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PCMH Tool Kit

Facilitating Patient-Centered Medical Home Recognition for QTIP Practices

July 28, 2012

Special thanks to Palmetto Richland, Palmetto Pediatric and Adolescent Clinic (Columbia), Carolina Pediatrics (Columbia), Sandhills Pediatrics, Beaufort Pediatrics, Center for Pediatric Medicine (Greenwood), Rock Hill Pediatrics and the Carolinas Health Centers (Greenwood) for their comments and wiliness to share in the development of this document. 

Medical Home is a concept that we all believe in. Providing 24/7 coordinated coverage for our patients for chronic, acute and preventive services is core to the function of a good pediatric medical home. Now insurers and payers are becoming interested in our concept of coordinated care and pushing the medical home. As with any good concept, too much of a good thing can become a problem. I think most of you will find the concepts behind the NCQA process appropriate, most will find the documentation requirements difficult and burdensome, but most of you will find the process beneficial to you and your office in the long run as we all work to improve the quality of care our patients receive. 

For more information on the NCQA: www.ncqa.org
Several great resources exist for helping practices made the transition to a certified medical home. www.medicalhomeinfo.org is a particularly good one. The American Academy of Pediatrics’ medical Home Toolkit has been extensively referenced in our materials as a source of information on the NCQA process and the pediatric medical home. The toolkit can be accessed at: www.pediatricmedhome.org.
The Academy is also working on a APEX digital navigator that we expect to be released and available for a fee that specifically is focused on helping practices become certified as medical homes by a variety of different certifying bodies. Finally, we also found the Commonwealth Funds Healthy Development Guide useful for medical home tools at http://www.commonwealthfund.org/Publications/Fund-Manuals/2006/Apr/A-Practical-Guide-for-Healthy-Development.aspx 
Encouraging PCMH is part of the CHIPRA grant, but we don’t require certification to participate in QTIP; in the grant submission NCQA was listed as the model of PCMH. Good luck with the implementation and transformation of your practices into quality medical homes. Whether you pursue certification or not, medical home is here to stay.  We feel your participation in the QTIP grant will help support you in the transition to becoming a PCMH.  For those of you who want to pursue certification, we hope this toolkit will provide guidance and insight into the PCMH certification process.  

First Thoughts:

What kind of transformations do you want to make in practice for PCMH status?

If you want to transform and be certified, what kind of documentation is required?

These comments are meant to enhance and augment your understanding of PCMH standards, and you need to be linking our comments to NCQA PCMH standards for them to make sense 

Standard 1: Enhance Access and Continuity

1 A – Access During Office Hours 

Transformation: Most of the standards here are met by most offices.  Is all clinical advice documented in the medical record?
1A Notes:
· 1A is 20 points, the biggest part of Standard 1. 1G is 4 points, B,C,D, E and F only 2 points each. 
· We have not given suggestions for electronic communications as we do not believe many of our practices are capable of doing that yet, so NA would apply.  
· See appendix A and B for sample office policies from Beaufort Pediatrics and Palmetto Pediatric and Adolescent Clinic. Sample policy is at the end of this section
1A Documentation:

· Appropriate Policy

· Audit of Open Access Same Day Appointments for 5 consecutive days (See Tool A)

· Audit of Clinical Call Response Time During Office Hours for 1 week (See Tool D)
· 3 Examples of Clinical Phone Advice recorded in the chart 

1B-After-Hours Access

Transformation:
Do you record after hours phone calls in the chart and have the ability to monitor response times?

1B Documentation:

· Documentation of Extended Hours
· Audit of After Hour Phone Calls Response Time for at least one week (See Tool B)
· 3 Examples of After Hours Clinical Advice Documented in the Chart
1C Electronic Access 
Transformation: Does your office practice medicine electronically and do you want to? This element is only 2 points 

1C Notes:
· Most practices do not regularly supply electronic health records to patients, 
· Perhaps partial credit can be given with policy allowing patients to get their records in an electronic format coupled with the percentage (0 out of  0?) who got their records within this time frame
1D: Continuity 

Transformation:
Do you document a personal clinician in the patient record?

1D:  Documentation: 

· Appropriate Policy
· Screen Shot from electronic record system showing documentation of family choice of clinician
· Audit of 1 week worth of data showing percent of time patient saw their personal clinician (see Tool C)
1E: Medical Home Responsibilities 

Transformation?

1E: Documentation 
Appropriate Policy

Patient Brochure, website information or written compact with family specifying the role of the medical home with appropriate medical home language highlighted

Brochure:  http://www.pediatricmedhome.org/pdfs/1_Brochure_Sample.pdf
1F: Culturally and Linguistically Appropriate Services 

Transformation: 
The following link provides  strategies for addressing provider adherence to the Office of Minority Health’s National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health Care. http://www.qsource.org/uqiosc/CLAS%20Standards%20Strategies%5B7AUG-2005%5D.pdf 

1F Documentation:

· Data showing language distribution of patient population (Data from Select Health Should Suffice or can perform own audit)
· Appropriate Policy

· Written documentation of relationship with translation service (May be able to get from managed care provider
· Written Materials in Spanish 


1G The Practice Team 
Transformation: Do you want to have morning huddles with the staff to go over patients for the day (3 points alone)? Huddles can be practice wide, or just a short meeting with the doctor and his nurse before patients are to be seen, but need to be documented. Some offices have back and front office huddles
1G: Notes:
· Although pediatric practices I have talked to have not found morning huddles very helpful, NCQA feels strongly this should be done. We would suggest that you try morning huddles among the staff as a PDSA cycle to review patients for issues that need addressing before the appointment. 
1G: Documentation: 

· Staff descriptions meeting factors 1,4,5, 6 and 7 (See appendix for staff descriptions)
· Minutes from staff meetings. Policy describing staff communications
· Examples of written standing orders
· Policy of training for Factors 4,5,6 and 7 and materials showing how staff was trained
· Policy on how staff is involved in evaluation of the office and minutes from team meetings showing staff involvement. (We believe that QTIP QI meeting minutes and description of your QTIP QI process plus learning collaborative agendas will meet this requirement) 
· See Appendix B and C for some staff descriptions





Standard 2: Identify and Manage Patient Populations
2A Patient Information 

Notes:
· This element overlaps with meaningful use. 
· Documentation for NCQA however requires that you report out the percentage of all patients seen in the last 3 months for every item in the data field. 
· This is an element of your computer system and the report should be generated thus.
2B Clinical Data 

