Year In Review:

4 0
ele@ 2024 Learning Forums

& Related Resources

0,9,
‘“ro‘ NATIONAL ASSOCIATION OF
Community Health Centersg




January: Empanelment & Attribution

. [ Helevate)
What we learned: \ v

v The difference between empanelment and attribution ——

v How to empanel patients and leverage empanelment and attribution
data

v Case examples from:
o FQHC Urban Healthcare Network
o Southside Community Health Center

I -

WHAT is the difference between em panelment

and attribution?

Empanelment: The health center’s
process of assigning every patient to
a primary care provider (PCP) and
care team, with consideration to
patient/family preference.

Attribution: A payor’s process of
assigning members to a provider for - -
the purpose of tracking jfﬂpﬂ”jjjd
accountability for quality, patient Patients
experience, and total cost of care in
value-based payment contracts.

January Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/460/population-health-january-2024/lessons/6026/elevate-learning-forum-january-2024

Resources: Empanelment & Attribution

Action Guide

EMPANELMENT

POPULATION HEALTH MANAGEMENT

Empanelment?

builds the p: p p that is at the
center of patient-driven primary care. It is a fundamental population
health management activity that matches every health center patient
with a primary care provider (PCP) and care team who assumes.
responsibility for their care.

Empanelment supports continuity of care and offers stability and
predictability to a practice, allowing it to focus proactively on managing
the health of a population of patients. The provider-patient consistency
that results from empanelment allows for improved communication,
better identification of medical problems, more consistent treatment
approaches, and improved clinical outcomes

Empanelment also allows health center leaders to evaluate provider
workload, distribution, and staffing models. It assists frontline staff

in essential tasks such as scheduling patient appointments with

the correct provider and team. In addition, empanelment provides
essential information about patient access ta care within the health
center and continity of care that allows leaders to make data-driven
decisions supporting practice management and growth'

Empanelment is a vital foundational step toward health care systems
change and the Quintuple Aim goals of improved health outcomes,
improved patient experience, improved staff experience, reduced
costs, and improved equity.

is Empanelment?

Empanelment is the process of matching every patient with a PCP and care team, taking patient and
family preference into consideration. It identifies the population of patients a provider and care team

are responsible for.

POPULATION
HEALTH
MANAGEMENT

The Value Transformation
s how health
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cos, and mproved equty
This Action Guide focy
[

empanelment.

Empanelment Action Guide

VALUE TRANSFORMATION FRAMEWORK
Action Brief

@ ATTRIBUTION

is Attribution?

Attribution, or ‘assignment,’ is the process that payors use to assign patients to a provider for the purpose of tracking
accountability for quality, patient experience, and total cost of care. Atribution defines the population for which

a provider, accountable care organization (ACO), or Clinically Integrated Network (CIN) s held responsible. Itis a
foundational component of population health management under value-based payment (VBP) models. Attribution
differs from empanelment, which is the internal process used to match all patients with a primary care provider and
care team, regardless of the payor.

There are three primary appmd(hcs o attribution:

for the upcoming performance year (PY) based on

Patie
claims data from a defined \nnk back period.

Patient based on care and services

Year)
provided in the completed performance period.

3. Hybrid (€ 1) Pati are determined for the upcoming performance period
g historical are and services provded with ‘continuous adjustments based on care delivery patterns.

In addition to the primary attribution methods noted above, other attribution methods exist, including auto
assignment, patient selection, and prescription data. Health centers need to understand the attribution
methodology, whether the methods above or a combination of approaches. While there are numeraus methods to
undersiand, patient p that the primary care provider to whom they
have been attributed is their primary care provider is the gold standard for attribution (HCPLAN, 2016)

is Attribution Important?

‘Wich the growth and spread of VBP models, health centers must understand attribution's operational, financial,
and actuarial (i.e., assessing financial and insurance risk) implications. Attribution is foundational to value-
based payment arrangements, and therefore, critical for health centers to understand and manage. Patient
attribution allows practitioners and care teams to identify the patients for which they are accountable by
the payor. Attribution does not change how patients access or receive care but creates accountability within
a provider group to coordinate a patient's overall care needs (HCPLAN, 2016). Under VBP arrangements,

the health center can receive financial rewards for keeping patients healthy and out of the hospital. it may
include current health center patients and patients assigned to the practice who need primary care services
for preventive and chronic care needs. Health centers must assess their operations and ability to reach out
o patients with whom they have yet to develop a relationship but with whom the health center is being held
accountable to a payor.

Attribution Action Brie

Empanelment: What, Why,

How

START

Empanelment Learning Course



https://nachc.docebosaas.com/learn/courses/414/empanelment/lessons/6812:264/empanelment-what-why-how
https://www.nachc.org/wp-content/uploads/2023/08/Action-Brief-Attribution.pdf?ver=1697112686
https://www.nachc.org/action-guide_empanelment/

February: SDOH & Risk Stratification

What we learned: f ele@

v" How to assess for and respond to social risk factors S
v SDOH case example from HealthLinc
v' How to risk stratify patients

v" How to design care models based on risk

Population Health Management & SDOH

Social Drivers of Health: The social, economic, and environmental ActionGuide

circumstances that influence patients’ health and the care they receive.

Empanelment Risk Stratification Models of Care
Matching every SDOH Segmenting patients Care models based on risk for
patient to a primary A _Into groups Of_ patients to be paired with 4
care provider and e similar complexity more appropriate care team 4
care team. and care needs. members and services. i

Empanelment e Risk Stratification
Action Guide Action Guide

3 Microlearning Microlearning

Models of Care
Action Guide

February Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/464/risk-stratification-social-drivers-of-health-february-2024/lessons/6042/elevate-learning-forum-february-2024

WHAT Logical Observation Identfiers Namesand  International Classification of Diseases, SNOMED Clinical Terms Current Procedural Terminalogy Healthcare Comman Procedure Coding
Codes Tenth Revision, Clinical Modification System Level I
are these Also referred to as ‘procedure codes’
codes? Also referred to as ‘laboratory codes’ Also referred to as ‘diagnosis cades’
WHO Regenstrief Institute. a non-profit medical CDCs National Center for Health SNOMED International, a not-for-profit ‘American Medical Association (AMA) Centers for Medicare and Medicaid Services
develops & i theworld  organization (us)
maintains Indiana University Health Organization Use of any CPT code requires an
R iy Frea for use organizational or indhidual license from Freeforuse
£ Free for use Free for use AMA

WHY Federally mandated terminology Federally mandated terminology Federally mandated terminology Federally mandated terminology Federally mandated terminology
standard/coding system for capturing tem for capturing or capturing all standard/coding system for billing services
are these diseases, ilnesses, injuries and health health-related concepts (e.g., clinical findings,  provided or rendered to a patient
codes used? Health measurements and observations conditions diagnostic procedures, etc),
+ Vital signs, lab tests and results,
questions and respanses for validated Includes codes that represent concepts and
screening and assessment 0ls (2.2, relationships between concepts with more
PRAPARE®, PHO, eic.) spedificty
Document types
+ Consult notes, discharge summaries,
Progress notes, procedures notes, etc. . .
Action Guide
Insurance and processing  Alows the meaning Insurance ck b and processing
How health measurements, observations, and in clinical information systems (e.g., EHRs, ‘ ) socIAL DRIVE Rs OF H EALTH
are these documents Tracking public health conditions and etc), heaith data & pRg | (dz=on ey
codes used?

