
Introduction to PCMH: 
Foundational Concepts of the Medical Home



PCMH (2017 Version) 

Eligibility 
Requirements and 
Readiness



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
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Eligibility Requirements



• 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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Eligibility Requirements

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
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• Practices should have staff skilled 

to use a computer system that 

includes the following:

− Email & Internet access

− Microsoft Word

− Microsoft Excel

− Adobe Acrobat Reader (available 

free online)

− Screen sharing application

• Access to the electronic systems 

used by the practice, e.g. billing 

system, registry, practice management 

system, electronic prescription system, 

EHR, Web portal, etc.

Practice Readiness
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Practice Readiness

Transformation may take 6-12 months  

Your roadmap: PCMH 2017 Standards 

and Guidelines – everything covered

Implement changes:

• Practice-wide commitment

• New policies and procedures for staff

• Staff training and reassignments

• Medical record systems

• Reporting capabilities improvement

• Develop and organize documentation
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PCMH 2017

Standards Overview 
& Scoring



2017 Standards Version Format

Concepts: Over-arching components 
of PCMH 

Competencies: Ways to think about  
and/or bucket criteria

Criteria: The individual things/tasks 
you do that make you a PCMH
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Structure – Concepts, Competencies, Criteria 



2017 Standards
Concepts

10

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 & 

Quality Improvement 

(QI)



PCMH Standards (2017 Version)
Structure - Example
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PCMH Recognition
Changes to Levels

Level 1

Level 2

Level 3
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Changes to Points

40 Core 
Criteria  

60 Elective
Criteria

Must 
complete all 

40 core

Must 
achieve 25 

Credits

PCMH Recognition Scoring
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PCMH 2017

Commit, Transform, 
Succeed



Recognition Process
3 Pathways

15

Recognized              

PCMH 2011 Levels 1-3 & 

PCMH 2014 Levels 1-2

Full Transform 

Process

New 

Customer

Recognized PCMH 

2014 Level 3

Accelerated 

Renewal Process 

(Transform w/ 

Attestation)

Bypass Transform 

Direct to Sustaining 

Process



16

New Customers

Complete 

Eligibility/Readiness 

Survey

Discover 

Educational 

Resources

Create Q-PASS 

Account(s)

Enroll Sites
Meet with NCQA 

Representative

Provide Evidence 

during Review

Transform Steps



Completing Enrollment

Transfer credit

• Pre-validated vendors 

& transfer-credits

− Choose vendor with 

existing auto-credit

− Vendor supplies 

implementation 

letter confirming 

eligibility

− Criteria set as “Met” 

after confirmation by 

Representative

Shared credit

• Organizations with 

multiple sites

• Share 

evidence/credit for 

criteria done the 

same

• Create sub-groups if 

share different 

electronic 

system/processes
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NCQA will assign a representative to the practice 

The practice should then address: 



Multi-Site Process

• Organizations with 3+ sites

• Shared electronic system, processes and 

evidence across sites

• Identify shared criteria from “sharable list”

• Identify primary site

− Full review only for this site

− Shared criteria auto-populate in 

subsequent sites
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Corporate Credit Transition

• Eligibility: Organizations 

adding unrecognized 

practices during active PCMH 

2011 or 2014 recognition 

(prior to expiration)

• Credit earned from the 

previous corporate survey tool 

can contribute toward 

recognition for their practices 

at an accelerated pace. 

Multi-sites recognized under PCMH 2011 or PCMH 2014
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Criteria Marked 

Attestation

Criteria Requiring 

Evidence

PCMH 2014 Level 3 

Practices
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Corporate Credit Transition Expectations

Organizations may 

attest that they:

• Have already 

demonstrated & met 

the equivalent criteria 

in their previous 

PCMH 2011 or 2014 

corporate survey

• Are still performing 

PCMH activities in 

these criteria. 

Practices should: 

• Follow the current 

PCMH Standards & 

Guidelines 

• Submit evidence in  

Q-PASS, as indicated. 

• Prepare to 

demonstrate virtual 

review-eligible 

evidence during the 

virtual review.

Practices that have 

achieved PCMH 2014 

Level 3 recognition may:

• Bypass submission of 

evidence for criteria 

• Proceed directly to the 

Annual Reporting 

phase of recognition. 

Multi-sites with a completed PCMH 2011 or PCMH 2014 corporate survey



Shared & Site-Specific Evidence

Shared evidence 

may be submitted 

once for all sites or 

site groups. 