 Notes: Clinical Data: 
· Again, this is part of meaningful use. 
· The blood pressure measurement requirement may give a lot of practices difficulty as 50% of all patients must have a BP recorded. Your EMR should be able to generate this report, if not NCQA says they will allow you to substitute data from one or more health plans if they cover 75% of your patient population. (Unlikely)
2C Comprehensive Health Assessment

 Notes and Documentation:
· Reporting may be a significant problem with this element because the documentation required will all be in different parts of the medical record, requiring a separate report for each factor.  But fortunately, NCQA lets you provide a de-identified note documenting that the sub elements in this section are performed. 
2C Transformation:
· The CHIPRA developmental screening standard will be useful for documenting 2C8.  
· In January of 2013 we will be introducing depression screening and environmental screening, which will help with both sub elements 2C6, 2C7 and 2C9. 
· The most likely tools to be recommended will be the:
SEEK Questionnaire for behavioral and socioeconomic screening (http://brightfutures.aap.org/pdfs/Other%203/PSQ_screen.pdf), 
An alternative screen, not validated that we have used in Beaufort: http://www.commonwealthfund.org/usr_doc/Mod3_Sample_PsychosocialScreen_StressTest.pdf
Teen Depression Screen
(http://brightfutures.aap.org/pdfs/Other%203/PHQ-9%20Questionnaire.pdf). 
See also:  http://brightfutures.aap.org/tool_and_resource_kit.html
Another great web site for psychosocial screens: http://www.commonwealthfund.org/Resources/2006/Mar/Module-3--Family-Psychosocial-Screening-and-Surveillance.aspx 
2D Use Data for Population Management 

Notes: MUST PASS  
· This section also blends with meaningful use and overlaps with QTIP QI indicators. It involves using your electronic health record to generate reports of children who need chronic care or preventive services.
·  You must show computer generated reports that show lists of patients who need preventive services (Think CHIPRA QI indicators on well child visit completion rates, immunization, dental visits or developmental screening) , patients who need acute or chronic care services (Think CHIPRA QI indicators such as appropriate ADHD follow up, appropriate Asthma follow up, Hgb AIC measurements, BMI measurement, Obesity follow-up) . 
· Must also show that you can generate lists of patients on a particular medicine for a list of patients who have not been seen in the past year (Think QI indicator on Access)
Standard 3: Plan and Manage Care
3A Implement Evidence-based Guidelines

Notes: In order to facilitate Standard 3 for our SC and QTIP practices, we are suggesting that you select 3 of the following 4 conditions for using evidenced-based guidelines. The AAP periodicity schedule can serve as evidenced-based for well child visit, the other three conditions we have accessed evidenced based guidelines and abstracted them into a list that can be incorporated in the electronic health record.
1. ADHD: Use our guidelines based on AAP: Francis to develop

2. Asthma: Use material developed by SCORxE based in the National Blood  Heart and Lung Institute 
3. Obesity: Using a standard developed by the AAP
4. Well child care 0-15 months: Use periodicity schedule

ADHD Evidenced Based Guideline
http://pediatrics.aappublications.org/content/128/5/1007.abstract

See Appendix D
Asthma Evidenced-Based Guideline:http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.pdf

Obesity Evidence-Based Protocol
http://pediatrics.aappublications.org/content/120/Supplement_4/S229.full?sid=74dd43a0-7968-4fae-836c-2f4322ee39ef (Pediatrics:120Supplement: p. S229-S252, 2007)
See Appendix E

3B Identify High-Risk Patients 

Transformation: The purpose of this element is to help you develop a list of patients with special health care needs. Practices will need to establish criteria and a systematic process to identify high-risk or complex patients.  This could probably be done by accessing certain diagnostic codes in your medical record that automatically convey special needs status and to identify high-risk or complex patients in the practice. 
· One way to do this is to use a formal screener with all of your patients to decide who has special needs, and then mark them as such in the appropriate demographic section of your electronic health record. A screener is available from the American Academy of Pediatrics at: http://www.pediatricmedhome.org/pdfs/3_CSHCN_Screener.pdf
· Another way to develop a registry of children with special health care needs is to use some diagnosis codes to set a baseline. One set of diagnostic coeds might include: Cerebral Palsy, Sickle Cell Disease, Autism, Mental Retardation, Congenital Heart Disease, Prematurity, Fragile X Syndrome, Downs Syndrome, Other Chromosomal abnormalities, Foster Care. 
3B Documentation requires a process used to identify CSHCN and a calculation of the percentage of the patients identified as children with special health care needs.
3C Care Management 

Transformation: This is a must pass element. 
· Much of this element involves report generation from your electronic health record. A pre-visit questionnaire for those who want to use it can be found at:  http://www.medicalhomeinfo.org/downloads/pdfs/CMESeries2-PrevisitContactForm.pdf
· A care plan for Children with Special Health Care Needs can be adapted in most electronic health records. http://www.pediatricmedhome.org/pdfs/3_Pediatric_Care_Plan.pdf 
· Asthma Action Plans can be used for documentation. 
· Motivational Interviewing documents can be used to address barriers at each visit. 
· A formal process for care coordination must be developed and a process in place for following up with families who do not keep appointments.  
3C Documentation is done with a notebook worksheet provided by NCQA 
3D Medication Management 
 Transformation:
· This is a frustrating element for pediatric practices as most of our patients are not on chronic medications and this activity has to be done at least once a year. 
· This element overlaps meaningful use, which means that this is usually an annoying bureaucratic click that must be done in the right places in your electronic health record. 
· The element does remind us to ensure our patients are using their medication as prescribed. 
3E Use Electronic Prescribing 

Transformation:
This element involves electronic prescribing. 
· Unless your system alerts the prescriber to generic alternatives or formulary status you will lose one point here. 


