year 
2 requirements 


 Submitted performance 
measurement data and 
demonstrated 
improvements. 
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Target Year/ 
Practice Category 


As of December 31, 2016 As of December 31, 2017 As of December 31, 2018 


Practices with more 
than 2 years of 
transformation 
experience as of 
September 30, 2016 


Practices achieving NCQA 
PCMH Level 3 recognition 
OR receiving Financial 
Payments consistent with 
the Financial Payment 
Model AND implemented 
Year 1 Cost Management 
Strategies 


Practices that meet the following 
requirements: 


 Participated in a 
transformation initiative 
from January 1 through 
September 30, 2017 OR 
achieved NCQA PCMH 
Level 3 recognition. 


 Completed Cost Strategy 
self-assessment and met 
Year 2 requirements. 


 Submitted performance 
measurement data and 
demonstrated 
improvements. 


Practices that meet the following 
requirements: 


 Participated in a 
transformation initiative 
from January 1 through 
September 30, 2018 OR 
achieved NCQA PCMH 
Level 3 recognition 


 Completed Cost Strategy 
self-assessment and met Year 
3 requirements 


 Submitted performance 
measurement data and 
demonstrated 
improvements. 
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Crosswalk of Rhode Island PCMH Cost Management Strategies to  


NCQA PCMH Standards and  


Transforming Clinical Practice Initiative Phase Milestones 


February 11, 2016 


The following standards must be met by primary care practices seeking PCMH designation from Rhode Island payers in order to 
qualify for medical home financial support, consistent with terms of the OHIC-approved 2016 Care Transformation Plan.   


Practices that have received NCQA PCMH Level 3 designation will be deemed to have met all requirements listed below that are 
substantially the same as one or more NCQA PCMH requirements.   


Requirement #1:  The practice develops and maintains a high-risk patient registry: 


The practice must perform all of the following functions: Must be 
implemented 
or deemed 
met by the 
end of: 


Cost Management 
Requirement 


NCQA Requirement TCPI Requirement OHIC Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


1. The practice has 
developed and 
implemented a 
methodology for 
identifying 
patients at high 
risk for future 
avoidable use of 
high cost services 
(referred to as 
“high-risk 
patients). 


2011 NCQA PCMH 3, Element B 
requires the practice to have specific 
criteria and a process based on these 
criteria to identify patients with 
complex or high-risk medical 
conditions for whole-person care 
planning and management.  Criteria 
may include high level of resource 
use, frequent visits for urgent or 
emergent care, frequent 
hospitalizations, multiple co-
morbidities, psychosocial status, 
advanced age with frailty and 
multiple risk factors. 
 


Phase 3. H: 
Practice has identified high risk 
patients and has ensured they are 
receiving appropriate care and 
case management services. 
 
Phase 4. D: 
Practice has process in place for 
identifying 90% of high risk 
patients on a monthly basis and 
has ensured that 75% are 
receiving appropriate care and 
case management services as part 
of their continuous practice 
improvement plan.  


NCQA:  Allow 
deeming 


 
 


TCPI:  Allow 
deeming if 
Milestone 4D is 
achieved 
 
 
 
 
 
 
 


x 
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The practice must perform all of the following functions: Must be 
implemented 
or deemed 
met by the 
end of: 


Cost Management 
Requirement 


NCQA Requirement TCPI Requirement OHIC Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


2014 NCQA PCMH 4, Element A 
requires practices to establish a 
systematic process for identifying 
patients who may benefit from care 
management services.  Factors to 
consider include behavioral health 
conditions, high cost/high 
utilization and poorly controlled or 
complex conditions. 


  
 
 
 
 


2. Using information 
from a variety of 
sources, including 
payers and 
practice clinicians, 
the practice 
updates the list of 
high-risk patients 
at least quarterly. 


2011 NCQA PCMH 3, Element B lists 
in the explanation a variety of 
possible sources for identifying 
patients. 
 
2014 NCQA PCMH 4, Element A 
requires a systematic process and in 
the explanation lists a variety of 
possible sources for identifying 
patients. 


Phase 3. H: 
Practice has identified high risk 
patients and has ensured they are 
receiving appropriate care and 
case management services. 
 
Phase 4. D: 
Practice has process in place for 
identifying 90% of high risk 
patients on a monthly basis and 
has ensured that 75% are 
receiving appropriate care and 
case management services as part 
of their continuous practice 
improvement plan.  


Allow partial NCQA 
and partial TCPI 
deeming. 
 
Separately verify 
that practices are 
using payers and 
practice clinicians to 
update high-risk 
patient lists and that 
the time period for 
updating the high-
risk patient list is 
being met. 
 


x   


3. To identify high-
risk patients, the 
practice has 
developed a risk 
assessment 
methodology that 


2011 NCQA PCMH 3, Element B in 
the explanation lists factors a 
practice must consider, including co-
morbidities, high level of resources, 
and frequent hospitalizations. 
 