Some criteria is 

labeled “Partially 

Shared” indicates 

that the documented 

process may be 

shared across all 

practice sites, but all 

other evidence must 

be site-specific. 

Site-specific data 

may be collected 

and submitted once 

on behalf of all sites 

or site groups if the 

evidence is stratified 

by site. 
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What is the difference?



Transform “Check-in” process
Up to 3 “Check-ins” During Review
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Determine Criteria 

to Address

Provide Documents 

for Offsite Review

Provide Evidence 

during Virtual Review

• Focus on core & 

documented 

processes first

• Identify criteria for 25 

elective credits

• Policies, procedures 

& protocols

• Website links

• Public information

• Attestation

• Communicate with

Evaluator

• Substitute evidence if 

not sufficient

• Demo systems

• Provide reports



Q-PASS Documents

• Documents*

(upload for off-site 

review)

• Weblinks

• Text

.

Virtual Review 

• Reports (create 

in advance)

• System demo

• Patient examples

Either Option

• Practice 

decision*

Criteria Evidence Options
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*All PHI should be removed from documents uploaded in Q-PASS



Accelerated Renewal



Practices can earn 

recognition at an 

accelerated pace that 

achieved recognition in:

• PCMH 2011 

Levels 1, 2, & 3

• PCMH 2014 

Levels 1 & 2

25

Accelerated Renewal
Eligibility



Accelerated Renewal

“Review or Attestation” indicates which criteria require submission of 

evidence and which criteria simply allow attestation 

Review & attestation by the numbers

26



Transform “Check-in” process

QPASS is set up to accept the following for each check-in:

• Check-in 1 – minimum 30, maximum 70

• Check-in 2 – minimum 5, maximum 80

• Check-in 3 – minimum 1, no maximum

Checking in components

27

Did you check in enough components for your virtual check-in?

Did you check in too many components?    

QPASS error message:



• Evaluator marks 

criteria “met” 

• Practice can work on 

“not met” criteria

• NCQA staff will review 

questions arising from 

check-in

28

After Check-In
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After 3 Check-Ins

Practice meets all core criteria & 25 elective 

credits, results are forwarded to Review Oversight 

Committee (ROC)

If required criteria is not met in 3 virtual check-ins, 

an additional check-in is available for purchase

If the survey process is not completed within 12 

months, additional time can be purchased



Succeed

Annual Reporting
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Succeed Annual Reporting Process

Attest to previous performance     

.

Confirm practice information and 

make any clinician changes

Provide evidence demonstrating 

continuing PCMH Activities

Annual fee payment or Approved 

Notice of Intent from HRSA

Practice’s recognized PCMH 2014 Level 3 or after Transform 

process must:



Annual Reporting Date

• 30 days before Anniversary Date

• Must complete all Succeed steps prior 

to anniversary date

• Date set upon initial Recognition 

− Or 2014 Level 3 expiration date

• Flexibility to meet practice needs

32



33

Annual Reporting Date – Multi-sites

All practices in multi-site group have the same 

annual reporting date, unless organization 

requests differently

The annual reporting date for multi-site group is 

based on the date of 1st Recognized practice



Audit, New Requirements and Attestation

Audit

• Sample of Succeed practices selected

• Still meeting key Transform criteria? 

• Selection after Annual Reporting complete

New Annual Reporting Requirements

• Announced 6 months ahead

• Practice must meet at next reporting date

Practice attests each year to current PCMH 

Standards

34
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2017 AR-PA: Patient-Centered Access

Patient Experience 

Feedback - Access

Third Next Available 

Appointment

Other Method of 

Monitoring Access

Has Your Practice Continued to Monitor Appointment Access?

Option 1 Option 2 Option 3

Choose 1 option from the 3 below
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Attest to pre-visit planning 

activities

Measure team-based care in 

your employee experience/ 

satisfaction survey

2017 AR-TC: Team-Based Care
Has your practice continued to use a team-based approach to provide primary care? 

Option 1 Option 2

Choose 1 option from the 2 below
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2017 AR-PH: Population Health Management
Has your practice continued to proactively remind patients of upcoming services? 

Preventive care 
services

Immunizations

Chronic or acute 
care services

Patients not seen 
regularly

Patients who 
need medication 

monitoring & 
alerts

Does your practice send proactive 

reminders for a minimum of 5 different 

services across 2 categories? Monthly

Quarterly

Annually

Other

For each category, at what frequency 

does your practice generate lists and 

reminders to patients?

