File & Table for PCMBN

This discussion is going to center on the proper way to design and build your PCM Groups to prepare for PCMBN. 

First lets get a couple of mental housekeeping details taken care of:

1. CHCS does not know the word TEAM.  CHCS only knows GROUP, PLACE OF CARE, and PCM.  While the language of the SMHS contract and Business rules refer to TEAMS, for the purposes of talking about CHCS File & Table, we will not use this term.  If needed for discussion purposes (to translate for non-CHCS people), TEAM=GROUP.

2. Providers do not belong to GROUPS.  Yes, I know that you add them to the group but trust me, they belong to a PLACE OF CARE within a GROUP, not to the whole GROUP.   If you were to try to add the provider to the GROUP but did not specify which PLACE OF CARE inside that GROUP they worked in, no appointments could be booked to them.  Don’t forget that they have to be in the PLACE OF CARE (also called CLINIC) first and have their schedule built in the PLACE OF CARE for booking to work.

3. A GROUP can have more than one PLACE OF CARE, but only one PLACE OF CARE in a GROUP can have PCMs (and enrollees).  You can have multiple POCs, but be very, very careful not to accidentally have any provider flagged as a PCM in more than one of them.

4. The reassignment of patients from Group PCM to individual PCMs is the responsibility of the MTF.  There is no reasonable way for SIERRA to know which patients should be enrolled to which providers.  This is something for the individual Place of Care staff to decide.  Currently the option to do these reassignments has been locked with a key because folks kept confusing this option GROUP PROVIDER REASSIGNMENT with the BATCH PCM REASSIGNMENT option.  

5. The directive that MTF staff must not do enrollments does not apply to PCM reassignments.  This directive was intended to prevent Government personnel from performing any actions that change the status of the patient enrollment (disenroll, enroll, ECAN, DCAN, etc).  Since PCM reassignment does not change the MCP STATUS of the patient, it is still in the hands of the MTF.  Just do not ever change DMIS ID with the reassignments.  Do not perform PCM reassignments when the PCM is currently in one MTF but the new PCM is in another MTF.  At the current time, the software in CHCS allows this, but PGBA rejects the changes!  

6. If a Provider is going to be a PCM but is one of those classed as “MTF assignment only, you MUST make sure that they are flagged as such under ASSIGNMENT LIMITATIONS.  Instructions on how to do this are in another document that details the proper way to set the flags for PCMs.  If the ASSIGNMENT LIMITATIONS field is blank, then the assumption will be made that there are no restrictions on this provider and any patient may be enrolled to them.  This is particularly important with specialists who may be PCMs for a limited, hand picked panel of patients (such as Oncologists who may be acting as PCMs for their Chemotherapy patients).

7. Did you know? If a user goes to GNET and enters the name of a PCM group, that no patients can be enrolled, or appointed to that group until the user gets back out of GNET?  Its true!  The whole time a user is in GNET the MCP provider group is locked.  So try to avoid going into GNET “just to check something whenever possible.

There are some definite do’s and do not’s involved in the process of making your PCM groups and here is a list of a few of them followed by examples of how things should work.  There is no single right way to set up PCM groups but there are dozens of wrong ways to do this.

1. The PCM groups are for PRIMARY CARE only, do not add all your specialty places of care to your PCM groups to avoid the use of referrals inside the MTF.  The Business rules are pretty clear on this, “MTF requests for all patients seeking specialty care must have an electronic order via CHCS”.  The only exceptions are Wellness visits for Optometry, PAP smears and Flexible sigmoidoscopy.

2. When using multiple Places of Care, Do associate each provider ONLY with the Place of Care where they actually practice.  The basic rule of thumb is to associate them only with Places of Care where they have schedules.  So, if you are adding Family Practice providers to the Pediatric Group so they can be extenders and provide coverage, you have to also add the Family Practice Place of Care, the FP provider(s) would only be associated with the FP place of care.
3. If you have an after hours or duty clinic that provides care for enrollees from all your groups and is staffed by providers from all your groups, the simplest option is to create a “Duty Clinic” of some type then add the providers who have duty there to the clinic profile (using PPRO) with just the appropriate appointment types for that clinic (SDA, etc.).  You can then use this as a single alternate Place of Care in every PCM GROUP for your MTF.  This helps avoid adding 3 or 4 Places of Care and trying to keep track of which providers work in which Places of Care for that group.  

4. Do keep in mind that the ultimate goal is to have enough providers in a Group so that the enrollee can always get an appointment, even when their PCM is unavailable.  So if your MTF only has 10 Providers, a single group of 10 providers may make more sense than 2 or 3 tiny groups that cannot provide adequate coverage if a single provider gets sick or goes TAD.  You don’t want huge groups, but you also want to be careful not to make the groups TOO small.  Good rule of thumb:  If you have to ROUTINELY worry about having access to providers in another group to provide coverage, your group is probably too small.  There are always extreme circumstances but the key here is to ask yourself how often this is a concern. If you’re worried about it already and we haven’t even gotten to PCMBN yet, then perhaps the group size needs reevaluating.  The best size for a PCM group is considered to be 8-12 providers.  If you have that many providers, but slightly larger or smaller can be OK if is supports patient care better.