SDOH

Example

Social Drivers of Health (SDOH) Coding Infographic
| toinc | cpfocM | SNomEDcT [ CPT | HCPCSlevelll |

Resources: SDOH

i

heaith management
Identifying care gaps

Clinical research

u 259.02
930255

See CMS SDOHZ Code Infe d
"What s your housing situation today?": e e
718023

I do not have housing (staying with others,

in ahotel in a shelter, Iiving outside on the
street, on a beach, ina car, or in a parky”
150-5

See PRAPARE® LOINC Codes for full code set

Captures that the screening tool utilized to
assess for socialsisk factors is valid

Coptures SDOH ossessment
findiings fess detoif)

02022 National Association of Community Health Centers. All righs reserved. | QualityCenter@nachc org | March 2024

PRAPARE® Z Code Quick Sheet for full code
set, 755-265 (also referred to as'Z codes’)

SNOMED-CT, together with ICD-10-CM, s the
accepted standard for SDOH Assessment,
Goals, and nd wil

Identifying care gapsl.e., indicated by the
lack of a CPT code)

SOCIAL
DRIVERS OF

Can be leveraged to estabiish clinical

be required for se beforean 1, 2026,
through the -

Patient identified as experiencing
unsheltered homelessness:
611141000124105

Goal established for the patient 1o bestably
housed: 611221000124108

Intervention provided through a referral to
housing support program:
472161000124106

See PRAPARE® Data Documentation and
Codification File for full code set

Coptures SDOH assessment findings (more detail)
o y ion was provided

BibcEs consider the Social Drivers of Health?
Health centers, by virtue of their mission and model, play a pivotal
role in addressing Social Drivers of Health (SDOH) amang medically
underserved patients nationwide. Signed into law in 1964 as part of
President Lyndon B. Johnson’s ‘war on poverty, health centers serve
patients and communities at greater risk of preventable chronic and
other diseases'~.

HEALTH

The Value Transformation
Framework addresses how health
centers can use a Systematic proces

Preventive medicine counseling and/or risk
factor reduction intervention(s) provided ta.
an individual (separate procedure);
approximately 15 minutes: 99401

to address the social,

environmental circurnstances
influence patients’ health and the
care they receive. This Action Guide
offers a set of action steps health

See next page for full code set Social drivers of health are the conditions in which people are born,
grow, wark, live, and age. SDOH are non-medical conditions that
include social, economic, physical, or other factors present in people’s
lives. These factors have been found to directly influence health,

functioning, and quality of life outcomes and risks*-" k assessment and intenvention:

part of arganizational transformat

Research shows that social drivers, also called social risks, may have a
greater influence on health and health equity than lifestyle chaices or
health care, with some studies suggesting that SDOH may account for

30-55% of health outcomes'>
Coptures the provision of SDOH.
risk

| The movement of health systems toward value-based care provides
significant opportunities to address SDOH while improving value and
quality of care', Value-based care is a potentially important financing

= for SDOH services with oppartunities for long-term
sustainability and population health improvements',

SDOH Coding Infographic

can health centers do to address social risk?

SDOH include such factors as income, education, emplayment, food, housmg and sodial inclusion
and non-discrimination. Healthy People 2030 groups SDOH into 5 domains*

+ Economic stability
+ Education access and quality

+ Health care access and quality

+ Neighborhood and built environment
+ Social and community context

SDOH Action Guide

Social Drivers of Health

This course will introduce you to Social Drivers of Health and why they

should be considered in healthcare.

SDOH Microlearning


https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_SDOH.pdf
https://www.nachc.org/wp-content/uploads/2024/03/SDOH-Coding-Infographic.pdf
https://nachc.docebosaas.com/learn/courses/469/social-drivers-of-health-sdoh/lessons/6206:204/social-drivers-of-health

Resources: Risk Stratification

Action Guide

RISK STRATIFICATION

)POPULATION HEALTH MANAGEMENT

Community Health

Risk Stratification?

Risk stratification enables providers to identify the right level of care
and services for distinct subgroups of patients. It is the process of
assigning a risk status to patients, then using this information to direct
care and improve overall health outcomes.

Population health management requires practices to consider
patients as both individuals and as members of a larger community or
population. At the individual level,  patient's risk category s the first
step towards planning, developing, and implementing a personalized
care plan. One common stratification method is to segment patients
“risk” level: high, medium- (rising), and low- risk. At the population level,
risk stratification allows care models to be personalized to the needs of
patients within each subgroup. (See Models of Care Action Guide.)
Aone-size-fits-all" model, where the same level of resources is offered
to every patient, is clinically ineffective and prohibitively expensive

To maximize efficiency and improve outcomes, health centers must

analyze their patient population and customize care and interventions based on identified risks
and costs'**+%, Healthy patients, for instance, may not want a high level of intensive support,
and can be engaged through alternate models of care”. With this in mind, high-intensity
resources can and should be reserved for high-risk patients. Care models based

on sk with customized care at each level can flexibly match need with more

appropriate resources'*+, Organizations who succeed in a value-based care

enviranment utilize risk stratification as  tool to drive population health.

is Risk-Stratification?

The goal of risk stratification is to segment patients into distinct groups of similar complexity and care
needs. For example, out of every 1,000 patients in a panel, there will likely be close to 200 patients (20%)
who could benefit from more intensive support. This 20% of the population accounts for 80% of the total
health care spending in the United States®:. Of these *higher need” patients, five percent (5%) account
for nearly half of U.S. health expenditures:’. Health care spending for people with five or more chronic

conditions is 17 imes higher than for people with no chranic conditions®,

Segmenting the population according to health care needs allows health centers to do a better job of targeting
resources more efficiently and at a lower cost. Risk groupings can include: highly complex, high-risk, rising-risk,
and low-risk individuals. Unique care madels and intervention strategies are then used for each group.

POPULATION
HEALTH
MANAGEMENT

The Value Transformation
Framework addre how health

it
lower cost, and improved equity.
This Action Guide focuses on

tratification.

Risk Stratification Action

Guide

Risk Stratification

P
(c8)
L4

Action Guide

MODELS OF CARE

POPULATION HEALTH MANAGEMENT

Design Different Models of Care Based
on Risk Level?

Population management is key to successful value-based care. Effective
population health management requires that health care organizations
group patients based on their needs, then target resources and
services accordingly. (See Risk Stratjfication Action Guide). Top
performing health centers segment patients by risk and design models
of care tailored to each subgroup. The purpose is to offer more
appropriate and cost effective care to patients who fall into different
levels of risk, rather than using a “one size fits all” approach. Identifying
unique subgroups of patients, and analyzing each group’s health
needs, trends, and outcomes, allows health centers to best intervene
for improved outcomes.

are Care Models Based on Risk?

