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Patient-Centered Access and Continuity (AC)

The PCMH model expe/ohéntinuity 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.
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AC —
Competency B

Criteria

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

Criteria Description

Required Evidence

Crosswalk

to 2014

AC 10
(Core)

AC 11
(Core)

AC 12
(2 Credits)

AC 13 *
(1 Credit)

AC 14 *
(1 Credit)

Personal Clinician Selection: Helps patients/
families/caregivers select or change a personal
clinician.

Patient Visits with Clinician/Team: Sets goals and
monitors the percentage of patient visits with the
selected clinician or team.

Continuity of Medical Record Information: Provides
continuity of medical record information for care and
advice when the office is closed.

Panel Size Review and Management: Reviews and
actively manages panel sizes.

External Panel Review and Reconciliation: Reviews
and reconciles panels based on health plan or other
outside patient

assignments.

Documented process

Report

Documented process

Documented process
AND Report

Documented process
AND Report

2A1

2A2

1B1

No
equivalent

No
equivalent




AC 10 (Core) Personal Clinician Selection: Helps patients/families/
caregivers select or change a personal clinician.

 Giving patients/families/caregivers a choice of practitioner
emphasizes the importance of the ongoing patient-clinician
relationship.

* The practice documents patients’ choice of clinician, gives
patients/families/caregivers information about the importance of
having a personal clinician and care team responsible for
coordinating care, and assists in the selection process. The
practice may document a defined pair of clinicians (e.g., physician
and nurse practitioner, physician and resident) or a practice team.
Single clinician sites automatically meet this criterion.



AC 11 (Core) Patient Visits with Clinician/Team: Sets goals and

monitors the percentage of patient visits with the selected clinician or
team.

<

* The practice establishes a goal for the proportion of visits a patient
should have with the primary care provider and care team. The goal
should acknowledge that meeting patient preferences for timely

appointments will sometimes be at odds with the ability to see their
selected clinician.

« Empanelment is assigning individual patients to individual primary care
providers and care teams, with sensitivity to patient and family
oreferences. It is the basis for population health management and the

Key to continuity of care: Patients can build a better relationship with a
clinician or team they see regularly.




Documentation Requirements

* Process: AC 10 Personal Clinician Selection:

« How does the practice help patients/ families/caregivers select or
change a personal clinician?

« How does practice monitor continuity?

* Report: AC 11 Patient Visits with Clinician/Team:

* |dentify practice goals for continuity of care AND
* The percentage of patient visits with the selected clinician or team.

« PCMH tracker



AC 11 Sample Report: Preferred Provider Visits (practice sets goals and monitors the
percentage of patient visits with the selected clinician or team.

Pease Soect e Corte 7o of patient visits with

preferred provider

Advocere Famly Healh at Ut Obve v  OdbFfie

Document Responsbie Provider Percentage of Visty win Preferrad Provder

Providers




Frequently Asked Questions (AC B)

<

Is there a specific threshold or percentage of patients who
are required to have a selected personal physician? ac 1o, Ac 11

* No. NCQA does not have a specific expectation regarding the
percentage of patients who have a personal clinician; however,
practices should have a process to notify patients about the
Importance of choosing a personal clinician or care team, and
the choice should be documented in all patient records.



Frequently Asked Questions (AC B)

Urgent care visits during extended hours may not be
available with a patient’s primary care clinician. Does NCQA
require a particular percentage of visits must be with a
selected primary care clinician? ac 1o, Ac 11

* No. NCQA does not prescribe a percentage, nor does it expect
patients to be seen by their selected primary care clinician for a

specific percentage of visits.



Frequently Asked Questions (AC B)

Does a Nurse Practitioner count as part of a provider’s
team? Under what conditions would an NP count or not

count as part of the care team? ac 10, acu1

* NCQA requires that practices list at least one MD on the
application. An NP can be considered a primary care clinician or
a member of a physician’s team, or both at different times. It is
all up to the site to define their teams and how independently

various provider types operate.



Questions?
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Team-Based Care and
Practice Organization
TC Competency C




Team-Based Care and Practice Organization (TC)

J

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-baseq care.

