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Presenter
Presentation Notes
THROUGHOUT THIS PRESENTATION, I WANT YOU TO KEEP THIS IN MIND. CONSIDER THE CHANGES YOU WILL MAKE TO BE ABLE TO BE SUCCESSFUL IN THIS NEW PAYMENT MODEL. - transitioning from fee-for-service or volume based  to value-based care. 
THE INTENT OF THE PROGRAMS YOU ARE CURRENTLY PARTICIPATING IN TO MAKE THIS SHIFT IS TO lowers cost and improve patient care.

The current fee-for-service (FFS) model incentivizes MORE services (VISITS, TESTS, HOSPITALIZATIONS), which contributes nothing to improving health. PROVIDERS are paid for each medical test they run, but they aren't compensated for coordinating patient care among different providers, or spending time on patient education. There isn’t a billing code for that. As a result, care is fragmented and disjointed, leading to inefficient delivery and wasteful duplication of services. A patient feels overwhelmed by the care labyrinth he or she must navigate.

IT WILL REQUIRE CHANGING THOSE PROCESSES YOU CURRENTLY HAVE THAT DRIVES THE FEE FOR SERVICE MODEL WHERE THEY ARE COMING IN FOR A RX REFILL OR LAB RESULTS BECAUSE THAT REVENUE IS NEEDED. IT MAY BE STILL BE NECESSARY FOR SOME PATIENTS WHOSE MEDICATIONS OR LAB RESULTS CHANGES THEIR TREATMENT PLAN, BUT NO LONGER DOES IT HAVE TO BE THE MEANS FOR YOU TO BE ABLE TO COVER YOUR COSTS. REMEMBER - VALUE BASED CARE PAYS YOU ONE LUMP SUM EACH MONTH FOR EACH PATIENT NO MATTER IF YOU SEE THEM 1 TIME PER YEAR OR 8 TIMES PER YEAR. YOU WANT TO SHIFT TO DOING ATLEAST 1 ANNUAL COMPREHENSIVE VISIT SO THAT YOU ARE PROACTIVELY ADDRESSING THEIR NEEDS, RISK, AND CREATING A CARE PLAN THAT INCLUDES SELF-MANAGEMENT GOALS.


SO ONCE AGAIN, WHAT CHANGES WILL YOU MAKE TO BE ABLE TO ADAPT FROM VOLUKE TO VALUE?
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Presenter
Presentation Notes
EMPANELEMENT IS ACTIVELY MANAGING YOUR ASSIGNED PATIENTS
WHY???

ENUSURES ACCESS & CONTINUITY
YOU & YOUR TEAM ASSUMES RESPONSIBILITY OF COORDINATED COMPREHENSIVE SERVICES FOR THOSE PATIENTS ON Y0UR PANEL. IN DOING SO, YOU SEE REDUCTIONS IN…………….


VISIT FLOW FORMS

HMSA PCP SELECTION FORM
BN 4

* Have patient sign HMSA member attestation form.

* Fax signed form to HMSA

INTAKE VITALS SCREENINGS ¢ |f patient has QUEST or HMO, have them call HMSA to change PCP

hmsa @U Check Patlest's HMSA Plan
[ 1 HedSA HMO
--_—_.“ i [ 1 QUEST Integration
— | | HMEA Akamai Advestage
[ ] HMGA PP

Primary Care Provider Selection Form

for HMSA Members

Camplete this form fo select or confizm your o your child's primary care provider (PCP).

PLAN DIAGNOSIS EVALUATION P Sdstonor e

I, . select ar confirm that
Pagien"s Full name Provider"s [ull name

is my PCP.

PCF Selection for Child under 18 Years (0d

1, , select or confirm that
HMEA, Submeriber or Authorized Representstive's fidl name Providess full name
is the PCP for my child,

-~ Child"s full name:

COORDINATE
O R D E RS CA R E P LAN CAR E Print patient's name (full name as it appears an patient's HMSA Membership Cand)

i

¥
Patient's date of birth

Print Subseriber”s name (il patient is nod the Subscriber)

HMM5A Subscriber 1D

Futient's Address Patient's Phane Number

Daytime:

Ewvening:
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VISIT FLOW

FORMS

INTAKE FORMS

INTAKE VITALS SCREENINGS
PLAN DIAGNOSIS EVALUATION
COORDINATE

ORDERS CARE PLAN CARE

https://www.stepsforward.org/modules/pre-visit-planning

Intake questionnaire

To be completed before or at the patient’s current visit

Patient name:

Date of birth: Appeointment Date:

What do you hope to accomplish today?

Is there anything you would like to work on to improve your health?

Please respond to questions|if you have one of the following conditions:

High Cholesterol Problems with medication(z)? [ INo [ ]¥es [ R4

Diabetes Problems with medication(s)? [IMo [J¥es [IM/&
Mest recent home glucose readings:

High Blood Pressure | Problems with medication(z)? [INo [IYes [JRiA
Me=t recent home Blood pressure readings:

Depression Problems with medication(z)? [ INo [ ]¥es [ R4

Any suicidal thoughts? Mo [ves [N

Have you been to the emergency room, hospital or any other provider since your last visit?
If yes, please explain:
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https://www.stepsforward.org/modules/pre-visit-planning