Designing care models based on risk allows patients to be paired with
mare appropriate clinical and other services. This Action Guide outlines
approaches to building models of care for high, rising and low-risk
target populations. Models for highly complex patients are very
specialized and not addressed here

Higherisk patients are assigned a care manager who

coordinates care acrass the continuum,

Rising-risk patients are managed within the Patient Centered

Medical Home (PCMH) model, with scalable strategies to

manage their immediate needs and prevent them from

becoming high-risk.

Low-risk patients are managed with more remate, group, and

technological solutions. Strategies may include care other than
in-person visits, including self-care.

POPULATION
HEALTH
MANAGEMENT

The Value Transformation
Framework addresses how health

abetter care experien

lower cost, and improved equity.
This Action Guide outlines one
foundational component of
population health management
the design of models of

Models of Care Action Guide

This microlearning course will help you to understand how to use risk

stratification to segment your target population while considering

the social drivers of health and other criteria.

Risk Stratification Microlearning


https://www.nachc.org/action-guide_risk-stratification/
https://www.nachc.org/action-guide_risk-stratification/
https://www.nachc.org/action-guide_models-of-care/
https://nachc.docebosaas.com/learn/courses/415/risk-stratification/lessons




March: Care Teams & Workforce

/
What we learned: [ Nele(ate’
\ v
\
v What are expanded and integrated care teams \\ //

v" How to optimize care teams

v' How to leverage standing orders, presented by Georgia PCA

v' How to address workforce wellness, presented by ACU

WHAT are expanded & integrated care teams?

Traditional
Care Team
Expanded _J
Care Team
Expanded _|
Care Team
with
Integrated _
Services

External .
Care Team
Members :

» Providers (Leverage empanelment processes!)
» Medical assistants

* Nurses

- Patient-facing administrative staff

Patients & caregivers

+ Care managers
+ CHWs/patient navigators/health coaches

Behavioral health professionals
Dental professionals
Pharmacists

Specialty service providers
Community agency staff

March Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/471/care-teams-and-workforce-march-2024/lessons/6246/elevate-forum-march-2024

Resources: Care Teams

e|® Care Team Planning Worksheet - Patient Appointments

=

This toolis used for designing care teams in thew future state.
Review the ‘Responsibiéty Task' column to ensure it includes a complete list of activities that need to take place for an in-person visit: add/delete/modify this ist, as apprapriate for your health center. Not all responsibi
Determine the job role Best’ able 1o complete each task (hint: 1t may not be the roke cutrently performing the Lask). Use the drop-down options 1o sekect the ‘best’ role 1o complete the task. if “other”, document the st
Determing when in the patient visit this task is most often completed. If a task occurs at mustiple posnts during 8 visit, document detasils in notes
Determine which techaclogy or systems can be utilized to complete

VALUE TRANSFORMATION FRAMEWORK
: : ent is scheduled for in-person appointment
Action Gu"de Responsibility/Task When  Technology/systems utilized Can be done by staff re

@ HEALTH CENTER et coster

immunizatisns

(®) CARE TEAMS

fy 88 update inburania;

Focus on Care Teams?

Much has been written about the success of the “care team model” in
delivering high-quality, low-cast, impactful health care. Developing an
effective team-based model of care is at the heart of health center efforts
to deliver on the Quintuple Aim: improved health outcomes, improved
staff and provider experiences, lower costs, and improved equity.

Transitioning to value-based care requires a significant shift in the way
care delivery, infrastructure, and people are engaged and deployed

in the health care system. In the volume-based system, a primary

care physician would need to spend an estimated 21.7 hours per day

to provide all recommended acute, chronic, and preventive care toa

panel of 2500 patients'. It is, therefore, not surprising that physicians

face burnout and adults in the U.S. receive only 5% of recommended services’.
The volume-driven model of care coupled with the complexity of preventive,
acute, and chronic care needs in the context of a primary care visit, limits the
quality of service delivere?. A reinvention of the care team madel—with more
responsibility given to supportive members of the care team—has proven to
optimize the experience and outcomes of primary care for patients, providers,
and staff*. In addition to improving service for chronic disease and preventive
care, re-organizing care team roles can help address the widely-documented
prablem of primary care physician shortagass#".

In Person Appointments | Teleheath Appointments

Ultimately, patient care is  team sport. Al members of the health center team are.
accountable for the delivery of high quality care to patients. Patient engagement,

also crudial to care, is addressed in the Patient Engagement Action Guide.

While many health centers report using a team-based approach to care, these

systems may not be functiening optimally to achieve desired outcomes. This

Action Guide offers steps to more effectively distribute, or share, responsibility and accountability across health
center care teams.

™, Community Health Center

Developed in partnership with
peaing P ) Association of Connecticut

Swimlane Diagrams:
Process Improvement for Care Team Optimization

Care Teams Action

G u I d e use process improvement to optimize care teams?

Given care teams’ critical rale in health center performance, optimizing each member's role and functions is
important. Care teams play a pivotal role in transforming clinical practice from volume-based to a value-based,
patient-centric care model that achieves the Quintuple Aim: improved health outcomes, improved patient
experiences, improved staff experiences, reduced costs, and equity. Using process improvernent tools, such as a
swimlane diagram, is an effective strategy for optimizing care teams and supporting an organizational weme:
sirategy.

Expa ndEd ca re Tea ms is a swimlane diagram?

Aswimlane diagram (also known as a process map) is a toal used to represent a process visually. It provides details
lon the tasks or activities within a workflow and the participants or roles who carry out these tasks. It is an effective
tool for supporting process improvement by making it easy for participants to visualize each other's roles and how
their activities contribute ta the overall pracess. The swimlane diagram also provides an opportunity ta empower
ithe care team to initiate process change.

This microlearning course will help you to gain an understanding about

the meaning of expanded care teams, why expanded care teams are ) ' N
to use a swimlane diagram for care team optimization?
. * Wihile swimlanes diagrams can be used in a wide range of circumstances, they are often used in pracess
important, and how to build expanded care team processes.. improvement for care team optinization (see Care Taams Action Gude,
+ Care team optimization allows staff to work at the tap of their licensure, helps prevent duplication of effarts,
improve efficiency, improve patient and provider experience, and improve outcomes.
+ This document provides a checklist for how to use a swimlane diagram as part of a systematic approach to
optimizing care team roles.

Care Teams Microlearning

Care Team Optimization
with Swimlanes



https://www.nachc.org/action-guide_care-teams/
https://www.nachc.org/action-guide_care-teams/
https://nachc.docebosaas.com/learn/courses/417/expanded-care-teams?hash=9b55117e1b10b98b52e737182eb3bd3c5d090a9f&generated_by=15004
https://nachc.docebosaas.com/learn/course/147/play/1136/care-team-planning-worksheet-patient-appointments
https://www.nachc.org/wp-content/uploads/2024/02/Swimlanes.pdf?ver=1713528277
https://www.nachc.org/wp-content/uploads/2024/02/Swimlanes.pdf?ver=1713528277

April: Care Management & Payment

What we learned: f ele@tje"
\_~

. N
v' Key components of a chronic care management program ~ s
v' How to implement a care management program
v Case example from OneWorld Community Health Centers, Inc.

v' Medicare reimbursement opportunities for care management

HAT services does a care management program provide?

