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Patient-Centered Medical Home 
Initiative Application and Onboarding



• Overview of the SIM PCMH Initiative 
Application Process, Participation 
Requirements, and Participant Onboarding
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This Session



• PCMHs located within SIM’s 5 regional test locations and 
existing MiPCT practices across Michigan (including those 
outside SIM test locations)

• SIM regional test locations include the following counties:

• Practice unit/PO that completed the SIM PCMH Initiative 
Intent to Participate 

• Practice Unit that meets the SIM PCMH Initiative 
Participation Requirements
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Jackson Livingston Kalkaska Leelanau 

Muskegon Emmet Missaukee Benzie

Genesee Wexford Charlevoix Manistee

Washtenaw Antrim Grand Traverse

Who Should Apply to Participate?



• Practices wishing to participate in the Initiative will be 
required to possess PCMH accreditation from one of the 
following approved programs:

- National Committee for Quality and Assurance-PCMH (NCQA)

- Accreditation Association for Ambulatory Health Care-Medical Home 
(AAAHC)

- The Joint Commission-PCMH (TJC)

- Blue Cross Blue Shield of Michigan/Physician Group Incentive Program-
PCMH (BCBSM) 

- Utilization Review Accreditation Commission-PCMH (URAC) 

- Commission on Accreditation of Rehabilitation Facilities-Health Home 
(CARF)
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Who Should Apply to Participate?



PCMH Initiative 
Application

5



• The application will be facilitated through the Michigan 
Health Information Network (MiHIN) Health Provider 
Directory (HPD) 

• MDHHS will open the full application process for the 
Initiative later this month (tentatively scheduled for on or 
around August 25th) 
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The PCMH Initiative Application



• The Application can be completed at the practice level, or 
the Provider Organization level – for all eligible practices 
units within the PO 

• Utilizes MiHIN Health Provider Directory as the application 
platform 
• Allows applicants to search and retrieve data to pre-populate application 

fields from the Health Provider Directory

• Application Components: (* Can be searched and retrieved from the HPD)

• Practice/PO demographics*
• Participating Provider Identification*
• Network Affiliations 
• Infrastructure/ Capabilities

• Noted as Participation Requirements in this presentation
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The PCMH Initiative Application
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Welcome 

•Key Application Contact 
Information

Applicant 
Demographics

•Provider Organization (if 
applicable)

•Practice Unit (if applying 
as the PO – all eligible 
Practice Units being 
include in the PCMH 
Initiative) 

Participating 
Provider 

Information

•Name, Type of Provider, 
NPI 

•Practice Affiliation (if 
associated with multiple 
Practice Units) 

Network Affiliations

•Federal/State 
Program/Initiative 
Participation

•Current Payer 
Contracts, Nature of 
Contract and Preference 
of Payment Flow

•Hospital / Health 
System Affiliations 

•Regular Referral 
Agencies/Organizations  

Infrastructure & 
Capabilities 

•Patient Centered 
Medical Home 
Designation details

•Registry and Electronic 
Health Record 
Information 

•Care Management 
Team and Tools 

•Access

Submission 

The PCMH Initiative Application



• Federal/State Program/Initiative Participation

• Current Payer Contracts, Nature of Contract and Preference 
of Payment Flow

• Hospital / Healthy System Affiliations 

• Regular Referral Agencies/Organizations  
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Application: Network Affiliations
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• The following practice requirements will be needed for PCMH 
participation in the Initiative:

- PCMH accreditation from an approved recognizing body (previous slide) 

- An ONC certified Electronic Health Record (EHR)

- A relationship with specialty and behavioral health providers in addition to one or 
more hospitals which accept patient referrals and cooperate with PCMH coordination 
activities 

- Enrollment as a Michigan Medicaid provider in compliance with all provider policies

- A patient registry or EHR registry functionality 

- Electronic decision support and/or care alert functionality related to the quality of care 
indicators used by the Initiate 

- Electronic care management documentation tool(s) accessible to the full care team

- 24-hour patient access to a clinical decision-maker

- At least 4 hours of clinical operation outside normal business hours (8:30 am –5 :00 
pm) per week

- At least 30% of appointments reserved for same-day care
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Participation Requirements: Practice Characteristics
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Clinical-
Community 

Linkage 

Telehealth 
Adoption 

Improvement Plans 
from Patient 

Feedback

Medication 
Management

Population Health 
Management

Self-Management 
Monitoring and 

Support

Care Team Review 
of Patient 
Reported 
Outcomes

Integrated Peer 
Support

Group Visit 
Implementation

Patient Portal 
Access

Cost of Care 
Analysis

Integrated Clinical 
Decision Making

Participation Requirements:

Transformation Objective Selection

Clinical – Community Linkage

Coordination and partnership among clinical 
providers and other community based organizations 

to collectively address the needs of the local 
population; including assessing social determinants 
of health, developing an outreach and engagement 

plan, establishing common intake and referral 
systems, and continuously monitoring and 

improving outcomes. 

Telehealth AdoptionAdoption and use of telehealth services to increase 
patient access to remote specialty care consults or 

services. 

Improvement Plans from 
Patient Feedback 

Collection of patient experience and satisfaction data 
on access to care, development of an improvement 

plan, such as outlining steps for improving 
communications with patients to help understanding 

of urgent access needs; and evidence of 
improvements made as a result of data collected. 

Medication Management

Manage medications to maximize efficiency, 
effectiveness and safety that could include one or 
more of the following: Integrate a pharmacist into 

the care team; and/or Conduct periodic, structured 
medication reviews. 

