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● About NCQA PCMH program

● Starting and organizing your project
● Understanding care management
● Exploration of how PCC functionality applies to 2017 PCMH 

standards
● Maintaining your recognition with annual reviews

Agenda



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

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

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

Takeaways
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About NCQA’S
PCMH Program
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Why Become a Medical Home?

• Improve patient access and care coordination 
• Reduce silos in the workplace 
• Boost patient and staff satisfaction
• Efficiently manage chronic patients 
• Align with payers/state/Federal initiatives 
• Help lower overall healthcare costs
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Getting Started

▪ Do you fully understand the concept?  
• Research the guidelines, the benefits and the statistics
• Visit practices who are already medical homes and talk to colleagues 

about the practicalities of it
• A medical home is not just a reimbursement model!

Read the Joint Principles of a Medical Home Visit
http://medicalhomeinfo.org/downloads/pdfs/JointStatement.pdf

▪ Will it be financially worthwhile?  
• Maybe! Depends upon region and Payer mix
• Biggest benefit is streamlined practice operations and continued 

viability in this new ‘era’
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Outpatient primary care practices

Practice defined: a clinician or  clinicians practicing together at  
a single geographic location

Includes nurse-led practices  in states as permitted 
Under state licensing laws

Does not include:
• Urgent care clinics
• Clinics open on a seasonal basis

Eligibility Requirements
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• Recognition is achieved at the  
geographic site level -- one  Recognition 
per address, one  address per survey

• MDs, DOs, PAs, and APRNs with  their own 
or shared panel are listed  on the application

• Clinicians should be listed at each site 
where they routinely see a  panel of their 
patients

• Non-primary care clinicians should  not be 
included

Eligibility Requirements
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At least 75% of each 
clinician’s  patients come for:

−First contact for care
−Selected as personal PCP
−Continuous care
−Comprehensive primary  

care services
All eligible clinicians at a 

site must apply together
Physicians in training (residents)
should not be listed

Eligibility Requirements



© 2019 The Verden Group

2017 Standards Format
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Scoring

No more levels! Pass or Fail only
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2017 Standards Concepts
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2017 Standards Concepts
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You’re Ready to Start…What 
Now?
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Getting Started – Where Are You Today?

Figure out where you are in the process and what points 
you may already have:

Scan through the Standards and check off -
• What you are you already doing 
• What processes you need to adjust
• What you need to build

AND / OR you can take the PCS free survey and we will 
help you determine your ‘gaps’ . . .
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Take the PCS Online Survey

• Complete to the best of your ability – keep it 
simple

• We will provide feedback to show you where you 
are today

• It will help to set up your project plan by 
identifying the areas in which you need to do 
the least work (quick hits) and the most work

• Yes, it is FREE!

http://ncqasolutions.com/getting-started/

PCS Survey



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

http://pcmh.pcc.com/


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

● Will allow you to bypass certain documentation items 
● PCC is prevalidated under 2017 standards
● Bonus: Physicians can get MOC credit for being a 

recognized PCMH.

PCC Prevalidation

http://pcmh.pcc.com/images/4/41/PCC-PCMH_2017_Prevalidation_Letter_of_Credit_Approval_v17_final_Revised_3.20.18.pdf
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• Form a PCMH team comprised of at least: 
o A physician ‘champion’ for each location
o A nurse / clinical manager
o An office manager

• Train the members of your PCMH team
• Share information across the entire practice and 

keep EVERYONE informed ** keep those meeting 
notes**

Build Your Team
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Put in place basic project management controls:

• Set an overall project completion goal
• Break down the work that needs to be done
• Start with the most important tasks first (not 

chronologically!)
• Set a ”due-date” for assigned items
• Set standing meetings that work for you (e.g., weekly, bi-

weekly, monthly) 
• Share regular updates with staff in the form of memos

Apply Project Management Principles



© 2019 The Verden Group

• Walk through every task, in front and behind the scenes, 
and follow the patient flow through the office

• Look for these key items:
▪ Are there formalized policies and procedures? 
▪ Technology utilization beside an EMR - what else 

does your practice have that you can leverage for 
recognition
o Website? 
o Patient Portal? 
o Recall system? 

Catalogue What You’ve Got
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Set Up Templates in the EMR
• Create visit templates for your important conditions (e.g., 

ADHD, Asthma, Obesity & acute/sick template)
• Try to include care plans in the templates (we’ll discuss 

this in detail)
• By utilizing templates you will be collecting more data and 

be able to meet several criteria options (KM20 & CM 
section) 

• Set up Standing Orders and utilize them
▪ Test protocols, defined triggers for prescription orders, 

medication refills, vaccinations, routine preventive 
services

Remember when it comes to your system – junk in, junk out!
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Processes Preformed But Not Written?
• First, use what you’ve got

▪ Job descriptions, meeting notes, training handouts etc.  