Key components of Chronic Care Management include:

+ ldentifying and engaging high-risk individuals
+ Conducting a comprehensive assessment

+ Creating an individual care plan

+ Providing patient education

+ Monitoring clinical conditions

+ Coordinating needed services

April Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/477/care-management-and-payment-april-2024/lessons

Resources: Care Mana

Annual Wellness Visits (AWV)

This microlearning course will help you to gain knowledge about Annual
Well Visits (AWV), why these visits are important, and the action steps to

build AWV processes into your health center workflows.

AWV Microlearning

Care Management

VALUE TRANSFORMATION FRAMEWORK
Action Guide

P HEALTH CENTER

This microlearning course will help you to determine how to implement a

@
® CARE MANAGEMENT

care management program.

CARE

Use Care Management with High-Risk Mﬁmﬁgfﬂf‘ﬁl Ca re M a n a ge m e n t
al A4

Patients? Framework addres

Value-based care requires health care organizations to better control ers ca

s d ° °
the dlinical and financial risks assoclated with high-risk patients. A coordinate care and manage high-risk

systematic process for managing the care of high-risk patients, using and other subgraups of i

proven interventions in a suppartive one-on-cne environment, has

been shown to improve health outcomes!23, High-risk patients, by more targeted serdces, This Action
definition, have multiple health needs often compounded by complex Guide outlines steps health certers
social and other issues. These patients are at risk for poor health can take to develo|

outcomes, inadequate quality of care, and ncreased costs **“, The

Centers for Medicare and Medicaid Services (CMS) recognizes care jgh-rick pa

management as a critical tool to achieve the Quadruple Aim: improved for reimbursement
health outcomes, improved patient and staff experiences, lower costs,
and improved equity’.

from the Centers for Medicare and
Medicaid Services (CMS)

This Action Guide provides the steps to start a health center

care management program for high-risk patients. The outlined

recommendations meet the requirements of Chronic Care

Management (CCM) services defined by CMS and, therefore, are

eligible for reimbursement

Does a High-Risk Care Management Model Look Like?

High-risk care involves intensive, services, provided by a
nurse or other health worker, to individuals with complex health and social needs.
The formal design of a health center care management program can ensure a
standardized approach to managing high-risk patients by a care manager. The model
discussed in this Action Guide is based on a nurse in the role of care manager. Other
staffing models can be employed with some modification. Key components of care
management include: identifying and engaging high-risk individuals, providing a
comprehensive assessment, creating an individual care plan, engaging in patient
education, monitoring clinical conditians, and coordinating needed services®*1%.

Care Management
Action Guide



https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/action-guide_care-management/
https://nachc.docebosaas.com/learn/courses/413/annual-wellness-visits-awv/lessons/5495:105/annual-wellness-visits-awv
https://nachc.docebosaas.com/learn/courses/474/care-management/lessons/6323:223/care-management
https://nachc.docebosaas.com/learn/courses/474/care-management/lessons/6323:223/care-management

Resources: Care Management

Summary of Medicare G0511 Care Management Services:

AN NN N Y N NN

Chronic Care Management
Complex Chronic Care Management
Principal Care Management
Chronic Pain Management
Behavioral Health Integration
Community Health Integration
Principal lliness Navigation
Remote Physiologic Monitoring
Remote Therapeutic Monitoring

Summary Includes:

Description

Initiating visit requirements
Eligible patients

Authorized billing providers
Examples of auxiliary personnel
Service elements

CPT & HCPCS codes

Examples of co-occurring services

AN NN N N N NN

Summary of Medicare Care Management Services
Billed Using GO511%*

See NACHC resource:

CMS Billing Lingo, Defined! for definitions of terms used throughout this document.

Chronic Care Complex Chronic Care Principal Care Chronic Pain Behavioral Health | Community Health Principal lliness Remote Physiologic | Remote Therapeutic
Management (CCM) | Management (CCCM) | Management (PCM) | Management (CPM) Integration (BHI) Integration (CHI) Navigation (PIN) Monitoring (RPM) Monitoring (RTM)
)

and
supportive services
provided to patients
with multiple chronic
conditions, who require
moderate or high
medical decision
making, to coordinate
care and develop 2 care
plan to achieve heaith
goals.

Personalized and
supportive services
provided to patients
with chronic pain to
coordinate care and
develop a care plan to
achieve health goals

Personalized and
supportive services
provided o patients
with a single complex
chronic condition to
coordinate care and
develop a care plan to
achieve health goals.

Personalized and
supportive services
provided to patients
with a high-risk
condition and
healthcare navigation
needs.

Personalized and
supportive services
provided to patients
with unmet social
drivers of health (SDOH)
needs that interfere
with, or presenta
barrier to, the diagnosis,
treatment, and self-
management of

Personalized and
supportive services
provided to patients
with behavioral health
needs to coordinate
care and develop & care
plan to achieve health
goals.

A patient's use of
devices to remotely
assess and record
physiologic data (e.2.,
weight, blood pressure,
pulse oximetry,
respiratory flow rate)

A patient's use of
devices to remotely
monitor adherence and
response to therapeutic
treatment (e.g.,
respiratory,
musculoskeletal) using
non-physiologic data
outside of the clinical
setting, usually in the
home.

supportive services
provided to patients
with muktiple chronic
conditions to coordinate
care and develop a care
plan to achieve health
Eoals.

Description )

outside of the clinical
setting, usually in the
home

illnesses, diseases, or

conditions.

Any one of the following:
E/M visit (CPT 99212-99215)
Initia| Preventive Physical Exam (IPPE) (CPT G402)

Initiating Visit .
Requirements .
= Annual Wellness Visit (AWV) (CPT GO435, G0439)

Not part of care = Transitional Care Management (TCM) (CPT $9435.93496)
management

services; billed
separately.

® 2022 National Association of Community Health Centers. All rights reserved. | QualityCenter@nachc.org | March 2024

A face-to-face visit of at
least 30 minutes in the
clinical setting

Any one of the following:

E/M visit (CPT
99212.99215)

Initial Preventive
Physical Exam {IPPE}
(CPT G402

»  Annual Wellness
Visit (NWV) (CPT
60438, G0439)

+  Transitional Care
Management {TCH)
(CPT 99495.99496)
Psychiatric
disgnostic
evaluation (CPT
90791} performed
by Clinical
Pychologist

Any one of the following:

E/M visit (CPT
99212-99215)
+  Annual Wellness
Visit (AWV) (CPT
G0438, G0439)
+ Transitional Care

Any one of the following:

E/M visit (CPT
99212.99215)

+ Annual Wellness
Visit (AWV) (CPT
G438, G0439)

»  Transitional Care

(TCM)
(CPT 99495.99496)

Note: iPPE is NOT an
occepted initiating visit for
CHi services

(CPT 59495-99496)

*  Psychiatric
diagnostic
evaluation (CPT
50751) performed
by Clinical
Psychologist

Note: [PPE is NOT arr
accepted initioting visit for
PIN services

Note: Initiating visit must
be repeated annually for
PIN services to continue.