] Community Health Solutions



20 17 TC — The practice communicates and engages patients on expectations and

Competency C

their role in the medical home model of care.

—

Criteria

TC 09 (Core)

Criteria Description Required Evidence  Crosswalk to
2014
Medical Home Information: Has a process for Documented 2A3 (Continuity)
informing patients/families/caregivers about the role  process and 2B1-5
of the medical home and provides AND Evidence of (Medical Home
patients/families/caregivers materials that contain implementation Responsibilities)

the information.
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TC 09 (Core) Medical Home Information

The documented process includes providing patients/families/caregivers with
Information about the role and responsibilities of the medical home. The practice is
encouraged to provide the information in multiple formats, to accommodate patient
preference and language needs.

The information that the practice provides should at minimum include information on
after-hours access, practice scope of services, evidence-based care, availability of
education and self-management support and practice points of contact.

As a medical home, the practice helps patients understand the importance of having
comprehensive information about all their healthcare activity and how and where to
access the care they need coordinated by their personal clinician and care team.

PCMH Tracker

£ community Health Solutions



Medical Home Information
1'C 09: Example

-

.- * 8 @

L]

Same day appointments

Preventive care and physicals (health risk assessments, sports and school physicals)

Acute care for illness and injuries

Well child visits, screening and vaccinations

24x7 phone access to your care team

Online electronic access to your medical records

Referrals to top specialists and mental health providers
Management of multi-specialty care plans including mental health

What type of services does my Medical Home provide for me and my family?
We provide comprehensive, compassionate and continuous care for newborns, children, and teens.

WHAT WE OFFER:

Adult Medicine
Pediatric Care

Chronic Care for Diabetes, Asthma, Hypertension,
and Behavioral Health

Referrals to Specialty Care when needed
Assistance with Substance Abuse addictions

INSURANCE REQUIREMENTS

You don't need insurance to be seen at our clinic

If you do have insurance, please bring your
information with you

If you do not have insurance, we still want to
see you. We have staff that will assist you in
signing up for insurance

é NCQA
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Frequently Asked Questions (TC-C)

Is a practice brochure sufficient documentation for this element? TC 09

This element requires both a documented process describing how information is distributed to patients,
and patient materials that include the content from TC 09. If the practice's documented process is
included in a patient brochure, that brochure could be sufficient documentation for the criteria.

Is a written agreement required for this element? TC 09

No. A written agreement, or form signed by the provider and the patient agreeing to their mutual medical
home responsibilities, is not required.

How can practices demonstrate that they provide access to evidence-based care to patients and
their families? TC 09

Practices are expected to provide patients with care that is based on current evidence and treatment
guidelines. Information about care can be provided to patients through materials that include brochures,
flyers or information posted on the practice Web site.

] Community Health Solutions



Questions?

a Community Health Solutions
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Announcements

« PCMH Development webinar schedule:
 March 13th - CM Competency A and B
 April 10th - CC Competency A and B
« May 8th - CC Competency C
« June 12th - QI Competency A, B and C

4 Community Health Solutions
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http://www.ncqga.org/programs/recognition/pra
ctices/patient-centered-medical-home-pcmh

Q Patient-Centered Medic: X

&« > C |G)www.ncqa.org,’programsfrecognition,’practices,’patient-centered—medical—home—pcmh

Info for: | Clinicians | Consumers | Employers | Health Plans | Other Health Care Organizations

NCQl Home | Blog | Contact Us | Stay Current | Careers |Input your search... m
xasuring quality,
mproving health care.

Programs HEDIS & Quality Report Cards  Public Policy Publications & Education & Newsroom  Sponsorship & About NCQA

Measurement Products Training Events

Programs » Recognifion » Plactita?s = Patient Centered Medical Home PCMH

Accreditation

Patient-Centered Medical Home (PCMH) Recognition
Certification e ~—— '( N

Recognition

Other Programs

Improve Patient Care.
Connect with NCQA Lower Costs.

Align with Payers.
w]in| f[s']a]P]
Subscribe to NCQA E-mails:

E-mail Address B4

REB0R:

Report an Error The Patient-Centered Medical Home is a model of care that puts patients at the forefront of care. PCMHs build better
relationships between people and their clinical care teams. Research shows that they improve guality, the patient experience and
staff satisfaction, while reducing health care costs.

