Practice Reporting Committee 
Minutes
	Date:  Tuesday 3/22/16
	
	Start/End Time: 8:00 – 9:30 am

	Location:  RIQI 50 Holden Street, Providence RI (Washington)
	
	Call in number: 508-856-8222   Code: 2525        (Host: 2116)

	Meeting Information:
	
	CSI Management and Speakers

	Meeting Purpose/Objective: 
Best practice sharing amongst CTC NCMs and Practice Reporting 

Attachment: 
PCMH Kids Measurement Specifications 
NCM measurement specifications with ICD-10 codes 
Thundermist Health Center Risk Stratification Tool 





	
	Patty Kelly-Flis, co-chair*
Andrea Galgay, co-chair*
Cyndi Souther, Thundermist*
Kathryn Amalfitano, Lifespan
Marie Sarrasin, RIQI*
Putney Pyles, PCMH-Kids*
Kimberley Townsend, Pediatric Assoc.*
Kimberly St. Jean, CCMA*
Carla Porter, Coastal*
Lynda Greene, WoodRiver*
Nancy Latendresse, NMA
Andi Srabian, Coastal*
Katherine Roy, KentRI* 
Carmela Tucciarone, Care New England*
Angela M. Reda, Tri-Town*
Marna BH Jones, Anchor Medical*
Chrystal Boza, BCBSRI*
Virginia Paine, Tri-Town*
Suzanne Herzberg, Brown*
Rob Mencunas, RIPCPC*
Kim Nguyen, BVCHC*
[bookmark: _GoBack]Candice Ndukwe, Tri-Town*
Diane Howes, SouthCoast*
Tim Messitt, Ocean State Medical*
Sheri Sharp, Pediatric Primary Care*
	Susanne Campbell, CTC*
Hannah Hakim, PCMH Kids* 
Candice Brown, CTC*
Dawn Buckley, SCIM*
Vanessa Cumplido, Care New England*
Melissa Deluca, MARI*
Diane DiCola, E. Greenwich Pediatrics*
Pat Dexter, South County Health*
Jayne Daylor, South County Health*
Andrea Leon, fcc IMC*
Crystal Carpenter, PMGW*
Alex Piekarz, CNE*
Jackie Lamb, SC Hospital*
Neeja Sud, IMP*
Gina Eubank, CCAP*
Sue Dettling, RIQI*
Lois Teitz, CCAP*
Cori Robinson, CCAP*
Suzanne Staples, NECQA*
Charlotte Crist, BCBSRI*
Scott Hewitt, Brown*
Lauren Morton, BCBSRI*
Michael Hill, PCHC*
Jamie Handy, Assoc in Prim Care Med*

	




	
	
	
	
	



	#
	Owner / Time 
	Comments

	1
	Patty Kelly-Flis 
Andrea Galgay  
PR co-chairs 

5 minutes 
	Welcome
· Introductions
· Review agenda
· Update on Co-chairs: thank you to Kathryn 


	2
	Hannah Hakim 
PCMH Kids 
30   minutes 


	PCMH Kids Measurement Specifications

   
· Review of PCMH Kids Measurement Specifications 
· Adult Practices are not required to report on these 2 measures unless they are in a contract with PCMH-Kids
· Committee Discussion
· Setting up & Generating reports 
· Challenges
· Not in NexGen
· Providers concerned about the process of using Chadice
· Difficult to integrate
· M-Chat is only for autism, and not for developmental screening
· Screenings in Epic – there is a place to do it but it does not populate yet, Practices are currently cutting/pasting as the function is not integrated yet
· BMI and Developmental Screening can be completed on separate dates as long as they are within the measurement timeframe
· Validating reports 
· Recommendations
· Look patients up in the record and do a sample audit
· Run periodically and review
· In multiple ways: front end tool, SQL Backend tool
· Run BMI results and look for outliers to make sure all data has been entered correctly
· Designate specific Quality Assurers, i.e. Site Managers to micro review processes
· Review with clinical staff the reportable data fields to make sure staff are entering data in correct places
· Deep Domain – Has been taken over by OSIS but  contact person from Deep Domain is now working with OSIS: Duncan is a potential with Practice Reporting for people with the former Deep Domain contract
· NCM ICD-10 measure reporting has been addressed for Adult population; Hannah indicated that PCMH Kids is in the process of determining how it will address care coordination reporting

	3
	Patty Kelly Flis 
Andrea Galgay 
Cyndi Souther 
Marie Sarrasin
40 minutes 
	Review of 4th quarter data – Practices have until Friday, March 25th to submit their final numbers
Discussion of results and any issues related to reporting using ICD-10 codes 
· Marie will send directions for Portal Access to report data
· BMI 18-64, startups seem to be having difficulty – how can we assist?
· Cause can be “template fatigue” by Providers
· A1C – review percentage of patients that are having it done – if they are new to the practice within 6 months, they are not included
· For Hypertension – exclude those just diagnosed with hypertension within 6 months
· Blood Pressure – tip: Diabetes and Hypertension numbers should be similar – if 2 BPs are taken in the same visit, verify you are pulling the best of the 2 numbers
· For the Final Version, Marie will review the graphs, numerators/denominators and report any corrections today – Practices have until Friday (3/25/16) to submit their final numbers 
· Committee Discussion
· Active Patient definition – what qualifies as a discharge?
· There are no guidelines/ definition – will depend upon the Practice’s policy  for what practice defines  as a  discharge
· For April 2016, all PCMH-Kids practices are encouraged to generate reports on these measures to start the process and be ready for submitting reports that are due in July
· Draft PCMH Kids  Measures will be taken to the Data & Evaluation Committee for approval
· Health Plans – high risk data must be sent to the Health Plans via secure HIPAA compliant mechanisms
· BCBSRI has shared the practice attribution and high risk lists with all PCMH-Kids practices that have secure email – and are eager to discuss panels, high risk members, and reporting on high risk engagement
· The high risk list should guide activities for engagement with care coordination 
· 


