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●Current state of PCMH

●Exploration of how PCC functionality applies to new 
2017 PCMH factors

●PCC Resources for PCMH

Agenda



● A basic understanding of NCQA’s PCMH Recognition 
and why it might benefit your practice

● An understanding of how PCC reports and 
functionality can be used to meet specific PCMH 
requirements

● Recognition of how your existing workflow and 
processes may need to change in order to meet 
PCMH requirements

Takeaways



● Focus on improving patient access
● Emphasis on team-based care
● Consistent population management of patients
● Care management focus on high-need populations
● Coordinating care and transitions
● Integration of behavioral health
● Aligns with Meaningful Use and use of  I/T 
● Alignment of quality improvement activities

Current State of PCMH



Why NCQA PCMH?

● Most widely adopted model for transforming primary 
care practices to medical homes

● May be financially worthwhile depending on region 
and payor mix

● Streamlined workflow and operations



NCQA PCMH Growth

● As of July 2013, ~6,700 sites and ~34,000 clinicians with 
PCMH recognition

● As of July 2017, >12,200 sites and ~58,000 clinicians 
recognized in 50 states

● At least 40 PCC practices have PCMH recognition and 
another 24 are in the process of getting recognition



● More flexibility with core requirements and the choice 
of other elective requirements

● Simplified reporting with less paperwork means less 
time and cost for transformation

● New digital platform 
● Includes virtual review with NCQA staff dedicated to 

your practice
● No more renewals every 3 years.  Will now require 

annual check-in from NCQA with some reporting

New 2017 Standards



New 2017 Standards
Six PCMH Concepts

●Team-Based Care and Practice Organization (TC)
●Knowing and Managing Your Patients (KM)
●Patient-Centered Access and Continuity (AC) 
●Care Management and Support (CM)
●Care Coordination and Care Transitions (CC)
●Performance Measurement and Quality 
Improvement (QI)



Getting Started With PCMH 
Recognition

● Visit NCQA’s “Getting Started” Resources
● Visit practices who are already medical homes. Share 

strategies and experiences
● Resource Directory of Incentives for NCQA Clinical 

Recognition
● Patient-Centered Primary Care Collaborative

http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started
http://www.ncqa.org/Portals/0/Programs/Recognition/Resources/02012018_Resource_Directory_of_Incentives_for_NCQA_Recognition.pdf?ver=2018-01-31-155717-923
http://www.ncqa.org/Portals/0/Programs/Recognition/Resources/02012018_Resource_Directory_of_Incentives_for_NCQA_Recognition.pdf?ver=2018-01-31-155717-923
https://www.pcpcc.org/initiatives


● Single site or multi-site?

○ If 3 or more locations, need special multi-site approval from 
NCQA

● Consider working with PCC and the Verden Group’s Patient-Centered 
Solutions (PCS) 

○ Gap analysis survey

○ Project management

○ Document review

Getting Started With PCMH 
Recognition

http://www.theverdengroup.com/our-services/patient-centered-solutions-services/
http://www.theverdengroup.com/our-services/patient-centered-solutions-services/


● You can attest for automatic credit just for using PCC 
software

● PCC is prevalidated under 2017 standards
●Fully meets 2 elective criteria - 4 credits
●Partially meets 2 core criteria
●Partially meets 1 elective criteria

PCC Prevalidation

http://pcmh.pcc.com/images/4/41/PCC-PCMH_2017_Prevalidation_Letter_of_Credit_Approval_v17_final_Revised_3.20.18.pdf


Are You Renewing Recognition?

If you have 2011 Recognition (any level) or 2014 Level 1 or 
2 Recognition:

● Earn recognition at an accelerated pace
● For some criteria, you won’t need to provide 

required evidence
● Review NCQA’s Accelerated Renewal Table

http://www.ncqa.org/Portals/0/Programs/Recognition/PCMH/PCMH%20Accelerated%20Renewal%20Table_10.26.2017.pdf


Are You Renewing Recognition?