Use NCQA's Feedback Form to report

a broken link, or content error. NCQA's Patient-Centered Medical Home Recognition Program is the most widely adopted Patient-Centered Medical Home
evaluation program in the country. More than 12,000 practices (with more than 80,000 clinicians) are recognized by NCQA. And
more than 100 payers support NCQA recognition through financial incentives or coaching.

Lead Sponsor
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http://www.ncga.org/education-training/pcmh-pcsp/on-demand

Q On-Demand Training for X \ & PCMH 2017 Standards a1 X 1 -~ NCQA x

E—)

(& ‘ @ www.ncga.org/education-training/pcmh-pcsp/on-demand

Info for: | Clinicians | Consumers | Employers | Health Plans | Other Health Care Organizations

Home | Blog | Contact Us | Stay Current | Careers Input your search... m

Programs HEDIS & Quality Report Cards  Public Policy Publications & Education & Newsroom  Sponsorship & About NCQA

Measurement Products Training Evenis

Educafion & Training » PCMH & PCSP » On Demand

Healih Plan Accreditation & HEDIS

On-Demand Training for Patient-Centered Medical Homes
and Patient-Centered Specialty Practices

Learn anytime and anywhere you want with our recorded training that provide overviews of our programs including application
and Other Programs process and specific topics that are helpful to clinicians and practices.

PCMH & PCSP

Credentialing, Case Management

Other Recognition Programs Featured On-Demand Training

s School-Based Medical Home Recognition Process

! ulr =
L EIEIIE G

Speakers Bureau
= Moving from MIPS to Advanced APMs: Leveraging NCQA Recognition

Onsite Training » Introduction to Quality Improvement for Medical Practices

= MACRA — An Overview Industry Trends and Value-Based Payment
Folicies and Discounts

= Transitioning from PCMH 2014 to PCMH 2017: Commit, Transform, Succeed

Connect with NCQA Patient-Centered Medical Home 2017 Standard and Guidelines Overview / New resource
- from NCQA
ﬂ m ﬂ Live and On-Demand Online Training for PCMH Certified Content Experts
Subscribe to NCQA E-mails:
|E—mai| Address @ = Town Hall Meeting for CCEs: PCMH 2017 Redesign

»  Quarterly Webinar for CCEs: Arriving at PCMH 4A: Identifying Patients for Care Management using Lean Six Sigma
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http://store.ncga.org/index.php/catalog/product/view/id/2776/s/2017-pcmh-
standards-and-guidelines-epub/

—

/ (Q NCQA > Standards and = X "'\ I Meeting the Value Chall= X

&« c |G) store.ncqa.org/index.php/catalog/product/view/id/2776/5/2017-pcmh-standards-and-guidelines-epub;/

NCQA

Measuring quality.
mproving health care.

NCQA Store Home Page Log In Search entire store here Search

HEDIS & Quality Measurement Accreditation Certification Recognition Data and Reports Other Products

Home : Recognition : Pafient-Centered Medical Home (FCMH) = NCQA PCMH Standards and Guidelines (2017 Edition) {epub)

NCQA PCMH Standards and Guidelines (2017
Edition) (epub)

Availability: In stock

$0.00 aty: 1

NCQA PCMH Standards and Guidelines (2017 Edition, Version 2)
Effective for practices enrolling April 3, 2017 onward.

Note: Your recognition process is now managed through NCQA’s Q-PASS system. You will no longer purchase Survey Tools
for PCMH through the NCQA Store, as previously. More information on the PCMH Recognition Redesign is available here.

This publication includes the requirements to meet the standards, as well as explanations and examples.

E-pubs are protected Microsoft Word and Excel documents that are easily downloaded via the web. NOTE: Electronic
publications are non-refundable! Please review the detailed description to ensure that you are ordering the publication that
will most meet your needs. For additional e-pub licenses or assistance in ordering, contact NCQA Customer Support at (888)
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Request Support

Your PCMH Support Team:
Caitlin Feller, Terry Laine, Sherrina Gibson

Online:
http://chcleadership.com/support/

Phone:
804-673-0166
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