· PCMH-Kids Practice’s high risk reports are due no later than 5/20/2016. However, sites that also participate in the adult program should continue to submit their engagement reports as they normally do for adult patients (monthly by the 20th of the month for all practice sites)
· Practices can email Blue Cross with any and all questions at: pcmh@bsbsri.org and Blue Cross has teams that come to the Practice to help PCMH-Kids Practices walk through how to report
· NHPRI has reports available through the provider portal – they are under “other” in the files; and reports are to be sent directly to Yvonne Heredia at: YFreeman@nhpri.org, ph# 401-459-6189
· United
· Commercial – Per CTC contract will  require NCM reporting  for PCMH-Kids Practices at transition due 3/20/16 
· Secure email to: ctcincmreportsc-uhc@uhc.com  - portal questions, contact         Amy Larochelle – Amy.Larochelle@uhc.com – ph# 952-406-5674
· Medicaid –Per CTC contract: all transition practices due to report 3/20/16 
· Secure email to: mcaidreports@uhc.com 
· Everyone accesses the Reports and Portal in the same manner for both Commercial/Medicaid 
· UHC reports are generated monthly and at this point in time, practices expected to provide quarterly engagement reports 
· Tufts 
· Quarterly reporting (report due 3/20/16) 
· Practice Reporting
· For those that cannot download the reports
· United – Amy Larochelle will email Practice Lists, or search by name of the file
· NHP – only Practices with 200+ Patients received a report, those with less patients did not receive the report
· Health Plan contacts will be the same for all Practices
· SIMS Measures
· Will consist of PCMH, ACO, and Hospitals
· Specifications and Goals from CTC may change to align with SIM Measures for consistency. However, they will first go to D&E committee, then to Practice Reporting
· Smaller Workgroup is convening to ensure consistency with denominators


	
	Patty 
Andrea 
5 minutes 
	
Next meeting April 26, 2016 from  8:00AM to 9:30AM  at  RIQI

	
	
	



ACTION ITEM LOG
	Added
	Ref. #
	Assignee
	Action /Status
	Due
	Closed

	3/22
	1
	Hannah/Candice
	Contact Health Plans to confirm contact info and reporting expectations for PCMH-Kids Practices
	
	

	3/22
	2
	Susanne
	Contact Michele Brown to verify where the Measure Specs live on the CTC website
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Active Patient(s) 
 


*Definition Patients seen by a primary care clinician of the PCMH anytime within the last 24 months.  


 


Definition of primary care clinician includes the following: MD/DO, Physician’s Assistant (PA), and Certified Nurse 


Practitioner (CNP).  


 


The following are the eligible CPT office visit codes for determining Active Patient status:  


 99201-99205, 99212-99215, 99217-99220, 99241-99245, 99341-99345, 99347-99350, 99381-
99387, 99391-99397, 99401-99404, 99411-99412, 99420, 99429, 99455-99456. 


 


NOTE: Brief nurse visits (CPT code 99211) do not count as eligible visits for determining Active Patient status. 


 


Exclusions: Do not include patients who have left the practice, as determined by one or more of the following: 


 Patient has asked for records to be transferred or otherwise indicated that they are leaving the practice 


 Patient has passed away 


 Patient cannot be reached on 3 consecutive occasions via phone or emergency contact person 


 Patient has been discharged 
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Body Mass Index Percentile and Counseling – Contract measure 
 


Definition Percentage of active patients* 3-17 years of age who had an outpatient visit in the last twelve months with a 
primary care clinician of the PCMH who had evidence of the following during the measurement year:  


 Body mass index (BMI) percentile documentation, 


 Counseling for nutrition, AND 


 Counseling for physical activity 


Numerator Patients in the denominator who had evidence of a Body mass index (BMI) percentile documentation, counseling 


for nutrition, and counseling for physical activity during the measurement year. 


 BMI percentile: documentation must include height, weight, and BMI percentile during the measurement 


year. The height, weight, and BMI must be from the same data source. Either of the following meets criteria 


for BMI percentile:  


o BMI percentile, or 


o BMI percentile plotted on age-growth chart.  


        Ranges and thresholds do not meet criteria for this indicator. A distinct BMI percentile is required for 


numerator compliance. Documentation of >99% or <1% meet criteria because a distinct BMI percentile is evident 


(i.e., 100% or 0%). 


 Counseling for nutrition: documentation of counseling for nutrition or referral for nutrition education during 


the measurement year. Documentation must include a note indicating the date and at least one of the 


following: 


o Discussion of current nutrition behaviors (e.g. eating habits, dieting behaviors) 


o Checklist indicating nutrition was addressed 


o Counseling or referral for nutrition education 


o Patient received educations materials on nutrition during a face to face visit 


o Anticipatory guidance for nutrition 


o Weight or obesity counseling 


 Counseling for physical activity: documentation of counseling for physical activity or referral for physical 


activity during the measurement year. Documentation must include a note indicating the date and at least 


one of the following: 


o Discussion of current physical activity behaviors (e.g., exercise routine, participation in sports 


activities, exam for sports participation) 


o Checklist indicating physical activity was addressed 


o Counseling or referral for physical activity 


o Patient received education materials on physical activity during face to face visit 


o Anticipatory guidance for physical activity 


o Weight or obesity counseling 


Denominator  Active patients* age 3-17 years at the close of the measurement year with at least one outpatient visit with a 


primary care clinician of the PCMH during the last 12 months. 