Required: 



2017 AR-CM: Care Management
Has your practice continued to identify patients who may benefit from care 
management?  

Required: Identifying and 

monitoring patients for 

care management

38
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Patient experience survey –

care coordination
Track lab and imagining tests

Referral tracking Care transitions

2017 AR-CC: Care Coordination & Care Transitions 
Has your practice continued to coordinate care with labs, specialists, institutional 

settings or other care facilities? 

AR-CC4

AR-CC2

AR-CC5

AR-CC3

AR-CC1 (Required): Attest to referral and test tracking and follow-up, and care transitions

Choose 1 additional item from the 4 options below:  



2017 AR-QI: Performance Measurement 
& Quality Improvement 

Has your practice continued to collect and use performance measurement data for 
quality improvement activities? 

40

Measure Performance

Quality Improvement 
Activities

• AR-QI1

5 clinical quality 
measures across 2 
categories

• AR-QI2

1 resource stewardship 
measure

• AR-QI3

1 patient experience 
measure

Required: 



2017 AR-QI:  Quality Improvement Worksheet

41



PCMH (2017 Version)

Standards Content



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 43

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
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Team-Based Care and Practice Organization

Designates a clinician lead of 

medical home, & staff to manage the 

PCMH transformation and medical 

home activities

Defines practice organizational 

structure & staff responsibilities/skills 

to support key PCMH functions

TC 01-02: Core Criteria 

Evidence of Implementation

Evidence of Implementation
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Structure and Staff Responsibilities
TC 02: Example

Providers

Oversee management of 
practice and direct patient 

care

Office 
Manager

Daily business management

Front Office
Coordination of 

visit

Check in

Pre-visit 
planning

Check out

Follow-up and 
scheduling

Billing

Financial

Referrals 

Coordination

Coding

Reimbursement

Clinical 
Team

Coordinate care plan; self-management 
support

Care 
Coordinator

Coordinate 
and manage 

high risk 
population

Triage 
Nurse

Leader of daily 
huddle and 

communication

Medical 
Assistant

Support clinical 
team and facilitate 

patient care
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Team-Based Care and Practice Organization

The practice is 

involved in external 

collaborative activities

* Patient/family is 

involved in 

governance structure/ 

stakeholder committees

* Practice uses a 

certified electronic 

system system

TC 03-05: Elective Criteria

Evidence of Implementation

Evidence of Implementation & 

Documented Process

Evidence of Implementation

NYS
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External PCMH Collaborations
TC 03: Example



COMPETENCY B

Communication among staff is 

organized to ensure that patient 

care is coordinated, safe and 

effective



Team-Based Care and Practice Organization

Has regular care team meetings or a 

structured communication process focused 

on individual patient care

50

Involves care team staff in practice’s 

performance evaluation and quality 

improvement activities

TC 06-07: Core Criteria

Evidence of Implementation & Documented Process

Evidence of Implementation & Documented Process



Team-Based Care and Practice Organization
TC 06: Example
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Team-Based Care and Practice Organization
TC 07: Example

52

Date: 01/01/2017



Team-Based Care and Practice Organization

53

TC 08: Elective Criteria

* The practice has at least one care 

manager qualified to identify and coordinate 

behavioral health needs
Evidence of Implementation



COMPETENCY C

The practice communicates 

and engages patients on 

expectations and their role 

in the medical home model 

of care



Team-Based Care and Practice Organization

Has a process for informing patients/ 

families/caregivers about the role of the 

medical home and provides materials 

that contain the information

55

TC 09: Core Criteria

Evidence of Implementation & Documented Process



Medical Home Information
TC 09: Example
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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 
57

Knowing & Managing Your Patients



COMPETENCY A

Practice routinely collects 

comprehensive data on patients 

to understand background and 

health risks of patients.