If you have 2014 level 3 recognition, transition to the 
new redesigned process:

● Bypass submission of evidence and skip directly to 
the annual reporting part of recognition

● Enroll in NCQA’s new QPASS system
● Annual reporting begins 30 days prior to expiration 

of current recognition

https://qpass.ncqa.org/Home/Welcome


PCC's PCMH Resources
(http://pcmh.pcc.com)

http://pcmh.pcc.com/


PCMH Reporting 
Examples



Patient-Centered Access and 
Continuity (AC)

Patients/families/caregivers have 24/7 access to clinical 
advice and appropriate care facilitated by their 
designated clinician/care team and supported by access 
to their medical record. The practice considers the needs 
and preferences of the patient population when 
establishing and updating standards for access. 



Same-day Appointments

● Use PCC reports to show that you use same-day sick blocks
● Renewals: documentation and evidence is required



● Show proof of 
reserving time in 
schedule for 
same-day sick 

Providing Same-Day Appointments



● “Appointment Summarizer” (appts) report 
identifying Block Appointments

Providing Same-Day Appointments



Providing Same-Day Appointments

● Reports total minutes and # of sick blocks by 
date

● Need report with at least 5 days of data



Timely Clinical Advice By Telephone

● Show that you are tracking response times to phone calls
● Renewals:  No documentation or evidence required



● PCC EHR → Reports → Phone 
Encounter Performance 
Report

● Run for at least 7 calendar 
days including times when 
office is open and closed 

Timely Clinical Advice By Telephone



Use Portal For Patient Requests

● Use secure portal messaging to allow patients to make these requests
● Need to demonstrate only two functionalities
● Renewals:  No documentation or evidence required



Timely Clinical Advice By Secure Electronic Msg

● Renewals:  No documentation or evidence required



Use PCC’s Patient Portal Functionality

● Use this new report 
to track response 
time to portal 
messages before and 
after hours

● Report for at least 7 
calendar days



Knowing and Managing Your 
Patients (KM)

The practice captures and analyzes information about 
the patients and community it serves and uses the 
information to deliver evidence-based care that 
supports population needs and provision of culturally 
and linguistically appropriate services



Documenting Up-to-Date Problem List

KM 01 (Core) - Documents an up-to-date problem list for 
each patient with current and active diagnoses

● Use PCC MU Report “Stage 1 - Problem List”
● No required % threshold
● Renewals:  No documentation or evidence required



Adolescent Depression Screening

KM 03 (Core) - Conducts depression screenings for adults 
and adolescents using a standardized tool

● Use PCC’s CQM report - “Screening for Clinical Depression and 
Follow-Up Plan”

● No % threshold is required

● Must identify standardized screening tool

● Evidence and report or documented process required

http://learn.pcc.com/help/meet-clinical-quality-measures-with-pcc-ehr/#CMS2_Preventative_Care_and_Screening_Screening_for_Clinical_Depression_and_Follow-Up_Plan
http://learn.pcc.com/help/meet-clinical-quality-measures-with-pcc-ehr/#CMS2_Preventative_Care_and_Screening_Screening_for_Clinical_Depression_and_Follow-Up_Plan


Assess Oral Health Needs

KM 05 (1 Credit) - Assesses oral health needs and provides 
necessary services based on evidence-based guidelines or 
coordinates with oral health partners

● Incorporate oral health assessment into protocols

● Consider doing fluoride varnish

● Document referrals to oral health partners

● Evidence and documented process required



Assess Oral Health Needs

Monitor 
Fluoride 
Varnish 
Rate in 
Dashboard



Identify Predominant Conditions

KM 06 (1 Credit) - Identifies the predominant conditions 
and health concerns of the patient population

● Generate PCC report showing predominant diagnoses for each 
provider

● KM 06 credit also counts for KM 01 (up-to-date problem list)

● Renewals:  No documentation or evidence required



● Spreadsheet output 
based on custom srs 
charge report showing 
top ICD-10 codes billed

● Coming Soon!  Report 
for this in EHR Report 
Library

Identify Predominant Conditions



Evaluate Patient Communication 
Preferences

KM 08 (1 Credit) - Evaluates patient population 
demographics/communication preferences/health 
literacy to tailor development and distribution of patient 
materials

● Report and evidence of implementation required 
● Use PCC report showing total patients for each 

communication preference (text, email, cell, etc)