Exclusions Exclude patients that have a diagnosis of pregnancy during the measurement year 


Source Based on HEDIS and NQF 0024 


Domain/ Type Process 


Target Targets will be set in October 2016 based on practice experience 


 


EHR Meaningful Use Reports - EHR Meaningful Use certified automated reports may be used only in single provider practices. 
Aggregation of individual provider numerators and denominators generated by the reports results in duplication of patients.  
* Active patients – see definition on page 3  
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Developmental Screening in the First Three Years of Life – Contract measure 
 


Definition The percentage of active patients* screened for risk of developmental, behavioral and social delays using a 
standardized screening tool in the first three years of life. This is a measure of screening in the first three years of 
life that includes three, age-specific indicators assessing whether children are screened by 12 months of age, by 
24 months of age and by 36 months of age. 


Numerator The numerator identifies children who were screened for risk of developmental, behavioral and social delays 
using a standardized tool. National recommendations call for children to be screened at the 9, 18, and 24- OR 30-
month well visits to ensure periodic screening in the first, second, and third years of life. The measure is based on 
three, age-specific indicators. 


 Numerator 1: Children in Denominator 1 who had screening for risk of developmental, behavioral and 
social delays using a standardized screening tool that was documented by their first birthday 


 Numerator 2: Children in Denominator 2 who had screening for risk of developmental, behavioral and 
social delays using a standardized screening tool that was documented after their first and before or on 
their second birthday 


 Numerator 3: Children in Denominator 3 who had screening for risk of developmental, behavioral and 
social delays using a standardized screening tool that was documented after their second and before or 
on their third birthday 


 Numerator 4: Children in Denominator 4 who had screening for risk of developmental, behavioral and 
social delays using a standardized screening tool that was documented by their first, second or third 
birthday, i.e., the sum of numerators 1, 2, and 3. 


 
Documentation in the medical record must include all of the following: 
• A note indicating the date on which the test was performed, and 
• The standardized tool used (see below), and 
• Evidence of a screening result or screening score 
 
Tools must meet the following criteria: 
1) Developmental domains: The following domains must be included in the standardized developmental 
screening tool: motor, language, cognitive, and social-emotional. 
2) Established Reliability: Reliability scores of approximately 0.70 or above. 
3) Established Findings Regarding the Validity: Validity scores for the tool must be approximately 0.70 or above. 
Measures of validity must be conducted on a significant number of children and using an appropriate 
standardized developmental or social-emotional assessment instrument(s). 
4) Established Sensitivity/Specificity: Sensitivity and specificity scores of approximately 0.70 or above. 
 


Current recommended tools that meet these criteria: 
Ages and Stages Questionnaire (ASQ) - 2 months – 5 years 
Ages and Stages Questionnaire - 3rd Edition (ASQ-3) 
Battelle Developmental Inventory Screening Tool (BDI-ST) – Birth – 95 months 
Bayley Infant Neuro-developmental Screen (BINS) - 3 months – 2 years 
Brigance Screens-II – Birth – 90 months 
Child Development Inventory (CDI) - 18 months–6 years 
Infant Development Inventory – Birth – 18 months 
Parents’ Evaluation of Developmental Status (PEDS) – Birth – 8 years 
Parent’s Evaluation of Developmental Status - Developmental Milestones (PEDS-DM) 
Survey of Wellbeing of Young Children (SWYC) 


 
Tools NOT included in this measure: It is important to note that standardized tools specifically focused on one 
domain of development [e.g. child’s socio-emotional development (ASQ-SE) or autism (M-CHAT)] are not 
included in the list above as this measure is anchored to recommendations focused on global developmental 
screening using tools that focus on identifying risk for developmental, behavioral and social delays 
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Denominator  Active patients* who have been enrolled with a primary care clinician at the PCMH for 12 months who meet 


the following eligibility requirement 


 
 Denominator 1: Active Patients* who turned 1 during the measurement year.  


 Denominator 2: Active Patients* who turned 2 during the measurement year.  


 Denominator 3: Active Patients* who turned 3 during the measurement year.  


 Denominator 4: All Active Patients* who turned 1, 2, or 3 during the measurement year, i.e., the sum 


of denominators 1, 2, and 3. 


Continuous enrollment: children who are continuously enrolled with a primary care clinician at the PCMH for 


12 months prior to child’s 1
st


, 2
nd


, or 3
rd


 birthday.  


