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●Current state of PCMH and what’s coming

●Exploration of how PCC functionality applies to 
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 2008-2013

● As of June 2016, >11,500 sites and ~58,000 clinicians recognized in 50 states
● At least 28 PCC practices have Level 3 recognition, 4 have Level 2 recognition, 

and another 18 are in the process of getting recognition



 

Getting Started With PCMH 
Recognition

● Research the requirements.  Download and read through 
NCQA’s standards

● NCQA “start to finish” guide
● Visit practices who are already medical homes. Share 

strategies and experiences
● Patient-Centered Primary Care Collaborative

http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh
https://www.pcpcc.org/initiatives
https://www.pcpcc.org/initiatives


 

Getting Started

● First time getting recognition or renewing?
● Single site or multi-site?

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

● Work with PCC and Patient-Centered Solutions (PCS) 
○ Gap analysis survey
○ Project management
○ Document review

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


 

● PCC is prevalidated to offer 7.5 credits under 2014 standards 
● You can attest for automatic credit just for using PCC 

software
● Here's what you'll need when you submit to NCQA:

●Approval Table
●NCQA Letter of Product Autocredit Approval 
●Letter of Product Implementation (Contact PCC)

PCC Prevalidation



 

● Redesign to a new “sustained” recognition program will be 
launched on 3/31/17

● Simplified reporting with less paperwork
● Includes virtual review with NCQA staff
● No more renewals every 3 years.  Will now require annual 

check-in from NCQA with some reporting
● Last date to purchase 2014 survey tool is 3/31/17

What’s Coming for PCMH



 

● Last day to purchase 2014 survey licenses is 3/31/17
● Last day to submit 2014 Corporate Survey is 5/31/17
● Last day to submit 2014 site surveys is 9/30/17
● New 2017 standards become available on 3/31/17

Practices Without PCMH 
Recognition



 

Practices With 2011 Recognition

Option 1: Convert to PCMH 2014 recognition
●Need 2011 Level 3 recognition
●Gets you 1 additional year of recognition
●Only 6 elements require documentation
●Expiration date for submission is 9/30/17
●Cost is less



 

Practices With 2011 Recognition

Option 2: Streamlined renewal under PCMH 2014
●Need 2011 level 2 or level 3 recognition
●Gets you 3 additional years of recognition
●11 elements require documentation
●Expiration for corporate survey is 5/31/17
●Full cost



 

Practices With 2011 Recognition

Option 3: Renew under redesigned program after 
3/31/17

● Previously earned PCMH 2011 credit will be 
applied to aspects of 2017 standards



 

Practices With 2014 Recognition

Option 1: Sustain under redesigned program after 3/31/17
● Previously earned PCMH 2014 credit will be applied to 

aspects of 2017 standards

Option 2: Streamlined renewal under PCMH 2014
●Gets you 3 additional years of recognition
●11 elements require documentation
●Expiration for corporate survey is 5/31/17
●Full cost



 

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

http://pcmh.pcc.com/


 

PCMH Reporting 
Examples



 

PCMH 1: Patient-Centered 
Access

● The practice provides 24/7 access to team-
based care for both routine and urgent 
needs of patients/families/caregivers.



 

Same-day Appointments

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



 

Monitor No-Show Rates

● Use PCC Dashboard or srs Appointment Report - 
“Appointment Totals by Status”



 

Dashboard Missed Appointment 
Rate

● Dashboard 
reports for full 
year.  Use srs 
report for custom 
date range



 

Timely Clinical Advice By Telephone

● Show that you are tracking response times to phone calls
● Renewals:  No documentation required for 1B



 

● 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



 

Timely Clinical Advice By Secure 
Electronic Msg

● Use PCC's patient portal functionality - My Kid's Chart
● Need to provide report showing response times to portal 

messages before and after-hours. 
● Report for at least 7 calendar days.



 

●  
●  

● 

Timely Clinical Advice By Secure 
Electronic Msg



 

Portal Use and PCMH

● Renewals:  No documentation required for 1C
● Use PCC MU reports for factors 1-4
● PCC Autocredit for factor 5 if using portal



 

Portal Use and PCMH

● 1C.1 - Need 50% of patients seen to have portal account 
(need at least 3 month reporting period)

● 1C.2 - Only one patient needs to log into portal to view info
● 1C.3 - Just need to report MU measure, don’t need to 

provide clinical summaries to 50% of patients
● 1C.4 - Only need screenshot showing secure electronic 

message capability



 

Portal Use and PCMH

● Get patients signed up for the portal
● Train patients on using the portal
● PCC's user guide:
 http://learn.pcc.
com/Content/MyKidsChart/PortalUserGuide.htm

http://learn.pcc.com/Content/MyKidsChart/PortalUserGuide.htm
http://learn.pcc.com/Content/MyKidsChart/PortalUserGuide.htm
http://learn.pcc.com/Content/MyKidsChart/PortalUserGuide.htm


 

PCMH 2: Team-Based Care 

●The practice provides continuity of care using 
culturally and linguistically appropriate, team-
based approaches.