• Start drafting! 
▪ Don’t do an individual policy or procedure for each factor -

group them together, and keep it as simple as possible

• Have everyone pitch in
▪ Ask staff to draft what they do and those can be edited / 

refined from there
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Not Meeting Certain Process Requirements?

• Using your initial assessment to identify the gaps
• Implement the easy processes first
• Example – collecting race & ethnicity, assigning 

PCP, completing medication reconciliation
▪ Have your staff begin doing that right away. 
▪ The longer you have them collecting data, 

the more likely you will reach your threshold 
when it comes time to submit your 
supporting data and documentation
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Capture As You Go
• Create a ‘Master Copy’ binder / electronic file folder 

(preferred method) and have one person manage it
• Keep working versions and final versions separate to avoid 

version control issues
• Annotate documents to easily draw the evaluators attention to 

sections you want to them review
• Consistently name your files specific to the criteria (e.g., 

TC06_Policy & TC06_Evidence)
Use a tool like Basecamp!

Compiling the Material for Submission
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Strategically Tackle the 
Project 
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Build the Foundation (Practice 
Operations)

• Start with TC items (TC01, TC02, TC06, TC07) to 
build a strong foundation 

• Review your assessment to determine areas that 
need immediate attention (e.g., CM section, CC01, 
CC04 & data)
▪ Remember to align tasks with team members 

strengths
• Begin patient satisfaction surveys (QI04)
• Layer in policies 
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Identify Patients/Conditions

• Identify patients for care management (CM01-02)
• Review patient visit notes to determine if templates 

need to be updated or documentation training (this 
will set you up for KM20 and the CM section)

• If no changes are needed gather your examples for 
KM20

• Align patient recallers (KM12) to your identified 
patients/conditions



Implement Evidence-Based Decision Support

● Demonstrate at least four of the seven criteria
● Identify conditions, source of guidelines, and evidence 

of implementation



● PCC has auto-credit 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 asthma, allergic rhinitis for KM20.C (chronic condition)
● Consider otitis media and strep for KM20.D (acute condition)

● Consider using pediatric obesity for KM20.E (related to unhealthy 
behaviors)

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/


Identify Populations and Recall

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

● 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)

● New! EHR Patient Recall Reports
○ Adolescents needing depression screening
○ Infants needing developmental screening
○ 4-5 year olds needing vision or hearing screening
○ Newborns needing hearing screening
○ 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 12-21yrs.

● Use EHR Patient Recaller reports for up-to-date, refined overdue 
listing



EHR Patient Recall
• Use EHR Report Library 

“Preventive Care Recall”

• Restrict on: 
• Patient age
• Physical due date
• Procedure
• Diagnosis
• Order (screenings, 

tests, etc)
• and more



● Dashboard reports:
○ Patients overdue for Adolescent vaccines (HPV, 

Meningococcal, Tdap)
○ Patients overdue for seasonal flu vaccines
○ 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

Adolescent vaccines



KM 12.B: Choosing Immunization Services

Childhood vaccines



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

● New! EHR Patient Recall Reports
○ 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
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Aligning Clinical Quality Data

• Align clinical quality measures with patients identified 
in care management and recallers:
▪ Care management patient (CM01): asthma 
▪ Clinical decision support (KM20): asthma 

template/visit note example
▪ Recaller (KM12): identified asthmatics in need of a 

flu shot 
▪ Quality measure (QI01): asthma (influenza) vaccine 
▪ By aligning the patients/conditions with multiple 

sections you’re easily able to identify, close care 
gaps, and improve metrics. 
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Engage [KM12]

Prepare [KM20]

Document [QI01]

Evaluate [QI 
Worksheet]

Identify[CM01]

Process of Closing a Care Gap



Monitor Resource Measures

• Pick resource measures at the beginning of the project
• Align health care cost resource measure to CM01 – B “high-cost/high-utilization”
• Health care cost measures:

• Appropriate treatment of URI 
• Appropriate testing for Pharyngitis 

• Care coordination measures: 
• Medication reconciliation (KM14)
• Newborn screens (CC02)
• Referrals completed by flag date



Health Care Cost Measures

PCC EHR CQM Reports

• Appropriate Testing 
for Children with 
Pharyngitis

• Appropriate 
Treatment for 
Children with URI



Care Coordination Measures

PCC “Modified Stage 2 MU Report”

