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>800 Credentialed Providers

~40 Primary Care Providers

> 750 Resident Physicians

USF}

HEALTH
Making Life Better:



Formed
Quality Clinically PCHM
Department Integrated Recognitior
formed Network
2015 2016 2017
' Care Transitional
ined PTN Management Care
Team Management

Joined
ACO

b & b

P ¢ 9

Medicare
Care
managemen

PAONRS AONRY

Annual

Wellness

Visits

®

USF

HEALTH
Making Life Better:



|
HE COSEHC
quality =
7 BRI [ TR 4= TRANSFORMATION
N LU S / | S & NETWORK

Improving Care Delivery Across the Southeatt

-
o " W

A

HEALT
Making Life Better




Formed

Quality Clinically PCHM
Department Integrated Recognitior
formed Network
2017
P Transitional

Joined PTN )
Management

Team

Care
Management

Joined
ACO

6 & &

Medicare
Care
manage
ment

PAONRS

Annual

Wellness

Visits

Making Life Better:



= TAMPA BAY

El Health Alliance

HEALTH

FLORIDA ese —
(ORTHOPAEDI(C x e,
INSTITUTE ’ ¢\

PEDIATRIC HEALTH , P a g
CARE ALLIANCE, P-A. Women's Care Florida

Florida Medical Clinic \

Keeping you active. Your Child's Mediaal Hosme™



RN Care Manager

USF}

HEALTH
Making Life Better



?

| Formed Medicare
Quality Clinically PCHM Joined Care
Department Integrated Recognitior ACO manage
formed Network ment
2018 2019
: Care nal Annual
Joined PTN Management erfe Wellness
Team Management Visits

é "l USE|

HEALTH
Making Life Better:




RN Care Managers

Care Coordinators

Quality Specialist

USF}

HEALTH
Making Life Better:




PATIENT-CENTERED
MEDICAL HOME

Certificate of Recognition
National Committee for Quality Assurance commends
USF Health Byrd Institute - General Internal Medicine
Recognized

on Achi of Recognition for S ic Use
of Patient-Centered, Coordinated Care Management Processes

Awarded from: December 24,2018 to: November 20,2019
NCQA
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President
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PATIENT-CENTERED
MEDICAL HOME

Certificate of Recognition

National Committee for Quality Assurance commends

USF Physicians Group Department of Family Medicine
Recognized
on Achievement of Recognition for Systematic Use

of Patient-Centered. Coordinated Care Management Processes

Awarded from: December 24,2018 fo: November 20, 2019
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PATIENT-CENTERED
MEDICAL HOME

Certificate of Recognition

National Committee for Quality Assurance commends

USF Health General Internal Medicine
Recognized

on Achi of R ition for Sy ic Use
of Patient-Centered, Coordinated Care Management Processes

Awarded from: December 24,2018  fo: November 20,2019
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Margaret E. O'Kane
President
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PATIENT-CENTERED
MEDICAL HOME

Certificate of Recognition

National Committee for Quality Assurance commends

USF Health General Internal Medicine
Recognized

on Achievement of Recognition for Systematic Use
of Patient-Centered, Coordinated Care Management Processes

Awarded from: 24,2018 fo: November 20,2019
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Margaret E. O'Kane

President

PATIENT-CENTERED
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Certificate of Recognition

National Committee for Quality Assurance commends

USF Health Department of Pediatrics

Recognized
on Achi of Recognition for S ic Use
of Patient-Centered. Coordinated Care Management Processes

Awarded from: November 20,2018  fo: November 20,2019
Improving heakth care
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President
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PCMH ROI Shared Savings and Medicaid
ManagedCare

Florida Blue $ 834,000 Shared Saving Payout 2018
Florida Managed Medicaid enhanced fee schedule for PCMH
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Year 1Goals
(estimated attributed population 3,500)

Annual Wellness Visits Chronic Care Management

1370 visits X $118 = $161,660 125 patients billed monthly

ACare gap closure 125X 12 X $45= $67,500
AHCC coding AAdmission/readmission
reduction