● Spreadsheet output based 
on custom recaller report 
showing primary 
communication 
preference for each 
patient

● Coming Soon!  Use EHR 
Patient Lists for this

Evaluate Patient Communication 
Preferences



Assess Diversity of Population
KM 09 (Core) - Assess the diversity (race, ethnicity, and 
one other aspect) 
KM 10 (Core) - Assess the language needs

● Use EHR Report Library Reports
○ Patient Count and Percentage by Ethnicity
○ Patient Count and Percentage by Race
○ Patient Count and Percentage by Sex
○ Patient Count and Percentage by Primary Preferred Language

● Renewals:  Report required



Identify Populations and Recall

● Identify patients in need of care (Dashboard, recaller, MU report 
detail, EHR Patient Lists)

● Remind patients of needed services (notify, recaller)

● Report and outreach materials required



KM 12.A: Choosing Preventive Care 
Services

● PCC Dashboard:
○ Patients overdue for well visits (pick an age group to focus on)

● PCC recaller and Coming Soon! EHR Patient Lists
○ Adolescents needing depression screening
○ Infants needing developmental screening
○ 4-5 year olds needing vision or hearing screening
○ Newborns needing hearing screening
○ Patients recently discharged from the hospital/ER needing 

follow up
○ Children overdue for tobacco and/or alcohol/substance abuse 

counseling



Dashboard Overdue Lists

● Report well visit rates, overdue listing and trends for kids under 15 
months, 15-36mos, 3-6yrs, 7-11yrs, or 12-18yrs.



Recaller Overdue Lists 
● Use PCC's recaller to generate 

lists of overdue patients

● Restrict by procedure or Dx 
code to focus on patients 
having certain CPT codes billed 
or having certain conditions

● EHR Patient Lists will also allow 
restriction based on orders 
(screenings, tests, etc)



● Dashboard reports:
○ Patients overdue for HPV vaccine
○ Patients overdue for Meningococcal vaccine
○ Patients overdue for Tdap vaccine
○ Asthma patients overdue for seasonal flu vaccine (this can be 

used as imm measure or chronic/acute measure, but not both)
○ 2 year old patients in need of vaccines

● EHR Report Library
○ Patient Immunization Administration Summary

KM 12.B: Choosing Immunization 
Services



KM 12.B: Choosing Immunization 
Services



KM 12.B: Choosing Immunization 
Services



KM 12.B: Choosing Immunization 
Services

● Use “Patient 
immunization 
Administration 
Summary” report in 
EHR Report Library

● Identifies active 
patients of a certain 
age having received 
any number of doses 
for any vaccine



● Dashboard reports:
○ ADHD patients overdue for followup visit

● recaller reports and Coming Soon! EHR Patient Lists:
○ Asthma patients overdue for checkup
○ Patients with depression overdue for checkup
○ Patients with obesity overdue for checkup
○ Patients with allergic rhinitis overdue for checkup

● PCC EHR Clinical Quality Measure (CQM) Reports
○ Followup Care for ADHD Patients
○ Asthma patients in need of medication checkup

KM 12.C: Choosing Chronic/Acute 
Services



●  
●  

● 

● Dashboard 
example 
measuring % 
of ADHD 
patients seen 
in past six 
months

KM 12.C: Choosing Chronic/Acute 
Services



PCC EHR CQM Report: ADHD Followup Care for Children Prescribed 
ADHD Medication

● Use “Details” links to see list of overdue patients who need 
followup care after starting ADHD medication

●
●

KM 12.C: Choosing Chronic/Acute 
Services



PCC EHR CQM Report: Use of appropriate medications for Asthma

● Use “Details” links to see list of patients with persistent asthma 
who are in need of medication checkup

KM 12.C: Choosing Chronic/Acute 
Services



Use recaller or new EHR Patient Lists restricting by 
“Date of last visit” 

KM 12.D: Patients Not Recently Seen



Addressing Medication Safety and 
Adherence

KM 14 (Core) - Reviews and reconciles meds for more 
than 80% of patients received from care transitions

● Use PCC’s Modified Stage 2 “Medication 
Reconciliation” MU report

● Renewals:  No report required



Use special component in EHR to indicate medications are 
reconciled for patients transitioning to you