Standard 4: Provide Self-Care Support and Community Resources

4A Support Self-Care Process

Transformation:  MUST PASS 
· Most practices extensively use written materials to support well child visits and some care conditions, but documenting the distribution is important for this element.
· It may be easier if handouts are incorporated into the EMR indicating distribution automatically.
· Handouts will include Well Child Visit Sheets and electronic handouts.  
· Sub elements 3, 4 and 5 require a care plan, including asthma action or obesity action plans
· Sub element 6 would be met by well child visit handouts. 
4B Provide Referrals to Community Resources 

 Transformations: NCQA specifically wants your community resource individualized per practice.
· Using the Baby Net United way 211 (Baby Net), there are 5 topics or key community services in an electronic resource format that may help. 
· Also First Steps or local School Systems commonly have resource directories that can be utilized. 
· Commonwealth Fund has a lot of material at http://www.commonwealthfund.org/Resources/2006/Mar/Module-6--Linking-with-Your-Community.aspx useful for developing community resources. A tool like: http://www.commonwealthfund.org/~/media/Files/Resources/2006/Module%206%20%20Linking%20with%20Your%20Community/Mod6_CommunityResource_Inventory%20pdf.pdf can be utilized to tailor a list of community resources for a given practice. Also helpful: http://www.commonwealthfund.org/~/media/Files/Resources/2006/Module%206%20%20Linking%20with%20Your%20Community/Mod6_CommunityResource_DataForm%20pdf.pdf
· Shared visits or parent to parent support, Project Breathe Easy may help document sub-element 4

Standard 5: Track and Coordinate Care

5A Test Tracking and Follow-up

Transformation: This is a meaningful use requirement and should be met by your software vendor
5B Referral Tracking and Follow-up

Transformation: MUST PASS. 
· Again, this is a meaningful use requirement and will be met by your software vendor. 
Sub element 4 talks about a co-management plan. A sample co-management plan can be found at: http://www.pediatricmedhome.org/pdfs/3_Co_Management_Agreement.pdf
Standard 5C Coordinate With Facilities and Care Transitions 

 #6:  Need a standard written care form for transitioning to adult care: http://www.gottransition.org/UploadedFiles/Files/PedsAnnalsTransitionMay2012.pdf
Standard 6: Measure and Improve Performance

Standard 6 should be a natural for QTIP practices. Nevertheless, work that we are doing is not exactly in the format that NCQA requires, and we are working to change our reporting so that most of this work is done for our QTIP practices through the project. 

Standard 6a Measure Performance 

This standard reflects work that should be reportable through the material already being given to QTIP practices from the Institute for Families in Society or in the near future through Thomson Reuters reports.

NCQA requires the practice measures or receives data on the following:

1. At least 3 preventive care measures (Well Child Visits, Developmental Screening, BM, depression screening, smoking exposure, immunizations, oral health varnish, oral health referral?)

2. At least three chronic or acute care clinical measures (all asthma measures, ADHD, antibiotic use with pharyngitis, antibiotics with otitis media)
3. At least two utilization measures affecting health care costs (ED utilization, well child visits, cost of asthma and ADHD drugs)

4. Performance data stratified for vulnerable populations (Not happening now but possibly could be stratified by insurance type, race, ethnic groups, “special populations” to include GLBT, foster children, children in military families, and children who have suffered a traumatic event.  QTIP staff still working on this issues)

Standard 6B Measure Patient/Family Experience 
· 1,2 CAPHS survey? Sub-element 1 is covered by the CAPHS health plan survey that IFS is already doing for practices. Currently it is not split out by vulnerable groups. The CAPHS Patient Centered Medical Home version has some of the same and or similar questions, but unfortunately is a different survey designed to support the NCQA PCMH bureaucracy.  At present practices would have to do this survey on their own and split responses on the basis of group vulnerabilities.  Sub-element 4 could be done with a suggestion box, focus groups, parent advisory groups or other similar techniques
For more information on CAPHS surveys see: 
· https://www.cahps.ahrq.gov/Surveys-Guidance.aspx
· https://www.cahps.ahrq.gov/Surveys-Guidance/Item-Sets/PCMH.aspx
· For more information on using a Family Advisory Board: http://www.pediatricmedhome.org/pdfs/5_Family_Advisory_group.pdf
Standard 6 C Implement Continuous Quality Improvement

Standard 6 D Demonstrate Continuous Quality Improvement 

Standard 6 E Report Performance 

QTIP is working to give you reports that should suffice for most of this standard… other than vulnerable populations. If you need some help with this report please contact Liz Parham 
Standard 6 F Report Data Externally 

Sharing your data with SCHIEX, with QTIP or with the state vaccination program should meet this data requirement 
Tool A: Standard 1A Open Access

· Note: Please include 5 days of data.

· Practice Name:  _______________________________________________________
· Week Covered: _______________________________________________________
· Date Form Completed:  _________________________________________________
· Person Completing Form:  ​______________________________________________
	Dr. Name
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	*Start:
	
	
	
	
	

	
	*End:
	
	
	
	
	

	
	Start:
	
	
	
	
	

	
	End:
	
	
	
	
	

	
	Start:
	
	
	
	
	

	
	End:
	
	
	
	
	

	
	Start:
	
	
	
	
	

	
	End:
	
	
	
	
	

	
	Start:
	
	
	
	
	

	
	End:
	
	
	
	
	


Does this data indicate that same-day access was available? _________________________________________________________________________________________________________________

*Start = Number of open office appointments at the start of the business day; End = number of open appointments at the end of the business day.

Tool B: Standard 1B After Hours Call Response Time

· Note: Please include 5 days of data.

· Practice Name:  _______________________________________________________
· Week Covered: _______________________________________________________
· Date Form Completed:  _________________________________________________
· Person Completing Form:  ​______________________________________________
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	*Time:
	
	
	
	
	

	*Advice:
	
	
	
	
	

	Time:
	
	
	
	
	

	Advice:
	
	
	
	
	

	Time:
	
	
	
	
	

	Advice:
	
	
	
	
	

	Time:
	
	
	
	
	

	Advice:
	
	
	
	
	

	Time:
	
	
	
	
	

	Advice:
	
	
	
	
	


*Time = time patient called; Advice = time patient received advice.

Do these times indicate that our standard was met?  _______________________________________

_________________________________________________________________________________

Tool C: Standard 1C Percent Patients Seen by their Identified Clinician in One Week
· Note: Please include 5 days of data.

· Practice Name:  _______________________________________________________
· Week Covered: _______________________________________________________
· Date Form Completed:  _________________________________________________
· Person Completing Form:  ​______________________________________________
	Dr. Name
	
	Mon
	Tue
	Wed
	Thu
	Fri

	
	# of Patients with Recorded Primary Care Clinician:
	
	
	
	
	

	
	# of Patients Seen by their Primary Care Clinician:
	
	
	
	
	

	
	Percentage:
	
	
	
	
	

	
	# of Patients with Recorded Primary Care Clinician:
	
	
	
	
	

	
	# of Patients Seen by their Primary Care Clinician:
	
	
	
	
	

	
	Percentage:
	
	
	
	
	

	
	# of Patients with Recorded Primary Care Clinician:
	
	
	
	
	

	
	# of Patients Seen by their Primary Care Clinician:
	
	
	
	
	

	
	Percentage:
	
	
	
	
	

	
	# of Patients with Recorded Primary Care Clinician:
	
	
	
	
	

	
	# of Patients Seen by their Primary Care Clinician:
	
	
	
	
	

	
	Percentage:
	
	
	
	
	

	
	# of Patients with Recorded Primary Care Clinician:
	
	
	
	
	

	
	# of Patients Seen by their Primary Care Clinician:
	
	
	
	
	

	
	Percentage:
	
	
	
	
	


Average percentage of patients seen by their primary care clinician: ___________________________

Tool D: Standard 1A Response Time for Phone Clinical Advice

· Note: Please include 5 days of data (monitoring).