VISIT FLOW FORMS

INTAKE FORMS

Are you experiencing any of the following?
[ ] Abdominal pain [1Giamhea. [ JHeadache [] Runmy nose
[ ] anxiety [ 1Double vision [ 1Heart palpitations [ 15horiness of breath
INTAKE VITA LS SCREEN I NGS [‘]Elood in stools [“]Ear pain [ JHeatcold intolerance []Sore throat
[ ] Bloody urine [ ]1Enlarged lymph nodes [ 1impotence [ 15udden vision loss
[‘]1Breast mass [ ] Excessive thirst [1irregular menses [1Suicidal thoughts
[]1Bruising []1Extreme fatigue []Joint pain [1Vomiting
[‘]Changing mole [1Falling [IMuscle weakness [JUnusual bleeding
[]Chest pain []Fever [INausea [JwWeakness
PLAN DIAGNOSIS EVALUATION
[ Constipation []1Frequent urination [JNumbness [1weight loss
[]Cough [JHay fever [ ] Painful urination []Wheezing
[]1Depression
COORDINATE
ORDERS CARE PLAN CARE
Do you have any other concerns? If yes, please describe below.
Source: AMA. Practice transformation sanes; pre-wisid planning. 2015

https://www.stepsforward.org/modules/pre-visit-planning
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https://www.stepsforward.org/modules/pre-visit-planning

VISIT FLOW FORMS

INTAKE FORMS

Lifestyle

Alcohol

INTAKE VITALS SCREENINGS How often do you have a drink containing alcohol?

[IMever [ IMonthly or less []2-4 times per month [ ]2-3 times per week
[[14 or maore fimes per week

How many standard drinks containing alcohol do you have on a typical day?
[11or2 [J3o0rd [J5creé [ 17t09 [ 110 or more

How often do you have six or more drinks on one occasion?

[IMever []Lessthan monthly [ |Monthly  [ClWeekly  []Daily or aimost daily

PLAN DIAGNOSIS EVALUATION Caffeine

Do you consume any cafieine? [ JMe [ ]|Yes: How often? How much?

Exercise

Do you exercize? [ |No [ ]Yes: How often? How long?

COORDINATE Smoking
ORDERS CARE PLAN CARE Do you smoke? [ Mo [ ]Yes: How often? How much?

Birth control

Do you use any form of bith control? [ Mo [ 1Yes: What method?

https://www.stepsforward.org/modules/pre-visit-planning Medication adherence

Do you have tfrouble taking any of your medicaions? [ Mo []¥es: Describe.
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https://www.stepsforward.org/modules/pre-visit-planning

VISIT FLOW

INTAKE VITALS SCREENINGS | |

PLAN DIAGNOSIS EVALUATION __
COORDINATE
ORDERS CARE PLAN CARE

https://www.stepsforward.org/modules/pre-visit-planning

©201 AWAII, EAST HAWAII IPA


https://www.stepsforward.org/modules/pre-visit-planning

VISIT FLOW DOCUMENTATION

DOB: 01/06/2006  M: (555) 555-5555

Actions ~

Timeline Profle = &)

= Vitals Drug allergies = 03/21/2017 Office Visit (SOAP Note)

CC: Mo chief complaint recorded
Patient has no known drug allergies

INTAKE VITALS SCREENINGS M= e " o chet compaint recorded

Patient has no active diagnoses Food allergies = 03/16/2017 Office Visit (SOAP Note)
CC: No chief complaint recorded

No food allergies recorded

Chronic diagnoses = 03/02/2017 Office Visit (Case Review)
CC: No chief complaint recorded

No active Chronic diagnoses. Environmental allergies = 03/02/2017 Office Visit (SOAP Note)

CC: Mo chief complaint recorded

Acute diagnoses No environmental allergies recorded
Show all (8)

Mo active Acute diagnoses. Medications
Messages

Social history . : -
P LAN D IAG N OSIS EVA LUATI O N = Patient has no active medications -y D_?i. 201—5 o126 ot -
Smoking status From: Ashley Graham | Patient Needs Dietitian Appt
Please follow up with patient regarding dietitia...
Mo smoking status recorded Show all (1)

Past medical history Appointments

I

COORDINATE CHIEF COMPLAINT
CARE HISTORY OF PRESENT ILLNESS

ORDERS CARE PLAN

MEDICATIONS
REVIEW OF SYSTEMS
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VISIT FLOW

INTAKE

VITALS

PLAN

SCREENINGS

DIAGNOSIS

ORDERS

EVALUATION

CARE PLAN

COORDINATE
CARE

- Vitals
Height
Weight

BMI

BEMI Percentile
BP
Temperature
Pulse
Respiratory rate
02 Saturation
Pain

Head Circumferance




VISIT FLOW 9.4 Blood Pressure screening
Percentage of patients 18-85 years of age

T

had a diagnosis of hypertension and whose
plood pressure was adequately controlled
(<140/90mmHg) during the measurement period

HMSA Payment

INTAKE VITALS SCREENINGS

Age 65 - 80:

DIAGNOSIS EVALUATION Tran Sform atlon <150/90mmHg

PCPs must report the actual blood pressure reading to satisfy

measure reporting requirements. To describe systolic and dia-

stolic blood pressures, each must be reported separately. If there

are multiple blood prassures on the same date of service, use the

COORDINATE lowest systolic and lowest diastolic blood pressure on that date
CARE as the representative blood pressure.

ORDERS CARE PLAN

Medical records must support the diagnosis for the denominator
and identify the representative blood pressure reading for the

E ‘ Q IVI C”OZ*E'V Al numerator.
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VISIT FLOW

HMSA Payment

INTAKE VITALS SCREENINGS
PLAN DIAGNOSIS EVALUATION
COORDINATE
ORDERS CARE PLAN CARE
CEZEVA

BMI screening

Transformation

any provider and whose body mass index (BMI) was
documented during the measurement year .

The U .S . Preventive Services Task Force recommends
screening all adults for obesity .