Practice uses information on 

the population to implement 

needed interventions, tools and 

supports for the practice as a 

whole and for specific 

individuals



Knowing and Managing Your Patients
KM 01-02: Core Criteria

Documents an up-to-

date problem list

Completes a 

comprehensive health 

assessment that 

includes the 

examination of all 9 

items

Medical history of patient & 

family

Mental health/ substance 

use history of patient & 

family

Family/social/cultural 

characteristics

Communication Needs

Behaviors affecting health

Social functioning

Social determinants of 

health

Developmental screening

Advanced care planning 

(NA for pediatrics)

59

Report OR KM 06

Evidence of Implementation



60

Knowing and Managing Your Patients
KM 02: Example



61

Knowing and Managing Your Patients
KM 02 A&D: Example

KM 02 D

KM 02 A



Knowing and Managing Your Patients

Conducts depression 

screenings using a 

standardized tool

Conducts behavioral 

health screenings and/or 

assessments (implement 

two or more)

• Anxiety

• Alcohol use disorder

• Substance use disorder

• Pediatric behavioral 

health screening

• Post-traumatic stress 

disorder

• ADHD

• Postpartum depression

KM 03: Core Criteria

KM 04: Elective Criteria

62

Evidence of Implementation & Report 

OR Documented Process

Evidence of Implementation & Documented Process

NYS
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Knowing and Managing Your Patients
KM 03: Example



Behavioral Health Screening
KM 04: Example

64Resource: http://www.integration.samhsa.gov/images/res/CAGEAID.pdf 
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Knowing and Managing Your Patients
KM 05: Elective Criteria 

Conducting patient-specific oral health risk assessments.

ASK
about oral health 

risk factors and 

symptoms of 

oral disease

LOOK
for signs that 

indicate oral health 

risk or active oral 

disease

DECIDE
on the most 

appropriate 

response

ACT
offer preventive 

interventions 

and/or referral 

for treatment

DOCUMENT
as structured data 

for decision support 

and population 

management

Qualis Health, June 2015

Assesses & provides necessary oral health services or coordinates 

with oral health partners Evidence of Implementation & Documented Process



Oral Health Assessment and Services
KM 05: Example
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Knowing and Managing Your Patients
KM 06-08: Elective Criteria

Identifies the predominant 

conditions & health concerns 

of patient population

* Understands social 

determinants of health for 

patients, monitors at population 

level & implements care 

interventions

Evaluates patient population 

demographics/communication 

preferences/health literacy & 

distribution of patient materials

Report & Evidence of Implementation

Report & Evidence of Implementation

List

Socioeconomic

Psychosocial

Community 

& Societal

Health 

Outcomes 

Disparities
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Social Determinants of Health 
KM 07: Example



COMPETENCY B

The practice seeks to meet 

the needs of a diverse patient 

population by understanding 

the population’s unique 

characteristics and language 

needs. The practice uses this

information to ensure 

linguistic and other patient 

needs are met
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Knowing and Managing Your Patients
KM 09-10: Core Criteria

Assesses the 

diversity of its 

population

Assesses the 

language needs 

of its population

Report

Report



Diversity and Language
KM 09-10: Example

71
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Knowing and Managing Your Patients
KM 11: Elective Criteria

Target population 
health mgmt on 

disparities in care

Educates 
practice staff on 
health literacy

Educate staff on 
cultural 

competence

Based on the diversity of population and community, the practice 

recognizes and addresses their needs (demonstrate at least two):

Evidence OR QI 05 & QI 13 Evidence of ImplementationEvidence of Implementation

NYS



Population Needs - Health Literacy
KM 11:B Example

73

Example of training materials used to educate staff on topics         

related to health literacy.

Example of assessing health literacy at the patient level using a 

standardized assessment embedded in the electronic system.



COMPETENCY C

The practice proactively

addresses the care needs of the 

patient population to ensure 

needs are met 
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Knowing and Managing Your Patients
KM 12: Core Criteria

Preventive care 

services

Immunizations

Chronic/acute 

care services
Patients not 

recently seen

Proactively & routinely identifies populations of patients and reminds 

them about needed care services (must report at least three items):