AMedication compliance
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Epic

Chronic Care Management Invite

Care Manager, Nurse:
Login CAREMANRN

Primary Application: EpicCare Ambulatory

Secondary A

pplication: None

Care Manager, Nurse

Runs the CCM Eligible

From the report
results, selects a

Places a bulk
communication with
the Chronic Care

Documents patient
outreach tracking and
next contact date and

signs with
communication

Patients report. "1 group of patients o Management o
for outreach effort template inviting the
patient to enroll
What was the
MyChart pa“e'?‘ S Telephone
communication
preference?
Mail
h 4
A MyChag M?sage is A letter is An Initiate Calls in Bazker Telephone
generate an sgnt to printed to message is sent to the Encounter
the patient with designated follow-up group \
) ; be sent to workflow
information abott the . who then follows the
p the patient . . i
care opportunity instructions in the message
Patient receives
»| communicaton
Lad

and schedules
office visit

©2016-17 Epic Systems Corporation. Confidential



Technology support

JestPractice Ac

/- One,Ccm

This patient is eligible for the chronic care management program because the ratient has

(@ two or more chronic conditions. Consider enrolling the patient using the enrol

below.

Enroliment Form

Acknowledge Reason

Patient not eligible | Patient declines

ment form

Dismiss

() CCM Enroliment

Patient response:

enrallment:

Enrolling provider:

44 Restore

Date/Time of contact:

Patient enrcllment status:

" Close

Has the patient been contacted for chronic care management?

4/19/2018 02:46 PM

not interested

yes

no

in process (LG previously enrolled | patient refused not eligible ather

Summary of conditions addressed by ,@ a?} M N @ @ +

RAMIREZ, JOANNA G [1001690]

B E=2>2%9%

CCM Enrolled Patients [28628918] as

¥ Filters 2 Options -

l Chart i Encounter = | 55 ¢

L Pt Qutreach

MRM “ Patient
- ¥ Refll
20002154 One, Ccm ¥ he Af

= -

Chart Review

Care Everywh...

Synopsis

2

Call Initiation

Orders Only

L Telephone
Eﬂ Letter

4/19/2018 visit with Nurse Family Medicine, RN for Patient Outreach

CALL INMTATION Episodes Contacts Progress Notes Pt Cutreach Care Teams BPCI Tracking

(@ Chronic Care Management Time Spent

Time spent with patient (minutes): 15

Time spent performing chart review 10

{minutes);

Total time (minutes); 25

Did you establish or significantly revise a comprehensive care plan during the visit? yes m

Were you required to make moderate to high complexity clinical decisions during the visit? yes
|4 Restore " Close

CCM Time Spent



Bulk Communication

1. Mail (0 patients) 2. Phone (0 patients) | 3. MyChart (1 patient)

Subject Chronic Care Management] | Reply Options

Template- CCM ELIGIBILITY LETTER TO JOIN { I Allow reply directly to me

@ aE;, | @ @ o rE‘l & D q‘ _=¢ ¥ Allow all current proxies to view this message
@TODAYDATE@ =
@NAME@

@ADD@

Dear @M@ @LNANME@,

As your health care support team, Tampa General Medical Group (TGMG) is committed to improving patient health and care -
even when you are not in the doctor's office. We are excited to announce our new Chronic Care Management program to
serve patients with chronic conditions(s) 24 hours a day, 365 days a year.

We invite you to participate in our Chronic Care Management program to help handle your care outside the office. You will
have a dedicated health care support team available 24 hours a day by MyChart or phone to answer questions you have and
improve your health. | |

If you'd like to enroll or to learn more, please call us to schedule an appaointment.

We Inok forward to workinn toward a healthier vou tooether! ;|

Patient Outreach Tracking

Contacted about: Chronic Care Management
Next contact: 4/26/2018 2 Weeks 3 Weeks 4 Weeks

o Accept *®  Ccancel




Discharge Reports

Emergency
Department
Familar Faces

Epic Registries Care Mangement Provider referrals

Commercial Payer
Reports

Care Gap reports
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