Phase 2.A: 
Practice starts to capture and 
analyze population, disease 
specific, and relevant quality 
measures for utilization, billing 
data and tests ordered from their 


NCQA:  Allow 
deeming 
 
TCPI:  Do not allow 
deeming, because 


x   







3 
 


The practice must perform all of the following functions: Must be 
implemented 
or deemed 
met by the 
end of: 


Cost Management 
Requirement 


NCQA Requirement TCPI Requirement OHIC Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


includes at a 
minimum the 
consideration of 
the following 
factors:   
a. assessment of 


patients 
based on co-
morbidities; 


b. inpatient 
utilization 


c. emergency 
department 
utilization 


2014 NCQA PCMH 4, Element A 
details factors a practice must 
consider in determining the patient’s 
risk status, including specific types 
of co-morbidities such as behavioral 
health conditions, and social 
determinants of health.  ‘Poorly 
controlled or complex conditions’ is 
also listed as a factor.  The factors 
also include consideration of high 
cost/high utilization.  ED and IP 
utilization is specifically mentioned 
in the explanation section.   


registry, practice management or 
EHR system to drive clinical 
practice improvement and 
resulting in reduced unnecessary 
tests and hospitalizations. 


the requirement is 
too broadly stated. 
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Requirement #2:  The practice offers Care Management/Care Coordination Services with a focus on high-risk patients enrolled 
with the carriers that are funding the care management/care coordination services.  Care Management/Care Coordination services 
include services provided by practice staff other than the designated care manager or care coordinator when services provided 
promote care management and care coordination and are provided under the direct supervision of the Care Manager or Care 
Coordinator. 


The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


1. The practice has a designated 
resource(s) that at the minimum 
includes a trained licensed 
Registered Nurse or trained licensed 
RN or social worker care coordinator 
for pediatric practices to provide care 
management/care coordination 
services that focuses on providing 
services to high-risk patients. 


2011 NCQA PCMH 3 
requires practices to 
systematically identify 
patients and to manage 
and coordinate care 
based on their condition, 
needs and on evidence-
based guidelines. 
 
2014 NCQA PCMH 4 
requires practices to 
systematically identify 
patients and to manage 
and coordinate care 
based on their needs. 


None comparable NCQA:  Allow partial 
deeming.  Separately 
verify that the practices 
are employing an 
RN/LPN or social worker 
as CM/CC. 
 
TCPI:  N/A 


x   


2. The practice has an established 
methodology for the timely 
assignment of levels of care 
management/care coordination 
service needed by high-risk patients 
based on risk level, clinical 
information including disease 
severity level and other patient-
specific characteristics.  The 
purpose of the assessment is to 


No NCQA requirement. Practice identifies patient 
risk stratification by 
disease, health risk and 
other conditions. (Phase 
3H) 


NCQA:  N/A 
 
TCPI:  Allow partial 
deeming.  Separately 
verify that practice’s 
methodology is consistent 
with the Affordability 
Standard requirement to 
consider clinical 
information, including 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


promptly identify which high-risk 
patients should be in the care 
manager’s/care coordinator’s active 
caseload at any point in time. 


severity level and other 
patient-specific 
characteristics. 


3. The care manager/care coordinator 
completes within a specified period 
of time (from the time that the high-
risk patient is placed in the care 
manager’s/care coordinator’s active 
caseload)1 a patient assessment 
based on the patient’s specific 
symptoms, complaints or situation, 
including the patient’s preferences 
and lifestyle goals, self-management 
abilities and socioeconomic 
circumstances that are contributing 
to elevated near-term 
hospitalization and/or ED risk.   
For children and youth, the care 
coordinator shall complete a family 
assessment that includes: 
a. a family status and 


environment assessment (i.e., 
assessment of 
medical/behavioral/dental 
health status; social supports of 
family and friends; financial 
needs; family demands, 


2011 PCMH 3, Element C, 
(Must Pass) requires the 
care team to collaborate 
with the patient/family 
to develop an individual 
care plan, including 
treatment goals that are 
reviewed and updated at 
each relevant visit for at 
least 75% of high-risk 
patients.   
 
NCQA PCMH 4, Element 
B: The care team and 
patient family/caregiver 
collaborate (at relevant 
visits) to develop and 
update an individual care 
plan for at least 75% of 
high risk patients; Care 
plan incorporates the 
patient preferences and 
functional lifestyle goals, 
identifies treatment goals, 


Phase 1.F: 
Practice has in place 
mechanisms for 
addressing the needs of 
their patients/families to 
be active partners in care. 


NCQA:  The 2011 and 
2014 NCQA requirements 
are not prescriptive about 
time frame for completing 
the patient assessment and 
care plan.  Allow NCQA 
deeming regarding 
content of patient 
assessment.  Separately 
verify that the practice has 
established and 
implemented a process 
within specified 
timeframes for assessing 
and adding new patients 
onto the high-risk patient 
list, based on care 
manager capacity.  
 
TCPI:  Do not allow 
deeming, as TCPI’s 
requirements are not 
sufficiently specific. 


x   


                                                           
1 Assessment is initiated within one week, with at least three contact attempts (if needed) within two weeks.  Assessment must be completed 
within two weeks of caseload assignment, unless patient is non-responsive to outreach. 
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


relationships, and functioning; 
cultural beliefs and values of 
family; strengths/assets of 
child, youth, family/caregivers, 
and current goals of child, 
youth & family), and  


b. a growth and development 
assessment (i.e., assessment of 
child/youth developmental 
progress/status; child/youth 
strengths/assets; school 
performance and needs, and 
emotional/behavioral strengths 
and needs). 


assesses and addresses 
potential barriers to 
meeting goals, includes a 
self-management plan 
and is given in writing to 
the patient/family/ 
caregiver. 


