
Top Takeaways from the March 
2017 CHN Committee Meetings
Blue KC Value Based Agreement Updates 

CHN Network Operations Dashboard – Thank You!  

gMonthly Blue KC Payments Shift to Performance Based Incentive
Starting in July 2017, the incentive payment shifts from a Care Coordination Fee 
(CCF) to a Performance Based Incentive (PBI) based on 2016 performance. 

The following dashboard highlights CHN accomplishments in the past 3-6 months and sets the stage for upcoming activity. 
Collectively, the network continues to advance our capabilities and resources to deliver on our objective of higher quality and 
more cost effective care for our patients!

Blue KC Data Integration into CHN’s Population Health Technology Platform on Track for May 2017

• Each practice’s 2016 calendar year performance is expected to be available to CHN in May 2017.  
• What is my practice’s estimated performance based on historical results? 
 Click to view Blue KC Quality & Cost Performance Report.
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May, 2017  More information and training to be provided in May/June 2017.

Blue KC data will allow CHN practices to evaluate current Blue KC performance and target attributed 
Blue KC patients with gaps in care (e.g. 12-12.5 year olds in need of HPV immunization to exceed the 
14% incentive target) to drive improvement in each Blue KC incentive measure.

https://www.cmics.org/chn/secure/dashboard/DisplayFile.ashx?ContentGUID=3731AA26-3D93-48E9-9087-67E7A3A813CF


CHN Patient-Centered Medical Home Summary Report
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Patient-Centered Medical Home Concepts Summary

Measure & Improve [QI]

Knowing & Managing Your Patients [KM]

Care management identification, care planning & self-care support, joint care plans, …..

Coordinate care transitions (IP discharges, ED visits), test tracking & follow up, referral tracking & follow up…

Measure clinical quality performance, measure patient/family experience, measure resource use & care coordination, prioritize 
continuous quality improvement using benchmarks, ….

Same day appointments, 24/7 access to clinical advice, electronic access, medication management, use of community 
resources…

Care Coordination & Care Transitions [CC]

Continuity, medical home responsibilities, team-based care…Team-Based Care [TC]

Care Management & Support [CM]

Pediatric Care Specialists

Preferred Pediatrics
Shawnee Mission Pediatrics

Summit Pediatrics

Tenney Pediatrics

Village Pediatrics

Pediatric Professional Association

Same day appointments, 24/7 access to clinical advice, electronic access, empanelment management…Access & Continuity [AC]

Health Care for Children

Johnson County Pediatrics

Meritas Health Pediatrics

Pediatric Associates

Pediatric Care North

Independence & Lee's Summit Pediatrics

PCMH Concepts

Cass County Pediatrics

Children’s Mercy West Clinic

Children's Health Network Practice

Cradle Through College

Children’s Mercy Beacon Clinic

Children’s Mercy Pediatric Care Clinic

100% of core competencies are implemented and fully integrated into clinic workflow and operations.
>=50% of core competencies are implemented and fully integrated into clinic workflow and operations.
1-49% of the core competencies are implemented and fully integrated into clinic workflow and operations. 
0% of the core competencies are implemented and fully integrated into clinic workflow and operations. 

 
Questions or Comments? Please ask your Children’s Health Network committee member 

representative or contact Children’s Health Network staff at ProviderRelations@cmpcn.org.

Patient-Centered Medical Home (PCMH) Expectations

What are the Expectations and Requirements?  
CHN practices are in the process of initiating and/or continuing the PCMH journey for 2 key reasons: 
 1. Research & evidence have demonstrated the PCMH care model improves quality and helps controls costs.
 2. Commercial payers such as Blue KC are requiring PCMH care models for participation in value-based agreements. 

PCMH/Patient Experience Account for ~$1.1 Million (over 40%) of Blue KC’s Maximum Annual Performance Incentive

CHN is focused on measuring the “true” implementation of PCMH concepts and competencies integrated into the daily workflow 
of your clinic. As a result, CHN has developed the updated PCMH progress summary report shown below to reflect what 
actually occurs within your practice on an ongoing basis. 

So what are the PCMH Performance Expectations of Each CHN Practice?  
Practices must progress through the PCMH journey through 2017 and 
demonstrate engagement, improvement, and sustainability. Practices do not 
have to fully integrate 100% of all PCMH principles by end of 2017!  

• CHN does not require NCQA PCMH certification (practices may decide to pursue on their own).  
• Click to View the complete CHN PCMH Summary and Detail Report

CHN’s PCMH team will be working with your 
practices to support you on this journey.

Click to Access Prior Monthly CHN Committee Takeaways

https://www.cmics.org/chn/secure/dashboard/DisplayFile.ashx?ContentGUID=5B1411A8-747D-4C39-BF27-46C727A85B0F
https://www.cmics.org/chn/Takeaways.aspx