Clinicians should offer or refer patients with a body mass index
(BMI) of 30 kg/m2 or higher to intensive, multicomponent
behavioral interventions
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VISIT FLOW

INTAKE [ VITALS SCREENINGS
PLAN [ DIAGNOSIS EVALUATION
COORDINATE

ORDERS [ CARE PLAN CARE
| | https://www.cdc.gov/st
| | eadi/pdf/tug test-a.pdf

©2017 ALL

Fall Risk screening

Patient: Date:  Timer  AM/PM
The Timed Up and Go (TUG) Test

Furpaose: To assess mobility
. . Equipment: A stopwatch
a
e

Directions: Patients waar their regular footwear and can use a walking
aid if neaded. Begin by hawving the patient sit badk in a standard arm
chair and identify a line 3 meters o 10 foet away on the floor.

Instructions to the patient:
When | say “(o,” | want you to:
1. Stand up from the chair
2 Walk to the line on the fleor at your normal pace
3. Tum
4. Walk back to the chair at your nofmal pacs
5. 5it down again

Oin ther wiord =Ge begin timing.
Stop timing after patient has sat back down and record.
Time: seconds

An older adult who takes =12 seconds to complete the TLN iz st
high risk for falling.

Observe the patient’s pestural stability, gait, stride length, and sway.

Cirde all that apphy: Slow tentative pace ® Loss of balance =
Sheort strides ™ Litthe or no amm swing = Steadying self on walls =
Shuflling = En Bloc tumning ® Mol wing sssistive davice properly

Motos:

For relevant arfiches, go 10! warecde gow/inurySTEADI

Certen for Cinsase
::l:r'lrﬁl'irw STEA':I :-f:.‘dr:'lll-ll:lht::nﬁlr\.u:ri
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https://www.cdc.gov/steadi/pdf/tug_test-a.pdf

VISIT FLOW Depression & Anxiety screening

Screening for Symptoms of C]lglggl
Depression and Anxiety

INTAKE SCREENINGS * Annual Screen

VITALS

* > 18 years of age Depression

and Anxiety screening
- PHQ-4

* HMSA requirement

EVALUATION + Screen Follow Up
Anxiety Depression
* GAD 7 « PHQ 9
ORDERS CARE PLAN COORDINATE R * Referra
CARE

PLAN [ DIAGNOSIS

—-— /o J o J

| CMS: e Use PHQY9
E CQ M NS ESTEV A DEPRESSION [[: PRIy
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VISIT FLOW Dementia screening

ALZHEIMER'S ASSOCIATION®

Medicare Annual Wellness Visit Algorithm for Assessment of Cognition

INTAKE VITALS SCREENINGS

A. Review HRA, clinician observation, seli-reporied concemns, responses to queries

| @ Signs/symptoms present @ l

@ Informant available to confirm

PLAN DIAGNOSIS EVALUATION

B.* Conduct brief structured assessment
e Patient Assessment: Mini-Cog or GPCOG or MIS @

» |nformant assessment of patient: Short IQCODE, AD® or GPCOG

Follow-up during subsequent AWY

COORDINATE Brief assessment(s) triggers concerns: Patient: Mini-Cog
CARE PLAN <3 or GPCOG <b (5-8 score is indeterminate without informant)
CARE or MIS<4 or Informant: Short I0CODE = 3.38 or AD8 = 2 or @

ORDERS

GPCOG informant score <3 with patient score <8

E i- ‘ Q C. Refer OR Conduct full Dementia Fvaluation
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VISIT FLOW

Dementia screening

INTAKE VITALS SCREENINGS

PLAN DIAGNOSIS EVALUATION

COORDINATE

CARE PLAN CARE

ORDERS

|
|
[

m Instructions for Administration & Scoring
[ [wt

Step 1 Three Word Registration

|mﬁdmhﬂmn.dn.q_'ﬁhﬂlm“iullf|-ngn.|glnnqﬂu-u:rrhﬂﬂ|'—l‘,n o rmpnad back

inime d bry ko bar. Tha worrds am [aniect o lidk of worcs from Hhe way e for
mn mow” | e [ bdn b rep e wacain h'mmm“mh‘-wr{rlmhm
“-Hlmndnﬂ-rndlhh.lmhmlnndnwmr—n I I fina." For eng
wen of am Ak wrd list i
‘atparmmean 1 ‘Waruion 7 ermion 3 Werzion i Werminn § Warmion &
flanana | nader Willage Hearr Cagpitnin Dwugghber
Sunresn Sermnc Eerthen Maticn {amnrinn | Inmamn
Char Tahle Flaby Fingyer Fichan Bdountain

Step 2: Clock Drawing

Sy “Muet, | wonk yous to draw s clock for e, Fest, gt inosll of the rembers whsre they go™ When that is completed,
may: “Mow, wrt thes hands o W0 paet 105

Ulsn proprinked circle (snn nand pagn ] for this ira. Hegeat o am decd mu this ix nok n eeencey test.
ke Bn Saep 3 # the clock s not i him thene mi
Step 3: Three Waord Recall

fizk the parson o recall the thees wos you stated in Sep L Sey “hat wees thie thess wonds | asked you o
remsmbes T Becord the word list wersion numbsr and the person's sreems halow,

Wi st Werslon: ____ Flerson's Answors:
Scoring
wned Fcalt ___ {0-3 paenash 7 (e oo o g el Spesiaressiishy necal ke withionr Cosing.
Homal dock =7 B rlark has inith:
memmmhn mzﬁwnmlnm
Ciack Drase D0 o 7 gl it b et i Flarrwds ara pod rting bs B 11

e X OEcAEL Hland length h nok seoewdl
Iraahilliey i reliizad m dicvw 3 clock Cshirarmiad = 0 pedms

Total stosn = Werd Becall seonm = Cock Draw store.