· Practice Name:  _______________________________________________________
· Week Covered: _______________________________________________________
· Date Form Completed:  _________________________________________________
· Person Completing Form:  ​______________________________________________
	
	
	
	
	
	
	
	
	
	
	

	Time Called:
	
	
	
	
	
	
	
	
	
	

	Time Advice Given:
	
	
	
	
	
	
	
	
	
	

	Time Lapse (Between Time Called and Time Advice Given):
	
	
	
	
	
	
	
	
	
	

	Time Called:
	
	
	
	
	
	
	
	
	
	

	Time Advice Given:
	
	
	
	
	
	
	
	
	
	

	Time Lapse (Between Time Called and Time Advice Given):
	
	
	
	
	
	
	
	
	
	

	Time Called:
	
	
	
	
	
	
	
	
	
	

	Time Advice Given:
	
	
	
	
	
	
	
	
	
	

	Time Lapse (Between Time Called and Time Advice Given):
	
	
	
	
	
	
	
	
	
	

	Time Called:
	
	
	
	
	
	
	
	
	
	

	Time Advice Given:
	
	
	
	
	
	
	
	
	
	

	Time Lapse (Between Time Called and Time Advice Given):
	
	
	
	
	
	
	
	
	
	

	Time Called:
	
	
	
	
	
	
	
	
	
	

	Time Advice Given:
	
	
	
	
	
	
	
	
	
	

	Time Lapse (Between Time Called and Time Advice Given):
	
	
	
	
	
	
	
	
	
	


*Time = Time the patient called; Advice = time advice was given over the phone.

Average time between initial call and time advice given:  ____________________________________

Appendix: A
BEAUFORT PEDIATRICS SCHEDULING POLICY

All providers at Beaufort Pediatrics have agreed upon the following scheduling policies.  The key to successful scheduling is FLEXIBILITY.  These policies may be adjusted as necessary for individual cases and to accommodate increases or decreases in appointment demand.  

1) Open access policy to ensure adequate capacity for same day emergencies includes providers working upstairs will have well child check ups scheduled to a maximum of every other visit.  Specifically - on the hour, 20 minutes after, and 40 minutes after the hour.  This rule may be disregarded when scheduling double or triple check-up’s.  

2) Scheduling of Providers: All providers agree to submit scheduling requests in writing to whomever is making the schedule prior to the 65 day deadline.

·  Any provider who needs to remove themselves from the already posted schedule will make sure their name is removed from both the computer and the written master schedule kept at the front office.  If the office will be left short because of their absence (fewer than 4 providers) they will be responsible for ensuring a minimal amount of well child check-ups will be scheduled for that day by notifying the front office staff.  

· Providers wanting to add themselves to the already completed schedule will first consult with the nurse in charge of scheduling to be sure the nursing staff can accommodate an additional provider. If we are short on nurses the entire office is affected and the delays end up affecting the wait time for our patients.  

· All providers agree to utilize the downstairs well clinic.  Full time providers will be scheduled in the well clinic for approximately 3 half shifts per week.  Part time providers will work 1 or 2 half shifts per week. 

· The providers assigned to the well clinic will have their schedules filled as much as possible with well check-ups, as far in advance as needed, even in the busy season.  

3) Multiple Appointments: Inform parents scheduling double and triple appointments that we will need to be notified if they cannot keep the appointment otherwise we will not be able to offer that service to them any longer because it is terribly disruptive to our scheduling.  In order to accommodate parents of infants who need frequent well baby check ups, the provider schedule will be completed at least 65 days in advance.  Cheryl will enter it in the computer at least 60 days in advance.  

4) Well Child Clinic: All front office staff will attempt to schedule well visits in the well clinics.  

· Patients will be notified at the time they make the appointment in which location they will be seen.

· The physicians will be changing to the expanded schedule that is currently being used only in the well clinic.  In this way we hope to decrease waiting time for our patients.  

5) Providers behind in their schedule: If a provider is more than 3 patients behind due to spending a prolonged amount of time with prior patient(s) the staff may ask another physician to help see their patients.  The front staff will write the time of arrival on the routing slip to allow the providers to make fair decisions about whom to see next.  
6) Missed Appointments: 

· A patient has missed their well check appointment if they are more than 20 minutes late.  They should be notified of this as soon as they arrive and offered the next available appointment preferably with the same provider.  It will be the parents’ decision whether or not they are willing to see another provider who may have a more convenient opening.    

·  A patient has missed their sick visit if they are more than 20 minutes late but we must be very cautious about rescheduling.  Notify the parent they have missed the appointment but that we will have a nurse examine the child to determine how urgently they must be seen.  

· A patient who has 3 DNKA’s within a 6-month period will be dismissed from the practice. 

7) Walk Ins: Walk Ins will be triaged by a nurse.  If they do not need urgent attention they will be given the next available appointment time with a clear explanation of how long the wait will be.  If they do need urgent attention their name should be written in an available time slot for the provider who will be seeing them even if it is several hours later.

The office will periodically evaluate and monitor the availability of appointments and the demand for same day emergency care.  

Appendix B
Palmetto Pediatrics Policies…

Introduction to Appointments

We want to be friendly to parents even when they are upset

· Our goal is to increase customer service

When scheduling appointments always verify the patient’s date of birth, and then verify the person whom you are speaking with to ensure they are HIPAA compliant.  The individuals who we can speak with will be on the HIPAA form which can be viewed in Patient Administration under the Additional Patient Data Tab.

· If it has not been scanned in, the HIPAA form is located on the bottom, left side of the patients paper chart.

· Callers who are not listed on the HIPAA form or those whom we do not have HIPAA forms for, cannot schedule patient appointments.  The parents must contact us to give verbal consent.

· If the patient is 18 years old, their must be a signed HIPAA form on file by the patient that allows parents to schedule the appointment.

Each office has different views on what time patients should be told to arrive.  

· Downtown Office: Sick visits are told to be here ten minutes early, Well visits and ADD appointments are told to come in 10-20 minutes early, New Patients are told 20 minutes early.  

