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2017 NCQA PCMH STANDARDS

The Patient Centered Medical Home

”

A PCMH puts patients at the center of the health care
system, and provides primary care that is accessible,
continuous, comprehensive, family-centered,
coordinated, compassionate, and culturally effective.
—American Academy of Pediatrics
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What do the 2017 Requirements Look Like for PCMH?

Standards
Concepts
6 overarching components of PCMH
Competencies
Ways to bucket criteria
Criteria
Individual tasks required to make a center
PCMH certified
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Concepts
Concept
Team-Based Care and Practice
Organization (TC)

NCQA Goal
•
•

Knowing and Managing Your
Patients (KM)

•
•

Patient Centered Access and
Continuity (AC)

•
•

Care Management and Support
(CM)

•
•

Care Coordination and Transitions
(CC)

•
•

Performance Measurement and
Quality Improvement (QI)

•
•
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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
Examples: regular team huddles, documented staffing models and empanelment procedures
The practice captures and analyzes information about the patients and community it serves and uses the information to deliver evidencebased care that supports population needs and provision of culturally and linguistically appropriate services
Examples: demographics reports, language assessments, connections with local community organizations
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
Examples: performance reports on appointment availability, offers same day appointments, timely clinical advice by phone
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
Examples: documented process to identify patients in need of care management (i.e. risk stratification), provides appropriate care plans to
patient and family/caregiver
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
Examples: Running reports to identify open referrals and missing lab results, documented processes around transitions of care such as sharing
discharge reports
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
Performance monitoring against shared goals and benchmarks for at least 5 clinical quality measures, collects survey data on patient
experiences
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Demonstrating for PCMH
▪ Evidence focuses on intent and demonstrates performance
▪ Demonstrate transformation by meeting core and elective criteria in
document or virtual form
▪ Practice evaluation will be based on review of evidence prepared or shared
during initial review, i.e. each subsequent visit will focus on information
discovered at first visit

▪ Evidence listed for each criterion is not prescriptive and there may be
alternatives

Types of PCMH Evidence Components
▪ Documented Processes

⎻ Written statement describing the practice’s
policies and procedures such as: protocols,
practice guidelines, agreements, forms, etc.

▪ Evidence of Implementation

⎻ A means of demonstrating systematic uptake
and effective demonstration of required
practices including reports, materials,
screenshots, attestation, patients records,
surveys, etc.

▪ Options for Submission

⎻ Upload evidence to Q-Pass (always remove
PHI) for off-site review:
▪ Documents
▪ Weblinks
▪ screenshots

⎻ Conduct Virtual Review
▪ Reports created in advance
▪ System demo
▪ Patient examples
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How Does a Center Meet the 2017 PCMH Requirements?

40
Core
Criteria

60
Elective
Criteria
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Complete
all 40 Core

Achieve
25 Credits
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DRVS is Prevalidated for PCMH!

▪ Full Credit
⎻ 8 Core
⎻ 2 Elective

▪ Partial Credit
⎻ 5 Core
⎻ 3 Elective

▪ Practice Support
⎻ 10 Core
⎻ 14 Elective
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Credit Designations
▪ Criteria
⎻ Partial Credit: Only some of the components of the criterion received Transfer Credit. This does not
necessarily indicate that the entire criterion received auto-credit; all components of a criterion must
have the Transfer Credit designation for a center to avoid documentation submission.
⎻ Full Credit: All components of the criterion received Transfer Credit

▪ Components
⎻ Transfer Credit: Center does not need to submit documentation for the individual component
⎻ Practice Support: DRVS demonstrates aligned functionality that supports practice in meeting PCMH
KM 01 A is a
requirements, however this designation does NOT award any credits.
component of
Criteria KM01
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Required Documents for Submission to NCQA

NCQA Letter of Credit Approval
(available in DRVS Help)
Azara Proprietary & Confidential

Letter of Product Implementation
(Submit a support ticket through DRVS)
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Benefits of Prevalidation with DRVS
▪ Automatic credit to reduce
documentation burden
▪ Easier renewal process

⎻ With Annual Reporting,
organizations who have achieved a
level 3 recognition from the 2014
standards move straight into
attestation, however should be
prepared to demonstrate at any
time

▪ Clear alignment with PCMH goals
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BUILDING YOUR ANNUAL RENEWAL PLAN

Annual Reporting v. Initial Recognition

Annual Reporting Basics
▪ Eligibility
– Practice achieved PCMH Level 3 recognition with 2014 standards
– Practice has been recognized with 2017 standards

▪ Process
– Significantly less work than initial recognition – evidence is only required on 15
criteria + a special topic (SDOH for 2020), which is not scored
– No review by NCQA unless practice is being audited

▪ Evidence Includes:
–
–
–
–
–

Attestation and Questions (answering yes/no or selecting an option in Q-PASS)
Data entered in Q-PASS (numerator, denominator, exclusions)
Documents, explanations, and practice tools
QI Worksheet or Report
Text explanations

How Do I Complete Annual Reporting?
1. Update all physician and site changes in Q-PASS

2. Complete all steps in the Annual Reporting Requirements and Checklist
from NCQA
a. Annual Questionnaire: Attestation to continuing to meet standards
b. Evaluation: practice submits evidence including quality measure numbers,
QI Worksheet, procedural explanations, etc. for required criteria

3. Stick to the timeline
a. Annual Reporting is due 1 month prior to Recognition anniversary date
b. Multi-site practices share the same Annual Reporting Date

4. Pay fee (PS HRSA will pay your fee if you file your notice of intent – bake
in processing time – 4 weeks)

Preparing for Annual Renewal
1. Review the Annual Reporting guide from
NCQA
2. Work through the checklist within the Annual
Reporting guide:
a. Are there changes since you were first recognized?

b. Are there gaps to fill?