4. Working with the patient and 
within two weeks of completing the 
patient assessment, the care 
manager/care coordinator 
completes a written care plan, that 
includes: 
a. a medical/social summary 
b. risk factors 
c. treatment goals 
d. patient-generated goals 
e. barriers to meeting goals 
f. an action plan for attaining 


patient’s goals 


2011 NCQA PCMH 3, 
Element C requires the 
practice to complete a 
care plan for at least 75% 
of the patients identified 
as high risk.  The care 
plan must include 
relevant treatment goals. 
 
2014 NCQA PCMH 4, 
Element B: Care plan 
incorporates the patient 
preferences and 
functional lifestyle goals, 
identifies treatment goals, 
assesses and addresses 
potential barriers to 


Phase 1.F: 
Practice has in place 
mechanisms for 
addressing the needs of 
their patients/families to 
be active partners in care. 
 
Phase 3.E:  Practice 
routinely creates and /or 
maintains shared care 
plans and utilizes shared 
decision-making tools to 
incorporate patient 
preferences and goals in 
care management 
process. 


2011 NCQA: PCMH 
requirements do not 
specify the content of the 
care plan in sufficient 
detail and do not specify a 
timetable for completing 
the care plan. 
 
Do not allow deeming. 
 
 
2014 NCQA: PCMH 
requirements do not 
specify a timetable for 
completing care plans.  
Allow partial deeming 
regarding content of 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


meeting goals, includes a 
self-management plan 
and is given in writing to 
the 
patient/family/caregiver. 
 
2014 NCQA PCMH 4 
requires that 75% of 
patients on high risk list 
have a care plan. 


written patient care plan.  
Separately verify that the 
practice is meeting the 
timeline. 
 
TCPI:  Do not allow 
deeming, as TCPI’s 
requirements are not 
sufficiently specific. 


5. The care management/care 
coordination resources update the 
written care plan on a regular basis, 
based on patient needs to affect 
progress towards meeting existing 
goals or to modify an existing goal, 
but no less frequently than semi-
annually. 


2011 NCQA PCMH 3, 
Element C requires the 
care team to review and 
update treatment goals at 
each relevant visit. 
 
2014 NCQA PCMH 4 
requires regular updating 
and that 75% of patients 
on high risk list have a 
care plan. 


Phase 1. F: 
Practice has in place 
mechanisms for 
addressing the needs of 
their patients/families to 
be active partners in care. 


NCQA:  Allow partial 
deeming and separately 
verify that practices are 
developing care plan for 
all patients on the high-
risk patient list and are 
meeting the timeframe for 
updating the care plan.  
 
TCPI:  Do not allow 
deeming, as TCPI’s 
requirements are not 
sufficiently specific. 


 x  


6. For high-risk patients known to be 
hospitalized or in a SNF, the care 
management/care coordination 
resources shall contact the patient 
and/or the hospital discharge 
planner and begin transition-of-care 
planning at least 24-hours prior to 
the patient’s discharge. 


2011 and 2014 NCQA 
PCMH 5, Element C, 
Factor 4 requires 
practices to proactively 
contact patient/families 
for appropriate follow-up 
care within an 
appropriate period 


Phase 3.N: 
Practice follows up with 
patients within 24 hours 
after an emergency room 
visit or hospital 
discharge.  
 


NCQA:  Allow partial 
deeming and separately 
verify that the practices 
are beginning TOC 
planning within the 
required timeframe. 
 


 x  







8 
 


The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


following a hospital 
admission or ED visit.  
No timeframes are 
specified. 


TCPI:  Do not allow 
deeming as the standards 
are not consistent. 


7. The care management/care 
coordination resources contact 
every high-risk patient who has 
been discharged from hospital 
inpatient services after discharge to 
determine care management needs. 


2011 and 2014 NCQA 
PCMH 5, Element C, 
Factor 4 requires 
practices to proactively 
contact patient/families 
for appropriate follow-up 
care within an 
appropriate period 
following a hospital 
admission or ED visit.  
No timeframes are 
specified. 


Phase 3.N: 
Practice follows up with 
patients within 24 hours 
after an emergency room 
visit or hospital discharge  
 


NCQA:  Allow partial 
deeming and separately 
verify that the practices 
are meeting the specific 
timeframe for completing 
the outreach contacts. 
 
TCPI:  Allow deeming. 
 


x2 x3 x4 


8. The care management/care 
coordination resources contact 
every known high-risk patient who 
has had an Emergency Department 
visit for a situation or condition that 
is related to or contributes to the 
patient’s high-risk status. 


2011 and 2014 NCQA 
PCMH 5, Element C, 
Factor 4 requires 
practices to proactively 
contact patient/families 
for appropriate follow-up 
care within an 
appropriate period 


Phase 3.N: 
Practice follows up with 
patients within 24 hours 
after an emergency room 
visit or hospital discharge  
 


NCQA:  Allow partial 
deeming and separately 
verify that the practices 
are meeting the specific 
timeframe for completing 
the outreach contacts. 
 