Report/List & Evidence of Implementation

Report/List & Evidence of Implementation or KM 13

KM 12 A-B, D -

KM 12 C -



Knowing and Managing Your Patients
KM 12: Example

76

20162015

555-5555 ABC

ABC



Excellence in Performance

* Using evidence-based care guidelines, the 

practice demonstrates excellence in 

benchmarked/ performance-based recognition 

program

KM 13: Elective Criteria

77

Report



COMPETENCY D

The practice addresses 

medication safety and 

adherence by providing 

information to the patient and

establishing processes for 

medication documentation, 

reconciliation and assessment 

of barriers



Knowing and Managing Your Patients

Reviews and reconciles medications for 

more than 80 percent of patients received from 

care transitions

Maintains an up-to-date list of medications

for more than 80 percent of patients

KM 14-15: Core Criteria

79

Report

Report



Knowing and Managing Your Patients

Assesses 
understanding & 

provides 
education on new 

prescriptions

Reviews controlled 
substance database 

for relevant
medications

* Systematically  
obtains 

prescription 
claims data

80

KM 16-19: Elective Criteria

Assesses & 
addresses response 

to medications & 
barriers to 
adherence

Report & Evidence of Implementation

Evidence of Implementation

KM 16 & 17 -

KM 18 & 19 -



COMPETENCY E

The practice incorporates 

evidence- based clinical 

decision support across a 

variety of conditions to ensure 

effective and efficient care is 

provided to patients



Mental health condition

Substance use disorder

A chronic medical condition

An acute condition

A condition related to unhealthy behaviors

Well child or adult care

Overuse/appropriateness issues

Knowing and Managing Your Patients
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KM 20: Core Criteria

A.

B.

C.

D.

E.

F.

G.

Implements clinical decision support following evidence-based guidelines for 

care of (Practice must demonstrate at least four items): Source & Evidence of Implementation



Clinical Decision Support – Mental Health
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KM 20 A:  Example

Treatment of depression after positive PHQ9 score



COMPETENCY F

The practice identifies/ 

considers and establishes 

connections to community 

resources to collaborate and 

direct patients to needed 

support



Knowing and Managing Your Patients

Uses information on the population served by 

the practice to prioritize needed community 

resources

KM 21: Core Criteria

85

List
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Knowing and Managing Your Patients

Provides access to 

educational 

materials 

Offers oral health 

education resources

Adopts shared 

decision-making aids

KM 22-24: Elective Criteria

Evidence of Implementation Evidence of ImplementationEvidence of Implementation



Access to Educational Resources

87

KM 22: Example



Knowing and Managing Your Patients

88

KM 23: Example



Shared Decision-Making Aids

89

KM 24: Example
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Knowing and Managing Your Patients

Engages with 
schools or 

intervention agencies

Routinely maintains 

a current community 

resource list

Assesses usefulness 

of community support 

resources

KM 25-27: Elective Criteria

Evidence of Implementation & Documented Process Evidence of ImplementationList



School/Intervention Agency Engagement

91

KM 25: Example



Knowing and Managing Your Patients

* Regularly include external parties in “case 

conferences” for the purpose of sharing 

information and discussing care plans for high-

risk patients 

KM 28: Elective Criteria
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Evidence of Implementation & Documented Process



The PCMH model expects continuity of care. 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 
93

Patient-Centered Access & Continuity



COMPETENCY A

The practice seeks to      

enhance access by providing 

appointments and clinical 

advice based on patients’ needs



Patient-Centered Access and Continuity

The practice assesses the access needs and 

preferences of the patient population from 

collected data to determine if existing methods 

are sufficient

AC 01: Core Criteria

95

Evidence of Implementation & Documented Process



Patient-Centered Access and Continuity

96

AC 01 : Example
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Patient-Centered Access and Continuity
AC 02-05: Core Criteria

Documents 

clinical advice 

and reconciles 

after-hours advice 

and care in patient 

records

Provides          

same-day 

appointments 

for routine and 

urgent care

Provides routine 

and urgent 

appointments 

outside regular 

business hours 

Provides timely 

clinical advice by 

telephone during 

and after business 

hours

Evidence of Implementation & Documented Process Report & Documented ProcessAC 02-03, 05 - AC 04 -



Patient-Centered Access and Continuity
AC 02 : Example

98



Patient-Centered Access and Continuity
AC 03 : Example

99



Patient-Centered Access and Continuity

100

AC 04 : Example



Practice uses phone or other technology 

supported mechanisms to provide scheduled 

routine or urgent care appointments 

Secure electronic system is available for 

patient requests for appointments, prescription 

refills, referrals and test results

Timely clinical advice is provided using a 

secure electronic system for two-way 

communication

Patient-Centered Access and Continuity
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AC 06-08: Elective Criteria

Report & Documented Process

Report & Documented Process

Evidence of Implementation

NYS



Patient-Centered Access and Continuity

Practice assesses equity of access that 

considers health disparities by using 

information about the population served

102

AC 09: Elective Criteria

Evidence of Implementation
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COMPETENCY B

Practices support continuity 
through empanelment and 
systematic access to the 
patient’s medical record