Exclusions None 


Source  Based on HEDIS and NQF 1448 


Domain/ Type Process 


Target Targets will be set in October 2016 based on practice experience 


  


 
EHR Meaningful Use Reports - EHR Meaningful Use certified automated reports may be used only in single provider practices. 
Aggregation of individual provider numerators and denominators generated by the reports results in duplication of patients.  
* Active patients – see definition on page 3 
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PCMH_Panel_Sample.xlsb
Detail

		PCMH Member Panel List

		Produced: December 2015

		Open_Date		Participating_Date		Closed_Date		Closed_Reason		Intervention_Type		PCMH_Program		Contracted_Group_Name		Practice_Site		Product		NPI		PCP_Last_Name		PCP_First_name		BCBSRI_ID		Dependent_Nbr		Medicare_ID		Mbr_Last_Name		Mbr_First_Name		Mbr_Age		Mbr_DOB		Mbr_Gender		Mbr_Addr1		Mbr_Addr2		Mbr_City		Mbr_State		Mbr_Zip		Mbr_Phone_Nbr		Mbr_Inclusion_Date		RUB		Medicare_Risk_Index		Nbr_Chronic_Conditions_ACG		Hypertension		Hyperlipid		LowBackPain		Diabetes		IschemicHD		Asthma		COPD		CHF		Cancer		Depression		Dementia		ESRD_Flag		CKD_Flag		Probability_of_IP_in_6mos		Nbr_of_IPs_past_6mos		IP_Medical_Cnt		IP_Surgical_Cnt		IP_SNF_Cnt		OP_ER_Cnt		Hospice_Flag		Homecare_Flag		Total_Cost		Medical_Cost		Long_Term_Institution_Location		Nbr_Admits_6mos		PkSurvey_Scheduling_Status		PkSurvey_Call_Status_Reason		PkSurvey_Status_Date		Vital_Contact_Process_Type		Vital_Engaged_Date		Vital_Current_Readiness_Stage		Vital_Deactivation_Reason		Adv_Dir_S0257		VO_Case		VO_Engaged		VO_Intensity		VO_Referral_Date		VO_Engaged_Date		VO_Discharge_Date		VO_Discharge_Reason		High_Risk_Ind_Std

												BCBSRI		Contracted Group		Practice Site 		Med Advantage				Smith		John		000000ABC		00		000000000X		Jones		William		74		12/31/1049		F		678 Main Street				Coventry		RI		02816		401-555-6789		July 2015		5		2.5		4		1		1		0		0		0		0		0		0		0		1		0		N		N		31.2		1		1		0		4		5		N		Y		$74,032		$64,735				1		Pending Initial Status		Pending Notification/Mailings		1/28/15		Outreach						Declined Participation		N		N														1)RED

												CSI		Contracted Group		Practice Site 		Commercial				Jones		Steven		0000000Z1		01		000000000Y		Smith		Jane		55		1/1/60		M		789 North Main Street				Hope Valley		RI		02832		401-555-1234		July 2015		3		3.4		7		1		1		1		1		0		0		0		1		0		1		0		N		N		54.1		0		0		0		0		0		N		N		$6,808		$1,675				0																N		N														1)RED

												N		Contracted Group		Practice Site 		Med Advantage				Doe		Jane		0000000Z2		00		000000000Z		Mouse		Mickey		82		10/31/32		M		1 State Street				Providence		RI		02903		401-555-4232		July 2015		5		0.1		1		0		0		0		1		0		0		0		0		0		0		0		N		N		27		0		0		1		0		1		N		Y		$149,086		$146,712				0								Engaged Case		5/18/15		Contemplation				N		N														1)RED

												BCBSRI		Contracted Group		Practice Site 		Med Advantage				Smith		John		0000000A1		02				Doe		John		70		7/11/74		M		45 East Road				East Greenwich		RI		02818		401-555-0101		July 2015		4				1		0		0		0		0		0		0		0		0		0		1		0		N		N		2.1		1		0		0		0		3		N		N		$17,320		$17,320				1																N		N														2)ORANGE

												CSI		Contracted Group		Practice Site 		Commercial				Smith		John		0000000A2		01				Mouse		Minnie		24		2/14/91		F		6 County Road				Coventry		RI		02816		401-555-1115		July 2015		4				5		1		0		0		1		0		1		0		0		0		0		0		N		N		0.4		0		0		0		0		0		N		N		$8,112		$6,779				0																N		N														2)ORANGE

												N		Contracted Group		Practice Site 		Med Advantage				Jones		Steven		000000XYZ		00		000000001Z		Disney		Walt		77		8/8/38		M		123 Main Street				North Kingstown		RI		02852		401-555-3896		July 2015		4		0.6		4		1		1		0		0		0		0		0		0		1		0		0		N		N		6.2		0		0		0		0		1		N		N		$5,212		$4,408				0																N		N														2)ORANGE
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Blue Cross & Blue Shield of Rhode Island (BCBSRI) 
Advanced Primary Care Program Policies 


 
Effective 1/1/2016 


 
The following program policies are applicable to all contracted providers and 


practices participating in Patient Centered Medical Home and/or System of Care 
arrangements. 


 
 
 


 
 
 
 
 
 
 
 
 
 
Unless otherwise stated, all communications for stated deliverables should be sent to 
PCMH@bcbsri.org or submitted via an established Secure File Transfer Protocol (SFTP), Secure 
Socket Layer (SSL), or Hypertext Transfer Protocol Secure (HTTPS) connection. 
 
All stated policies are subject to change at the discretion of BCBSRI Management to ensure compliance 
with regulatory requirements and evolving state initiatives. BCBSRI Management reserves the right to 
expand the scope of policies documented. Contracted practice sites will be notified of any changes in 
deliverables and/or requirements with sixty (60) calendar days written notice. 
 