TCPI:  Allow deeming. 


x5 x6 x7 


                                                           
2 During Year 1 contact must occur within 72 hours after discharge 
3 During Year 2 contact must occur within 48 hours after discharge 
4 During Year 3 contact must occur within 48 hours after discharge 
5 During Year 1 contact must occur within 72 hours of an ED visit 
6 During Year 2 contact must occur within 48 hours of an ED visit 
7 During Year 3 contact must occur within 48 hours of an ED visit 
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


following a hospital 
admission or ED visit.  
No timeframes are 
specified. 


 


9. The care management/care 
coordination resources complete a 
medication reconciliation after a 
high-risk patient has been 
discharged from inpatient services; 
to the extent possible the 
medication reconciliation is 
conducted in person. 


2011 NCQA PCMH 3, 
Element D specifies 
percentages of care 
transitions for which 
medication 
reconciliations are to be 
done. 
 
 2014 NCQA PCMH 4, 
Element C (Critical 
Factor): practice reviews 
and reconciles 
medications for more 
than 50% of patients 
received from care 
transitions (factor 1); with 
patients/families for 
more than 80% of care 
transitions (Factor 2).  
Medication reviews must 
occur at least annually, at 
transitions of care and at 


Phase 2. F: 
The practice implements 
at least three specific care 
management strategies 
for patients in higher risk 
cohorts, samples may 
include, but are not 
limited to: 
- integration of 
behavioral health 
- self-management 
support for at least 3 high 
risk conditions 
- medication 
management review 
 
 


NCQA:  Allow partial 
deeming and separately 
verify that the practices 
are meeting the specific 
timeframe for completing 
the medication 
reconciliations. 
 
TCPI:  Allow deeming if 
the practice has selected 
medication management 
review as one of its case 
management strategies. 
 


x8 x9 x10 


                                                           
8 During Year 1 reconciliation must be completed within 7 days of discharge 
9 During Year 2 reconciliation must be completed within 7 days of discharge 
10 During year 3 reconciliation must be completed within 72 hours of discharge 
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


relevant visits, as defined 
by the practices. 


10. The care management/care 
coordination resources arrange for, 
and coordinate all medical, 
developmental, behavioral health 
and social service referrals and 
tracks11 referrals and test results on 
a timely basis for high-risk patients. 


2011 and 2014 NCQA 
PCMH 5, Element A 
requires practices to 
systematically track tests 
and coordinate care 
across specialty care, 
facility-based care and 
community 
organizations. 
 
2011 and 2014 NCQA 
PCMH 5 Element B, 
(Must Pass) requires 
practices to track and 
follow-up on referrals. 
Practices are to track 
referrals that are 
“determined by the 
clinician to be important 
to a patient’s treatment, 
or as indicated by 
practice guidelines.  This 
includes referrals to 
medical specialists, 
mental health and 
substance abuse 


Phase 3. M:  
Practice tracks and 
supports patients when 
they obtain services 
outside the practice. 
 
Phase 4. E:  
Practice tracks patients, 
on a monthly basis, when 
they obtain services 
outside of the practice. 


NCQA:  Allow deeming. 
 
TCPI:  Allow deeming 
once milestone Phase 4.E 
is achieved. 


x   


                                                           
11 Consistent with 2014 NCQA PCMH recognition Standard 5, Element B, “tracking” here means that the practice “tracks referrals until the 
consultant or specialist’s report is available, flagging and following up on overdue reports.” 
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


specialists and other 
services. 


11. The care management/care 
coordinator resources provide 
health and lifestyle coaching for 
high-risk patients designed to 
enhance the patient’s/caregiver’s 
self/condition-management skills.    


2011 NCQA PCMH 4, 
Element A (Must Pass) 
requires the practice to 
conduct activities to 
support patient/families 
in self-management, 
including providing 
educational resources 
and referrals to 
educational resources, 
using self-management 
tools, providing healthy 
behaviors coaching, and 
developing and 
document self-
management plans and 
goals. 
 
2014 NCQA PCMH 4, 
Element E Factors 2, 3 
and 4 require practices to 
use materials to support 
patients, 
families/caregivers in 
self-management and 
shared decision making. 


Phase 3.E. 
Practice routinely creates 
and/or maintains shared 
care plans and utilizes 
shared decision making 
tools to incorporate 
patient preferences and 
goals in care 
management process. 
 


NCQA:  Allow deeming. 
 
TCPI:  Do not allow 
deeming, as the standard 
is too general. 


x   


12. Practices shall provide patient-
engagement training to care 
managers/care coordinators, as 


 
2014 NCQA PCMH 2, 
Element 6 requires 


Phase 1. C. 
Practice starts to train at 
least 50% of staff in 


NCQA:  Allow deeming.  
Patient engagement will 
necessarily be a topic of 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


necessary, to achieve these 
requirements 


practices to train and 
assign members of the 
care team to support 
patients/families/caregiv
ers in self-management, 
self-efficacy and 
behavioral change. 


improvement methods 
and tools. Staff starts to 
understand the process of 
improvement and how to 
test changes in daily 
workflows. Staff is 
trained on optimal team-
based practice. 
Phase 1. D. 
Practice has a process in 
place for training staff on 
data quality problems 
when they are detected. 


these training activities 
because it is foundational 
to self-management, self- 
efficacy and behavioral 
change. 
 
