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Introduction: The Idaho Medicaid Healthy Connections program is committed to transforming the primary care provider network based upon the Patient Centered Medical Home (PCMH) model of service delivery. Please complete the following Readiness Assessment and submit, along with your Tier application, to the Healthy Connections Consolidated Unit by email at HCCR7@dhw.idaho.gov or fax to 1-888-532-0014.
Additional information can be found on our website at: healthyconnections.idaho.gov.

CLINIC INFORMATION
	Service Location Name:            
Service Location Address:              
[bookmark: Text5]City:            State:               Zip:             
Phone:                       Fax:           
  
	Pay to Name:          
[bookmark: Text7]Pay to NPI #          
[bookmark: Text6]Pay to Address:         
 City:         State:              Zip:        



Please list your PCMH members below:
	Physician Champion:
	Name:       Title:       Email:      

	Clinic Administration, if applicable (CEO, CFO, etc.):
	Name:       Title:       Email:      

	Office Manager:
	Name:       Title:       Email:      

	Other Key Leaders:
	Name:       Title:       Email:      

	
	Name:       Title:       Email:      


	
1. Has your clinic participated in any Patient Centered Medical Home Program or recognition?
Please list:            
a. Are you currently in the process of applying for recognition or accreditation:
☐NCQA			☐AAAHC		☐OTHER_________________________	
☐The Joint Commission	☐URAC
Please provide information on the current status of your application process for national recognition.       
HEALTH INFORMATION TECHNOLOGY (HIT) CAPABILITIES 

2. Does your clinic have an electronic health record?						☐ YES ☐ NO
a. What brand of EHR are you using?       What versions?      
b. Do you have any EHR conversions planned for the next 18 months?			☐ YES ☐ NO
Please describe the product and timeline for the transition.       
c. Do you have access to vendor and help desk product support?			☐ YES ☐ NO
d. Is your EHR connected to the Idaho Health Data Exchange (IHDE)?			☐ YES ☐ NO
☐View Only		☐Inbound/outbound
ENGAGED LEADERSHIP
Rationale: Leaders facilitate PCMH transformation by charting the course for change and supporting and sustaining change efforts. A key role of leaders during PCMH transformation is to identify and allocate resources to best support PCMH transformation needs. Resources include time, dollars, staffing, equipment, technology and other types of support that either help staff implement or sustain PCMH key changes. Engaged leaders are physically present throughout transformation and sustain staff energy and motivation by working with staff to identify and remove barriers to transformation. Engaged leaders create a work environment supportive of PCMH transformation and give staff protected time and tools to make changes.

Is your Management committed to transformation by giving visible and sustained leadership?       	 ☐ YES ☐ NO
Is your Management committed to ensure that time and resources for transformation are set aside?	 ☐ YES ☐ NO
Is your Management ready to hire and train staff to support a Patient Centered Medical Home?	               ☐ YES ☐ NO

 ENHANCED ACCESS
Rationale: Enhancing patient access begins with a commitment to eliminating barriers to care by providing patients with 24/7 access to their care team.  PCMH practices are able to create capacity to care for patients in as close to real-time as possible by providing patients with a variety of patient-centered and family-centered options that promote practice efficiency (same-day appointments, telephone, email and group visits).

Do you offer Telehealth services to communicate remotely with patients?				☐ YES ☐ NO	
Do you have a patient portal?  										☐ YES ☐ NO
Does your practice have expanded hours beyond normal business hours (8-5)? 				☐ YES ☐ NO
Does your practice have same day appointments available for routine or emergent care? 		☐ YES ☐ NO
Does your 24/7 coverage include access to an on-call medical professional with access to your EMR?	☐ YES ☐ NO

EMPANELMENT
Rationale: Empanelment is the act of assigning individual patients to individual primary care providers (PCP) and care teams with sensitivity to patient and family preference. The goal of focusing on a population of patients is to ensure that every established patient receives optimal care, whether he/she regularly comes in for visits or not. Accepting responsibility for a finite number of patients allows the provider and care team to focus more directly on the needs of each patient.
Are your patients assigned to a provider panel that is reviewed and updated on a regular basis?		☐ YES ☐ NO
Is your patient population balanced among all providers in your practice? 		   		☐ YES ☐ NO	
Do you use panel data to contact, educate, and track patients by disease status, risk-status, 
self-management status, community and family need? 						☐ YES ☐ NO