· Harbison Office: All appointments are told to arrive 10 minutes early.

· Northeast Office: All patients are told the appointment time and then asked to arrive 15 minutes early except for Dr Baggett’s patients.  Dr Baggett asks that her first appointment of the morning and afternoon be told 30 minutes early.  All other patients should be told ten minutes early.

· Lexington Office: All patients are told their appointment time.

· The exception to this rule is if the comment section says to tell the patient early 

When notes pop up during scheduling an appointment, make sure you read the information before scheduling.  Notes will pop up if:

· patient is inactive

· dismissed

· collection letters have been sent

· bankruptcy account

· CSHCN (special needs)

· Insurance has a PCP listed other than Palmetto Pediatrics

The schedulers GOALS

· Schedule patient’s with their primary care physician

· Schedule at least 30 patient’s for each doctor every full day they are working, or at least 15 patient’s for each half day

· Uphold customer service by helping each caller to the realm of the scheduler position.
· IOV Guidelines
1. IOV = initial office visit.  This term is used for new patients (newborn – 21 years of age).

2. All physicians are accepting IOV newborns.

3. An IOV over 30 days old must have an immunization record.  Special Needs patients are required to have medical records prior to their first office visit.  Refer to doctor preferences for other medical records requirements.

4. IOV’s must be told to arrive 20 minutes early so necessary paperwork can be completed.  Staff should instruct the parent to bring their insurance card, immunization record and any additional medical records to the first appointment.

5. Palmetto Pediatrics will not mail new patient paperwork unless requested by the parent.

6. Parents are not required to complete new patient paperwork in order to schedule an appointment.

Schedule Changes

Either a doctor will verbally tell the scheduler about a schedule change or they will complete a schedule change sheet.

The schedule must be changed in accordance to the schedule change.

A Provider Schedule Change form must be completed and either faxed or copies sent to all the offices and the practice manager.

Copies must also be given to each doctor in the location that the change will be made.

If the doctor is taking themselves out of the schedule:

· The scheduler must view the date and determine if appointments need to be rescheduled.  The day must be blocked to prevent additional appointments from being scheduled.

· If there are appointments scheduled, print the schedule and then right click on the first appointment slot in the schedule and make a non-patient appointment for doctor’s day off (this code will take up the entire day.  If the doctor is taking a half day, you will need to adjust the time)

· Call the patients scheduled and reschedule their appointment.  If the parent cannot be reached by the appointment date, it is advisable to schedule the appointment with one of the other doctor’s in the office.  Let that doctor know that the appointment was rescheduled due to a schedule change and that the patient could not be reached to notify them of the reschedule.

If the doctor is adding themselves:

· Delete the non-patient code so the schedule will be open.

If the change involves a change for an on-call doctor:

· The administrative assistant will notify the after-hours service when they receive the change.
Determining the amount of time for an appointment

	


The Scheduler should have the below information memorized to optimally assist patients.

	Automatic Appointments

· Vomiting 

· Fever with rash > 24hr

· High fever w/ cough

· Infant< 8wk w/temp over 100

· Severe ear pain


· Wheezing

· Fever and ST

· Bloody diarrhea

· Fever and Urinary Symptoms

· Sickle Cell patient w/ fever

· Child w/ conjunctivitis under 2yr   
	Immediate Nurse Triage 

· Wheezing w/ difficulty to breathe

· Deep lacerations

· Abdominal Pain > 3hrs

· Questionable abuse

· Inconsolable infants > 3hrs

· Anyone who demands to speak w/ a nurse

· Pharmacy w/ parent present 

· Child who falls > 3 feet 

**MUST ENTER IN A PHONE CALL**
	Extended Appointments

· Abdominal Pain

· Wheezing

· HA > 1 week

· Weight Concerns

· Young Children w/ urinary symptoms

· Teens w/ urinary symptoms, vaginal d/c

· NICU grads

· Anyone w/ Extra Time listed in the comments

· Special Needs Patients

· Inconsolable infants

· Neonates w/ Fever

· Teen WV’s 

· Teenage girls with Menstrual Concerns

· IOV’s


No Shows

A no show is a patient who has failed to keep a scheduled appointment.

Step 1: Determine if the patient truly No Showed

Missed appointments must be verified prior to deeming the patient has No Showed.

In the schedule you should right click on the patient’s name and then choose “Show Appointment History”

In the appointment history box, verify the patient was not scheduled at another office or for a different day and that appointment was not cancelled by the scheduling staff.
Step 2: Sending No Show Letters

Once it is determined a patient no showed for an appointment, we need to determine which letter we will send the patient.  To make this determination you must review all accounts for the guarantor (in patient administration, click the Related Accounts tab).  

Have we sent a no show letter to the family (for any child on the account) in the past year?  The answer to this question will assist with sending the appropriate letter for the most current no show.

First No Show for a family in a one year time frame:  We will send letter one (appointment letter).  There are two appointment letters set up in EHS, one for private pay patients and the other for Medicaid.  

Second No Show for a family in a one year time frame: We will send letter two (warning letter).  There are also two warning letters set up in EHS, one for private pay patients and the other for Medicaid. 

Third No Show for a family in a one year time frame:  The third no show should be brought to the primary physician’s attention for possible dismissal.  The physician is the only party who can approve dismissal of a patient.

No Shows that are not in a one year time frame:  If letter one was sent over 1 year ago, it would be appropriate to re-send letter one.  If letter two was sent over 1 year ago, it would be appropriate to re-send letter two unless letter two was sent over 2 years ago in which case you should send letter one.

No Show letters must be sent to the administrative office the same day the No Show occurs. 
Scheduler

Performance Standards
1. Take messages off of voicemail and return patient calls regarding appointments prior to going off service. Checks appointments voicemail twice per hour and returns all calls the same business day. 

2. Reviews the Waiting List after retrieving messages in the morning and after lunch. Returns calls to parents to schedule desired appointment.

3. Take the office off service every day no later than 7:45am

4. Treats parents with courtesy and respect when scheduling their children for appointments while at the same time verifying the child’s name, date of birth and the caller’s name. 

5. Schedules patient with their primary care physician or doctor of choice.  Always offers the next available appointment with a child’s doctor.

6. Handles each caller in a timely manner (each call should be under five minutes) and apologizes for any wait times that may have occurred when attempting to schedule an appointment.  

7. Proves an understanding of when it is appropriate to have a nurse immediately triage a caller and also recognizes when a patient needs an automatic appointment.