 







 
 


 
 
1. National Patient Centered Medical Home (PCMH) Recognition Standards 


 
Description 
Blue Cross & Blue Shield of Rhode Island (BCBSRI) believes that nationally recognized Patient 
Centered Medical Homes (PCMHs), such as those qualified by the National Committee for Quality 
Assurance (NCQA), can lead to higher quality and lower costs, and can improve patients’ and 
providers’ experience of care. The NCQA’s PCMH Recognition program is the most widely-used 
way to transform primary care practices into medical homes. The PCMH care delivery model is a 
way of organizing primary care that emphasizes care coordination and communication to transform 
and enhance primary care through achievement of key performance and accreditation standards.1  
 
Transformation Level 
NCQA recognizes three levels of PCMH Recognition, with each level requiring progressively 
advanced practice transformation activities. BCBSRI requires that all contracted PCMH practice 
sites achieve and maintain a minimum of NCQA PCMH Level 2 Recognition to participate in PCMH 
and/or Shared Savings (SS) arrangements. Contracted PCMH practice sites who reach NCQA 
PCMH Level 2 must achieve NCQA PCMH Level 3 within 12 months of achieving initial NCQA 
rating. 
 
Initial Recognition 


• Contracted PCMH practice sites must submit a written project plan detailing the proposed 
timeline and activities related to NCQA submission within two (2) months of the contract 
effective date. Updated project plans will be required every three (3) months after the initial 
submission. 


• Contracted PCMH practice sites must achieve at least NCQA PCMH Level 2 Recognition 
within twelve (12) months of the contract effective date. 


• Contracted PCMH practice sites must submit the final NCQA application at least sixty (60) 
calendar days prior to the above-noted deadline to allow processing and review by NCQA. 


o Any site at risk of not meeting the submission deadline must submit a written 
explanation for the delay and a corrective action plan, including a projected 
timeframe for submission, to the attention of the Director of Clinical Programs at 
least sixty (60) calendar days prior to the submission deadline. 


• Contracted PCMH practice sites must notify the BCBSRI PCMH Team of the level achieved 
and dates of recognition by the above-noted deadline. 


  


1http://www.ncqa.org/Programs/Recognition/Practices/PatientCenteredMedicalHomePCMH.aspx#sthash.2FAHm6m1.dpuf 
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(Policy 1: PCMH Recognition Standards continued) 
 
 
Maintenance 


• Contracted PCMH practice sites must submit a written project plan detailing the proposed 
timeline and activities related to NCQA renewal at least twelve (12) months prior to their 
NCQA expiration date. Updated project plans will be required every three (3) months after 
the initial submission. 


• Contracted PCMH practice sites must achieve subsequent NCQA PCMH Level 3 
Recognition within twelve (12) months of achieving Level 2 Recognition; contracted PCMH 
practice sites who have achieved NCQA PCMH Level 3 Recognition must achieve 
subsequent NCQA PCMH Level 3 Recognition by their current NCQA expiration date.   


• Contracted PCMH practice sites must submit their final NCQA application at least 60 
calendar days prior to the above-noted deadline to allow processing and review by NCQA.  


o Any site at risk of not meeting the submission deadline must submit a written 
explanation for the delay and a corrective action plan, including a projected 
timeframe for submission, to the Director of Clinical Programs at least sixty (60) 
calendar days prior to the submission deadline. 


• Contracted PCMH practice sites must notify the BCBSRI PCMH Team of the level achieved 
and dates of recognition by the above-noted deadline. 


 
Each contracted PCMH practice site must achieve and maintain at least NCQA PCMH Recognition 
as stated to be considered a PCMH practice; this mandate extends to each site’s PCMH providers. 
PCMH designation has both provider and member impacts. Failure to do so, or allowing a lapse in 
recognition dates, may result in any combination of the following: 


o Rescinding of PCMH designation by Payer; 
o Reduction or cessation of Case Management (CM) and/or infrastructure funding by 


Payer; 
o Recoupment of funds previously paid for the provision of CM services and/or additional 


financial penalties at the discretion of the Payer. 
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2. Active Provider Reporting 


 
Description 
Participation in the PCMH and System of Care (SOC) value-based programs offers both provider 
and member level benefits, which may include enhanced payment and/or reduced member liability. 
Eligible providers must meet the following requirements: 
 


1. Provider must be credentialed in an eligible specialty, as defined by the provided EHR 
Payment Policy; 


2. Provider must utilize a qualified EHR, as defined by the provided EHR Payment Policy; 
3. Provider or provider group must meet documented BCBSRI Access Standards, as defined 


by the BCBSRI Participating Provider Manual and the provided Access Policy; 
4. Provider must achieve NCQA PCMH Recognition as applicable per contractual 


requirements and the provided National Patient Centered Medical Home (PCMH) 
Recognition Standards Policy; 


5. Provider must develop and maintain a high risk registry, as defined by NCQA PCMH 
Standards and the provided National Patient Centered Medical Home (PCMH) Recognition 
Standards Policy; 


6. Provider or provider group must work collaboratively with BCBSRI to deliver on PCMH 
and SOC program expectations, as defined by the provided Practice/Payer Collaboration 
Policy. 


 
Exceptions to the identified criteria must be reviewed and approved by the Director of Clinical 
Programs and/or the Managing Director of Health Systems Management and documented in the 
applicable contract(s). 
 
Contracted practice sites are required to submit notice when providers join the site using BCBSRI’s 
Practitioner Change Form or System of Care Provider Change Form at least sixty (60) calendar 
days in advance of the intended change. If a provider ends his/her affiliation with a contracted 
practice site or group affiliation, it is the responsibility of the site to notify BCBSRI of the change 
and the provider(s) who will assume the impacted patients through written notice on the practice’s 
letterhead. Please follow the submission requirements documented in the form and submit a copy of 
the completed form or written notice to the BCBSRI PCMH Team. 
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3. Nurse Care Manager (NCM) Roles and Responsibilities 
 


Description 
A Nurse Care Manager (NCM) plays an integral role in the success of a PCMH practice site. The 
NCM has direct, frequent and often face-to-face contact with all of the identified high risk members, 
as well as frequent interactions with clinical and non-clinical staff in the practice and in the 
community.  
 