— & cut poiret =f ©F on the Mini-Cog™ hax beean for
Toal Seore ... o5 i F—

[ |
thﬂ"ﬂhﬂnmmﬂﬁlsﬂﬂumpﬂtﬂ e . i
o ey ind f cogritive ylafrs.
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http://mini-cog.com/

VISIT FLOW

INTAKE { VITALS
PLAN { DIAGNOSIS
ORDERS { CARE PLAN

Tobacco & alcohol screening

In the past year, how many times have you used:
* Tobacco?
* Alcohol? o Never
SCREENINGS * Marijuana?
/[ = ]\L
[ No use Couple of Weekly
times
EVALUATION l 1 \ / !
— | 1. Positive } Ask 2nd S2BI Ask 2nd S2BI _
reinforcement question question
COORDINATE 2. Brief advise 3. ;:m::::ﬂnnnl
CARE : A:mstl:; E;uhlnms
* Make a plan ?
plied Research Works, | Reduce use and Reduce usel/risky
risky behavi behaviors a
COZEVA | | e
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VISIT FLOW

INTAKE { VITALS
PLAN { DIAGNOSIS
ORDERS { CARE PLAN

Tobacco & alcohol screening

SBIRT is an approach to the delivery of

early intervention and treatment to people

SCREENINGS . .
with substance use disorders and those at
risk of developing these disorders.
Brief Intervention Brief Treatment $gg[rn?é,tﬁ
EVALUATION * Incorporate into * If moderate risk « If moderate to * For severe
provider visit post screening, high risk screening
have verbal detected results and
« Use only conversation substance
validated wipt. « Use motivational dependence
instruments _ interviewing to _
* Raise awareness provide * Provide an
about risk of education and outside referral
i i i for treatment
COORDINATE behavior and its problem-solving
consequences « Develop coping
CARE » Use motivational mechanisms and
interviewing to build a
help promote supportive social
behavioral environment
change
d Res h Works, Inc. "
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VISIT FLOW

INTAKE VITALS
PLAN DIAGNOSIS
ORDERS CARE PLAN

ECQM

SCREENINGS

EVALUATION

COORDINATE
CARE

Education on cancer screenings

BREAST

Mammogram

e CMS: Percentage
of women 50-74
years of age

e HMSA: Women
52-74 years of
age as of the end
of the
measurement
year

CERVICAL

Pap Smear

e CMS: Percentage
of women 21-64
years of age

e HMSA:
percentage of
women 24—-64
years of ag

~_

COLORECTAL

FOBT,
Colonoscopy, Flex
Sigmoidoscopy

e CMS: Percentage
of adults 50-75
years of age

e HMSA:
Percentage of
adults 51-75
years of age
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VISIT FLOW Blood Pressure screenlngj\

{ } { } { } BMI screening
IIIIII VITALS SCREENINGS

Depression screening

Dementia screening

ORDERS CARE PLAN COORA?R”:ATE } /
{ } { } { C Tobacco & alcohol screening :
ECQM W co7E 0

. CODE

Use of High Risk medications
©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA

Advance Care Planning




VlSlT FLOW REVIEW OF CHRONIC CONDITIONS

MEDCR 125/435 1251 435
{ INTAKE J { VITALS } {SCREENINGSJ - T
ASSESS
& ap
PLAN DIAGNOSIS EVALUATION
REVIEW ALL
CONDITIONS

COORDINATE
{ ORDERS } {CARE PLAN} { CARE }

¥
DOCUMENT
MEAT
o ¥

\\> COZEV

CODE
©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA



VISIT FLOW Influenza vaccine
A

Pneumococcal vaccine
INTAKE VITALS SCREENINGS
PLAN DIAGNOSIS EVALUATION .. k
=
Irl.ﬂuenza VaCCine Dofu[:l;"[een:dministered or
> 18 years of age e e vaad.
COORDINATE =
ORDERS J [ CARE PLAN CARE Vaccine
CPT
or
4274F
Previously
Applied Research Works, Inc. received




VISIT FLOW F -

* Care gaps including cancer screens
* Diagnostic tests

INTAKE J { VITALS SCREENINGS
Ry e
o -
PLAN DIAGNOSIS EVALUATION Referral orders:
- Consults with Specialists
- “ECOSYSTEM”
AR | f
ORDERS J { CARE PLAN COOCR;)F:'E'ATE OVEPIR) =xcaement 13 cosystom Referel
@hr.ﬂ"riﬂ"'

©2017 ALL RIGHTS RESERVED - N




VISIT FLOW

INTERDISCIPLINARY

TEAM

INTAKE VITALS SCREENINGS
PLAN DIAGNOSIS EVALUATION P%EEH;&
COORDINATE
ORDERS CARE PLAN CARE

REGISTERED

dcy angd cﬂng;\":l
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Longitudinal

Systematically risk stratify
empanelled population

- Proactively monitor

- Co-manage care with
specialists

- Self-management support

- Long-term, personalized care
management using care plan

Episodic

- Event triggers

+ Follows-up with patients post
discharge

= Accurate information shared

across care settings (hospital
to home, hospital to skilled

nursing facility)
- Medication reconciliation

« Short-term care management
support

©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA


Presenter
Presentation Notes
Through your work in CPC+, you will identify those patients in two ways.
LONGITUDINAL: First, you will systematically risk-stratify your empaneled population to identify the high-risk patients most likely to benefit from targeted, proactive, relationship-based (longitudinal) care management. 