8. Transfers parents whose accounts have an internal collection status to the administrative department for “an update on their account” before scheduling Well Child Checks.

9. Tells parents who are in internal collections calling for sick appointments about their balance and has the parent agree to make a payment.  The scheduler must also document in patient notes (Patient Administration) and the reason line of the appointment screen the amount the parent has agreed to pay at the time of service.

10. Correctly tells parents to call a collection agency when prompted by the computer screen.  The phone number will be listed in outside collections box and will prevent new appointments from being scheduled.

11. Advises parents that the American Academy of Pediatrics recommends an annual well visit.  Verifies the last scheduled well visit via the appointment history and schedules an appointment based on when the previous visit was scheduled.  Understands that Medicaid and BCBS State have separate rules regarding well visit, and not all insurance companies cover routine well care, and sets an appointment based on their criteria.  

12. Follows each physician’s scheduling preferences while realizing that the doctors’ schedules are never full.

13. Hand confirms all first morning, first afternoon, double header, IOV Well Visits and prenatal consultations for the following day.  Once called, marks the schedule with the confirmation telephone in the scheduling module.

14. Verifies that Televox called patients two days in advance.  Marks the schedule with the telephone when those appointments have been confirmed with a “Yes Response.” 

15. Calls all patients that have a “No Response” for Televox to verify that they would like to cancel their scheduled appointment.  If unable to reach the parents, leaves a message on voicemail when applicable.

16. Handles new parents and prospective patients with enthusiasm.  Explains the new patient policy and for expectant parents offers a consultation to meet with the doctor of their choice.  

17. When setting up new patient appointments, the scheduler verifies that the patient has not previously been seen by Palmetto Pediatrics by searching by date of birth to avoid creating duplicate accounts.

18. Uses the appropriate reason codes when scheduling appointments and when setting up hospital related visits, gets the correct admission information and documents it in the comments box.

19. Faxes or sends copies of physician schedule changes to each office, the Operation Director, every physician in that involved office, and the team leaders of the involved office.  Reschedules all necessary appointments involved with a schedule change the same day it is received as well as notifies the answering service when a call change occurs.

20. When schedule changes are received from other locations, updates the physician schedule and distributes the change to all physicians in the office.

21. Understands the guidelines for going on service.

22. Notifies all the offices and Operations Director when the office must be put on service during lunch via email. If the office must go on service for greater than an hour, discussed this with the Operation Director before placing the office on service.

23. Identifies that a patient has truly no showed.  Creates and mails a no show letter that day.

24. Identifies when it may be time to dismiss a family as the result of no show appointments and lets the primary care physician know via Medical Call.  Waits for physician verification prior to sending a dismissal letter.

25. Assists coworker as needed and when specified by the team leader.

26. Logs out of the computer when leaving the station.

27. Places the phone system on service at 5:00pm each day.

28. Log off computer when leaving station.

29. Disposes of all HIPAA documents in the secure box.

Departure Time:___________________

Appendix C
Triage Nurse Job description from Palmetto Pediatric and Adolescent Clinic

· Responsible for returning phone calls regarding medical advice within one hour of receiving a medical call in the Organizer.
· Responsible for verifying a caller (whether returning a call or answering a directly transferred call) is HIPAA compliant.
· Responsible for requesting that a caller verify the child’s name and date of birth before offering medical advice.
· Responsible for documenting the time for each return call and when messages are left.
· Responsible for utilizing Palmetto Pediatrics approved Barton Schmitt protocol for purposes of advising parents.
· Responsible for understanding that only one patient should be listed in a medical call. Sibling’s names should not be included due to HIPAA. Creates a new medical call in the event that a parent asks questions and advice is given for another child.
· Responsible for scheduling sick appointments for patients when indicated. Understands that patients should be scheduled with their primary physician when available.
· Responsible for understanding how to open the schedule for each office location/physician.
· Responsible for transferring patients who need well, consultations, ADD appointments to the office staff for scheduling.
· Responsible for completing immunization record requests within twenty four hours of parent calling. 
· Responsible for notifying the medical records staff if immunization history is not scanned into the patient’s chart.
· Responsible for completing school excuses when requested by parents after reviewing appointment and/or phone call history. Understands that school excuses should not be written if the patient has not been seen by our office or called for advice.
· Responsible for understanding and memorizing approved Standing Orders.
· Responsible for sending prescriptions via eRX to the pharmacy of the patient’s choice.
· Responsible for completing prior authorization requests for medications ordered when indicated by eRX or the pharmacist.
· Responsible for forwarding medical calls to patient’s primary care provider when there are specific questions or when the parent demands the physician be asked.
· Responsible for attending customer service training.
Triage Nurse Assistant

· Responsible for answering incoming calls.
· Responsible for adding medical calls to the Organizer and routing them to the appropriate nurse or staff member.
Palmetto Pediatrics Telephone policy 

· The practice is responsible for defining a timeframe in which parents receive returned phone calls or secured electronic responses
· Presently we do not utilize a secured email to respond to parents
· Our rules
· Our triage department is responsible for returning patient calls within 60 minutes
· When a call is added to the EMR, the date and time are automatically entered
· Staff are trained to change the time if the parent left a message, to that of the original call time
· Staff are also trained to document the time they have spoken with a parent or attempted to reach a parent
· Measuring standards
· Access call times for a week, what is the average time between initial call and return call?
· For the week of 6/27/11 there were 1,237 triage calls, the least amount of time between parent call and triage was one minute, the greatest amount of time 59 minutes, the average amount of time 16.28 minutes, the mode was six minutes… there were four calls without documented return call times
· Responsible for documenting the time of the call
· Responsible for understanding that only one patient should be listed in a medical call. Sibling’s names should not be included due to HIPAA. Creates a new medical call in the event that a parent asks questions regarding another child.
· Responsible for looking patient’s up by their date of birth and verifying the patient’s name before creating a medical call.
· Responsible for verifying a caller is HIPAA compliant.
· Responsible for obtaining at least one contact phone number from the parent or HIPAA complaint individual and verifying that the typed phone number is correct.
· Responsible for understanding and memorizing symptoms that require immediate nurse triage and giving the caller to the next available nurse.
· Responsible for understanding symptoms that authorize an automatic appointment and then offering to schedule the patient for a same day sick visit. Understands that patients should be scheduled with their primary physician when available.
· Responsible for understanding how to open the schedule for each office location/physician.
· Responsible for transferring patients who need well, consultations, ADD appointments to the office staff for scheduling.
· Responsible checking the prescription/immunization record/school excuse voice mail every thirty minutes and subsequently sending medicals to the nurses for completion.
· Responsible for contacting parents when their message is not understood.
· Responsible for faxing immunization records/school excuses when requested by the parent. Verifies the fax number before sending documents.
· Responsible for attending annual customer service training.