BCBSRI delegates Care Management (CM) activities to practice-based NCMs only if the practice 
site is compliant with the provided National Patient Centered Medical Home (PCMH) Recognition 
Standards Policy and has a practice-based NCM. BCBSRI members attributed to a contracted 
PCMH site that does not yet possess NCQA PCMH Recognition will be managed by BCBSRI’s 
internal CM Division. BCBSRI Care Managers will always assist a BCBSRI member who requests, 
or is referred, for CM services to address an immediate need; if BCBSRI Care Managers provide 
CM services to an identified PCMH member, the Care Manager will notify the identified NCM 
when s/he begins working with the member and communicate any clinically significant changes in 
health status.  


 
• Hiring: Contracted PCMH practice sites must employ a practice-based NCM to provide CM 


services to identified high risk members. The NCM must meet the following minimum 
criteria, with additional education and/or experience requirements at the discretion of the 
practice: 


o Maintain an active, unrestricted Rhode Island Registered Nurse license 
o Minimum of 3-5 years of active RN experience 
o Designation as a Certified Case Manager (CCM) is preferred. If the candidate 


does not have CCM recognition, it is recommended within two years of 
employment.  


o Experience with Electronic Health Records and Microsoft Excel preferred 
 


Contracted PCMH practice sites must have a NCM employed within ninety (90) calendar 
days of the contract effective date, unless otherwise stated in the contract. Contracted PCMH 
practice sites must notify the BCBSRI PCMH Team once the NCM position is filled and at 
any time there is a vacancy or change in employment. Written notification, along with a 
coverage plan and recruitment plan, is required for any vacancy in excess of thirty (30) 
calendar days.  
 
All identified NCMs must have their own practice-provided email address and provide a 
direct telephone number for clinical transitions. BCBSRI will not provide Protected Health 
Information (PHI) to public domain email addresses. 
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(Policy 3: NCM Roles and Responsibilities continued) 
 
 


• NCM Training: NCM candidates must have extensive experience in clinical case 
management, including active Certified Case Manager credentials. At a minimum, NCMs are 
expected to be prepared to fulfill the following roles and responsibilities: 


o Provide primary care management services for identified high risk members, 
including assessment, care plan development, and member education; 


o Act as a liaison between members, providers, community resources, and Payers; 
o Facilitate effective transitions of care through timely communication of necessary 


information for patient care and discharge planning; 
o Conducts medication reconciliation as appropriate and communicates any needed 


adjustments to care team and providers;  
o Appropriately documents member engagement for high risk engagement 


reporting. 
 


NCMs must participate in clinical trainings in accordance with the Office of the Health 
Insurance Commissioner (OHIC) guidelines for NCM education. BCBSRI reserves the right 
to audit NCM education at any time; if requested, contracted practice sites must provide 
requested documentation within thirty (30) calendar days of the request for documentation.  


 
• Reporting: See provided High Risk Engagement Reporting policy for detailed requirements 


for reporting NCM engagement with identified high risk members. 
 


Contracted PCMH practice sites must provide updated NCM contact information, in writing, 
upon NCM placement, reassignment, or any vacancy within thirty (30) days of said change. 
Required information includes: 


o NCM full name   
o State(s) of licensure and RN License # 
o CCM status 
o Primary practice assignment and hours of availability 


o Practice assignment may include practice site and/or assigned clinicians 
o Any additional practice assignments and hours of availability, if applicable 
o Direct telephone number 


o If NCMs have multiple practice assignments, please provide a direct line 
(i.e., cell phone, pager, forwarded line) to reach the NCM at any of his/her 
practice assignments. 


o Professional email address for exchange of Protected Health Information (PHI) 
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(Policy 3: NCM Roles and Responsibilities continued) 
 
 
Due to the clinical importance and financial support of the role, BCBSRI will regularly conduct 
audits to ensure these positions are filled and the NCMs are meaningfully engaging with identified 
high risk members. Failure to hire a NCM within the first ninety (90) calendar days of the contract, a 
position vacancy of more than thirty (30) calendar days, or hiring a NCM who does not meet the 
outlined requirements may result in any combination of the following: 
 


o Rescinding of PCMH designation by Payer; 
o Reduction or cessation of Case Management (CM) and/or infrastructure funding by 


Payer; 
o Recoupment of funds previously paid for the provision of CM services and/or additional 


financial penalties at the discretion of the Payer. 
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4. High Risk Engagement Reporting 
 
Description 
Practice-based NCMs are responsible for case management of identified high risk members in 
delegated PCMH practice sites. As NCMs are case managing active BCBSRI members on behalf of 
BCBSRI, NCMs are expected to provide engagement reports indicating their involvement with 
BCBSRI-identified high risk members and Transitions of Care (TOC) members.  
 
High risk members are determined by the Johns Hopkins Adjusted Clinical Groups (ACG) System, 
which is used to stratify active BCBSRI patients. This system assigns a Resource Utilization Band 
(RUB) score ranging from 1=low risk to 5=high risk.  To further assist PCMH partners in identifying 
the highest risk members for intervention, members are assigned a risk category. The criterion for 
each category is as follows:  
 


• Red is as follows: 
o Patients identified as RUB 4 or RUB 5 with at least one of the following criteria: 


 Predicted inpatient probability 30% or greater 
 Total cost of $100,000+ 


o Patients identified as RUB 3 with a diagnosis of CHF 
o New Medicare Advantage members with an HCC score of 2.5 or greater 


 New to BCBSRI following CMS’ Annual Enrollment Period and/or as 
members “age-in” to Medicare coverage 


 
• Orange is as follows: 


o 3+ IP in last 6 months  
o 3+ ED in last 6 months 
o 3+  Chronic Conditions  


 
• High Risk Transitions of Care members, as identified in the daily TOC discharge reports. 