Ne initiating visit required

Summary of Medicare Care Management Services

Billed Using G0511


https://www.nachc.org/wp-content/uploads/2024/04/Summary-of-Medicare-G0511-CM-Services.pdf
https://www.nachc.org/wp-content/uploads/2024/04/Summary-of-Medicare-G0511-CM-Services.pdf

Resources: P

CMS Billing Lingo, Defined!
Medicare Care Management services.

‘ Care Management Services

Care management services are team-based, integrative management and coordination of a patient-centered
treatment plan supporting acute and/or chronic conditions. Many of the services indude non-face-to-face a
when not personally performed by the authorized billing provider, are performed hyilnlll.-yper-mnal
ncident to and under the general supervision of the billing provider. (Don't worry! All these terms are defined in
this document). Care management services include:

*  Chronic Care Management (CCM)

+  Complex Chronic Care Management (CCCM)

*  Principal Care Management (PCM)

* Transitional Care Management (TCM)
Chronic Pain Management (PCM)
Behavioral Health Integration (BHI)
Psychiatric Collaborative Care Management (CoCM)
Community Health Integration (CHI)
Principal lliness Navigation (PIN)

Remote Physiologic Monitoring (RPM)
Remote Therapeutic Monitoring (RTM)

e

Reimbursement Tips:
Remote Physiologic Monitoring (RPM) & Remote Therapeutic
Menitoring (RTM)

B, overview

Remote Physiologic Monitoring (RPM) and Remote Therapeutic Monitoring (RTM) are services where providers and
care team staff remotely, through the use of devices, assess and respond to their patients health data between
regular office visits and outside the clinical setting (usually with the patient at home). Data is used to develop and
manage a patient-centered treatment plan.

‘See NACHC resource: summary of Medicare Care Manggement Services Billed Using GOS11 for a summary of most of the
services listed above (TCM and CoCM are ot billed using 60511, see the corresponding Reimbursement Tips linked
above for more information on these services).

‘ Providers * RPM services involve a patient's use of devices to remotely assess and record physiologic data (e., weight, blood
pressure, pulse oximetry, respiratory flow rate).

Authorized Billing Providers: Qualified healthcare practitioners who are enrolled in Medicare Part 8 and have

“incident to’ benefits for their professional services; are listed as a Medicare FQHC Practitioner, and whose scope of

practice, license, education, and training includes the specified services.

* RTM services involve a patients use of devices to remotely monitor adherence and response to therapeutic
treatment (e.g., respiratory, musculoskeletal) using non-physiologic d:

Effective January 1,2024, CMS began reimbursing FQHCs separately from the Medicare Prospective Payment
System (PPS) encounter rate for RPM and RTM services. RPM and RTM services are grouped in with the suite of care
management services billable by FQHCS via G511 (see NACHC resource: Summary of Medicare Care Management
- This Tip Sheet provides FQHCs with simplified, easy-to-understand instructions for
providing and billing CMS for RPM and RTM services. Also see NACHC resource: CMS Billing Lingo. Defined! for
Gefnitions of term used throughout this document.)

FQHC Practitioner: Medicare identifies the following providers as FQHC Practitioners eligible to provide medically
necessary health services in compliance with state licensure, certification laws, and scope of practice regulations:

+ Physicians (MD, DO)

* Nurse practitioners (NPs)

- Certified nurse-midwives (CNMs)

+ Clinical psychologists (CPs)

+ Clinical social workers (CSWs)

+ Marriage and family therapists (MFTs) P - .

* Mental health counselors (VIHCS) :, Initiating Visit Requirements
Auiliary Personnel: May provide and bill for services under general supervision of the authorized billing provider. No initiating vist required prior to the start of RPM or RTM services.
Auxiliary personnel must meet any applicable requirements to provide the services, including licensure and scope
of practice, imposed by the State in which the services are being delivered. Applicable training and/or certification
may also be required.

2 Eligible Patients

© 2024 Natonal Associaton of Community Hoakh Cantars. Al rightsreserved. | QualtyConter@nachcorg | Apeil 2024

Medicare Part B beneficiaries.
Provide consent for services.
Have acute or chronic condition(s) for which

* Medicare Part B beneficiaries.
+ Provide consent for services.
* Have acute or

billing provider determines that RPM serv
necessary.
Established patients.

Yithoriaad biling provider
determines that RTM services are medically necessary.
* Have an established treatment plan in place prior to the

CMS Billing Lingo, Defined!

start of RPM services.
During the COVID-13 PHE, CMS allowed RPM services to be
CMS does ot explicily state that to be eligible for RTM services
@ patient must be an established patient but does require an
established treatment plan to be in place prior to the start of
initial RPM services curing the COVID-19 PHE are considered by | services by the ordering practitioner. RTM services ean then be
CMS 25 be established patients used to further manage that treatment plan (one of the required
service elerents).

© 2024 Natonl Association of Community Healh Centers. Allrifhes reserved. | QuaityCenter@nachcorg | Apr 2024

Reimbursement Tip Sheets:

v Remote Physiologic Monitoring & Remote Therapeutic
Monitoring (New)

Community Health Integration (New)

Principal lllness Navigation (New)

Chronic Care Management, Complex Chronic Care
Management & Principal Care Management
Transitional Care Management

Initial Preventive Physical Exam & Annual Wellness Visits
Behavioral Health Integration

Chronic Pain Management

Psychiatric Collaborative Care Management

ANANEN

NANENENAN



https://www.nachc.org/wp-content/uploads/2024/04/CMS-Billing-Defined.pdf
https://www.nachc.org/wp-content/uploads/2024/04/RPM_RTM-Reimbursement-Tips.pdf
https://www.nachc.org/wp-content/uploads/2024/04/RPM_RTM-Reimbursement-Tips.pdf
https://www.nachc.org/wp-content/uploads/2024/04/CHI-Reimbursement-Tips.pdf
https://www.nachc.org/wp-content/uploads/2024/04/PIN-Reimbursement-Tips.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_CCM-CCCM-PCM.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_CCM-CCCM-PCM.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_TCM.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_IPPE-AWV.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_BHI.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_CPM.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_PsychCoCM.pdf

May: Health Information Technology
& Cost

What we learned: [ {elevate;
\ \\J
\\

v' How to leverage HIT to manage total cost of care . id

v" How to support clinical care with Health Information Exchange (HIE) data,
presented by HealthEfficient

v' How to implement a transitional care management program

v" Why HCC coding is important to managing total cost of care, with a case
example from StayWell Health Center

WHAT is TCM?

Examples of Care Transitions Along the Patient Continuum of Care:

5 PRIMARY CARE
Care ol Care 2 Care .
Transition Transition \Transition
* 3 @
[ ) [ )

Specialty Emergency Hospital
Care Department
i
Nursing
Home

May Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/481/health-information-technology-and-cost-may-2024/lessons/6374/elevate-learning-forum-may-2024

Resources: Health Information Technology

Reimbursement Tips:
Transitional Care Management (TCM)

E Overview

Transitional Care Management (TCM) are personalized and supportive services provided to patients who are
being discharged from an inpatient hospital setting to a community setting.

This Tip Sheet provides FQHCs with simplified, easy-to-understand instructions for providing and billing CMS
for TCM services. Also see NACHC resource: CMS Billing Lingo, Defined! for definitions of terms used throughout
this document.