5. Often the problems in getting patients appointed are less about how many providers are available than what types of slots are available.  Perhaps schedules and availability need reevaluating.  There are hundreds of reasons why one provider has more slots in their schedule than another provider, but perhaps the types of slots being created or the duration of them needs to be reevaluated and adjusted.  A good source of data for this is the APPOINTMENT UTILIZATION REPORT, which is located on the Schedule Supervisor menu.  This report allows you to see (for example) that Doctor A had 100 PAP smear slots last month but only 56 were used, on the other hand Doctor A also needed more Well Baby slots than were available in his schedule.  In this case, the next schedule for Doctor A should probably have fewer PAP slots and more WB.  As you are moving towards PCMBN, it is reasonable to take a look at this and make sure that not only the number and type of providers in a group is sufficient, but that they appointment type mix in their schedules is also adequate.

Here is an example (diagram #1) from another region of how they set up their PCM groups.  While this is a fair example of how to set up the file & table to support booking across Groups, the concern is that they have divided 9 Family Practic providers into three groups.  They then have to do a lot of extra file & table maintenance because 3 providers in a group is not sufficient to ensure proper availability of appointments.

	PCM GROUP:  RED TEAM
	 
	PCM GROUP:  GREEN TEAM

	Provider Place of Care
	PCM FLAG
	Provider Name
	 
	Provider Place of Care
	PCM FLAG
	Provider Name

	RED FP
	YES
	Provider,RED1
	 
	GREEN FP
	YES
	Provider,GREEN1

	RED FP
	YES
	Provider,RED2
	 
	GREEN FP
	YES
	Provider,GREEN2

	RED FP
	YES
	*Provider,RED3
	 
	GREEN FP
	YES
	*Provider,GREEN3

	BLUE FP
	NO
	Provider,BLUE1
	 
	RED FP
	NO
	Provider,RED1

	BLUE FP
	NO
	Provider,BLUE2
	 
	RED FP
	NO
	Provider,RED2

	BLUE FP
	NO
	Provider,BLUE3
	 
	RED FP
	NO
	Provider,RED3

	GREEN FP
	NO
	Provider,GREEN1
	 
	BLUE FP
	NO
	Provider,BLUE1

	GREEN FP
	NO
	Provider,GREEN2
	 
	BLUE FP
	NO
	Provider,BLUE2

	GREEN FP
	NO
	Provider,GREEN3
	 
	BLUE FP
	NO
	Provider,BLUE3

	 
	 
	 
	 
	 
	 
	 

	PCM GROUP:  BLUE TEAM
	 
	PCM GROUP:  ORGANGE TEAM

	BLUE FP
	YES
	Provider,BLUE1
	 
	ORANGE PEDS
	YES
	Provider,PEDS1

	BLUE FP
	YES
	Provider,BLUE2
	 
	ORANGE PEDS
	YES
	Provider,PEDS2

	BLUE FP
	YES
	* Provider,BLUE3
	 
	ORANGE PEDS
	YES
	Provider,PEDS3

	GREEN FP
	NO
	Provider,GREEN1
	 
	RED FP
	NO
	*Provider,RED3

	GREEN FP
	NO
	Provider,GREEN2
	 
	BLUE FP
	NO
	*Provider,BLUE3

	GREEN FP
	NO
	Provider,GREEN3
	 
	GREEN FP
	NO
	*Provider,GREEN3

	RED FP
	NO
	Provider,RED1
	 
	
	
	

	RED FP
	NO
	Provider,RED2
	 
	
	
	

	RED FP
	NO
	Provider,RED3
	 
	
	
	

	* Family Practice Phy that can see PEDs patients.
	
	
	
	
	
	


Diagram 1.

In region 1 we are recommending the following design (diagram #2) for the same MTF.  In this design, only groups are needed. 

	PCM GROUP:  FAMILY PRACTICE GRP
	 
	PCM GROUP:  PEDIATRICS GRP

	Provider Place of Care
	PCM FLAG
	Provider Name
	 
	Provider Place of Care
	PCM FLAG
	Provider Name

	Family Practice
	YES
	Provider FP1
	 
	ORANGE PEDS
	YES
	Provider,PEDS1

	Family Practice
	YES
	Provider FP2
	 
	ORANGE PEDS
	YES
	Provider,PEDS2

	Family Practice
	YES
	Provider FP3
	 
	ORANGE PEDS
	YES
	Provider,PEDS3

	Family Practice
	NO
	Provider FP4
	 
	Family Practice
	NO
	Provider FP3

	Family Practice
	NO
	Provider FP5
	 
	Family Practice
	NO
	Provider FP7

	Family Practice
	NO
	Provider FP6
	 
	Family Practice
	NO
	Provider FP8

	Family Practice
	NO
	Provider FP7
	 
	
	
	

	Family Practice
	NO
	Provider FP8
	 
	
	
	

	Family Practice
	NO
	Provider FP9
	 
	
	
	


RED lettering indicates a PCM provider.
Diagram 2.

While some Family Practice providers are acting as extenders for the PEDS group, it is not always necessary to add all FP providers (unless you LIKE doing extra file maintenance).  With 9 Family Practice providers, if schedules are properly created and maintained, it should not be necessary to have the PEDS providers added to the FP group (for this particular MTF).  Obviously, most MTF have either more or less of these providers so the exact model below will not always work, You may have far too many provider to make a single FP group or far too few to not have them all in each others groups for cross coverage.