 
Monthly patient panels of active, attributed BCBSRI members, provided on the last business day of 
the calendar month, and daily TOC reports are provided via SFTP and/or via the BCBSRI 
Population Health Registry. Practices in the process of establishing an SFTP connection may receive 
the monthly patient panels via secure email to approved emails at the discretion of BCBSRI’s Chief 
Privacy Officer. 
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(Policy 4: High Risk Engagement Reporting continued) 
 
 


NCMs are expected to actively engage at least forty percent (40%) of BCBSRI-identified high risk 
members, as defined above, unless otherwise stated in an executed contract. BCBSRI will provide 
calculated engagement rates to PCMH/SOC management no less than quarterly2. Engagement rate 
targets will be updated annually; it is the expectation that contracted PCMH practice sites will 
demonstrate increased rates of engagement year over year. Engagement is defined as members who 
have agreed to participate with the NCM and have a documented active care plan in place. 
 
NCMs will document the following minimum data elements for identified high risk members and 
TOC cases: 


a. Open: Date referral was received by NCM 
b. Participating: Date of engagement (i.e., the date the member consents to participate or 


work with the NCM) 
c. Closed: Date member was discharged from ongoing CM services; 
d. Closed Reason: Expired, Declined, Unable to Contact, Goals Met, LTC Resident, 


Inappropriate for CM 
e. Intervention Type/Level: Measurement of low-moderate-high level intensity. The 


following are recommendations on how to classify intensity of CM services provided: 
• Complex: Requires 60+ days of active CM services;  
• Transitions of Care/Moderate: Requires 30-59 days of active CM services, such 


as moderate-term case management for TOC or other CM events;  
• Short-Term/One-Time Touch: May be a specific request for social, 


transportation, welfare, or referrals that will not require NCM management after 
addressing of immediate need.  


 
High Risk Engagement Reports will be provided to BCBSRI by the 20th of every month, or closest 
business day, for activity completed in the previous calendar month. Files will be returned via the 
same mechanism as received by the practice. High Risk Engagement Reports should be saved using 
the following file naming format: Contracted Group_Practice Site_NCM Engagement_MMYYYY. 
If submitting via secure email, please submit via secure/encrypted email according to organizational 
requirements for exchanging PHI to PCMH@bcbsri.org with the email subject line in the same 
format as the file name.  


 
 Timeline Example: PCMH Practice A will receive an updated monthly panel from BCBSRI 


by December 31st. PCMH Practice A will provide the high risk engagement report, 
documenting services provided during the month of January, by no later than February 20th.  
  


2 Revised 1/19/2016. 
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(Policy 4: High Risk Engagement Reporting continued) 
 
 


Sites that do not adhere to timely submission requirements will be contacted by the Director of 
Clinical Programs. Repeated noncompliance with required NCM reporting and engagement targets3 
may result in any combination of the following: 
 


o Rescinding of PCMH designation by Payer; 
o Reduction or cessation of Case Management (CM) and/or infrastructure funding by 


Payer; 
o Recoupment of funds previously paid for the provision of CM services and/or additional 


financial penalties at the discretion of the Payer. 
 
  


3 Revised 1/19/2016 
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5. Practice/Payer Collaboration Policy 
 


Description 
Blue Cross & Blue Shield of Rhode Island (BCBSRI) partners with select primary care practices to 
facilitate practice transformation efforts aligned with NCQA PCMH Recognition. BCBSRI is 
committed to assisting contracted PCMH practice sites with practice transformation activities that 
are designed to improve clinical outcomes, increase patient and provider care team satisfaction, and 
optimize efficiency within the practice-setting. To this extent, BCBSRI provides the services of 
highly trained PCMH Practice Facilitators (PFs), which is available to offer in-kind support to 
contracted PCMH practice sites.  
 


Who They Are 
BCBSRI’s PCMH PFs have extensive clinical and business leadership experience, making them 
ideal candidates to assist in the primary care office setting. BCBSRI’s PFs have either active 
Rhode Island nursing licenses and/or Master’s Degrees in a healthcare related field. Their areas 
of specialization include Certified Content Experts in NCQA’s PCMH Recognition program, 
Certified Professionals in Electronic Health Records, and Certified Case Managers. Additional 
areas of expertise include office workflow redesign, medical terminology, and customer service.  
 
Services Provided 
The Practice Facilitators complete an initial onsite assessment within three (3) months of the 
contract effective date, unless an alternate date is agreed upon by the practice and BCBSRI 
leadership. The initial assessment includes at least two (2) BCBSRI PFs and will take one (1) 
business day to complete. Additional PFs and/or additional hours may be required depending on 
the size of the practice. It is the expectation that contracted PCMH practice sites will engage with 
these facilitators in a timely manner. This will be communicated to the practice during the 
planning process. 
 