EPISODIC: you will identify patients based on event triggers (e.g., transition of care setting ***** CLICK***SUCH AS ED, HOSPITAL ADMIT, DISCHARGE, TRANSFER, or new diagnosis of major illness) for episodic (short-term) care management regardless of risk status

**DOES THIS HAPPEN IN YOUR OFFICE?? WHAT COMPONENTS CAN WE DO BETTER, OR NEED TO IMPLEMENT??  CONSIDER WHO IN THE OFFICE CAN DO THIS. WE WILL END THIS WORKSHOP WITH AN ACTIVITY FOR YOU TO PLAN OUT HOW YOU WILL IMPLEMENT THIS IN YOUR OFFICE


CARE PLAN

DURING VISIT

CMS defines a care plan as, “The structure used to define the
management actions for the various conditions, problems, or issues.
A care plan must include at a minimum the following components:

« problem (the focus of the care plan),

e goal (the target outcome) and

e any instructions that the provider has given to the patient.

A goal is a defined target or measure to be achieved in the process of
patient care (an expected outcome).”

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
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Presenter
Presentation Notes
Basic patient demographics including name, age and sex
All current members of the patient’s care team including their spouse or family caregiver(s), PCP (if they have one) and the individual in charge of coordinating the care team activities for the patient
All treatment programs the patient is currently enrolled in
Active problems that need to be addressed
Goals including self-management goals
All interventions and the status of those interventions including their current completion status and their start and end dates
Risk factors or barriers
Active medication list


https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

DURING VISIT

CA N Medical Home Care Plan

Prepared for: PCP: Prepared by:
Need: |
Problem Activity Who will dio By Expected outcome Follow-up
when
Add’l
Info:
Best way to contact family: Point of contact for PCMH

Best way to comtact PCMH:

©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA



DURING VISIT

* Slart Dale: (21172016 & & Closa Cone Plan

n Quick View {show)

Self-Management Education
A Sedf-Mansgermant Assassmanl v Wik Cisstion
Assessment __ Status _Notes . R . o
Cwross and Acivily | Action v Palint is edoasiod in rmcenily starod yoge clvssos ol Qe hoslly coinboer
' u Rumindors Associiisd
Agd Bamar "
Barriar Notes
Homa Life (Lack of support) Praviously hoes hod b drop ol of progroms due 1o work schedula and fomily obligations
Wik {Schadul'ing lme offl)
Irsdruchad In v
Education Motes Immediate Outcomas
Satling Physicnl Gosks H!_IU“_I-I’- i |II_I?-'l:| {[3] I;Fl:1l_|ljl,.*1||'r' II'!1:I|,||.:_'_;!-,| I'I!_J:I\II'II,I':- F1h4] ||1|I-I!:I'_II|'|' !_1|u! !_,Iulu_ﬁn_;!l'- |_|_r I,I'.I:I,Htllrll:l. Verhalizes [ g
Gaoal Sotling Discissad reakslic goas and her bamers Verbalizes v
Evaluation Date 03102016 =+ Progresa] 500 v
Patent I8 doing lighl |o moderale exercise 3 imes a week
Care Frovider Gosss:
Evaluation Date|031 02016 L. Progress: 50% v
Patent 15 domg lght 1o modsrels swercise 3 times & week
Patient Shori Temm Goaks:
Evaluation Deielna 02018 i Progress -
Sustaingd exercisn for 150 minutes 2 weok
Patlient Lang Tem Goals Bartlinr prlian lirvwy fancd ik wilh Bernily o allosy porsonal beoe (o take cane of heallh
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\M/ Problem list Expected outcomes
DURI VISIT
M Symptom & medication management

Planned interventions Measurable treatment goals

Risk Factors/barriers Community/social resources
Patient Self-management  Shared decision making

Schedule for periodic review & revision
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Presenter
Presentation Notes
Basic patient demographics including name, age and sex
All current members of the patient’s care team including their spouse or family caregiver(s), PCP (if they have one) and the individual in charge of coordinating the care team activities for the patient
All treatment programs the patient is currently enrolled in
Active problems that need to be addressed
Goals including self-management goals
All interventions and the status of those interventions including their current completion status and their start and end dates
Risk factors or barriers
Active medication list



DURING VISIT C\Q%

PATIENT Vs, L iy it 7
| WILL Do IT
SELF-MANAGEMENT A
Self-management I'LL TRY To bo IT
support refers to help © 2| How Do 1 Do iT?

given to people with
chronic conditions that
enables them to
manage their health
on a day-to-day basis

WHIcH STEP HAVE Yo REACHED TobAY ?
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PATIENT SELF-MANAGEMENT

(Better.
“'((

DURING VISIT

DrDeanOrnish

P roaramforreversing heart disease

Chotces (Better-Health

A six-week workshop for people living with any
ongoing health problem or chronic disease