TCPI:  Allow partial 
deeming.  Separately 
verify that training topics 
include patient 
engagement. 


13. The care management/care 
coordination resources have in-
person or telephonic contact with 
each high-risk patient at intervals 
consistent with the patient’s level of 
risk. 


2011 NCQA PCMH 3, 
Element C requires the 
practice to develop care 
plans for at least 75% of 
high-risk patients and to 
follow-up with 
patients/families who 
have not kept important 
appointments. 
 
2014 NCQA PCMH 4, 
Element B requires care 
plans for 75% of high risk 
patients, but includes no 
contact requirements 


Phase 1.F: 
Practice has in place 
mechanisms for 
addressing the needs of 
their patients/families to 
be active partners in care. 


NCQA:  The 2011 and 
2014 NCQA standards do 
not include specific 
contact requirements. 
 
Do not allow deeming 
 
TCPI:  No not allow 
deeming, as the 
requirement is too general. 


x   


14. The care management/care 
coordination resources participate 
in relevant team-based care 


2011 NCQA PCMH 1, 
Element G requires the 
practice to use a team to 


Phase 3. D: 
Practice sets clear 
expectations for each 


NCQA:  Allow deeming. 
 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


meetings to assure whole-person 
care is provided to high-risk 
patients.  


 
For pediatric practices, participants 
in practice-initiated team meetings  
may include primary care and 
specialist providers, school liaisons, 
behavioral health providers, 
developmental specialists, 
government support program 
representatives (e.g., SSI), and social 
service agency representatives. 


provide a range of patient 
care services. 
 
2014 NCQA PCMH 2, 
Element D (Must Pass) 
requires that the practice 
uses a  team to provide a 
range of patient services 
by holding a scheduled 
patient care team meeting 
or  structured 
communication process 
focused on individual 
patient care (Factor 3, 
CRITICAL factor).  
NCQA explanation states 
that all clinical staff are 
members of the team.   


team member’s functions 
and responsibilities to 
optimize efficiency, 
outcomes and 
accountability. 


TCPI:  Do not allow 
deeming, as the 
requirement is too general. 


15. The care management/care 
coordination resources use HIT to 
document and monitor care 
management service provision. 


No NCQA requirement. Phase 1. E:  
Practice establishes 
measures, plans and a 
baseline for intentionally 
minimizing unnecessary 
testing and procedures. 
 
Phase 2.A: 
Practice starts to capture 
and analyze population, 
disease specific and 
relevant quality measures 
for utilization, billing 


NCQA:  N/A 
 
TCPI:  Do not allow 
deeming, as requirements 
are not consistent. 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


data and tests ordered 
from their registry, 
practice management or 
EHR system to drive 
clinical practice 
improvement and 
resulting in reduced 
unnecessary tests and 
hospitalizations. 


16. The care management/care 
coordination resources participate 
in formal practice quality 
improvement initiatives to assess 
and improve effectiveness of care 
management service delivery 


2011 NCQA PCMH 1, 
Element G, Factor 8 and 
2014 NCQA PCMH 2, 
Element D, Factor 9 
(Must Pass): The practice 
uses the team to provide 
a range of patient services 
by involving the care 
team in the practice’s 
performance evaluation 
and quality improvement 
activity. 
 
2014 NCQA PCMH 6 
Element B:  At least 
annually, the practice 
measures or receives 
quantitative data on at 
least 2 measures related 
to care coordination; 6 
Element D: acts to 
improve at least one 


Phase 2. H: 
Practice incorporates 
regular improvement 
methodology to execute 
change ideas in rapid 
cycle.  Use a plan-do-
study-act (PDSA) quality 
improvement cycle of 
small scale tests of 
change in the practice 
setting.  
 
Phase 4. A: 
Practice uses utilization 
reports on a monthly 
basis and continuously 
makes clinical 
improvement changes 
such as 24/7 access to 
care, same as tracking 
number of patients 
triaged after hours, 


NCQA:  Allow deeming. 
 
TCPI:   
Allow partial deeming 
when Phase 2.H is 
achieved.  Separately 
verify that PDSA cycles 
assess and improve 
effectiveness of care 
management service 
delivery 
 
Allow deeming when 
Phase 4.A milestone is 
achieved. 


x   
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The practice must perform all of the following functions: Must be 
implemented 
or deemed met 
by the end of: 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming 
Recommendation 


Yr 
1 


Yr 
2 


Yr 
3 


measure from measures 
resources use and care 
coordination. 


number of same day 
appointments for 
emergent problems, 
number of patients being 
discharged from the 
hospital and needing an 
appointment with 24 
hours after discharge, 
and the practice 
continues to decrease the 
no show rate over time. 
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Requirement #3:  The practice improves access to and coordination with behavioral health service. 


