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● Exploration of how PCC functionality applies to 
PCMH standards

● Understanding care management

● Quality improvement reporting for PCMH

● Setting quarterly goals to maintain your recognition

Agenda



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

● Steps to implement a successful quality 
improvement project

● Strategies for closing a care gap

Takeaways



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

https://pcmh.pcc.com/index.php?title=PCC_PCMH_Resources#PCC_Prevalidation


Why Become a PCMH?

● 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



Fundamentals of a PCMH

● Identifying chronic patients with high risks

● Understand how social determinants of health play into a 
patient's overall health outcomes 

● Coordinating care for patients with labs, imaging centers, 
other specialists and hospitals

● Recalling patients to remind them of needed services

● Offering educational resources and community options to 
patients

● Following evidence-based guidelines when treating and 
managing patients



Identifying Patients/Conditions

● Identify your high-risk patients 

● Determine if they need care management or a 

different level of care 

● Properly build an individualized care plan

● Document everything!

● Align patient recallers (KM12) to your identified 

patients/conditions



Identify Populations and Recall

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

● Remind patients of needed services (Broadcast 
Messaging)

● Report and outreach materials required



KM 12.A: Choosing Preventive 
Care Services

● EHR Patient Recall Reports (Examples):
○ Patients overdue for well visits (pick an age group to 

focus on)

○ 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

https://learn.pcc.com/help/recall-overdue-patients-for-well-visits/


EHR Patient Recall

●Use EHR Report Library - Patient Recall -> “Preventive Care Recall”

●Restrict on: 

○Visit date (last 3 yrs to include active patients)

○Exclude by Patient flag (exclude pats w/ any type of inactive 

flag)

○Patient age (focus on specific age range)

○Physical due date (all past dates through next 90 days)

○Exclude by scheduled appointment (exclude all well visit 

appointment types over next 365 days)



EHR Broadcast Messaging

● A custom message can 

be sent via text or email 

to all patients identified 

within a patient recall 

report

● There is no additional 

fee for this service

● Work with PCC support 

to set this up if you 

haven’t already!

https://learn.pcc.com/help/batch-messaging-through-pcc-ehrs-report-library/
https://learn.pcc.com/help/batch-messaging-through-pcc-ehrs-report-library/


Review Broadcast Message Logs



● 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



● EHR Patient Recall Reports (Examples):

○ Active ADHD patients overdue for checkup

○ Asthma patients overdue for checkup

○ Patients with depression overdue for checkup

○ Patients with obesity overdue for checkup

○ Patients with allergic rhinitis overdue for 

checkup

KM 12.C: Choosing 
Chronic/Acute Services



KM 12.C: Choosing Chronic/Acute Services

●Use EHR Report Library - Patient Recall -> “Chronic Condition Recall”

●Restrict on: 

○Visit date (last 3 yrs to include active patients)

○Exclude by Patient flag (exclude pats w/ any type of inactive flag)

○Patient age (focus on specific age range)

○Clinical Diagnosis (include pats w/ specified diagnosis)

○Exclude by scheduled appointment (exclude all appointment types 

over next 365 days)

○Exclude by charges (exclude patients having any charge billed in past 

X months.  If the patient was seen recently, they aren’t overdue)



KM 12.D: Patients Not Recently Seen

● Use EHR Report Library - Patient Recall -> “Preventive Care Recall”

● Restrict on: 

○ Visit date (last 3 yrs to include active patients)

○ Exclude by Patient flag (exclude pats w/ any type of inactive flag)

○ Patient age (focus on specific age range)

○ Exclude by scheduled appointment (exclude all well visit 

appointment types over next 365 days)

○ Exclude by charges (exclude patients having any charge billed in 

past X months.  If the patient was seen recently, they aren’t 

overdue)



Care Management

Individualized services for your most complex 
patients



Clarify Terminology 

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



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”
• Suggestions for care coordination measures: 

• Closing the referral loop
• Medication reconciliation (KM14) - EHR Meaningful Use Report

• Suggestions for health care cost measures:
• Appropriate treatment of URI - EHR CQM Report

https://learn.pcc.com/help/meet-meaningful-use-with-pcc/#Objective_7_Medication_Reconciliation
https://learn.pcc.com/help/meet-clinical-quality-measures-with-pcc-ehr/#CMS154_Appropriate_Treatment_for_Children_with_Upper_Respiratory_Infection_URI


Track the 
“Confirm 
Outcome” task 
with future due 
date separately 
from the initial 
referral request 
from the 
clinician.  

Closing the Referral Loop



Closing the Referral Loop
Use the 
“Orders by 
Visit” report
to identify 
referral 
orders that 
are not yet 
completed 
and need 
follow-up  

https://learn.pcc.com/help/find-incomplete-orders-report/


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

Medication Reconciliation



Care Management and Support

● Include at least three of the five criteria

● Provide protocol for identifying patients for 
care management



● Use EHR Patient Lists in Report Library for identifying 
patients needing Care Management based on diagnosis or 
problem list

● Create “Care Management” patient flag and add to these 
patients
○ Patient flags are maintained in Partner Config -> Table 

Editor -> Patient Flags

● Create clinical alerts reminding clinicians when working with 
these patients

Care Management and Support



● Use EHR Patient Lists to 
identify kids needing 
care management 
○ Restrict to include 

patients with “Care 
Management” flag

○ Be sure to restrict 
on patient age 
range

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

● Be sure to click “mark as 
reviewed” when 
appropriate

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



Building a 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  

● Mark the Care Plan as reviewed so it will be included 
with the visit summary.  

● PCC care plans are automatically pushed to portal



Attach relevant documents to the care plan





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. 



Engage [KM12]

Prepare [KM20]

Document [QI01]

Evaluate [QI 
Worksheet]

Identify[CM01]

Process of Closing a Care Gap



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



● Practices with multiple locations need to measure 
and report results separately for each location

● PCC’s Dashboard now allows for location-specific 
clinical measure reporting

● Patients are attributed to the location of their last 
well visit (or last sick visit if no well visit on record)

Location-specific Reporting

https://learn.pcc.com/help/pcc-8-15-release/#See_Clinical_Measures_for_Each_of_Your_Office_Locations_in_the_Dashboard


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)



Thank you!

● Tim Proctor tim@pcc.com

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