Aloha Kidney

Engagement #3: Ecosystem Referral 2017 class series offered: Jan, May, Sept

With Ramona Wong MD What & weekly classes,

Nephrologist 2 % hours each
ENGAGING ECOSYSTEM } .
AEFERRALS TE COMMUNITY RESOURCES FOR PATIENT SELF-MANAGEMENT Where HMSA Center @ Hilo When 1-3:30 pm
[T TNELRARCE | B | MG T REPEIIAL | PATIENT | FROGIAN | 303A East Maka'ala St. Thursday afternoons
1 pHEHE | NOMPC COMPLETED Hilo HI 96720
| Who Anyone interested in, Bring Pen, a family or friend

at risk for, or with CKD, who loves you (one who
GFR less than €0, or buys/cooks the food)

excess protein in urine

|
|
8

- e e s A 4 s et T Cost No cost

,,L i What we talk about

s 1 s, Foograes 1 5 be miwed Tt | iy L e | e

SRR el P b g s b e | e | iy § e v

1/19/17 - You and your kidneys: What kidneys do, what happens when they fail
Pt
T R P VU S S W Sum i G—————— 1/26/27 - Aloha kidney: How to slow loss of kidney function, protect what's left
T e T A 2/2/17 - Kidney, heart, brain connection: Why at risk and what to do about it

v | pmmnd s By P ey P

2/9/17 - Options if kidneys fail: Dialysis, transplant, natural life options

=
e T

':_'“:_:'"" i 2/16/17 - Food, labs, meds . . . help?! Understand what matters with CKD
TBA - Choices: Others share their journey with dialysis, transplant, natural life

i o

Fempues 4 lemsh ey Fomna e

ol o earer. (808) 585-8408
©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA
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SHARED DECISION MAKING

ing is an approach to care that seeks to fully inform patients about
enefits of available treatments for preference sensitive conditions and
engage them as participants in decisions about the treatments

DURING VISIT

Shared decision
the ris

Patient and
family’s goals and
preferences

Biological,
psychological and

sociological
context

Clinical
evidence and
expertise
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DURING VISIT

SPECIFIC

MEASUREABLE

ACHIEVABLE

REALISTIC

TIMELY

SHARED DECISION MAKING

SMART Goals:

Specific: The goal should be specific to the patient's situation and focused on one desired outcome.

Measurable: The goal must be a measurable, evidence-based outcome.

Achievable: The goal must be reasonably achievable based on patient’s condition

Relevant: The goal must be individualized to the patient, based on stated needs, desires, and

assessment findings

Time Specific: Goals need to include a target date that is achievable.

Goal Concepts:

1.
2.
3.

Problem statement with an action plan that is measurable, obtainable, and important to the patient.
What is highest priority for the patient?

Identify what the patient wants to happen/do, when to have it completed, and how you will as the PCP know
that it is done.

Barrier(s): Any factor that can limit the patient from achieving the goals set forth in the care plan (i.e., lack of
transportation, financial issues, social issues, lack of knowledge.

Intervention(s): The steps that need to be taken to assist the patient to reach the goal(s):

- Intervention must be prioritized and customized for each patient to resolve the issue/problem that will
have the highest impact on patient’'s health status

- Continuous reprioritization of the care/interventions for the patient must occur based on the most recent
interactions and new information from clinician.

Evaluation: Ongoing review and revision of the care plan until goals or met. This may include development

ofnewgeg®017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA
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TEAM MEMBERS: Identified &
defined

DURING VISIT

Providers
CARE TEAM Leadership
Clinical staff
Clerical staff

Tasks, roles & responsibilities
are defined by skillset, protocols
established
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Presentation Notes
FIRST STEP- IDENTIFY YOUR CARE TEAM MEMBERS AND DEFINE EACH PERSON’S ROLE. THAT INCLUDES PROVIDERS, CLINICAL & CLERICAL STAFF. 

WHAT ARE THEIR CURRENT ROLES AND DAILY TASKS? DO THEY FIT THEIR SKILL SET? ARE THEY EQUIPPED TO FUNCTION IN THAT ROLE? IS TRAINING NEEDED? CROSS TRAINING CONSIDERED? DO THEY NEED WRITTEN PROTOCOLS TO SUPPORT THEIR ROLE?


Re-thinking & delegating

DURING VISIT

In a traditional practice model, failure to delegate often limits efficiency.

CARE TEAM

e S

p= pv

- h“'l-\.__-
\q Each individual performs at the highest level of his or her qualifications.
©2017 ALL RIGHTS RESERVED — NKF HTA\_\NAII, EAST HAWAII IPA
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Presenter
Presentation Notes
STEP 2 IS TO RE-THNK & DELEGATE
ACCORDING TO THE AAFP: In a traditional practice model, failure to delegate often limits efficiency. The Provider is typically the only person in the office who can generate revenue. If the Provider is spending time entering data in an EHR or filling out forms that do not require his or her expertise, that is time not spent seeing patients and generating income for the practice.
Each individual performs at the highest level of his or her qualifications. Providers performs the functions that only they are qualified to do and delegates the other tasks to well-trained clinical assistants (RNs, licensed practice nurses, or very capable and experienced MAs).



Written guidelines for:

BEFORE VISIT Frequent tasks, evidence based guidelines,
standing orders

“GUIDELINES,

Documentation Intake

Guidelines and
Protocols Screenings

//
=

Triage protocols
Care Managemen Patient Education
Chronic disease management

Patient self-management
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Presenter
Presentation Notes
WHAT GUIDELINES OR PROTOCOLS CURRENTLY EXIST IN YOUR PRACTICE? BASED ON THE INFORMATION PROVIDED THUS FAR, WHAT NEW GUIDELINES SHOULD YOU CONSIDER? 
FREQUENT TASKS: DOCUMENTATION, MESSAGING, SCHEDULING
EVIDENCE BASED GUIDELINES: CHRONIC DISEASE MANAGEMENT, PREVENTATIVE CARE
STANDING ORDERS: TRIAGE PROTOCOLS, PRESCRIPTION REFILLS
TRIAGE PROTOCOLS – ARE THERE ANY CONDITIONS YOU MAY CONSIDER TREATING OVER THE PHONE IF IT MEETS A SET CRITERIA?