Cost Management Requirement NCQA Requirement TCPI Requirement Deeming Recommendation 


The practice has implemented one of the following approaches to behavioral health integration by the end of 
Year 1 
1. To promote better access to and 


coordination of behavioral health 
services, the practice has developed 
preferred referral arrangements 
with community behavioral health 
providers such that appointments 
are available consistent with the 
urgency of the medical and 
behavioral health needs of the 
practice’s patients and there is an 
operational protocol adopted by the 
PCP and the preferred specialists 
for the exchange of information.  
The terms of the preferred 
arrangement are documented in a 
written agreement. 


2011 NCQA PCMH 1, 
Element E requires a 
PCMH to coordinate 
patient care across 
multiple settings, 
including behavioral 
health. 
 
2014 NCQA PCMH 5, 
Element B, Factor 3: the 
practice maintains 
agreements with 
behavioral health 
provider.  Agreements 
typically indicate the type 
of information that will 
be provided when 
referring a patient to a 
specialist and 
expectations regarding 
timeliness and content of 
response from the 
specialist. 
 
2014 NCQA PCMH 5, 
Element B, Factor 4:  
Integrates behavioral 
healthcare providers 
within the practice site. 


Phase 2. F: 
The practice implements at 
least three specific care 
management strategies for 
patients in higher risk 
cohorts, samples may 
include, but are not limited 
to: 
- integration of behavioral 
health 
- self-management support 
for at least 3 high risk 
conditions 
- medication management 
review 
 


2011 PCMH NCQA requirements 
lack specificity around better 
coordinating behavioral health 
services. 
 
2014 PCMH NCQA requirements 
address only exchange of 
information, not timely access to 
services.  2014 NCQA PCMH 5, 
Factor 4 is not a critical factor.  
 
NCQA:  Do not allow deeming. 
 
TCPI:  Do not allow deeming.  
Requirements regarding 
behavioral health integration are 
insufficiently specific. 


2. To promote better access to and 
coordination of behavioral health 
services, the practice has arranged 


No NCQA requirement. Same as #1 above. NCQA:  N/A 
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for a behavioral health provider(s) 
to be co-located (or virtually 
located) at the practice for at least 
one day per week and assists 
patients in scheduling 
appointments with the on-site 
provider(s).   


TCPI:  Do not allow deeming.  
Requirements regarding 
behavioral health integration are 
insufficiently specific. 


3. To promote better access to and 
coordination of behavioral health 
services, the practice is 
implementing or has implemented a 
co-located (or virtually located), 
integrated behavioral health 
services model that is characterized 
by licensed behavioral health 
clinicians serving on the care team; 
the team sharing patients, and 
sharing medical records, and the 
practice promoting consistent 
communications at the system, team 
and individual provider levels that 
includes regularly scheduled case 
conferences, and warm hand-off 
protocols. 


No NCQA requirement. Same as #1 above. NCQA:  N/A 
 
TCPI:  Do not allow deeming.  
Requirements regarding 
behavioral health integration are 
insufficiently specific. 
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Requirement #4:  The practice expands access to care both during and after office hours (defined as access beyond weekdays 


between 9am and 5pm). 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


1. The practice has a written policy to 
respond to patient telephone calls 
within the following timeframes: 


a. For urgent medical/behavioral 
calls received during office 
hours, return calls are made the 
same day. 


b. For urgent calls received after 
office hours, return calls are 
made within 1 hour. 


c. For all non-time-sensitive calls, 
return calls are made within 2 
business days of receiving the 
call. 


2011 NCQA PCMH 1, 
Element B:  requires the 
practice to have a written 
process and defined 
standards, and 
demonstrates that it 
monitors performance 
against the standards for 
providing timely clinical 
advice by telephone when 
the office is not open.   
 
2014 NCQA PCMH 1, 
Element B: requires the 
practice to have a written 
process and defined 
standards for providing 
access to clinical advise and 
continuity of medical 
record information at all 
times and regularly 
assesses its performance on 
providing timely clinical 
advise (CRITICAL factor); 
providing continuity of 
medical record information 
for care and advice when 


Phase 1. F: 
Practice has in place 
mechanisms for 
addressing the needs of 
their patients/families 
to be active partners in 
care.   
 
Phase 4. A. 
Practice uses utilization 
reports on a monthly 
basis and continuously 
makes clinical 
improvement changes 
such as 24/7 access to 
care, ‘same as’ tracking 
number of patients 
triaged after hours, 
number of same day 
appointments for 
emergent problems, 
number of patients 
being discharged from 
the hospital and 
needing an 
appointment with 24 
hours after discharge, 


NCQA:  Allow 
partial deeming.  
Separately verify 
that the practices 
have written policies 
that meet the 
specified time 
frames for 
responding to 
patient calls.  
 
TCPI:  Do not allow 
deeming, as the 
requirements are not 
sufficiently specific. 
 
 
 


x   
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Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


the office is closed.  The 
time frame is defined by the 
practice to meet the clinical 
needs of the patient 
population.  


and the practice 
continues to decrease 
the ‘no show’ rate over 
time. 


2.   The practice has implemented same-
day scheduling, such that patients can 
call and schedule an appointment for 
the same day. 


2011 NCQA PCMH has a 
written process and defined 
standards for providing 
same-day appointments 
(Factor 1). 
 
2014 NCQA PCMH 1, 
Element A, Factor 1: Patient 
centered access: (Must 
Pass): The practice has a 
written process and defined 
standards and regularly 
assesses its performance on 
“Providing same day 
appointments for routine 
and urgent care (Critical 
Factor).” 