}, Initiating Visit Requirements

Nonitiating visit required prior to the start of TCM services. However, the faceto-face visit component of TCM qualifies
as an initiating visit for other Medicare care management services (see NACHC resource: Summary of Medicare Care
Management Services Billed Using GO511),

&’l Eligible Patients

/' Medicare Part B beneficiaries.

W Provide consent for services.

' Are transitioning from an inpatient or partial hospitalization setting (i.e. acute, psychiatric, long-term care, skilled
nursing, rehabilitation, observation, community mental health center) to a community setting (i.e. home, group
home, rest home, assisted living, temperary or short-term settings such as a hotel, hostel, or hameless shelter),

nation ew Admit, Disc ansfer (Al nd identlf

Authorized Billing Providers
What they do:
' Determine medical necessity of TCM and order services.

+ Obtain patient consent for services (verbal or written). If not obtained by billing provider, consent may also be
obtained by auxiliary personnel under general supervision.

+ Furnish services personally and/or via general supervision of auxiliary personnel as indicated by the service CPT code.

Vote: Dt

Who they are:
- Physicians (MD,DO)
* Nurse Practitioner (NP)
+ Physician Assistant (PA)
+ Certified Nurse Midwife (CNM)

TCM Reimbursement
Tip Sheet

Transitional Care Management
(TCM)

This microlearning course will help you to understand how

transitional care management (TCM) supports the transition of

patients from an inpatient setting to their primary care providers.

TCM Microlearning



https://nachc.docebosaas.com/learn/courses/416/transitional-care/lessons
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_TCM.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_TCM.pdf

Resources: Hierarchical Condition

Category Coding

==

| Hierarchical Condition Categories (HCC)
Coding and Risk Adjustment Basics

P
-
— A Nxm ele@ Learning Course

B rer—— T .

D .
Developed e nationaL association os h
Community Health Centers,

Hierarchical Condition
Categm_'ies (HCC) Coding
HCC Coding eLearning Course R ustment

Basics

Participant Guide



https://nachc.docebosaas.com/learn/course/583/hierarchical-condition-categories-hcc-coding-risk-adjustment-basics?generated_by=15004&hash=dd2ef7bca9d7ab076f935060620444ae27421b24

June: Partnerships

What we learned: f ele&/tje"

v" What partnerships are important to health centers S

v' Examples of successful partnerships from:
o Heartland Health Services
o Missouri Partnership to Increase Colorectal Cancer
Screening

v" NACHC partnership strategy and opportunities

HAT Partnerships are Important to Health Centers?

Partnerships are the collaborative relationships that health centers have with external stakeholders.

External Partners Payors &

+ Healthcare providers: specialists, Health Center Value-Based Payment
hospitals, mental/behavioral, substance . )
abuse, care management, care Program Partners * Medicaid, Medicare,
coordination, etc. + Health Resources and Services Commercial plans

Administration (HRSA)

+ Social services: housing, food, * Clinically Integrated

transportation etc. + National Association of Networks
Community Health Centers

» Public entities: schools, criminal justice, (NACHC) * Accountable Care

departments of public health, etc. Organizations
+ National Training and Technical
» Government: local, regional, and state Assistance Partners (NTTAPs)

+ Primary Care Associations (PCAs)

» Health Center Controlled
Networks (HCCNs)

June Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/482/partnerships-june-2024/lessons/6399/elevate-learning-forum-june-2024

July: Evidence-Based Care

4
What we learned: /
[ {elevate;
\ \\_-/j
v' What is a systems approach evidence-based care \\ r
a A

v Evidence-based interventions panel discussion, featuring representatives
from:

o CDC National Breast and Cervical Cancer Early Detection Program
CDC Colorectal Cancer Control Program

CDC National Diabetes Prevention Program

CDC Heart Disease and Stroke Prevention division

lowa department of health and human services

o O O O

Systems Approach to Evidence-Based Care

Systems Approach
Old Approach ) y, ) PP
Patient reason for visit: Hypertension management

Patient reason for visit: Hypertension
management Care gap alerts in the EHR indicate the patient is also due for CRC
screening, HgA1c, and has never been screened for SDOH

Services patient receives:

« Blood pressure check (MA) Services patient receives (via team-based care):

+ Blood heck (MA
Prescription for refill on hypertension ood pressure check (MA)

» HgAlc (RN via standi der
medication (Provider) gATc (RN via standing orders)
Prescription for refill on hypertension medication (Provider)
Discussion of CRC screening options (Provider)

» FIT education (Patient Navigator)

* SDOH screening (Patient Navigator)
o lIdentified need for transportation to pick up HTN

medication from the pharmacy. Patient is connected to
community resources.

July Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/483/evidence-based-care-july-2024/lessons/6428/elevate-learning-forum-july-2024

Resources: Evidence-

NATIONAL ASSOCIATION OF

Community Health Centes

VALUE TRANSFORMATION FRAMEWORK

(3 'CARE DELIVERY 2 CIATION OF
— Community Health Cent

Companion Action Guide >> Evidence-Based Care

is cancer scr|

Cancer s the secon
Early screening save

in cancer screening is attention to diabetes so important?
evidence-based acti
colorectal, cervical, § The impact of diabetes within the United States population is

staggering. Diabetes directly impacts an estimated 114.4 million
Americans, with 23.1 million people diagnosed, £4.1 million pre-
diabetics, and 7.2 million undiagnosed diabetics.' Many mare
feel the impact of diabetes indirectly. This problem is expected
to grow, with at least 15-30% of pre-diabetics developing type 2
diabetes within 5 years without weight loss or moderate physical
activity.2 The highest rates of diabetes are found among minarity
populations (African Americans, Mexican Americans, Puerto
Ricans, and Native Americans) and older Americans.’ The percent
of community health center patients who have been told they have
diabetes is 21% versus 11% in the general population.*

The burden of cance
States (U S.) are exp
the third leading cay
14,000 U.S. women {
and roughly 4,310 w
common cancer am
the latest year of av
of breast cancer wef
women died of this

Cancer Screening
Action Guide

Evidence supports &
United States Prevel
“B"- its highest endt
colorectal, cervical, ¢
testing parameters.
targets are colorect:

One-third or more patients with diabetes do not meet healthy
target levels for blood sugar, bload pressure, or cholesterol*
Without control for these targets, patients with diabetes have
a higher risk of serious health complications like heart disease
and stroke. Diabetes can lead to kidney failure, lower limb
amputations, and adult-onset blindness.*

The estimated cost of diabetes in the United States in 2017 was
£327 billion, including $237 billion for direct medical costs and

£90 billion in indirect costs for disability, time lost from work, and
premature death 4 The cost of medical care increases significantly
for every 1% increase in a patient's glycemic level (for HbA1c above
7%)."If health center patients with uncontrolled diabetes could
reduce their HbA1c by just 1.25%, the potential savings in medical
costs could exceed $3.44 billion over three years.*

Diabetes
Action Guide

Community Health Cent

Action Guide
HIV PREVENTION:
PRE-EXPOSURE PROPH

The Value

Transformation ; .