• % of Transitions of Care where medication 
reconciliation is performed

• Also used for KM14 - addressing medication safety 
and adherence



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

Medication Reconciliation
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Organizing Data for the QI Worksheet

• Run historical data – last 4 quarters
• Choose 3 clinical quality measures & 1 resource 

measure to use for the QI worksheet – start your 
“story”

• Analyze patient satisfaction surveys, choose 1 measure 
to use for the QI worksheet

• Pick an access measure for improvement
▪ Improving no-shows
▪ Reducing wait times for scheduled appointments

Have a team meeting to discuss performance 
improvement – document meeting minutes 

(TC07/QI15)
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Care Management



Care Management and Support

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

management



● Use recaller or EHR Patient Lists in Report Library 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 
embedded within visit 
templates

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

60

Care Management Activities performed by healthcare professionals to improve patient outcomes 

Care Coordination Organizing patient care between clinicians and facilities 

Care Plan Individualized instructions and interventions given to the patient in writing 



© 2019 The Verden Group61

Reviewing Documentation 

- Note is not completed
- No real care plan created

- Clinical summary not given to patient - Added goals and barriers to template
- Data is in structured data fields 

- Care plan has details 
- Clinical summary & care plan given to patient 
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Building a Usable Care Plan

Determine where the care plan will live (e.g., chart or visit note)
Add patient goals (e.g., play with kids or lose 5 pounds)
Include barriers (e.g., cost of medications, compliance issues or 
lack of transportation) 
Provide educational resources or tools encourage self-
management  
Configure the care plan to print with the clinical summary or be 
pushed to the portal 
Structure data fields to increase adoption and efficiency 

62
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Structured Data 
Fields
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Chronic Care Management (CCM) 
Care Plans 
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Care plan configured on a clinical summary 

Self-management plan – see next slide
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Policies & Procedures
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Tips & Tricks

• Combine policies together 
▪ TC07 & QI15
▪ Access policy (AC01-12) 

• Create them with the intent of creating a PCMH manual 
• Avoid extra words and procedures that don’t make sense
• Label them in a manner that works for you 
• Keep a Word document version for easy edits 
• Have the individuals that do the job write the policy & 

procedure
• If possible, utilize a template
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• Add a date of implementation & 
review dates (if applicable) 

• Policies always look best with the 
practice logo

• Avoid fancy formatting – it won’t 
translate well when printing and 
will be difficult for down-the-road 
edits 

• Make the policies work for you!!



PCMH Reporting Examples



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

http://pcmh.pcc.com/


Use Portal For Patient Requests

● Use secure portal messaging to allow patients to make these requests
● Need to demonstrate only two functionalities



Use Portal For Patient Requests

● Families can now request 
appointments, referrals, 
refills, and more with new 
customizable portal message 
templates



Adolescent Depression Screening

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

● Use PCC Dashboard measure - “Depression Screening - Adolescents”

● No % threshold is required

● Must identify standardized screening tool

● Evidence and report or documented process required



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

● Do 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)



Identify Predominant Conditions



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



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



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



Contact Patients For Followup After Hospital or ED



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



Performance Data Stratified for 
Vulnerable Populations

● Use vulnerable population reporting on PCMH 
Dashboard



● Define your vulnerable 
population and use 
Dashboard report

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

Performance Data Stratified for 
Vulnerable Populations



● 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
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Behavioral Health Distinction

• Add on module/recognition if you offer behavioral health 
services 

• In-house clinicians (psychiatrist, psychologist, social worker, 
mental health counselor)

• Tele-health services can qualify if you’re coordinating
• Follow evidence-based guidelines for appropriate treatment
• Stand out to payers
• Easily incorporate with a full PCMH project
• $500 flat fee for distinction (as of 1/4/19)
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NCQA Submission Tools
And Details
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Pricing (as of January 2019)

Multi-site 

Single site 
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ANNUAL REPORTING
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Q-PASS

224
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Q-PASS
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Q-PASS

22
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Q-PASS
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Q-PASS
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Check In Process
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Criteria Options
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Check In Process
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Check In Process
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Websites 

• Ncqa.org (NCQA main page)
• Store.ncqa.org (Download center)
• My.ncqa.org (Ask NCQA a question)
• Qpass.ncqa.org (QPASS site)
• https://ncqasolutions.com (PCS website) 

https://ncqasolutions.com/


Thank you!

● Tim Proctor tim@pcc.com

● Amanda Ciadella, MPH, NCQA CCE amanda@theverdengroup.com

mailto:tim@pcc.com
mailto:amanda@theverdengroup.com