BEFORE VISIT

Guidelines and
Protocols

Frequent tasks, standing orders

Documentation

i
s

|2

Batient: Date:  Time: AWM
The Timed Up and Go (TUG) Test
Purpose: To assess mobility

Equipment: A stopwatch

Diractions: Patients wear their regular footwear and can use a waking
aid if needed. Begin by having the patient sit badk in a standard arm
chair and identify a line 3 metors or 10 feet away on the floor.

Instructions to the patient:
When | say *Ge, I'want you to:
1. Stand up from the chair
2. Walk to the line on the fleor at your normal pace
3. Tum
4. Walk badk to the chair at your normal pace

5. Sit down again

On the word =Go” begin timing.
Stop timing after patient has sat back down and record.
Time: seconds

An older adult who takes 12 seconds to complete the TUNG = st
high rick far falling.

Obseive the patient’s postural stability, gait, stride length, and sway.

Cirde all that apphy: Slow tentative pace ™ Loss of balance =
Short stridies ® Little or no amm swing ® Steadying seff on walls =
Shuffling = En bloc turning ™ Not using assistive device properly

Notes:

For relevant articles, go 16! wasen.cde goainjury/STEAD]

@) TestTest pan:TTISESS  11yrsF @ PadentPonat Pending  Hawai Madical Senvice Aasoostion (L DOR:O1/0S7005 M (555) 5855555

Screenings
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Presenter
Presentation Notes
WHAT GUIDELINES OR PROTOCOLS CURRENTLY EXIST IN YOUR PRACTICE? BASED ON THE INFORMATION PROVIDED THUS FAR, WHAT NEW GUIDELINES SHOULD YOU CONSIDER? 
FREQUENT TASKS: DOCUMENTATION, MESSAGING, SCHEDULING
EVIDENCE BASED GUIDELINES: CHRONIC DISEASE MANAGEMENT, PREVENTATIVE CARE
STANDING ORDERS: TRIAGE PROTOCOLS, PRESCRIPTION REFILLS
TRIAGE PROTOCOLS – ARE THERE ANY CONDITIONS YOU MAY CONSIDER TREATING OVER THE PHONE IF IT MEETS A SET CRITERIA?


Evidence based guidelines, standing orders

BEFORE VISIT Care Management, Patient Education

Guidelines and
Protocols

il
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Presenter
Presentation Notes
WHAT GUIDELINES OR PROTOCOLS CURRENTLY EXIST IN YOUR PRACTICE? BASED ON THE INFORMATION PROVIDED THUS FAR, WHAT NEW GUIDELINES SHOULD YOU CONSIDER? 
FREQUENT TASKS: DOCUMENTATION, MESSAGING, SCHEDULING
EVIDENCE BASED GUIDELINES: CHRONIC DISEASE MANAGEMENT, PREVENTATIVE CARE
STANDING ORDERS: TRIAGE PROTOCOLS, PRESCRIPTION REFILLS
TRIAGE PROTOCOLS – ARE THERE ANY CONDITIONS YOU MAY CONSIDER TREATING OVER THE PHONE IF IT MEETS A SET CRITERIA?


QI ACTIVITY: DEFINING TEAM ROLES

DEFINING ROLES & RESPONSIBILITIES

INTAKE

FORMS: HM5A, CPC+

FORMS: INTAKE

DOCUMENTATION: HP1

DOCUMENTATION: ROS

DOCUMENTATION: MED REC

VITALS

SCREENINGS

FALL RISK

DEPRESSION/ANXIETY

COGNITION

TOBACCO & ALCOHOL

LONGITUDINAL CARE MANAGEMENT

DOCUMENT CARE PLAN

SMART GOALS

SELF-MANAGEMENT

PATIENT EDUCATION
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[ 1 HMSA Akamai Advasitage
— [ 1 HMSA PR

Primary Care Provider Selection Form
for HMSA Members

Complete this form o select or confirm your or ywour child's primary care provider (PCP),

TO DO: o

I, . selext ar confirm that

HMSA FORMS o o

PCP Selection for Child under 18 Years Old

1, , select or confirm that
HMS A Subseriber on A utherized Representative’s fdl name Providers full name
is the PCF for my child,
Chaild* fall
. & fall masne

Print patient’s name (full name as it appears on patient”s HMSA Membership Card)

¥ f
Patient's date of birth

Print Swhseriber”s name (il patient is nod the Subscriber)

HMS A Suhscriber I

FPutient's Address Pntient's Phane Mamber
Daytime,
Evening:

©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII |PA



7 ind
remln er DEFINING ROLES & RESPONSIBILITIES

INTAKE

FORMS: HMSA, CPC+

'l‘o DO: FORMS: INTAKE

DOCUMENTATION: HPI

IMPLEMENT NEW 00
DOCUMENTATION: MED REC
VITALS
ROLES & s

FALL RISK

RESPONSIBILITIES  swscumser

COGNITION

TOBACCO & ALCOHOL
LONGITUDINAL CARE MANAGEMENT
DOCUMENT CARE PLAN
SMART GOALS
SELF-MANAGEMENT
PATIENT EDUCATION
I II ©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII |PA




T reminder

TO DO:
IMPLEMENT
SCREENINGS

Tirec AM/PM.

Patiert: Date:

The Timed Up and Go (TUG) Test
. Purpose: To assess mobility

Equipment: A stopwatch

Dhrections: Patients wear their regular footwear and can use a walking

aid if neaded. Begin by having the patient

When | say 6o, | want you to:

1. Stand up from the chair
Walk to the line on the floor at yo
Turm
Walk back to the chair st your nor
Sit down again

oo e

On tha word *Ge™ begin timing.
Time: seconds

An older adult who takes 212 seconds ¢
high risk for falling.