Population Health 
Management

Implementation of regular reviews of targeted 
patient population needs which includes access to 
reports that show unique characteristics of eligible 
professional’s patient population, identification of 

vulnerable patients, and how clinical treatment 
needs are being tailored, if necessary, to address 

unique needs and what resources in the community 
have been identified as additional resources. 

Self – Management 
Monitoring and Support

Use tools to assist patients in assessing their need for 
support for self-management (e.g. the Patient 
Activation Measure or How's My Health) and 

promote the use of processes and tools that engage 
patients for adherence to treatment plan. 

Care Team Review of Patient 
Reported Outcome

In support of improving patient access, performing 
additional activities that enable capture of patient 
reported outcomes (e.g., home blood pressure, blood 
glucose logs, food diaries, at-risk health factors such as 
tobacco or alcohol use, etc.) or patient activation 
measures through use of a technology solution, such as 
certified EHR technology, or patient registry; containing 
this data in a separate queue for care team member 
recognition and review. 

Integrated Peer Support
Integrate peer support into the care team to enhance 
care management activities such as providing patient 

self-management support, and/or leading patient 
support groups.

Group Visit Implementation
Implement the use of group visits (sometimes called 
a cooperative healthcare clinic) for common chronic 

conditions (e.g., diabetes) specific to the PCMH 
Initiative. 

Patient Portal Access

Access to an enhanced patient portal or personal 
health record (PHR)\ that provides up to date 

information related to relevant chronic disease 
health or blood pressure control, and includes 

interactive features allowing patients to enter health 
information and/or enables bidirectional 

communication about medication changes and 
adherence. 

Cost of Care Analysis

Build the analytic capability required to manage total 
cost of care for the practice population that could 

include: Training appropriate staff on interpretation 
of cost and utilization information; and/or using 

available data regularly to analyze opportunities to 
reduce cost through improved care. 

Integrated Clinical Decision 
Making

Develop a formal collaborative relationship with one or more 
behavioral health and/or substance abuse providers, enhance 

technology solution to capture additional data to promote 
implementation of shared integrated clinical decision making 

capabilities approach which could include: a combined/holistic 
health assessment, sharing health information, developing a shared 

treatment plan and goals, ensuring regular communication and 
coordinated workflows between clinicians in primary care and 

behavioral health; and conducting regular case reviews for at-risk or 
unstable patients and those who are not responding to treatment. 



• The results of the application process will determine which 
practices are selected to participate by MDHHS

• If selected: 
• Application data and participant selections will subsequently be stored in 

the HPD

• The formal participation agreement and practice self-assessment will be 
facilitated by MDHHS’ PCMH Initiative operations contractor 
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Participant Selection 



• Practices will commit to the following activities to participate in 
the Initiative: 

- Embed care management and care coordination staff members functioning as integral, 
fully-involved members of the team 

• At least one member of the team must be a licensed Care Manager; other members 
of the team may be a licensed Care Manager or a Care Coordinator

• The following types of professionals will be eligible to serve as a Care Manager: 
Registered Nurse, Licensed Practical Nurse, Licensed Master’s Social Worker, 
Licensed Professional Counselor, Licensed Pharmacist 

• The following types of professionals will be eligible to serve as a Care Coordinator : 
Licensed Bachelor’s Social Worker, Certified Community Health Worker, Registered 
Dietician, Social Service Technician 

- Maintain a ratio of at least 2 care management and coordination team members per 5,000 
attributed patients

- Complete care management and coordination training provided and/or approved by the 
Initiative as well as take part in continuing education 

- Comply with care management and coordination payer collaboration roles and 
responsibilities defined by the Initiative 

- Bill applicable codes for care management and coordination services as defined by the 
Initiative 

- Participate in Initiative-sponsored practice learning opportunities 
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Participation Requirements:

Practice Activities



• The following practice requirements will be needed for PCMH 
participation in the Initiative, however the Initiative will provide a 
transition period after selection for practices to become 
compliant: 

- Connection to Michigan’s Health Information Exchange (HIE) network (e.g. 
through a Qualified Organization)

- Active participation (beyond connection) in MiHIN use cases applicable to SIM, 
which currently include:
• Active Care Relationships Service 2.0 (ACRS)
• Admit, Discharge, Transfer Notification Service (ADT)
• Common Key Service (CKS)
• Health Provider Directory (HPD)
• Quality Measure Information (QMI)

- Stage 1 (also called modified Stage 2) Meaningful Use

• Participation requirement compliance timelines will be 
documented in a formal participation agreement with MDHHS
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Participation Requirements:

Phased In Practice Characteristics



• Legal Onboarding 
• Obtain, review, and execute legal agreements 

• MUCA, SDSA, UCE

• Technical Onboarding and connectivity plan
• Email MiHIN Onboarding Team at help@mihin.org to establish a "kick-off 

call" 
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Participation Requirements:

Connection to Michigan’s Health Information Exchange

mailto:help@mihin.org
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding
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Participation Requirements: MiHIN Onboarding



• PCMH Initiative General Questions: sim@mail.mihealth.org

• Getting Started with MiHIN:

help@mihin.org

• MiHIN ACRS Sender Onboarding: 
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Marty Woodruff Paul Porras

Director of Production and Operations Project Manager

Marty.woodruff@mihin.org Paul.porras@mihin.org 

Participation Requirements: MiHIN Onboarding
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