 

PCMH 2A: Continuity

●Renewals:  No documentation required for 2A
●Track a PCP for all patients if you aren't already
●Need to report % of visits for each clinician where visit 
provider is the PCP



 

Monitoring % of Visits With Selected 
Clinician

●  
●  

● 

● Report based on srs appointment report
● Contact PCC support for assistance with generating this 

spreadsheet
● There is no expected % to reach for this factor



 

PCMH 2C: CLAS

●Renewals:  No documentation required for 2C
●Assess race, ethnicity, and preferred language for your 
population (Contact PCC for report assistance)



 

Stratify Race, Ethnicity, Language



 

PCMH 2C: CLAS

●Autocredit for 2C.4 if using PCC EHR



 

PCMH 3: Population Health 
Management 

● The practice provides evidence-based decision support and 
proactive care reminders based on complete patient 
information, health assessment and clinical data.



 

Track Patient Information
● Renewals:  No 

documentation 
required for 2A

● Track at least 10 of 
these patient 
demographic 
elements for at least 
80% of patients

● Use at least 90-day 
period to determine 
patients to include 



 

● Contact PCC for help reporting on this measure.  We can 
generate spreadsheet output like this:

Track Patient Information



 

PCMH 3B: Clinical Data
● Renewals:  No 

documentation 
required for 3B

● Refer to PCC MU 
reports for factors 1, 
2, 8, 9, 10, 11

● PCC Autocredit for 
factors 6 and 7

● Use at least 90-day 
period 



 

● Refer to crosswalk above for PCMH factor->PCC MU Report

PCMH 3B: Clinical Data



 

PCMH 3D: Use Data For 
Population Mgt

● Renewals: Documentation is required for 3D
● Identify patients in need of care (Dashboard, recaller, MU 

report detail)
● Remind patients of needed services (notify, recaller)



 

PCMH 3D.1: Choosing Preventive 
Care Services

● PCC Dashboard:
○ Patients overdue for well visits

● PCC recaller
○ 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



 

PCMH 3D.1: Preventive Services

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



 

PCMH 3D.1: Preventive Services
● 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



 

PCMH 3D.2: Choosing 
Immunization Services

● 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
● recaller reports:

○ Patients overdue for seasonal flu vaccine



 

PCMH 3D.2: Immunization Services



 

PCMH 3D.2: Immunization Services



 

● For listing of 
patients 
overdue for 
seasonal flu 
vaccine, use 
recaller report

PCMH 3D.2: Immunization Services



 

PCMH 3D.3: Choosing 
Chronic/Acute Services

● Dashboard reports:
○ ADHD patients overdue for followup visit

● recaller 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



 

●  
●  

● 

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

PCMH 3D.3: 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

●
●

PCMH 3D.3: 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

PCMH 3D.3: Chronic/Acute Services



 

● Use appointment types specific to the checkup 
type
○Example: “Asthma Recheck”, “ADHD 
Recheck”, “Allergy Recheck”, etc

● Allows for more accurate recaller reporting
○Restrict by appointment to exclude patients 
who already had a specific appointment type 
scheduled 

PCMH 3D.3: Chronic/Acute Services



 

Use recaller restricting by “Date of last visit”
− 

PCMH 3D.4: Identify Patients Not 
Recently Seen



 

PCMH 3D.5: Identify Patients On Specific 
Medication(s)

●  
●  

● 

● Use EHR 
Patient Lists 
reporting 
restricted by 
medication



 

PCMH 3E: Implement Evidence-Based 
Decision Support

● Renewals: Documentation is not required for 3E



 

● Autocredit for ADHD as mental health condition (3E.1) if using 
built-in protocol following AAP's Clinical Practice Guidelines

● Autocredit for Well Child Care for 3E.5 if using Bright Futures 
protocols

● Consider using Pediatric Obesity for 3E.4 (related to 
unhealthy behaviors)

● Consider asthma, otitis media, or allergic rhinitis for 3E.2 
and/or 3E.3 (related to chronic or acute condition)

PCMH 3E: Implement Evidence-Based 
Decision Support



 

● Example: Point of care reminders

PCMH 3E: Implement Evidence-Based 
Decision Support



 

PCMH 3E: Implement Evidence-Based 
Decision Support

● Example: Prescribing generic vs brand name Rxs (Use “Drug 
Volume” report in PCC eRx)



 

PCMH 4: Care Management and 
Support

● The practice systematically identifies 
individual patients and plans, manages and 
coordinates care, based on need.