The initial practice site assessment includes: 


• Meeting with practice site staff to introduce PFs and explain the onsite process 
• Interviewing the site’s office manager, all providers, and all staff members 
• Shadowing the site’s office staff, including front/back office and Medical Assistants 
• Performing at least two (2) complete patient pathways 


 
A detailed transformation report, highlighting strengths and opportunities in key areas of PCMH 
practice transformation, will be provided following the initial assessment. Completed reports will 
be delivered to practices within eight (8) weeks of the initial onsite assessment, unless an 
alternate date is agreed upon by the practice and BCBSRI leadership. 
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(Policy 5: Practice/Payer Collaboration Policy continued) 
 
 
Ongoing practice facilitation services offered include but are not limited to: 


• Communication Strategies 
• Enhanced Access 
• High Risk Case Management Guidance, including Transitions of Care workflows 
• NCM Practice Integration 
• NCQA 
• Practice Workflow Optimization 
• Pre-visit Planning 
• Quality Improvement including Plan-Do-Study-Act (PDSA) 
• Team Building 


 
PFs will engage with the contracted PCMH sites at least quarterly; contracted PCMH sites that 
are new to the PCMH program may have more frequent interactions, at least monthly. Additional 
interactions will occur as needed and/or as requested by the PCMH practice site. Interactions 
may occur via in person meetings, telephone calls, and/or attendance at community meetings or 
events. PFs will report engagement with practices to external organizations (i.e., CTC leadership) 
as contractually required. 
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6. Value-Based Programs Payment 


 
Description 
Contracted Patient Centered Medical Home (PCMH) practice sites and Systems of Care (SOC) are 
eligible to receive payments in accordance with the executed contracts. Payments are designated for 
use related to practice transformation, infrastructure, care coordination, and earned incentives.  
 
Unless otherwise documented, payments will be made by the end of the first month of each calendar 
quarter. Payments are calculated based on the previous month’s attributed membership for 
contracted PCMH/SOC providers. Please refer to the executed contract(s) for attribution 
methodology, member eligibility, and payment terms. 
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7. Access4 
 


Description 
Contracted PCMH practice sites are expected to meet all documented BCBSRI Access Standards at 
all times. Please refer to Section 3.4 Access in BCBSRI’s Physician/Provider Agreement 
Administrative Policies for the minimum requirements in the following areas: 
 


• Access for new and established patients; 
• Timeliness of returned phone calls; 
• Timeliness of provision of medical services in urgent and non-urgent situations; 
• Physical accessibility to and within the practice site. 


 
Contracted PCMH practice sites will submit documentation detailing active providers accepting new 
patients, and the next available new patient appointment, quarterly throughout the active contract 
period. Reports are due to BCBSRI by the 20th, or closest business day, of the first month of each 
calendar quarter. 
 
Contracted PCMH practice sites must improve access beyond the BCBSRI network requirements. 
BCBSRI will work with the provider community to establish access goals, provide education and 
resources, and share best practices across community partners to assist in measuring and improving 
access for our shared patients. Access expectations will be updated at least annually to reflect and 
ensure consistency with regulatory requirements, nationally-recognized standards (i.e., NCQA), and 
marketplace demands.  
 
 


  


4 Revised 1/19/2016: Removed detailed reporting requirements for 2016 and extended reporting submission date. 
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8. Quality Performance 


 
Description 
Quality improvement activities are central to the Patient Centered model of care in both contracted 
PCMH and SOC practice sites. As such, providers participating in a contracted PCMH or SOC 
practice site must participate in all BCBSRI’s quality improvement programs for which they are 
eligible. 
 
At a minimum, contracted practice sites must meet the following: 


• Annual participation in Clinicians and Group Consumer Assessment of Healthcare Providers 
and Systems (CG-CAHPS), including providing required patient level information as 
requested, educating patients on the survey process and timeframes, and encouraging 
participation; 


• Annual participation in BCBSRI Pay-for-Performance (P4P) program, achieving results in 
the 95th percentile or higher, unless otherwise stated in an active contract. Contracted 
practice sites must access and submit reports in the stated manner and within all specified 
timeframes to be eligible for participation. 


• Additional quality reporting as required by an active contract. 
 
 
Quality reports must be submitted in accordance with program and contractual requirements. 
BCBSRI reserves the right to deny contracted practices from participating in these programs if 
reports are not received by stated deadlines, in the manner specified in program materials, or if a 
Corrective Action Plan (CAP) is in place. 
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9. Utilization Management 
 


Description 
 
Contracted PCMH and SOC practice sites have the unique opportunity to impact utilization of 
healthcare services, ensuring the appropriate care is provided in the appropriate setting and at the 
appropriate time.  
 
Enhanced practice site access and patient education will improve utilization management and 
performance. Contracted practice sites must participate in BCBSRI utilization review, meet 
contractual requirements regarding utilization metrics, and participate in BCBSRI and State-led cost 
containment strategies, which will be communicated in detail as programs launch and/or expand. 
 
Contracted practice sites will be provided with daily TOC reports that identify active BCBSRI 
patients who have been discharged from a participating facility and/or facility type to assist in 
identifying patients who require outreach to coordinate discharge planning and provide education 
about accessibility in the primary care setting, when applicable. 
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Glossary of Terms 
 
BCBSRI: Blue Cross & Blue Shield of Rhode Island 


CTC:  Care Transformation Collaborative, the statewide PCMH program 


CM(s):  Case Management services 


CCM:  Certified Case Manager 


NCM:  Nurse Care Manager 


NCQA: National Committee for Quality Assurance 


PCMH: Patient Centered Medical Home 


PF:  Practice Facilitator 


RN:  Registered Nurse 


SOC:  System of Care 


SS:  Shared Savings arrangement 
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