Observe the patient's postural stability, ¢

Cirde all that apphy- Slow tentative pac
Short strides = Litthe or no amm swing §
Shufiling = En bloc tuming = Not usin

MNotes:

For relevant articles, go 10: wnarw.cdegon

ST
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chair and identify a line 3 metors or 10
. _ Instructions for Administration & Scoring
Instructions to the patient: o e

Step 1: Three Word Registration

Lneik dirmeaty s paruen snd moy, Pl e carsfully | am guing S sy Shee words | st oot mpres back
trs prum nw e bry by rerma by, Thes weoerds nm (ke o st of wircs from o i, Pl uy e o
i e |t s b unakbin b repeat the worrs after shen attnmpts, mmm on b Sbep 7 (clack gl

T inlirsing amd otherword izt hrm been ssnd in one or meen clinical sudiee For repested sdministrations,

wnnt o i bt s list |
Wrsian 1 Weruan 7 Wermian 3 nrsinn 4 Wrmian 5 Vnrzion &
FAanana Lnndes Village Feners [— Daughter
Suneisn Surtuon Wirten Pation [ Hinman
Chai Tahie Faby Finger Phchsen Muntain

Step 2 Clock Drawing

Sy *Hieat, | went yous o i s clock for me, Piest, ot in sl of thi rembers whine thy gn® When that i completer,
mary: M, ot thee hands to W past 10

bt prenparirbe e Gum rnd pogn ) for B s e, Aepeat insroctens as rencded o this i nok @ emeencey e
Whimom & Samp 3 this clack i nok coenplsbe within tens minste:

Step 3: Three Word Recall

ik this persan 0 recall the thies wos yo 5 Bl
mEmET T Hecord the woed list wersion num

whord List Wersion: ___ Person's Answers: /
Scoring
No use Couple of Monthly Weekly

wood Recalt -1 poiens) e times use use
b ¥ 1 \ /
Ciock Drame . D o 7 peabeta) sl
and |4, Positive Ask 2nd S28BI Ask 2nd S2BI
Tota
TotalSeore: fogpsies | 1
wigt \ 4
m
3. Brief motivation
2. Brief advi
e e At 2 intervention:
froiessy pstertesiepitr, feylmburig * Assess for problems

Reduce uselrisky
behaviors and
refer to treatment




eMEASURE  DATA SUBMISSION
MEASURE NAME SCREENER CPC+ MIP5 HMSA ID METHOD

7 reminder

Depression Remission at Twelve Months  |[PHOS X X CM51559y5  |Claims, Weab Intice,EHR, Regty
Controlling High Blood Pressure x X CME165wS  |Claims,Web Intfce EHR, Repty

Diabetes: Hemoglobin Alc (HbALC) Poor
L] C .
° antral (>9%) X ¥ FT CM5122vS  |Claims,Web Intfce, EHR,Regty
S‘ REEN l NGS Use of High-Risk Medications in the Elderly x X

Dementia: Cognitive Assessment MIMI-COG x X
TIMED GET UP &

FOR e( : Ms Falls: Screening for Future Fall Risk GO X ¥ CM5139v5  |CMS Web Interfzce EHR
Initiation & Engagement of Drug

Dependence Treatment SBIRT x X CME137wE  |EHR

315

CMS156v5_ |EHR Registry
CMS5149v5  |EHR

=

Closing the Referral Loop: Receipt of

Specialist Report X X CRISE0S EHR

Cervical Cancer Screening CERVICAL CYTO X X FT CMWE5124v5  |EHR

Colorectal Cancer Screening FORBT, SCOPE X X PFT CME120v5S  |Clzims,Web Intfce,EHR, Ragty
Diabetes: Eye Exam DRE x x FT CWS131v5  |Claims,Web Intfce,EHR, Ragty
Tobacco Use: Screening and Cessation

Intervention SBIRT X ¥ FT CMW5138vS  |Clzims,Web Intfce,EHR,Regty
Use of Imaging Studias for Low Back Pain X x CME156vE  |EHR

Breast Cancer screening rANMMOGRAM X X PFT CMS12545  |Claims, Web Intfce, EHR, Ragpty

https: oms.govimeasuresguali
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T reminder

Medical Home Care Plan

Prepared for: PCP: Prepared by:

TO DO: -
]
Problem Activity Who will do By Expected outcome Foillow-up
CARE PLAN .

Add’l
Info:

Best way to contact family: Point of contact for PCMH
Bestway to contact PCMH:

©2017 ALL RIGHTS RESERVED — NKF HAWAII, EAST HAWAII IPA



TO DO:
PATIENT SELF-
MANAGEMENT

REFERTO
“ECOSYSTEM”

WHICH srspiﬂ’iﬁ‘fau :
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WEBSITES:

MIPS — QPP WEBSITE

https://gpp.cms.gov

HMSA Payment Transformation Toolkit

https://hmsa.com/portal/provider/zav pel.aa.PAY.100.htm

HMSA P4Q

https://hmsa.com/portal/provider/1180-
7076 P4Q Guide Commercial QUEST AA Primary Care 010117.pdf
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Presentation Notes
DR DOLAN

https://qpp.cms.gov/
https://hmsa.com/portal/provider/zav_pel.aa.PAY.100.htm
https://hmsa.com/portal/provider/1180-7076_P4Q_Guide_Commercial_QUEST_AA_Primary_Care_010117.pdf

QUESTIONS ?
[ §

Please complete eva/uationljform

MAHALO!
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