TEAM BASED CARE
Rationale: Implementing care teams is a critical element of transforming a practice into a patient-centered medical home.  A care team is a small group of clinical and non-clinical staff who, together with a provider, are responsible for the health and well-being of a panel of patients.  Who is on the care team and their specific roles will vary based on patient needs and practice organization.
Do you have care delivery teams accountable for the patient population/panel?  			☐ YES ☐ NO
Are your roles defined to distribute tasks among care team members to reflect the skills, abilities, 
and credentials of team members? 								☐ YES ☐ NO
Do you link patients to a provider and care team so both patients and provider/care team recognize
each other as partners in care? 									☐ YES ☐ NO
If yes, are patients encouraged to see the members of their team? 			☐ YES ☐ NO	
Do you ensure that patients are able to see their provider or care team whenever possible? 		☐ YES ☐ NO
Do you hold regular meetings to discuss the care of patients with your team? 				☐ YES ☐ NO




ORGANIZED, EVIDENCE-BASED CARE
Rationale: Organized, evidence-based care is planned and delivered so that the team optimizes the health of their entire panel of patients. Each encounter is designed to meet a patient's preventive and chronic illness needs ensuring appropriate follow-up care.  High-risk patients are identified to determine they are receiving appropriate care management services.


Do you use care plans according to patient needs? 							☐ YES ☐ NO
Do you identify high risk patients and ensure they are receiving appropriate care and case
 management services? 									☐ YES ☐ NO
Do you use point-of-care reminders based on clinical guidelines? 					☐ YES ☐ NO
Does your practice proactively manage reminders for:
☐Preventative care services		
☐Chronic or acute care services
☐Medication monitoring or alerts
☐Immunizations
☐Patients not regularly seen
Do you have up-to-date information available to providers and the care team at the time of the visit?	☐ YES ☐ NO



PATIENT-CENTERED INTERACTIONS
Rationale: Patient-centered interactions encourage patients to expand their role in decision-making, health-related behavior change and self-management. Patient-centered practices respect patients’ values and preferences. Communication is in a language and at a level the patient can understand. 

Are patient and family values and expressed needs incorporated in planning and organizing care? 	☐ YES ☐ NO
Do you encourage patients to be involved with decision-making, health-related behaviors, 
and self-management?										☐ YES ☐ NO
Do you communicate with patients in a culturally appropriate manner, in a language and at a level
 that the patient understands?									☐ YES ☐ NO
Do you provide self-management support at every visit through goal setting and action planning.?	☐ YES ☐ NO
Do you obtain feedback from patients/families about their healthcare experience and use this 
information for quality improvement? 								☐ YES ☐ NO



CARE COORDINATION/CARE MANAGEMENT
Rationale: The goal of care coordination/care management is to make the primary care practice the hub of all relevant activity. Care must be coordinated not only within the practice, but between it and the patient, community settings, labs, specialists and hospitals. The responsibility of the PCMH is not just to be informed by community providers and resources, but to reach out and connect in meaningful ways with other sources of service and link with them, so that information is communicated appropriately, consistently and without delay.
Does your practice identify patients who may benefit from care coordination/care management?	☐ YES ☐ NO
Do you link patients with community resources and respond to social service needs? 			☐ YES ☐ NO
Do you integrate behavioral health and specialty care into care delivery through co-location 
or referral protocols? 										☐ YES ☐ NO
Do you track and support patients when they obtain services outside the practice? 			☐ YES ☐ NO
Do you follow-up with patients within a few days of an emergency room visit or hospital discharge?	☐ YES ☐ NO
Do you communicate test results and care plans to patients/families? 					☐ YES ☐ NO
Do you have community resource lists? 									☐ YES ☐ NO
Do you regularly reconcile medications with your patients? 						☐ YES ☐ NO							



QUALITY IMPROVEMENT
Rationale: Patient-Centered Medical Home transformation entails numerous changes—to processes, workflows, scheduling systems and the care team structure, among others. Adopting a stable quality improvement (QI) strategy gives staff confidence, skills and a specific approach to use in making these changes. Measurement provides feedback to staff, providers, leaders, board members and patients about the organization’s progress toward transformation and the outcomes of care.

Do you use a formal model for quality improvement?  							☐ YES ☐ NO
Do you have formal quality improvement policies in place? 						☐ YES ☐ NO
Do you involve your patients, families, providers, and care team members in quality
improvement activities?										☐ YES ☐ NO
Does the clinic use performance data to identify opportunities for improvement and acts to improve
clinical quality, efficiency and patient experience? 						☐ YES ☐ NO
Do you meet regularly (at least monthly) with your QI team? 						☐ YES ☐ NO







Completion & Submission
I attest the answers provided are complete and accurate to the best of my ability at the time of submission. 
Further, I attest that I am the authorized representative of the business entity permitted to submit this application for consideration.
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     TITLE 
     EMAIL
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