Assists in the selection and/or change of the 

patients/families/caregivers personal clinician 

choice and documents information in electronic 

system

Practice establishes goals and monitors the 

% of patient visits with selected clinician/team

104

Patient-Centered Access and Continuity
AC 10-11: Core Criteria

Documented Process

Report



Patient-Centered Access and Continuity

* Continuity of medical record information 

when the office is closed

Review and actively manage panel sizes

Review and reconcile panels based on 

external data

105

AC 12-14: Elective Criteria

Documented Process

Report & Documented Process

Evidence of Implementation & Documented Process

NYS



Patient-Centered Access and Continuity

To manage clinician supply/patient appointment demand

To determine number of patients it's possible to take care of:

Fill in values, for example:

• Provider visits/day = 18

• days in clinic/year = 210

• patient visits/year = 3.6

~ Mark Murray, MD

Also compare appointment demand with backlog or wait time 
for appointments

Examine Supply/Demand

106



The practice identifies patient needs at the individual and population 

levels to effectively plan, manage and coordinate patient care in 

partnership with patients/families/caregivers. Emphasis is placed on 

supporting patients at highest risk 107

Care Management & Support
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COMPETENCY A

The practice systematically 

identifies patients who may 

benefit from care management 



Care Management and Support

109

CM 01-02: Core Criteria 

Social determinants         

of health

Referrals by 

outside 

organizations

Poorly controlled or 

complex conditions

High cost/high utilization

Behavioral 

Health 

conditions

CM 01 -

CM 02 -

❖ The practice must include at least three categories in its criteria

Protocol OR CM 03

Report



Identifying & Monitoring Patients for Care Mgmt
CM 01: Example

110



Care Management and Support
CM 02: Example

111



Care Management and Support

* The practice identified patients at high 

risk using a comprehensive risk- stratification 

process

112

CM 03: Elective Criteria

Report NYS
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COMPETENCY B

For patients identified for care 

management, the practice 

consistently uses patient info. & 

collaborates with patients/ 

families/caregivers to develop a 

care plan that addresses barriers 

& incorporates patient 

preferences & lifestyle goals 

documented in the patient’s chart. 

Demonstration may be through 

reports, file review or live 

demonstration of 

case examples  
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Care Management and Support

A person-centered care plan is established for 

care management patients 

The practice provides a written care plan to 

patients/families/caregivers under care 

management

CM 04-05: Core Criteria

Report OR RRWB & Examples

Report OR RRWB & Examples
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Care Management and Support
CM 05: Example

Patient is 

provided a copy 

of individualized 

care plan



Documents patient preferences & functional/ 

lifestyle goals

Addresses identified & potential barriers 

Care plans include a self-management plan

Care plans are shared across care settings

Care Management & Support

116

CM 06-09: Elective Criteria

Report OR RRWB & Examples

Evidence of Implementation & Documented Process

Report OR RRWB & Examples

Report OR RRWB & Examples

NYS
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Care Management & Support
CM RRWB: Example



118

Care Management & Support
CM 08: Example



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 119

Care Coordination & Care Transitions
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COMPETENCY A

The practice effectively tracks 

and manages laboratory and 

imaging tests important for 

patient care and informs 

patients of the result
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Care Coordination & Care Transitions
CC 01: Core Criteria 

Tracking, flagging 
& following-up on 

overdue tests

Flagging
abnormal test 

results

Notification of 
test results

Manages lab & imaging tests systematically by:

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions
CC 01 E: Example

Provider called patient with results of radiology exam 

Normal Lab Results of lab work left as message 
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Care Coordination & Care Transitions
CC 01 F: Example



Care Coordination & Care Transitions

Follows up on newborn hearing 

and blood-spot screening with 

hospitals and/or other inpatient 

facilities

124

CC 02: Elective Criteria

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions
CC 02: Example

Documentation required

process for 

follow-up on newborn 

tests/blood spot 

screening. 

• Example



Care Coordination & Care Transitions
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CC 03: Elective Criteria

* Clinical protocols are 

established based on evidence-

based guidelines to determine 

when imaging and lab tests are 

necessary 
Evidence of Implementation
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COMPETENCY B

The practice provides 

important information in 

referrals to specialists and 

tracks referrals until the report 

is received



The practice systematically manages referrals by providing important information in 

referrals to specialists and tracks referrals until the report is received.