Medication Reconciliation



Addressing Medication Safety and 
Adherence

KM 15 (Core) - Maintains an up-to-date list of medications 
for more than 80% of patients

● Use PCC’s Stage 1 “Medication List” MU report
● Renewals:  No report required



Implement Evidence-Based Decision Support

● Demonstrate at least four of the seven criteria

● Identify conditions, source of guidelines, and evidence of 
implementation



● PCC has autocredit for the following conditions (if using specified 
protocols):

○ ADHD for KM20.A (related to mental health condition) if using 
built-in protocol following AAP's Clinical Practice Guidelines

○ Well Child Care for KM20.F if using Bright Futures protocols

● Consider using Pediatric Obesity for KM20.E (related to unhealthy 
behaviors)

● Consider asthma, otitis media, or allergic rhinitis for KM20.C or KM20.D 
(related to chronic or acute condition)

Implement Evidence-Based Decision Support



● Use Clinical Alerts for point-of-care reminders

Implement Evidence-Based Decision Support

http://learn.pcc.com/help/clinical-alerts/


Care Management and Support

● Include at least three of the five criteria
● Provide protocol for identifying patients for care 

management



● Use recaller or new EHR Patient Lists for identifying 
patients needing Care Management based on diagnosis or 
problem list

● Add “Care Management” flag to these patients
 
● Create clinical alerts reminding clinicians when working 

with these patients

Care Management and Support



● Use recaller or new 
EHR Patient Lists to 
monitor population 
of kids needing care 
management

Care Management and Support



● Use clinical alert in EHR to remind about updating Care 
Plan

Care Management and Support



Care Management and Support

● Use PCC’s Care 
Plan component

● Use EHR Report 
“Care Plans by 
Date” to identify 
all patients with 
a Care Plan



Care Management and Support
CM05 (Core): Provides a written care plan to the 
patient/family/caregiver for patients identified for care 
management

CM06 (1 Credit): Documents patient preference and 
functional/lifestyle goals in individualized care plans

CM07 (1 Credit): Identifies and discusses potential barriers to 
meeting goals in individual care plans

CM08 (1 Credit): Includes a self-management plan in individual care 
plans

● Use Record Review Workbook

● Renewals: Reports and examples not required



● PCC has autocredit for CC01.A-D
● Documented process and evidence of 

implementation required for factors without 
autocredit

Care Coordination and Care Transitions



Referral Tracking and Follow-up

● Documented process and evidence of implementation 
required

● Use Visit Summary report or Summary of Care Record 
to send to specialist



Tracking and Following Up on Referrals

● Refer to referral tracking workflow documented in PCMH WIKI
● Consider prioritizing referral tasks within the task names (Example: 

Confirm Outcome P1, Confirm Outcome P2, etc)

http://pcmh.pcc.com/index.php/2014_-_PCMH5B#5.B.8_Tracks_referrals_until_the_consultant_or_specialist.E2.80.99s_report_is_available.2C_flagging_and_following_up_on_overdue_reports._.28CRITICAL_FACTOR.29


Tracking and Following Up on Referrals

● Refer to referral tracking workflow documented in PCMH WIKI

http://pcmh.pcc.com/index.php/2014_-_PCMH5B#5.B.8_Tracks_referrals_until_the_consultant_or_specialist.E2.80.99s_report_is_available.2C_flagging_and_following_up_on_overdue_reports._.28CRITICAL_FACTOR.29


Report Outstanding Referral Orders



Report Outstanding Referral Orders

● Use “Orders by Visit” report in EHR Report Library
● Specify all referral orders (search for “referral” and “Select All”)
● Specify “Order Status = Not Completed” to see all outstanding 

referral orders



Identify Patients With Unplanned Hospital/ED 
Visits

CC 14 (Core): Systematically identifies patients with unplanned hospital 
admissions and emergency department visits

● Scan faxed hospital summaries into EHR and use “Document 
Modification Report” to identify these patients

● Renewals: Reports and examples not required



Identify Patients With Unplanned Hospital/ED 
Visits

● Scan these documents into a special “Hospital” category

● Use “Document Modification Report” in EHR Report Library, filtered 
to show only patients with documents in this “Hospital” Category