 

PCMH 4A: Identify Patients For Care 
Management

● Renewals: Documentation is required for 4A



 

PCMH 4A: Identify Patients for Care 
Management

● Add “Care Management” flag for patients needing 
care management

 
● Create clinical alerts reminding clinicians when 

working with these patients



 

PCMH 4A: Identify Patients for Care 
Management

 
 
 

● 4A.6 – Use recaller to monitor population of kids 
needing care management



 

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

PCMH 4A: Identify Patients for Care 
Management



 

PCMH 4A: Identify Patients For Care 
Management

● Renewals: Documentation is required for 4A



 

● 4A.2 – Contact PCC for help with a custom srs report to identify 
patients who utilize service most (in terms of $ chg and visits)

PCMH 4A: Identify Patients For Care 
Management



 

PCMH 4B: Care Planning

● Renewals: Documentation is required for 4B
● Use PCC Care Plan functionality
● Use NCQA Record Review Workbook to track and report 

results



 

PCMH 4B: Care Planning



 

PCMH 4C: Medication Management

● Renewals: Documentation is required for 4C
● Use PCC’s “Medication Reconciliation” MU report



 

PCMH 4C: Medication Management

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



 

PCMH 5: Care Coordination and 
Care Transitions

● The practice systematically tracks tests and 
coordinates care across specialty care, facility-
based care and community organizations.



 

PCMH 5A: Test Tracking and Follow-up

● Renewals: 
Documentation is 
not required for 
5A

● Autocredit for 5A.
1 – 5A.4 for clients 
using PCC EHR

● Use PCC MU 
Reports for 5A.7 - 
5A.9



 

PCMH 5B: Referral Tracking and Follow-
up

● Renewals: 
Documentation is 
required for 5B

● Use PCC MU 
Report “Summary 
of Care 
(Transmitted)” for 
5B.7

● Requirement 
updated to be 
“more than 10%” 
to match MU 
changes



 

PCMH 5B.7: Summary of Care

● The PCC Summary of Care Record report produces a C-CDA-formatted chart 
summary for a patient.

● Use this report as a transition of care document. Can be printed, saved as .pdf or 
sent to another clinician or practice via Direct Secure Messaging



 

PCMH 5B.7: Summary of Care

● Transmit Summary of Care Record via Direct Secure Messaging
● Contact PCC Support for assistance with getting DSM configured and working



 

PCMH 5B.8: 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


 

PCMH 5B.8: 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


 

PCMH 6: Performance 
Measurement and QI

● The practice uses performance data to identify 
opportunities for improvement and acts to improve 
clinical quality, efficiency and patient experience.



 

PCMH 6A: Measure Performance

● Renewals: Documentation is not required for 6A

● Use measures included on new Dashboard PCMH page

● Refer to measures you chose for 3D



 

PCMH 6A: Measure Performance

● Vulnerable population reporting on new 
Dashboard PCMH page



 

PCMH 6A.4: Vulnerable Population 
Breakdown

● Define your vulnerable 
population and use 
Dashboard report

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



 

● Renewals: Documentation is required for 6B
● Contact PCC for assistance with these reports:

○ 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

PCMH 6B: Measure Resource Use



 

● Generic vs Brand Rx reporting.  Run “Drug Volume” report  

PCMH 6B: Measure Resource Use



 

PCMH 6B: Measure Resource Use

● Generic vs 
Brand Rx 
reporting



 

PCMH 6B: Measure Resource Use

● Non-formulary medications report.  Run “Non-
Formulary drugs by Provider and Specialty”



 

● Report 
includes 
breakdown of 
non-formulary 
medications 
given by 
provider

PCMH 6B: Measure Resource Use



 

PCMH 6E: Demonstrate Improvement

● Renewals: Documentation is required for 6E
● Use Dashboard PCMH page to see 3-month trend 

for each measure



 

PCMH 6E.2: Demonstrate Improvement

● Look at “% change” and report on measures where you’ve 
improved



 

PCMH 6F: Report Performance

● Renewals: Documentation is not required for 6F
● Use Dashboard PCMH page to see breakdown by 

provider (PCP) for certain measures



 

PCMH 6F: Report Performance

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



 

Review of PCC's PCMH 
Resources



 

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

● Documentation and examples of relevant PCC reports and 
functionality related to 2014 standards

● Also includes other NCQA resources

● PCC Pre-validation
○7.5 auto-credits that you can attest to for using PCC 
software
○Contact PCC for “Letter of Product Implementation”

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