Appendix D
ADHD Evidenced Based Guideline:  http://pediatrics.aappublications.org/content/128/5/1007.abstract

Summary of key action statements: 

1. The primary care clinician should initiate an evaluation for ADHD for any child 4 through 18 years of age who presents with academic or behavioral problems and symptoms of inattention, hyperactivity, or impulsivity (quality of evidence B/strong recommendation). 

2. To make a diagnosis of ADHD, the primary care clinician should determine that Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition criteria have been met (including documentation of impairment in more than 1 major setting); information should be obtained primarily from reports from parents or guardians, teachers, and other school and mental health clinicians involved in the child's care. The primary care clinician should also rule out any alternative cause (quality of evidence B/strong recommendation). 

3. In the evaluation of a child for ADHD, the primary care clinician should include assessment for other conditions that might coexist with ADHD, including emotional or behavioral (e.g., anxiety, depressive, oppositional defiant, and conduct disorders), developmental (e.g., learning and language disorders or other neurodevelopmental disorders), and physical (e.g., tics, sleep apnea) conditions (quality of evidence B/strong recommendation). 

4. The primary care clinician should recognize ADHD as a chronic condition and, therefore, consider children and adolescents with ADHD as children and youth with special health care needs. Management of children and youth with special health care needs should follow the principles of the chronic care model and the medical home (quality of evidence B/strong recommendation). 

5. Recommendations for treatment of children and youth with ADHD vary depending on the patient's age: 

a. For preschool-aged children (4–5 years of age), the primary care clinician should prescribe evidence-based parent- and/or teacher-administered behavior therapy as the first line of treatment (quality of evidence A/strong recommendation) and may prescribe methylphenidate if the behavior interventions do not provide significant improvement and there is moderate-to-severe continuing disturbance in the child's function. In areas where evidence-based behavioral treatments are not available, the clinician needs to weigh the risks of starting medication at an early age against the harm of delaying diagnosis and treatment (quality of evidence B/recommendation). 

b. For elementary school–aged children (6–11 years of age), the primary care clinician should prescribe US Food and Drug Administration–approved medications for ADHD (quality of evidence A/strong recommendation) and/or evidence-based parent- and/or teacher-administered behavior therapy as treatment for ADHD, preferably both (quality of evidence B/strong recommendation). The evidence is particularly strong for stimulant medications and sufficient but less strong for atomoxetine, extended-release guanfacine, and extended-release clonidine (in that order) (quality of evidence A/strong recommendation). The school environment, program, or placement is a part of any treatment plan. 

c. For adolescents (12–18 years of age), the primary care clinician should prescribe Food and Drug Administration–approved medications for ADHD with the assent of the adolescent (quality of evidence A/strong recommendation) and may prescribe behavior therapy as treatment for ADHD (quality of evidence C/recommendation), preferably both. 

6. The primary care clinician should titrate doses of medication for ADHD to achieve maximum benefit with minimum adverse effects (quality of evidence B/strong recommendation). 

Appendix E: 
Obesity

http://pediatrics.aappublications.org/content/120/Supplement_4/S229.full?sid=74dd43a0-7968-4fae-836c-2f4322ee39ef (Pediatrics:120Supplement: p. S229-S252, 2007)
Step 1: Assess

Weight/Height

Explain what you are assessing and why. Convert weight and height data to BMI percentile. Provide BMI percentile. Elicit and probe parent/child reactions. Reflect and probe. 

Diet

Assess intake of fruit and vegetables (suggested measure: 2 items on daily usual intake; measure can be provided in handout), sweetened beverages (suggested measure: 2 items on daily usual intake; measure can be provided in handout), and fast food (suggested measure: 1 item on weekly average of meals at fast food establishments). 

Activity

Assess sedentary time/screen time (suggested measure: 2 items on hours per day of television/video games/movies/computer; measure can be provided in handout) and daily activity (at least 60 minutes/day of moderate-to-vigorous activity). 

Optional Behaviors to Assess

Consider assessing breakfast consumption (suggested measure not established), portion sizes (suggested measure not established), and family meals (suggested measure not established). 

Provide/Elicit

Provide positive feedback for behavior(s) in optimal range. Elicit response. Reflect and probe. Provide behavior(s) not in optimal range. Elicit response. Reflect and probe. 

Step 2: Set Agenda

Query which, if any, of the target behaviors not in the optimal range the parent/child/adolescent may be interested in changing or may be easiest to change. Sample language is as follows. Which, if any, of these might you and your child be able to change? Which of these might be a good place to start? Which of these do you think might be the easiest one to start with? Agree on possible target behaviors. 

Step 3: Assess Motivation and Confidence

Willingness/Importance

Assess willingness and importance, as follows. On a scale of 0 to 10, with 10 being very important, how important is it for you/child/family to change (insert target behavior) or to lose weight? 

Confidence

Assess confidence, as follows. On a scale of 0 to 10, with 10 being very confident, assuming you decided to change (insert target behavior) or weight, how confident are you that you/she/he could succeed? 

Probes

Explore importance and confidence ratings with the following probes. Why did you not choose a lower number (benefits)? Why did you not choose a higher number (barriers)? What would it take to move you to a higher number (solutions)? Use reflective statements to explore the advantages and disadvantages of changing. 

Step 4: Summarize and Probe Possible Changes

Summarize the advantages and disadvantages of change. Query possible next steps. Sample language is as follows. So where does that leave you? From what you mentioned, it sounds like (insert target step) may be a good first step. How are you feeling about making a change? If change is indicated, probe the plan of attack. Sample language is as follows. What might be a good first step for you and your child? What might you do in the next week or even day to help move things along? What ideas do you have for making this happen? From our discussion, it sounds like (insert possible suggestions raised in session) might be a good place to start. If the patient has trouble generating ideas, consider offering the following: If it's okay with you, I'd like to suggest a few things that have worked for some of my patients. Summarize the change plan. Provide positive feedback. 

Step 5: Schedule Follow-up Visit

If a change plan emerges, agree to follow up within x weeks/months. Sample language is as follows. Let's schedule a visit in the next few weeks/months to see how things went. If no change plan emerges, agree to revisit the topic within x weeks/months. Sample language is as follows. Sounds like you aren't quite ready to commit to making any changes now. How about we follow up with you at your next visit? Although you (or your family) do not sound ready to make any changes, between now and our next visit you might want to think about (insert discussion point raised in session). 
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QTIP Sample Office Policy for NCQA PCMH purposes for Standard 1


Italics would need to be individualized for each practice, non- italic is pretty generic and we feel may apply to most practices. 