Contact Patients For Followup After Hospital or ED

CC 16 (Core): Contacts patients/families/caregivers for follow-up care, if 
needed, within an appropriate period following a hospital admission or 
ED visit

● Once hospital summary is received, add task for follow-up care

● View tasks on messages queue

● Renewals: Documented process and evidence not required



Contact Patients For Followup After Hospital or ED



Care Plan for Patients Transitioning Out

CC 20 (1 Credit): Collaborates with the 
patient/family/caregiver to develop/implement a 
written care plan for complex patients transitioning 
into/out of the practice

● Use Care Plan to document transition to adult care setting

● Care Plans can be printed

● Renewals: Documented process and evidence not required



Care Plan for Patients Transitioning Out



Electronic Exchange of Information

● Participation with Immunization Registry meets 
CC21.B

● Use Direct Secure Messaging for CC21.C
● Renewals: Evidence not required

http://learn.pcc.com/help/direct-secure-messaging/


Monitor Clinical Quality Measures

● Refer to PCMH page in the Dashboard
● Need report including # of patients, rate, and measure 

source 



● PCMH page 
updated and 
replaced 
monthly

● Log your 
measure results 
monthly, 
including # 
patients

Monitor Clinical Quality Measures



Monitor Resource Measures

● Report is required
● Use “Medication Reconciliation” MU measure report for QI 02.A
● For QI02.B - Custom srs report showing after-hours visits seen for 

complex patients (who would have otherwise likely gone to the ER)
● PCC eRx – Generic vs Brand Rx
● PCC eRx - Utilization of non-formulary medications



Generic vs Brand Rx

Identify generic vs 
brand name Rx volume 
for each provider



Identify % of Rx 
On-Formulary for each 
provider

Formulary vs Non-Formulary Rx



Measure Appointment Availability

● Produce report showing your appointment wait times 
compared with defined standards

● Use at least 5 days of data
● Report and documented process are required



● For at least five days, document third next available 
appointment for well, followup, and sick appointments

Measure Appointment Availability



Performance Data Stratified for 
Vulnerable Populations

● Use vulnerable population reporting on PCMH 
Dashboard

● Renewals: Report not required



● Define your vulnerable 
population and use 
Dashboard report

● Vulnerable population 
options:
○ Primary Insurance
○ Race
○ Ethnicity
○ Preferred Language

Performance Data Stratified for 
Vulnerable Populations



● Identify measures that could be improved and monitor 
Dashboard results and trends monthly

● Report required

Set Goals and Act to Improve



● Identify measures that could be improved and monitor 
Dashboard results and trends monthly

● Report required

Set Goals and Act to Improve



Set Goals and Act to Improve



● Use Dashboard PCMH page to see breakdown by 
provider (PCP) for certain measures

● Documented process and evidence of implementation is 
required

Practice Shares Performance Data



Practice Shares Performance Data

● Includes provider breakdown for the following measures: 
ADD/ADHD Patient Followup, Developmental Screening Rates, Well 
Visit Rates, and Influenza vaccination for asthma patients



QI 18 (2 Credits) - Reports clinical quality measures to 
Medicare or Medicaid agency

● If reporting CQMs with MU application, you get credit
● If not doing MU, contact Medicaid to see if they’ll accept 

your CQMs
● Evidence of submission is required

Reporting CQM data to Medicaid 



Review of PCC's PCMH 
Resources



PCC PCMH Resources
http://pcmh.pcc.com

● Documentation and examples of relevant PCC reports and 
functionality related to 2017 standards

● Also includes other NCQA resources

● PCC Prevalidation
○Contact PCC for “Letter of Product Implementation”

http://pcmh.pcc.com/


PCC PCMH Resources
● PCC/PCS PCMH Program Project Management and PCMH Consulting 

Packages 

http://www.theverdengroup.com/our-services/patient-centered-solut
ions-services/

● Contact PCC Support

Thank you!

Tim Proctor
tim@pcc.com

http://www.theverdengroup.com/our-services/patient-centered-solutions-services/
http://www.theverdengroup.com/our-services/patient-centered-solutions-services/