Same as #1 above. NCQA 2011:  Allow 
deeming if the 
practice passes 
Factor 1. 
 
NCQA 2014:  Allow 
deeming. 
 
TCPI:  Do not allow 
deeming, as 
requirements are not 
sufficiently specific. 


x12 x13 x14 


3.   The practice has an agreement with 
(or established) an urgent care clinic or 
other service provider which is open 


No NCQA requirement. Same as #1 above. NCQA: N/A 
 


x   


                                                           
12 During Year 1 same-day scheduling must be available for urgent care. 
13 During Year 2 same-day scheduling must be available for urgent care 
14 In year 3, same-day scheduling must be available for urgent and routine care.  Consistent with the AHRQ definition contained within the 
CAHPS survey, routine care is defined by OHIC to mean care that patients believe they need, but not “right away.” 
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Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


during evenings and weekends when 
the office is not open as an alternative to 
receiving Emergency Department care. 


TCPI:  Do not allow 
deeming, as 
requirements are not 
sufficiently specific. 


4.   The practice utilizes formal quality 
improvement processes to assess and 
improve the effectiveness of its 
programs to expand access. 
 
 


2011 does not include QI 
initiatives to improve 
access. 
 
2014 NCQA PCMH 1, 
Element A, Factor 6 
requires practices to act “on 
identified opportunities to 
improve access.”  The 
Explanation for Factor 6 
states:  The practice may 
participate in or implement 
a rapid-cycle improvement 
process, such as Plan-Do-
Study-Act (PDSA), that 
represents a commitment to 
ongoing quality 
improvement and goes 
beyond setting goals and 
taking action. 


Phase 2.H 
Practice incorporates 
regular improvement 
methodology to 
execute change ideas in 
rapid cycle.  Use a plan-
do-study-act (PDSA) 
quality improvement 
cycle of small scale tests 
of change in the 
practice setting.  
 
Phase 4. A. 
Practice uses utilization 
reports on a monthly 
basis and continuously 
makes clinical 
improvement changes 
such as 24/7 access to 
care, same as tracking 
number of patients 
triaged after hours, 
number of same day 
appointments for 
emergent problems, 
number of patients 


NCQA 2011:  Do not 
allow deeming. 
 
NCQA 2014:  Allow 
deeming. 
 
TCPI:   
Allow partial 
deeming if Phase 2 
H is met.  Separately 
verify that PDSA 
cycles are designed 
to assess and 
improve the 
effectiveness of its 
programs to expand 
access. 
 
Allow deeming once 
Phase 4.  A 
milestone is 
achieved. 


x   







21 
 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


being discharged from 
the hospital and 
needing an 
appointment with 24 
hours after discharge, 
and the practice 
continues to decrease 
the no show rate over 
time. 


 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform at least 2 of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


1. The practice has created a secure 
web portal that enables patients to: 


 send and receive secure 
messaging 


 request appointments 


 request referrals 


 request prescription refills 


 review lab and imaging results 


2011 NCQA PCMH 1, 
Element C, Factors 5 and 6 
requires practices to have 
electronic access, including 
requesting appointments or 
prescription refills (Factor 
5) and referrals or test 
results (Factor 6). 


N/A NCQA:  Allow 
deeming. 
 
TCPI:  N/A 


x15 x16 x17 


                                                           
15 All functions, except lab and imaging, must be functional in Year 1. 
16 All functions, except lab and imaging, must be functional in Year 2. 
17 All functions must be functional in Year 3. 
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Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform at least 2 of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


 
The practice clearly communicates to 
patients that the portal should not be 
used for urgent matters and that 
patients should call the practice under 
such circumstances. 


 
2014 NCQA PCMH 1, 
Element C, Factor 6: 
Patients can request 
appointments, prescription 
refills, referrals and test 
results; this is also a core 
meaningful use 
requirement 


2. The practice has expanded office 
hours so that services are available 
at least two mornings or two 
evenings a week for a period of at 
least 2 hours beyond standard office 
hours. 


2011 NCQA PCMH 1, 
Element BG, Factor 2 
requires practices to 
provide access to routine 
and urgent-care 
appointments outside 
regular business hours. 
 
2014 NCQA PCMH 1, 
Element A, Factor 2:  
requires practices to 
provide routine and urgent 
care appointments outside 
of regular business hours.  
Practices are encourages to 
assess the needs of its 
practice for appointments 


N/A The 2011 and 2014 
NCQA standards 
are not specific 
regarding expanded 
office hours. 
 
NCQA:  Do not 
allow deeming. 
 
TCPI:  N/A 
 
 


 x18 x19 


                                                           
18 During Year 1 these requirements are waived.  During Year 2, expanded office hours must be available for urgent care.   
19 During Year 3, expanded office hours must be available for urgent and routine care. 
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Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform at least 2 of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


outside normal business 
hours and then to evaluate 
if these appointment times 
meet the needs of the 
patient.  If a practice is not 
able to provide care beyond 
regular business hours (e.g., 
small practice with limited 
staffing), it may arrange for 
patients to receive care 
from other (Non-ER) 
facilities or clinicians.   
NCQA examples of 
extended access include: 
•Offering daytime 
appointments when the 
practice would otherwise 
be closed for lunch (on 
some or most days).  
•Offering daytime 
appointments when the 
practice would otherwise 
close early (e.g., a weekday 
afternoon or holiday). 


