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[. Initiative Overview

The Blue Cross Blue Shield of Michigan (BCBSM) Patient-Centered Medical Home Initiatives
are part of the Physician Group Incentive Program (PGIP). Since its inception in 2005, PGIP
has supported and facilitated practice transformation using a wide variety of initiatives to reward
physician organizations (POs) for improved performance in health care delivery. As of
September 2011, PGIP includes 40 POs from across the state of Michigan, representing nearly
15,000 primary care and specialty physicians who are members of the BCBSM TRUST PPO
and/or Traditional Networks. These physicians provide care to nearly two million BCBSM
members.

BCBSM'’s Physician Group Incentive Program encourages all payer collaboration, catalyzing all
payer system development, rather than payer-specific system development. Through PGIP,
BCBSM is helping to improve the quality of care for all Michigan residents. Patients throughout
the state, regardless of payer, benefit from the improved care processes developed through the
PGIP provider community. Developing systems of care which are used for all patients helps
assure that providers don't have to alter care processes based on whether patients have
insurance, or which insurance they have. This is an important factor in ensuring that the best
practices and care processes are reliably provided to all patients, all of the time. This all-payer
approach to practice transformation is good for patients with coverage from BCBSM and BCN
and helps further BCBSM'’s social mission of cultivating a healthier future for all Michigan
residents.

BCBSM'’'s PCMH program has provided the foundation to build Organized Systems of Care
(OSCs). An Organized System of Care (OSC) is a community of caregivers consisting of
primary care practices, specialists/subspecialists, hospitals and other providers that measure
performance, set goals, track progress, and coordinate care across the continuum for the
primary care-attributed patient population. The OSC assumes responsibility for establishing
shared information systems and care processes, and accepts accountability for delivering
effective and efficient patient care over time and across settings of care.

Specialty and sub-specialty practices affiliated with the OSC are expected to engage in care
processes consistent with the principles of the Patient-Centered Medical Home Neighbor
(PCMH-N) model*:
o0 Ensure effective communication, coordination, and integration with PCMH
practices
o0 Provide appropriate and timely consultations and referrals that complement the
aims of the PCMH practice(s)
o Confirm the appropriate flow of necessary patient and care information
o Determine responsibility for all types of clinical interactions, in accordance with
the definitions listed below
0 Support patient-centered care, enhanced care access, and high-quality, safe
care
0 Recognize the PCMH practice as the provider of the patient's primary care
0 Understand that the PCMH practice has overall responsibility for coordination
and integration of care provided to the patient

For more information about Organized Systems of Care and the specialist role within the PCMH
model, please see the Organized Systems of Care Initiative Plan.
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Goals and Objectives

The goal of the Test Tracking and Follow-Up Initiative is to implement a standardized, reliable
system to ensure that patients receive needed tests, test results are communicated in a timely
manner, follow-up appropriate to the patient case is conducted, and each step in the test
tracking process is properly documented. Enacting these steps will lead to improved patient
care.

The objective of the Test Tracking Initiative is to annually increase the percentage of PGIP
practice units that have implemented the capabilities associated with this Initiative.

Summary of Results

For details on progress being made by Physician Organizations participating in this Initiative,
please refer to the Results section of this Initiative plan.

In 2012, BCBSM will continue to engage patrticipating POs in their efforts to implement the tasks
associated with this Initiative, offering assistance as needed. BCBSM will also update the
PCMH Interpretive Guidelines annually, based on PO feedback and clarification about the
Initiative tasks.

ll. Background

Health Problem and Significance

Having efficient, reliable systems in place to track patient test results and ensure that patients
receive needed follow-up health care services is a fundamental element of quality, patient-
centered medical care. Yet instituting a test tracking system has presented a challenge for
many practices.

A 1996 survey of attending physicians, residents, and suburban primary care practices found
that:
¢ Virtually all respondents believed it was important to notify patients of abnormal results,
yet 36 percent said they do not always do so;
e 72% of the respondents do not notify patients of normal results;
e 77% of the respondents have no methods, or no reliable methods, to track
whether patients who had abnormal test results received their results.

Practices that implemented effective test tracking systems report that using a standardized
office-wide approach, simplifying the steps involved, leveraging new technology, and involving
patients are key elements to successful test tracking.