3. Once a plan is in place for Annual Reporting, it
is a good idea to review all the criteria which
would be required for initial recognition.
Remember, NCQA reserves the right to audit
a practice at any time!
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Documenting a Plan
Use the Content Details Spreadsheet located within the PCMH page in the
Help Section of DRVS to document and prepare for Annual Reporting

DRVS and the QI Worksheet
QI Worksheet for PCMH
▪ At least 3 clinical quality measures
▪ At least 1 resource stewardship measure
▪ At least 1 patient experience measure

DRVS Scorecard
DRVS scorecard includes:
–
–
–
–

Numerator
Denominator
Exclusions
Targets

DRVS and the QI Worksheet Cont.
Group by location to
easily submit numbers
for multiple clinics

Using the Content Details Spreadsheet to Build
a QI Worksheet Scorecard
1.

Filter to Annual Reporting = Yes in the Content Details spreadsheet

2.

Filter to Evidence Type = Data. Are there are any data requirements
which could be met with a measure in DRVS?
a.
b.
c.

Lab results
Risk stratification/identifying patients for care management
Depression Screening

3.

Record your selections in the Content Details Spreadsheet

4.

Filter to Evidence Type = QI Worksheet
a.
b.

c.

5.

Select three clinical quality measures across at least three of the
following four categories: immunization, other preventive care,
chronic/acute care and behavioral health.
Select one resource stewardship measure. If your center has the
Transitions of Care or Payer Integration – Cost DRVS Modules, you will
have access to measures which meet the Resource Stewardship
requirement. Otherwise, you must use data from your EHR or another
vendor.
Select one patient experience measure. Centers cannot currently
report on this measure through DRVS.

Record your selections in the Content Details Spreadsheet

DRVS and Data Evidence

DRVS and Auditing
NCQA reserves the right to audit a practice at any time!

By maintaining
the criteria
spreadsheet and
building
relevant
reports, your
practice will be
prepared for
whatever NCQA
asks or requires

PCMH: Access and Continuity Dashboard

Access and Continuity in DRVS | Filters

PCMH: Care Management and Support Dashboard

Risk Stratification for Care Management

Social Determinants of Health

CHC Spotlight

Maria Hensley, Health Informatics Manager
Health Partnership Clinic
Building a QI Worksheet and customizing the Access and Continuity
Dashboard

CREATING A REPORT FOR ANNUAL RENEWAL:
OFFICE HOURS

Steps for Creating a PCMH Scorecard in DRVS
1.

Choose which measures on which to report for Annual Renewal
a.
b.

2.

Use the DRVS User Guide: Scorecard Reports for guidance on
how to build a custom scorecard in DRVS
1.
2.
3.

3.

Provide data on at least three clinical quality measures across at
least three of the following four categories: immunization, other
preventive care, chronic/acute care and behavioral health.
The resource stewardship and patient experience measures must
be documented outside of DRVS

Be sure to clearly name your scorecard so other staff members
know it is being used for PCMH Annual Recognition.
Be sure to add a Baseline and Targets to your scorecard.
Use this as an opportunity for data validation!

Export the DRVS scorecard and add columns for the Measure
Category, Reason for Selection, Actions to Improve, and
Assessment of Actions OR copy and paste numbers into the QI
Worksheet. You may have to do this multiple times to show the
different numbers for your Evidence of Remeasurement.
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Steps for Creating a PCMH Dashboard in DRVS
1.

Use the Content Details Spreadsheet and filter out the blanks on the “Where in DRVS” column to only view
criteria for which there are related reporting concepts in DRVS.

2.

Dashboards are best suited to an entire Concept*:
1.
2.
3.
4.
5.

3.

Access and Continuity**
Care Coordination (largely requires Transitions of Care and Referrals modules in DRVS)
Care Management**
Knowing and Managing Your Patients (many criteria received Transfer Credit and may not require
documentation)
Quality Improvement (hint: create a custom scorecard for your chosen measures first. Also note, resource
stewardship measures require Transitions or Care or Payer Integration modules)

Choose to either copy an existing dashboard or create a new one. Use the User Guide: Dashboards for
guidance and step by step instructions.
1.
2.

Many dashboards corresponding to PCMH Concepts already exist and can be copied and customized
according to a center’s workflows
Be sure to review the Content Details Spreadsheet and match up each criteria to a widget(s) on the
dashboard.

*The Team Based Care concept criteria are best met using the Patient Visit Planning report, which cannot be viewed on a dashboard
**PCMH dashboards exist already for the Access and Continuity and Care Management concepts. These dashboards are intended as templates and can be copied and customized
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Questions?
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