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Learning Objectives
• Apply best practices to become a true medical home
• Understand the new 2017 NCQA PCMH standards
• Adapt tools to organize, maintain, and sustain your medical home
transformation

Our time together today
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Care Coordination & Transitions

PM & QI

Commit
• Get buy-in
• Review standards, get trained
• Determine eligible clinicians
• Determine sites and fee schedule
• HRSA Notice of Intent (PAL 2015-02)
• Enroll in QPASS

Transform
• Get buy-in
• Identify current state and ideal state
• Implement new workflows, policies and procedures
• Gather documentation for evidence
• Introductory call
• Up to 3 virtual check-ins
• Peer Review Committee

Project Management Tools for Success
• Agile project management methodology
• Kick off
• Bi-weekly sprints

• Project Charter
• Communication Tools

Sprint Effort
The team completed the PCMH Standards review and subsequent work required (policies, workflows, reports, etc.) within 8
Sprints. The 9th Sprint was not needed as such. A small subset of the Project Team involved in the NCQA Check In Calls
and related efforts continued to meet and work outside the Sprint format.
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Succeed
• Maintain transformation
• Enhance model
• Annual reporting

Maintaining and sustaining

Keeping organized
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Team Based Care & Practice Organization
The practice provides continuity of care,
communicates roles and responsibilities
of the medical home to
patients/families/caregivers, and
organizes and trains staff to work to the
top of their license and provide
effective team-based care.
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Team Based Care & Practice Organization
Competency A: The practice is committed to
transforming the practice into a sustainable medical
home. Members of the care team serve specific roles
as defined by the practice’s organizational structure
and are equipped with the knowledge and training
necessary to perform those functions.

TC 01 (Core): Designates a clinician lead of the
medical home and a staff person to manage the
PCMH transformation and medical home activities.

TC 03 (1 Credit): The practice is involved in external
PCMH-oriented collaborative activities (e.g.,
federal/state initiatives, health information
exchanges).
TC 04 (2 Credits): Patients/families/caregivers are
involved in the practice’s governance structure or on
stakeholder committees.

Competency B: Communication among staff is
organized to ensure that patient care is coordinated,
safe and effective.

TC 08 (2 Credits) Has at least one care manager
qualified to identify and coordinate behavioral health
needs.

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

TC – Community Focused Criteria
• TC 03 (1 Credit): The practice is involved in external PCMH-oriented
collaborative activities (e.g., federal/state initiatives, health
information exchanges).
• TC 04 (2 Credits): Patients/families/caregivers are involved in the
practice’s governance structure or on stakeholder committees.

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Knowing and Managing Your Patients
The practice uses information about the
patients and community it serves to
deliver evidence-based care that
supports population needs and
provision of culturally and linguistically
appropriate services.
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Knowing and Managing Your Patients
KM 02 (Core): Comprehensive health assessment includes (all items
required):
F. Social functioning.
G. Social determinants of health.

KM 04 (1 Credit): Conducts behavioral health screenings and/or
assessments using a standardized tool. (Implement two or more.)
A. Anxiety. B. Alcohol use disorder. C. Substance use disorder. D.
Pediatric behavioral health screening.
E. Post-traumatic stress disorder. F. Attention deficit/hyperactivity
disorder. G. Postpartum depression.

KM 05 (1 Credit): Assesses oral health needs and provides necessary
services during the care visit based on evidence-based guidelines or
coordinates with oral health partners.

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

KM 07 (2 Credits): Understands social determinants of health for
patients, monitors at the population level and implements care
interventions based on these data.

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

KM 11 (1 Credit): Identifies and addresses population-level needs
based on the diversity of the practice and the community (at least
two): A. Target population health management on disparities in care.
C. Educate practice staff in cultural competence.

KM 13 (2 Credits): Demonstrates excellence in a benchmarked/
performance-based recognition program assessed using evidencebased care guidelines.

KM 18 (1 Credit): Reviews controlled substance database when
prescribing relevant medications.