A 2000 review of the literature concluded that no current system effectively accomplished all the
necessary steps of test tracking.? More recently, a 2007 Initiative to implement a manual test
tracking system at the University of Tennessee identified solutions for commonly encountered
problems:®

Page 3 of 12



= Tests/Consults not entered
e Personnel issuing the order should enter the scheduled diagnostic
test/consult in the log book
* |Inconsistent and incomplete review of entries
¢ Make single staff person responsible for all follow-up including
receiving results, identifying why results not received, and
completing the action plan
= |Incomplete understanding of value and importance of the tracking
procedure
o Review procedure and specific patient problems that result from
lack of completing the process at monthly staff meetings
» |nconsistent use of log due to time requirements of process
¢ Designate specific time for daily review of log
= Consults and test results often not sent to clinic
e Organize log book by provider to allow for easier requests for
missing results

lI. Initiative Description

To support and promote the concept of the Patient-Centered Medical Home (PCMH), and in
recognition of the challenges associated with transitioning to a PCMH model, BCBSM invites
PGIP-participating POs to collaborate with us in a two-pronged PCMH approach:

l. PCMH Related PGIP Initiatives: Opportunity to participate in Initiatives that support
development of competency as a PCMH.

Il. PCMH Designation Program: Implementation of differential reimbursement for PGIP
physicians who meet criteria for BCBSM designation as a PCMH

Both opportunities are optional for providers. In addition, POs and their Practice Units do not
have to apply for PCMH Designation to participate in the PCMH Initiatives.

POs that choose to participate in PCMH Initiatives will receive incentive rewards commensurate
with their performance and participation in their selected Initiatives.

Specific Area of Focus

Participants in this Initiative will implement a system to ensure that patients receive needed
tests, test results are communicated in a timely manner, appropriate follow-up is conducted, and
each step of the test tracking process is documented. Participants will receive incentive
payments for implementing the capabilities listed in Table 1 below, and for meeting the stated
goals and objectives of this Initiative plan.

Consistent with the overall design of PGIP, an integral part of this Initiative is that PO-identified
Practice Units will work to implement capabilities to successfully accomplish stated objectives.
POs are responsible for providing leadership, support, coordination, and monitoring of Practice
Unit practice transformation activity. POs will be expected to maintain documentation, regarding
the capabilities that Practice Units implement during the course of their participation in the
PCMH Initiatives, and which Practice Units identify as being “fully in place” on the PCMH self-

Page 4 of 12



assessment survey. Documentation may be provided to BCBSM upon request and future
practice audits are possible.

TABLE 1. Test Tracking and Follow-Up Initiative Tasks

6.1 | Practice Unit has test tracking process/procedure documented, which requires tracking and follow-
up for all tests and test results, with identified timeframes for notifying patients of results

6.2 | Systematic approach and identified timeframes are in place for ensuring patients receive needed
tests and practice obtains results

6.3 | Process is in place for ensuring patient contact details are kept up to date

6.4 | Mechanism is in place for patients to obtain information about normal tests

6.5 | Systematic approach is used to inform patients about abnormal test results

6.6 | Systematic approach is used to ensure that patients with abnormal results receive the
recommended follow-up care within defined timeframes.

6.7 | Systematic approach is used to document all test tracking steps in the patient’s medical record

6.8 | All clinicians and appropriate office staff are trained to ensure adherence to the test-tracking
procedure; all training is documented either in personnel file or in training logs or records

6.9 | Practice has Computerized Order Entry integrated with automated test tracking system

Criteria for Participation

To participate in this Initiative, POs must currently participate in the Physician Group Incentive
Program.

BCBSM Deliverables

BCBSM will provide PCMH Interpretive Guidelines to participating POs, and update the
guidelines at least annually based on PO and practice questions and feedback. The Interpretive
Guidelines provide detailed descriptions of each capability associated with each PCMH Initiative
to deepen PO and practice unit understanding of program expectations and the PCMH model.

BCBSM will also conduct site visits to enrich PO and practice unit understanding of the Patient-
Centered Medical Home Initiatives.

In addition, BCBSM will provide semi-annual Progress Report templates and a database for the

collection of Self-Reported PCMH data, so that POs can adequately fulfill their reporting
requirements.

PO Expectations

POs are expected to complete all reporting requirements, including self-reported data about
practice unit performance on PCMH capabilities, twice per year. POs are also strongly
encouraged to participate in workgroups and webinars related to their PCMH involvement, and
to collaborate with their fellow POs to share best practices.

Incentive Model & Payment Methodology
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This Initiative will have 2 Incentive Payment periods:

» January 1 — June 30 (6 months)
» July 1 — December 31 (6 months)

Physician Organizations will receive incentive payments commensurate with their
performance on implementing PCMH capabilities during the six-month incentive payment
period. POs will be expected to complete the following reporting requirements in a timely
manner:

¢ At the end of each six-month incentive payment period, update PCMH self-reported
data, identifying all tasks implemented by each participating Practice Unit

e Once per year, complete the PCMH progress reports, identifying best practice
accomplishments, challenges encountered, and outlining plans to overcome barriers to
success

POs are encouraged to maintain high-level implementation plans to assist them in tracking
progress and recording key milestones related to the PCMH Initiatives.