128

Care Coordination & Care Transitions

• Clinical question

• Required timing

• Type of referral

• Demographic & 

clinical data

− Test results

− Care plan

• Track referral until 

available

• Flag overdue reports

• Follow-up overdue 

reports

CC 04: Core Criteria 

Evidence of Implementation & Documented Process
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CC 05-07: Elective Criteria

* Clinical protocols are used to identify 

necessary specialist referrals

Commonly used specialists/specialty 

types are identified 

* Considers available performance 

information on consultants/specialists

Care Coordination & Care Transitions

Evidence of Implementation

Source & Evidence of Implementation

Evidence of Implementation
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Care Coordination & Care Transitions
CC 07: Example



The practice sets 

expectations for patient care 

and sharing information 

when working with: 

➢Non-behavioral healthcare 

specialists

➢ * Behavioral healthcare 

providers
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Care Coordination & Care Transitions
CC 08-09: Elective Criteria

Documented Process OR Agreement

Agreement OR Documented Process

& Evidence of Implementation

NYS
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Behavioral Health Referral Expectations
CC 09: Example



* A behavioral health provider is integrated 

into the practice’s care delivery system

Care Coordination & Care Transitions
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CC 10: Elective Criteria

Evidence of Implementation & Documented Process



134

Care Coordination & Care Transitions

Monitors the 

timeliness and 

quality of referral 

responses

Documents co-

management 

arrangements in 

the patient’s 

medical record

* Engages with 

patients regarding 

cost implications of 

treatment options

Evidence of Implementation

Report & Documented ProcessCC 11 & 13 -

CC 14 -

CC 11-13: Elective Criteria
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COMPETENCY C

The practice connects with 

health care facilities to support 

patient safety throughout care 

transitions. The practice 

receives and shares necessary 

patient treatment information to 

coordinate comprehensive 

patient care



Care Coordination & Care Transitions

Identifies patients with unplanned 
admissions and ED visits

Shares clinical information with 
inpatient facilities

Contacts patients/families/ 
caregivers for follow-up care
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CC 14-16: Core Criteria

Report & Documented Process

Evidence of Implementation & Documented Process

Evidence of Implementation & Documented Process
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Care Coordination & Care Transitions
CC 14-16, 18-19: Example

CC  14

CC  15

CC  16

CC  18
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Care Coordination & Care Transitions
CC 16: Example
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Care Coordination & Care Transition

Coordinate with acute care 

settings after hours through access 

to current patient information

Exchange patient information with 

the hospital during patient’s 

hospitalization

Obtain discharge summaries 

consistently from the hospital and 

facilities

Collaborates on care plan for 

complex patients transferring in/out 

of the practice

CC 17-20: Elective Criteria 

Evidence of Implementation

Evidence of Implementation & Documented ProcessCC 17-19 -

CC 20 -

NYS
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Care Coordination & Care Transition
CC 19: Example



Care Coordination & Care Transition

Electronic exchange of information with 

external entities on 1 or more (max 3 credits):

A. RHIO or HIEs

B. Immunization registries or similar

C. Summary of care to other providers or 

facilities for care transitions

CC 21: Elective Criteria 

141

Evidence of Implementation

NYS



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 142

Performance Measurement &     
Quality Improvement
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COMPETENCY A

The practice measures to 

understand current 

performance and to identify 

opportunities for improvement



Performance Measurement & Quality Improvement

Immunization measures

Other preventive care measures

Chronic or acute clinical care measures

Behavioral health measures
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QI 01: Core Criteria

The practice monitors at least 5 clinical quality measures 

(must monitor at least one measure of each type):

Reports



Performance Measurement & Quality Improvement
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QI 02-03: Core Criteria

Care coordination measures

Measures affecting health care costs

Assesses performance on availability of 

major appointment types

The practice monitors at least two 

measures of resource stewardship (must 

monitor at least 1 measure of each type):

Reports

Report & Documented Process



Performance Measurement & Quality Improvement
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QI 01 A-D: Example

Health Maintenance Topic

1/1/13 – 12/31/13

In compliance Overdue Total

Breast Cancer Screening 51.05%

1,381

48.95%

1,324

100%

2,705

Colon Cancer Colonoscopy 63.35%

1,965

36.65%

1,137

100%

3,102

Pneumococcal Vaccine 83.11%

743

28.36%

350

100%

1,234

Foot Exam 74.84%

992

25.16%

350

100%

1,232

Hemoglobin A1C 71.64%

884

28.36%

350

100%

1,234

Urine Microalbumin/Creatinine Ratio 67.13%

825

32.87%

404

100%

1,229
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Performance Measurement & Quality Improvement
QI 02 B: Example