Insert name of practice: ABC Pediatrics


Insert Date: 3/3/2012





Office Hours:


Insert Office Hours: 7:30 a.m. to 7 p.m. Monday through Friday


8:30 a.m. to 1 p.m. Saturday


Sunday hours at the discretion of the on call doctor





Open Access Scheduling:  Our practice reserves time for same-day appointments for routine and urgent care based on patient preference or triage. Patients with life threatening emergencies such as cyanosis, major trauma or seizures will be referred directly to the emergency room and the on call doctor will be notified. Patients with acute problems such as asthma, significant pain, etc. will be brought into the office as soon as possible. If the front office staff is not capable of making a determination they will immediately consult with the nursing staff to provide appropriate triage. Our office maintains sufficient same day capacity for acute problems and monitors our schedule to ensure sufficient appointment availability. 





Insert Scheduling Policy: 40 percent of available time slots in the General Clinic are maintained open until day of service to accommodate acute problems





Timely Clinical Advice by Telephone During Office Hours: Insert: ABC Pediatrics nursing staff will endeavor to take clinical calls from our patients and their families at the time of the call. If there is no nurse availability, front office staff will take a message and nursing staff will respond within 2 hrs. Issues that need to be referred to the Doctor staff will be forwarded electronically, and the Doctor staff will respond within 4 hrs.  





Periodic review of phone records will be conducted to ensure we are meeting our standard.





Access outside of regular Appointment Hours:  Our pediatric practice offers extended hours for our patients in order to help take care of their urgent and routine problems in an expeditious fashion.  If a patient needs to be referred to an urgent care center or Emergency Room, access to their clinical information will be provided by the doctor on call when necessary.  Patients who require emergency advice after hours may call our on call number and will have their problems triaged by a nurse. The nurse will answer patient inquiries within 30 minutes. Once a month staff will monitor a sample of their after hours calls to ensure that patients are given advice within this standard. After hours advice will be documented in the patient record.    


Insert Example of your extended hours: ABC pediatrics opens its door for its first appointment at 7:30 a.m. on weekends and schedules appointments until 6 p.m.  Our office is also available on Saturday mornings form 8:30 a.m. to 1 p.m. and at the discretion of the on call physician is sometimes open on Sunday mornings. Appointments for urgent problems are available at these times, with a limited availability for routine care. 


 


Copies of Medical Records: Patients who need copies of their medical records will be provided a copy within three business days (including problem list, diagnoses, immunizations, diagnostic test results, medication lists and allergies)in either paper or electronic form. 





Medical Home: Our practice strives to link patients with a primary care clinician of their choice. Families will be asked at the time of all appointments who they prefer for their primary clinician and this clinician choice will be documented in the medical record.  We intend to assist our patients with care coordination and referral to outside services when indicated. We have a new patient information sheet that we provide to all new patients describing our practice philosophy, office hours, the medical home orientation of our practice and information on how to access care after hours.  We provide information on the obligations of the medical home and the responsibilities of the family as partners in care. We make this information available orally in Spanish when required. 





Insert specifics about language services: ABC Pediatrics has employed bilingual two bilingual employees to assist with translation, and has sent several providers to language courses to increase their Spanish skills. We provide some but not all of our education materials in Spanish and use the well child visit sheets from the � HYPERLINK "http://www.kidsgrowth.com" �www.kidsgrowth.com� site. For languages other than Spanish when needed we can use a professional telephone based interpreter service provided by our managed care partners. Data furnished by one of our payers indicate that only Spanish and English services are commonly needed in our community. 








ADHD Guidelines Abstracted by QTIP





Standardized Instrument such as Vanderbilt Scales from both parents and teachers or Connors forms should be used


Patients with ADHD should be assessed for co-morbidities


Stimulants are most effective in the treatment of ADHD followed by atomoxetine, guanfacine and clonodine


Patients begun on stimulants for ADHD should be re-evaluated after 30 days, and then every 3-6 months thereafter








Asthma Guidelines Abstracted by QTIP:





Control should be assessed at each visit


Asthma Action Plan should be implemented for moderate to severe asthma


Stepwise Treatment using both a controller and a rescue agent should be employed


Environmental Assessment should be considered and utilized. 


Annual Flu Shot should be administered


Smoking Exposure should be assessed and addressed








QTIP Abstracted Obesity Summary 


Assess BMH Annually. Assess diet, Activity, Behavior


Set Agenda for addressing obesity issue. Which behaviors are most amenable to change?


Assess Wiliness and Confidence


Summarize and Probe Possible Change


Schedule follow-up visit








QTIP Sample Office Policy for NCQA PCMH purposes for Standard 3





Children with Complex Health Care Needs


ABC Pediatrics strives to ensure that the children in their practice with special health care needs receive comprehensive services to insure maximal outcomes. Our practice keeps a registry of all children who require complex health services through 1. Queries of our families as to special needs their children possess, 2.the use of a formal screen for children with special health care needs and 3. Specific registries for children with asthma, prematurity, ADHD and sickle cell disease.








Care Management


Our practice conducts pre-visit huddles prior to the arrival of patients with special health care needs and uses a pre-visit assessment form when appropriate. We develop individual care plans including treatment goals that are reviewed an updated on a regular basis for the children in our special health care needs registry. Families are given a copy of this plan, and barriers to providing care are reviewed. A clinical up date is given at each visit. Self management plans are developed and shared with families incorporating their own abilities into the management of their conditions. Our staff identifies patients and families who might benefit from additional care management. 


Children who do not keep follow up visits are assessed and contacted for follow up when deemed appropriate. 





Medication review 





All of our patients have their medications reviewed with them and reconciled at least once a year. Important information about medications prescribed is reviewed with families at the time of the visit and family understanding of the use of the medication is assessed. We use our prescription log to identify whether patients are adherent to prescription use and refill and ask about over the counter medication with our families. All prescriptions are sent electronically except when the electronic health information system is not working or when electronic prescriptions are forbidden, or when pharmacies do not accept them. 





QTIP Sample Office Policy for NCQA PCMH purposes for Standard 4





ABC Pediatrics reinforces its well child advice with age specific handouts at each visit that promote healthy behaviors. We use our EMR and other electronic resources to assist in self-care management, and sick care information in both English and Spanish
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