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Box breathing relaxation technique: 

how to calm feelings of stress or 

anxiety
https://youtu.be/tEmt1Znux58

Mindfulness Minute

https://youtu.be/tEmt1Znux58


NCQA Annual Renewal 2022 

• Attestations around specific criteria have changed

• NO QI WORKSHEET

• Increased data reporting requirements

• Standardized Measures are valued

• Submit/Reporting date versus expiration date

• NEW - minimum performance thresholds

• NEW – corporate credit table

• Audit Process

• NYS attestation



https://ncqa.secure.force.com/faq/

https://ncqa.secure.force.com/faq/


NCQA Updates

• Potential Updates for 2022 – SOGI, Patient Driven Outcomes (PDO)

• Version 7.1 effective 1/01/2022 - Update data submission for 
Transforming, Behavioral Health Annual with Distinction and Behavioral 
Health Annual

• PCMH Standards and Guidelines (Version 7.1) and/or the 
Distinction in Behavioral Health Integration Annual Reporting 
Requirements (for reporting year 2022).

• Version 8 Standards released this month, effective 1/1/2023

https://protect-us.mimecast.com/s/nARTCn5J9QtGjWpvtzcfQU?domain=click.mail.ncqa.org
https://protect-us.mimecast.com/s/ONFaCo2JgRhXZwpEumvYeM?domain=click.mail.ncqa.org






Appendix 5 – Standard Measures and Reporting 
Periods



RRWB and Examples – From a Person-Centered  
View









Shared Care Plan – Patient Level



Care Plan – Medical Treatment Plan – Patient Self 
Management Plan

Subjective – history of present illness, review of systems

Objective – physical exam, tests

Assessment – for each diagnosis, better, worse or the same – stable, 
improving, deteriorating

Plan – or is it the CARE PLAN?

Education



Care Plan vs. Shared Care Plan 

Care Plan Shared Care Plan

Completed by clinician Shared care plan is co-developed

Directions and 
instructions

Person-centered elements: goals 
(and steps to get to those goals) 
and barriers

Clinician-centric Emphasizes the person’s central 
role in managing their own health



Shared Care Plan 
Operational Definition

1. Treatment goals – chronic condition follow-up, preventive health 
goals, diagnostic follow-up (CM 04)

2. Patient’s self-management goals (CM 06, CM 08)

3. Assessment of patient’s barriers to health and well-being & 
potential solutions and resources to overcome barriers 
(CM 07)

4. Care coordination information: primary care team, specialists and 
community resources beyond primary care team (CM 09)

5. Shared care plan follow-up frequency (CM 04)

Additional elements may include: patient’s confidence in ability to manage health (rated 
on a scale 1 – 10), self-rated health status (excellent, very good, good, fair, poor), 
original date of plan and date of latest update, advance directive, health care proxy.
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