KM 19 (2 Credits): Systematically obtains prescription claims data in
order to assess and address medication adherence.

KM 21 (Core): Uses information on the population served by the
practice to prioritize needed community resources.

KM 23 (1 Credit): Provides oral health education resources to
patients.

KM 25 (1 Credit): Engages with schools or intervention agencies in the
community.

KM 28 (2 Credits): Has regular “case conferences” involving parties
outside the practice team (e.g., community supports, specialists)

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

KM – Community focused criteria
• KM 07 (2 Credits): Understands social determinants of health for patients, monitors at the
population level and implements care interventions based on these data.
• KM 10 (Core): Assesses the language needs of its population.
• KM 19 (2 Credits): Systematically obtains prescription claims data in order to assess and address
medication adherence.
• KM 21 (Core): Uses information on the population served by the practice to prioritize needed
community resources.
• KM 22 (1 Credit): Provides access to educational resources, such as materials, peer-support
sessions, group classes, online self-management tools or programs.
• KM 25 (1 Credit): Engages with schools or intervention agencies in the community.
• KM 26 (1 Credit): Routinely maintains a current community resource list based on the needs
identified in KM 21.
• KM 27 (1 Credit): Assesses the usefulness of identified community support resources.
• KM 28 (2 Credits): Has regular “case conferences” involving parties outside the practice team
(e.g., community supports, specialists).
https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Patient Centered Access and Continuity
The practice provides 24/7 access to
clinical advice and appropriate care
facilitated by their designated
clinician/care team, considers the needs
and preferences of the patient
population when modeling standards
for access.
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Patient Centered Access and Continuity
Competency

Core Criteria

Competency A: The practice seeks to enhance access by
AC 01 (core) Assess the access needs and
providing appointments and clinical advice based on patients preferences of the patient population
needs
AC 09 (1 Credit): Uses information about the
population served by the practice to assess
equity of access that considers health
disparities.
Competency B: Practices support continuity through
empanelment and systematic access to the patient’s medical
record

AC 13 (1 credit) Reviews and actively manages
panel sizes.

AC 14 (1 credit) Reviews and reconciles panels
based on health plan or other outside patient
assignments.
https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

AC – Community Focused Criteria
• AC 03 (core) Appointments Outside Business Hours: Provides routine
and urgent appointments outside regular business hours to meet
identified patient needs. *May arrange for patients to schedule
appointments with other facilities or clinicians.
• AC 14 (1 credit) External Panel Review and Reconciliation: Reviews
and reconciles panels based on health plan or other outside patient
assignments

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Care Coordination and Transitions
The practice systematically tracks tests
and coordinates care across specialty
care, facility-based care and
community organizations
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Care Coordination and Care Transitions
Competency

Core Criteria

Competency A: The practice effectively tracks and
manages laboratory and imaging tests important for
patient care and informs patients of the result.

CC 03 (2 Credits): Uses clinical protocols to determine when
imaging and lab tests are necessary.

CC 05 (2 Credits): Uses clinical protocols to determine when a
referral to a specialist is necessary.
CC 06 (1 Credit): Identifies the specialists/specialty types
frequently used by the practice.

Competency B: The practice provides important
information in referrals to specialists and tracks
referrals until the report is received.

CC 11 (1 Credit): Monitors the timeliness and quality of the
referral response.
CC 13 (2 Credits): Engages with patients regarding cost
implications of treatment options.

Competency C: The practice connects with health care CC 17 (1 Credit): Systematic ability to coordinate with acute
facilities to support patient safety throughout care
care settings after office hours through access to current
transitions. The practice received and shares
patient information.
necessary patient treatment information to
coordinate comprehensive patient care.
https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

CC – Community Focused Criteria
• CC 04 (Core) Practice systematically manages referrals.
• CC05 (2 credits) Uses clinical protocols to determine when a referral to a specialist is necessary.