Framework (VTF) is attention to
and retention

Pre-exposure prophylax
exposure prophylaxis (n
human immunodeficien
antiretroviral medicatior)
at-risk populations wher
emergent cases <72 hoj
HIV outside work setting

Companion Action Guide >> Evidence-Based Care

HIV Prevention
Action Guide

is attention to hypertension so important?

HIV remains a significant]

espedially for traditionall Hypertension {HTN) has reached epidemic proportions in the United
who have sex with men { States. Nearly half of all adults in the U1. (45%) are diagnosed with HTN
who inject drugs (PWID), or take medication for HTN'2, Sustained, elevated blood pressure puts
million Americans are cu patients at risk for strokes, heart attacks, kidney failure, and death™. In
for Disease Control and § 2019 alone, high blood pressure contributed to over 1,300 deaths each
number and rate of diag! day*. Patients with hypertension may also be at greater risk of severe
respectively,in 2021 com illness from COVID-19". Costs linked to high blood pressure equal about

$131 billion each year in the United States*
Decreases in HIV infectig

age and individuals 45 y{ Tackling this epidemic requir and control of
the numbers remain far Of the 75 million Americans with this condition, approximately 11 million
N ) don't know they have it, 5o they are not receiving treatment’. Among the

uptake in prevention str] nearly 35 million who know about their diagnosis, slightly more than half
by the COVID-19 pander (16.1 million) do not have it under controf”.
diagnoses in the U.5. an

: In health centers, hypertension is the most prevalent chronic condition. Close to 5 million patients (nearly one
HIV prevention efforts*s,

quarter of all adult health center patients) are diagnosed with high blood pressure, yet 37% of them don't have it
In 2021, MSM accounted under control (defined in health center reporting requirements as <140/30 mm Hg)'™

American and Latinx MS
populations, with 8,883
accounting for roughly 5
American MSM have a5
Latinx MSM have a 25 pt

These statistics exist despite significant national and local efforts to reduce and contral HTN, including:

Hypertension
Action Guide

+ Million Hearts® 2022 by the Centers for Disease Control and Prevention (CDC) and the Centers for Medicare
and Medicaid Services (CMS). Million Hearts® aims to prevent 1 million heart attacks and strokes within
5 years and has set a goal that 80% of patients age 18-85 with high blood pressure will have it under control
by 2022. NACHC leads a Million Hearts® initiative with health centers across the country.

+ Target: BP™ is a national initiative of the American Heart Association (AHA) and the American Medical
Association (AMA). TargerBP helps local health care organizations improve blood pressure control rates
through evidence-based quality improvements.

Health Center Program, which recognizes health centers that have achieved the Million Hearts® goal. HRSA

|
] + The Health Resources and Services Administration (HRSA) promotes blood pressure control through its
‘ maintains a Hypertension Dashboard to provide a multilevel view of HTN control in health centers.


https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/wp-content/uploads/2023/08/Action-Guide-HIV-PrEP-and-nPEP.pdf
https://www.nachc.org/wp-content/uploads/2023/08/Action-Guide-HIV-PrEP-and-nPEP.pdf
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/action-guide_hypertension/

September: Patients & PCMH

4
What we learned: [ fele(ate’
\
\
v" Why a patient-centric health system \\ //

v' How health centers can incorporate the patient perspective into
o Individual care
o Care system design
o Governance

v Case examples from:
o Eastern Shore Rural Health System
o National Health Council

I .
HOW to engage patients in individual care
Patient Satisfaction | Patient Experience
The extent to which a From the patient's perspective, whether
patient's expectations about a something that should happen in a healthcare
health care encounter were met.’ encounter happened or how often it happened.’ |

'

Patient Engagement

The desire and capability to actively choose to participate in care in a way uniguely
appropriate to the individual, in cooperation with a healthcare provider, for the
purposes of maximizing outcomes or improving experiences of care.?

September Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/499/patient-center-medical-home-and-patients-september-2024/lessons/6885/elevate-learning-forum-september-2024

Resources: Patient Engagement

VALUE TRANSFORMATION FRAMEWORK
Action Guide

@7 HEALTH CENTER
PEOPLE

(=) PATIENTS
PATIENT ENGAGEMENT

Engage Patients In Care?

There is mounting evidence that patient involvement with shared

decision-making and self-care improves health care quality and

OUECOMES at A lower cost 2345474, Engaging patients in their own care 0 - -

and treatment decisions is encouraged by leading health care authorities.

e - P atient E ngagsemen t Act ion
the Institute of Medicing POM) ™. Patient-centerad medical home (PCMH) -

recognition and accreditation organizations—inchuding the National =% LS4

Committee for Quality Assurance,” the Jaint Comemission, ” and the

- = °
Accreditation ASSOCIatien for Ambulatory Health Cars'*—all address
Patient engagement in ther core principies. u‘ e

Expectations around patient engagement are embedded in national health care legislation as part of the
Affordable Care Act (Section 3506)". It is a required component of the Medicare Shared Savings Program, and it
is under consideration for Centers for Medicare and Medicaid (CMS) coverage.

Building a truly patient-centric health system requires actively engaging patients. It is a system where patients
make informed decisions based on, nat only provider and care team expertise, but ke their awn skills, capabilities,
walues, and goaks. A robust patient engagement Process is central 1o a health system that delivers on the Quintuple
A improved health eutenmes, improved patient and provider experiences, lower costs, and equity.

This Action Guide addresses the development of patient-centric care systems through two key concepts: shared
decision-making and self-care.

+ Shared decision-making [SDM) is when health care providers and patients including
their family members and caregivers) work together 1o make a decision that is best for
the patient. This decision-making process considers evidence-based information about
available options, the providers knowledge and experiens nd the patents values and
preferences

Self-care support is the assistance provided to patients, especially those with dhonic
canditions, that enables them to manage their health an a day-to-day basic®

Resources: PCMH

Finding Alignment - NCQA PCMH,

HRSA Requirements, and the VTF

Finding Alignment:

NCQA PCMH, HRSA

Requirements, and RS e A s
the VTF Microlearning

This course highlights alignments across NACHC's Value
Transformation Framework (VTF), National Committee for
Quality Assurance’s (NCQA) Patient Centered Medical
Home (PCMH) program, and the Health Resources and
Services Administration (HRSA) health center program

requirements.


https://www.nachc.org/action-guide_patient-engagement/
https://www.nachc.org/action-guide_patient-engagement/
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnachc.docebosaas.com%2Flearn%2Fcourse%2F454%2Ffinding-alignment-ncqa-patient-centered-medical-home-hrsa-health-center-program-requirements-and-nachc-value-transformation-framework%3Fgenerated_by%3D15004%26hash%3De42365ec68944c2058a65a13705cb31f33f9cc81&data=05%7C01%7CCLindholm%40nachc.com%7C73b3e36bb8514b39e25408dbf0dbeaa2%7Cb4d5dc9c24e443e38c1801b2a98e5b22%7C0%7C0%7C638368599668627912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qZ5raJhwK6hIH1cb%2Bv8qGvSmTM5BtVrjCHm%2FMFXHj%2Bs%3D&reserved=0

October: HIT & Policy - Telehealth & RPM

What we learned: f ele’(aitj@
\_~

_ N
v How to leverage telehealth and RPM to modernize the care modeRt™_— -~
presented by Mid-Atlantic Telehealth Resource Center

v' Case example from San Fernando Community Health Center

v" Policy implications for Telehealth and RPM

HOW can health centers leverage HIT?