Performance payments will reflect the percent of the PO’s total practice units that implement
an Initiative capability. POs employing a phased approach to practice unit involvement in an
Initiative will not be financially penalized since there is no time limit for implementation of
PCMH capabilities.

Note: BCBSM reserves the right to modify its evaluative and administrative processes related
to the Initiative at any time.

V. Evaluation

A long-term evaluation of the Patient-Centered Medical Home Program is currently underway.
Objectives of the evaluation are as follows:

e Assess the rate of PCMH implementation to assist providers with understanding the
level of commitment needed for long-term development of their medical home

e Determine whether the PCMH model is associated with more efficient utilization of
services

e Determine whether the PCMH model is associated with improved performance in
evidence-based care

o Determine whether the PCMH model is associated with lower overall medical and
pharmacy costs

e Estimate savings, if any, generated from the PCMH program and its associated
Initiatives

o Determine whether members who obtain care in a patient-centered medical home are
more likely to have a continuous source of care than members who obtain care in
practices without patient-centered medical home capabilities
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o Determine stakeholder awareness of and satisfaction with the PCMH program
o Determine whether the PCMH model is associated with improved patient satisfaction
with their medical care.

Findings from the long-term evaluation will be available on a rolling basis, beginning in the 2012
program year.

V. Results

The objective of the Test Tracking Initiative is to annually increase the percentage of PGIP
practice units that have implemented the capabilities associated with this Initiative. As our
recent program results show, both designated and non-designated providers are actively
implementing capabilities related to test tracking.

0% 50% 100%

Automated test tracking system with Computerized Order Entry
All staff trained; training documented

Test tracking steps documented in medical record

Ensure patients receive timely needed follow-up care

B % Non Desig
System for information on abnormal results ) )
B % Desig Practices
Mechanism for information on normal results

Patient contact details keptup to date

Tests tracked until results received

Test-tracking policy in place

In general, the percentage of practice units that have implemented each capability associated
with this Initiative has steadily increased over time, which shows that overall, PCMH-
participating providers across the state are transforming their practices to become more patient-
centered.
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Appendix I: Cause and Effect Diagram
Patient Centered Medical Home
Test Results Tracking Initiative Logic Model

Version 3 - 03.24.09
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Appendix Il: Additional Resources on Test Tracking

AAFP website: tools, resources, articles on test tracking. Available at:
http://search.aafp.org/search?qg=test+tracking&x=0&y=0&site=aafp&client=aafp&proxystyleshee
t=aafp&filter=1&output=xml no dtd&getfields=*&hl=en&lr=lang en

Physicians Practice: Tools and forms for test tracking. Available at:
http://www.physicianspractice.com/index/fuseaction/tools.details/activityType/internal/tool/38.ht
m

Michael E. Matheny, MD, MS, MPH; Tejal K. Gandhi, MD, MPH; E. John Orav, PhD;
Zahra Ladak-Merchant, BDS, MPH; David W. Bates, MS, MD; Gilad J. Kuperman, MD, PhD;
Eric G. Poon, MD, MPH. Impact of an Automated Test Results Management System on

Patients’ Satisfaction About Test Result Communication. Archives Internal Medicine, Nov. 12,
2007.
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Appendix lll: PGIP Initiative Contacts

For more information on the PCMH Test Tracking and Follow-up Initiative, please contact one of
the following individuals:

Lisa Rajt, MSW

Senior Health Care Analyst, Value Partnerships
313-448-3319

Irajt@bcbsm.com

Kat Mackrain, MPH

Health Care Analyst, Value Partnerships
313-448-3345

kmackrain@bcbsm.com

Mike Paustian, MS

Senior Health Care Analyst, Clinical Epidemiology and Biostatistics
313-448-6449

mpaustian@bcbsm.com

Amanda Markovitz, MPH

Health Care Analyst, Clinical Epidemiology and Biostatistics
313-448-4027

amarkovitz@bcbsm.com

Margaret Mason, MHSA

Enhancing Care Value Business Consultant, Physician Group Incentive Program
248-660-6431

mmason@bcbsm.com

David Share, MD, MPH
Vice President, Value Partnerships
dshare@bcbsm.com
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Endnotes

! American College of Physicians Policy Paper, “The Patient-Centered Medical Home Neighbor: The
Interface of the Patient-Centered Medical Home with Specialty/Subspecialty Practices”, October 2010.

% Mold Jw, Cacy DS, Dalbir DK. Management of laboratory test results in family practice. J Fam Pract.
2000;49:709-713.

® panda, M. Appropriate Tracking of Diagnostic Tests and Consults in a Multi-Disciplinary Resident Clinic:

Role of a Tracking Log. AAFP Report, 2007. Available at:
http://www.aafp.org/online/en/home/clinical/research/ptsafety/ptsafetyconf/edpresent/dxtestresclinic.html.
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