3. The practice has expanded office 
hours so that services are available 


2011 and 2014 NCQA 
PCMH standards:  Same as 


N/A NCQA: The 2011 
and 2014 standards 


 x20 x21 


                                                           
20 During Year 1 these requirements are waived.  During Year 2, expanded office hours must be available for urgent care 
21 During Year 3, expanded office hours must be available for urgent and routine care. 
 







24 
 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemented 
or deemed 
met by the 
end of: 


The practice must perform at least 2 of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


at least four hours over the 
weekend.  Services may be 
provided by practice clinicians or 
through an affiliation of clinicians, 
so long as the affiliated physicians 
are able to share medical 
information electronically on a near 
real- time basis through either a 
shared EMR system or by ready 
access to a patient’s practice 
physician who has real-time access 
to patient’s medical records. 


above.  NCQA is less 
specific regarding to what 
extent hours must be 
expanded. 


are not specific 
regarding expanded 
office hours. 
 
Do not allow 
deeming. 
 
TCPI:  N/A 
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Requirement #5:  The practice refers patients to referral service providers who provide value-based care. 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemente
d by the end 
of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


1. The practice has developed referral 
protocols for its patients for at least 
two of the following: 
a. one high-volume specialty, 


such as cardiovascular 
specialist, pulmonary 
specialist, orthopedic surgeon 
or endocrinologist; 


b. laboratory services; 
c. imaging services; 
d. physical therapy services, and 
e. home health agency services. 


 


2011 NCQA PCMH 5, 
Element B, Factor 4:  
practice establishes and 
documents agreements 
with specialists in the 
medical record if co-
management is needed. 
 
2014 NCQA PCMH 5, 
Element B, Factor 2: 
practice maintains formal 
and informal agreements 
with a subset of 
specialists based on 
established criteria. 
 
Agreements typically 
indicate the type of 
information that will be 
provided when referring 
a patient to a specialist 
and expectations 
regarding timeliness and 
content of response from 
the specialist. 


Phase 2. B:  
Practice has identified 
community partners 
and other points of 
care that their patients 
are using and has 
formal agreement in 
place with these 
partners.   


The NCQA 2011 and 2014 
standards do not address 
the value-based care as a 
factor that should be 
considered in creating 
referral arrangements 
and views the 
requirement as relating to 
the exchange of 
information. 
 
Do not allow deeming. 
 
TCPI:  Allow partial 
deeming and separately 
verify that the 
community partners 
include those required 
under Requirement 5.1. 


x   


2. Should one or more payers provide 
the practice with readily available, 
actionable data, the practice has 
used such data and any other 


2011 NCQA PCMH 5 
does not address use of 
data to make specialty 
referrals. 


N/A The NCQA 2011 and 2014 
standards list potential 
sources of performance 
information, but does not 


 x  







26 
 


Cost Management Requirement NCQA Requirement TCPI Requirements Deeming 
Recommendation 


Must be 
implemente
d by the end 
of: 


The practice must perform all of the following functions: Yr 
1 


Yr 
2 


Yr 
3 


sources to identify referral service 
providers who provide higher 
quality services at costs lower than 
or the same as their peers (i.e., 
“high-value referral service 
providers”) and prioritizes referrals 
to those providers. 


 
2014 NCQA PCMH 5, 
Element B, Factor 1 
requires the practice to 
consider available 
performance information 
on 
consultants/specialists 
when making referral 
recommendations. (Must-
Pass) 


focus on information 
related to “high-value 
referral service 
providers.” 
 
Do not allow deeming. 
 
TCPI:  N/A 
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To: CTC-RI

From: ACO

RE: Practice participation in CTC-RI



[Practice name] is a member of our ACO.  They are interested in participating in the CTC-RI multi-payer primary care practice transformation program that prepares practices to function under the Patient Centered Medical Home (PCMH) model of care.  Participation in CTC-RI will prepare practices to meet the OHIC requirements as a PCMH which entitles the practice to ongoing sustainability payments.  We believe that this practice would benefit from participation in CTC -RI and that the formal practice transformation services provided by CTC-I are not duplicative of those support services provided by our ACO.   We understand however, that if accepted into CTC-RI the practice PMPM payments could be modified based on our current ACO agreements with payers.



As the ACO, for the portion of commercial and Medicare Advantage lives covered under agreements that include care management support and/ or practice transformation/facilitation support, we will provide the practice with support for (check all that apply): 



· Practice reporting :___________________________________________________________

· Nurse Care Manage r (Adult ) or Care Coordinator (Pediatrics):________________________

· NCQA application assistance :_________________________________________________

· Other_______________________________________________________________________



_____________________________   _____                          _____________________________     ______        

Signature of ACO Representative         Date                             Signature of Primary Care Practice      Date                                                                                            

______________________________                                        ______________________                                                                    

Position                                                                                             Position      

                     

______________________________                                         _________________________          

Email                                                                                                  Email                                                                                                                                   
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