• CC 06 (1 credit) Identifies the specialist/specialty types frequently used by the practice.
• CC 07 (2 credits) Considers available performance information on consultants/specialists when
making referrals.
• CC 08 (1 credit) Works with nonbehavioral healthcare specialists to whom the practice frequently
refers to set expectations for information sharing and patient care.
• CC 09 (2 credits) Works with behavioral healthcare providers to whom the practice frequently
refers to set expectations for information sharing and patient care.
• CC 11 (1 credit) Monitors the timeliness and quality of the referral response.
• CC 15 (Core) Shares clinical information with admitting hospitals and emergency departments
• CC 17 (1 Credit) Systematic ability to coordinate with acute care settings after office hours
through access to current patient information.
https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Care Management and Support
The practice systematically tracks tests,
referrals, and care transitions to achieve
high quality care coordination, lower
costs, improve patient safety and
ensure effective communication with
specialists and other providers in the
medical neighborhood.
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Care Management and Support
Competency A: The practice systematically identifies
patients who may benefit from care management.

CM 03 (2 Credits): Applies a comprehensive riskstratification process for the entire patient panel in
order to identify and direct resources appropriately.

Competency B: For patients identified for care
management, the practice consistently uses patient
information and collaborates with patients/families/
caregivers to develop a care plan that addresses
barriers and incorporates patient preferences and
lifestyle goals documented in the patient’s chart.

CM 09 (1 Credit): Care plan is integrated and
accessible across settings of care.

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

CM – Community Focused Criteria
• CM 01 (Core): Considers the following when establishing a systematic
process and criteria for identifying patients who may benefit from care
management (practice must include at least three in its criteria):
•
•
•
•
•

A. Behavioral health conditions.
B. High cost/high utilization.
C. Poorly controlled or complex conditions.
D. Social determinants of health.
E. Referrals by outside organizations (e.g., insurers, health system, ACO), practice
staff, patient/ family/caregiver.

• CM 07 (1 Credit): Identifies and discusses potential barriers to meeting
goals in individual care plans.
• CM 09 (1 Credit): Care plan is integrated and accessible across settings of
care.
https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Performance Measurement and Quality
Improvement
The practice establishes a culture of
data-driven performance improvement
on clinical quality, efficiency, and
patient experience, and engages staff
and patients/families/caregivers in
quality improvement activities.
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Performance Measurement and Quality
Improvement
Competency

Core Criteria

Competency A: The practice measures to understand
current performance and to identify opportunities for
improvement

QI 01 (Core) Monitors at least 5 clinical quality measures
across the 4 categories (includes behavioral health
measure)

Competency B: The practice evaluates its performance
against goals or benchmarks and uses the results to
prioritize and implement improvement strategies

QI 08 (Core) Sets goals and acts to improve performance
upon at least 3 measures across 3 of 4 categories
(includes behavioral health measure)
QI 14 (2 credits) Achieves improved performance on at
least 1 measure of disparities in care or service.

Competency C: The practice is accountable for
performance. The practice shares performance data with
the practice, patients and/or publicly for the measures
and patient populations identified in the previous section

QI 19 (max 2 credits) Is engaged in value based
agreement (upside risk contract or two-sided risk
contract)

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

QI – Community Focused Criteria
• QI 16 (1 credit) Reports practice-level or individual clinician
performance results publicly or with patients for measures reported
by the practice.
• QI 18 (2 credits) Reports clinical quality measures to Medicare or
Medicaid agency.
• QI 19 (Max 2 credits Is engaged in Value-Based Agreement (upside
risk contract = 1 credit, two-sided risk contract = 2 credits).

https://www.ncqa.org/Portals/0/Programs/Recognition/Intro_to_PCMH_2017.pdf?ver=2017-11-01-220650-193

Good Luck in Your Pursuits!
Chris Espersen
espersenc@gmail.com
(919) 619-6055

Mandy May
mmay@coloradocoalition.org
(303) 312-9660
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