148

Performance Measurement & Quality Improvement
QI 04 A-B: Core Criteria

Access

Communication

Coordination

Whole-person care, 

self-management 

support and 

comprehensiveness

Monitors patient experience through quantitative data (across at least 

three categories)

Monitors patient experience through qualitative methods

Report

Report
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Performance Measurement & Quality Improvement
QI 04 B: Example



Performance Measurement & Quality Improvement

Assesses health disparities using 

performance data (must choose one from 

each section): 

• Clinical quality

• Patient experience

150

QI 05: Elective Criteria

Report OR QI Worksheet
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Performance Measurement & Quality Improvement
QI Worksheet: Example



Performance Measurement & Quality Improvement

152
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Performance Measurement & Quality Improvement
QI 06-07: Elective Criteria

Uses a standardized, 

validated survey tool

* Obtains feedback on 

vulnerable patient 

groups

Report

Report
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COMPETENCY B

The practice evaluates its 

performance against goals or 

benchmarks and uses the 

results to prioritize and 

implement improvement 

strategies



Performance Measurement & Quality Improvement

Sets goals and acts to improve upon at least 

three measures across at least three of the four 

categories

Sets goals and acts to improve upon at least one 

measure of resource stewardship

Sets goals and acts to improve availability of 

major appointments types to meet patient needs

Sets goals and acts to improve on at least one 

patient experience measure
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QI 08-11: Core Criteria

Report OR QI Worksheet

Report OR QI Worksheet

Report OR QI Worksheet

Report OR QI Worksheet



Disparities in care or services

1. Sets goals and acts to improve at least one 

measure

2. *Achieves improved performance in at least 

one measure

*Achieves improved performance on at least 2

performance measures 
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Performance Measurement & Quality Improvement
QI 12-14: Elective Criteria

Report OR QI Worksheet

Report OR QI Worksheet

Report OR QI Worksheet
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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 



Reports practice-level or 

individual clinician performance 

results within the practice for 

measures reported by the practice 
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Performance Measurement & Quality Improvement
QI 15: Core Criteria

Evidence of Implementation & Documented Process



Performance Measurement & Quality Improvement
QI 16-19: Elective Criteria

159

Reports practice/ 
clinician level 
performance 

results publicly or 
with patients

* Involves patient/ 
family/caregiver in 

quality 
improvement 

activities

* Reports clinical 
quality measures 

to Medicare or 
Medicaid agency

Practice is 
engaged in Value-

Based Contract 
Agreement (max 2 

credits)

Evidence of Implementation & Documented Process Evidence of Implementation Agreement OR Evidence of Implementation 

QI 16 & 17 - QI 18 - QI 19 -

NYS
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Reporting Performance Publicly/Patients
QI 16: Example



Survey Platform

Q-PASS System



New Organizations

• Create Organization in 

Q-PASS

• Provide Organization 

details (address, phone, 

Tax ID)

• Save Organization

Existing Organizations

• Authorized users – See 

“My Organizations” tab

• To “claim” an 

organization otherwise, 

contact NCQA
162

Organization set-up
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Q-PASS Organization Home Page
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Adding an Organization to Q-PASS
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Adding an Organization to Q-PASS II
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Adding an Organization to Q-PASS III



Enrollment

Organization needs the following to enroll

• Site information, including NPI

• Clinician information, including NPI & 

Boards/specialties

• Authorized signatory for agreements

• Payment method

167



Enrollment

Step-by-Step process in Q-PASS

• Choose sites

• Choose product(s)

• Add/create clinicians

• Sign agreements

• Pay (can’t pay until agreements 

signed) 

168
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Enrolling in Q-PASS
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Enrollment – Choose Sites
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Enrollment – Choose Products



172

Enrollment – Set Up Clinicians
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Enrollment – Sign Agreements
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Enrollment Invoicing
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Multi-Sites Sharing Evidence/Credit
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Choosing What to Share



PCMH Redesign
Each practice will have a Dashboard to manage their work
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NCQA’s Redesigned System - Q-PASS
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NCQA’s Redesigned System - Q-PASS
Practices can select and link documents and present examples virtually
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NCQA’s Redesigned System - Q-PASS
Practices can select and link documents and present examples virtually
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Questions