Telehealth allows you to provide health care for a patient when you are not in the same location.

There are two main categories of telehealth*:

Synchronous care is a live interaction between a provider Asynchronous telehealth, also called “store and forward”, is

and a patient (may include caregiver). Examples include*: communication or information shared between providers,
patients, and caregivers that occur at different points in time.

v Video calls between a patient and a health care provider Examples include*:
v Audio only calls when a video visit is not an option

el s T e L ¥ Messaging with follow-up instructions or confirmations

¥" Images sent for evaluation

¥ Lab results or vital statistics

*U.S. Department of Health and Human Service

October Learning Forum Recording



https://nachc.docebosaas.com/learn/courses/501/health-information-technology-policy-october-2024/lessons/6911/elevate-learning-forum-october-2024-slides

Resources: HIT
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RPM/RTM Reimbursement Tips

Coming Soon:

v Artificial Intelligence (Al)
Action Guide

v' Al Learning Module

Created in partnership with Waianae

Coast Comprehensive Health Center

Transform Virtual Care

A step-by-step gui
patient self-care tools into virtual care.

Virtual Care Action Guide



https://www.nachc.org/wp-content/uploads/2024/04/RPM_RTM-Reimbursement-Tips.pdf
https://www.nachc.org/wp-content/uploads/2021/04/Virtual-Care-Action-Guide_FINAL-04.20.21.pdf

November: Improvement Strategy &
Leadership

What we learned: \\ \\/)

v' How to implement a health center improvement strategy
v QI/QA Plan essentials by ReglLantern

v Case example from Charles B. Wang Community Health Center

- Strategic planning
- Set priorities, goals, and measures

«  Establish structures & processes

«  Train staff in improvement tools & processes

+  Operationalize the
strategy

Improvement

Strategy
Phases +  5cale improvements

= Check performance

against external standards +  Testideas

- Measure, monitor, & maintain
— improvement

«  Adjust, as needed, to improve
performance

November Learning Forum Recording



https://nachc.docebosaas.com/learn/course/578/improvement-strategy-leadershipgovernance-november-2024?generated_by=15004&hash=e74777fbe321424f236627bae9898b96bf46a3ae

Resources: Improvement Strategy

Health Center QI/QA Plan
Template

Instructions for Use: This Q1/QA Plan Template is designad to support health centers in mesting
HRSA Health Center Program Requirements. Health centers may customize this Plan by editing all
red text to meet individual health center needs. For the greatest impact, implement this Plan as a
component of your health center Improvement Strategy.

Action Guide

IMPROVEMENT STRATEGY

This instructional cover page may be removed by the health center.

IMPROVEMENT
STRATEGY
is improvement strategy essential to —
Created g the HACHE Quality Center in partrership with RegLantern.July 2023, health center performance? Transformation

4 Framework addresses how an
improvement strategy allows
health centers to effectively and
routinely measure and communicate
information about the quality, value,
and outcomes of the health care
experience and use this information
+ Function as "learning organizations” engaged in continuous quality to drive improved performance.
improvement and applying evidence-based interventions and best It encompasses the systematic,
practices. continuous process of quality
planning, improvement, control,
and assurance. This Action Guide
defines a concrete set of action steps
Drive improvements toward the Quintuple Aim goals - improved health health centers can take ta develop an
outcomes, improved patient experiences, improved staff experiences, effective improvement strategy.
reduced costs, and equity.

i

visians, goals, and action steps that drive transformation and improve
performance. It guides health center performance by effectively and
routinely measuring and communicating Information about the quality,
value, and outcomes of the health care experience. In an era of value-based
care, this whole-systems approach supports health centers to:

An improvement health centers have clearly defi
¢ REG

+ Implement organization-wide, system-level changes that are impactful,
measurable and transformative.

Ahealth center’s improvement strategy is most effective when aligned with
the health center's overall strategic plan. This not only creates a solid foundation for health center improvement but

integrates improvement and iNnovation activities within health center advancements in the infrastructure, care delivery,
Template QI/QA Plan

is a whole-systems improvement strategy?

An improvement strategy guides the advancement of healthcare guality. The Institute of Medicine's (10M) 2001
landmark report, Crossing the Quality Chasm: A New Health System for the 21t Century, outiined six aims for
improvement in the health care system'. These includes care that is: safe, effective, patient-centered, imely, efficient,
and equitable.

Organizations and health care systems worldwide have adopted these aims to define quality of care*. Crassing the
Quaity Chasm made an urgent call for fundamental changes in the health care system to close the quality gap

and advocated for a systems approach to implementing change' - much ke NACHC's approach to health center
systems change using the Value Transformation Framework.

NACHC Improvement Strategy
Action Guide

Coming Soon!

v Clinical Quality Measure Action Guide
v' CQM Care Gaps Root Cause Identifier Worksheet



https://www.nachc.org/wp-content/uploads/2023/09/QIQA-Plan.docx
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf

Resources: Leadership

Action Guide

() LEADERSHIP

LEADERSHIP

i i et iR The Value

is Leadership Critical to Transformation? -
As healthcare moves from volume to value-based reimbursement, Framework
the business model and care model must connect and support one
another. How a leader or governing body uses their position and
knowledge to lead people, care delivery systems, and infrastructure is
essential to reaching improvements in the Quintuple Aim: improved
health outcomes, improved patient and staff experience, reduced i s
costs, and improved equity. Leaders who embrace this shift early can Ry e sncs I b
advance their organization's efforts to deliver better care with more and infr
efficiency, gaining a competitive advantage. This Guide focuses on transformatio
actions that leaders can take to create the environment, skills, and
structure needed to support transformation.

transformation.

is Leadership’s Role in Transformation?

O and the shift to value-based care, requires
health center leaders to develop organizational will, identify strategies
and ideas to advance the organization, and take steps to execute

change.” A key role in this pracess of Will-Ideas-Execution is providing the
structure that allows for success”. Transformation requires leadership
attention to the infrastructure, care delivery and peaple systems

within the health center. While leadership encompasses such roles as
administrators and the Board, this Action Guide is focused on steps that
can be taken by the Chief Executive Officer in support of transformation.
This begins with establishing a well communicated strategic vision for
the organization and then translating that vision into an operational

plan, with systems that can evolve as needed with bottom-up and top-
down improvements. This requires a relentless focus on achieving the
Quintuple Aim goals one step at a time. And while “leading” is critical

to whole system change, ane of the most important elements in this
process of transformation is staff engagement and support™.

Leaders can drive and inspire change by engaging the entire team and valuing
ideas for improvement at all evel

Leadership Action Guide
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https://www.nachc.org/action-guide_leadership/

Resource provided by the
Quality Center Team

Cheryl Modica, Cassie Lindholm,
Holly Nicholson, Tristan Wind
qualitycenter@nachc.org
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