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National FQHC PCMH Recognition Status
As of Sept.
2019, 92%
of Virginia
FQHCs are
PCMHRecognized

Source: HRSA Accreditation and Patient-Centered Medical Home Report, 2019
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Why PCMH?
Reduce
Fragmentation
• The PCMH model
emphasizes
team-based care,
communication,
and coordination,
which has been
shown to lead to
better care

Align with Payers
• Many payers
acknowledge
PCMH recognition
as a hallmark of
high-quality care.
As a result, many
payers provide
incentives for
PCMHrecognized
practices.

Improve Staff
Satisfaction

Improve Patient
Experience

• The PCMH model
is associated with
better staff
satisfaction. One
analysis found
implementation of
NCQA PCMH
Recognition to
increase staff
work satisfaction
while reported
staff burnout
decreased by
more than 20%.

• A Hartford
Foundation study
found that the
PCMH model
resulted in a
better experience
for patients, with
83% of patients
saying being
treated in a
PCMH site
improved health.
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Why PCMH?
Better Manage
Chronic
Conditions
• The PCMH
model has been
shown to help
better manage
patients’ chronic
conditions

Align with
State/Federal
Initiatives
• As more
emphasis is
placed on valuebased care,
many state and
Federal
programs are
embracing the
patient-centered
model of care.

Lower Health Care
Costs
• PCMH
Recognition is
associated with
lower overall
health care
costs.

Improve PatientCentered Access
• PCMHs
emphasize the
use of health
information
technology and
after-hours
access to
improve overall
access to care
when and where
patients need it.
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NCQA PCMH Program – Key Highlights

Virtual
Reviews
(3)

One Level
Annual
“Renewal”
Core/
Elective
Criteria
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NCQA PCMH Guidelines - Structure
Concepts, Competencies, and Criteria

Concepts: Over-arching components of
PCMH
Competencies: Ways to think about
and/or categorize criteria
Criteria: The individual things/tasks you
do that make you a PCMH
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NCQA PCMH Guidelines - Concepts

NCQA PCMH Guidelines - Concepts
Team-Based Care
and Practice
Organization (TC)

Knowing and
Managing Your
Patients (KM)

Patient-Centered
Access and
Continuity (AC)

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.

The practice uses
information about the
patients and community it
serves to deliver evidencebased care that supports
population needs and
provision of culturally and
linguistically appropriate
services.

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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NCQA PCMH Guidelines - Concepts
Care
Management and
Support (CM)

Care Coordination
and Care
Transitions (CC)

Performance
Measurement and
Quality
Improvement (QI)

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.

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.

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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NCQA PCMH Guidelines - Scoring
• 101 Criteria in total, 40 of which are Core criteria.
• Total of 84 credits across the 61 Elective criteria.
• There are 39 criteria worth 1 credit.
• There are 21 criteria worth 2 credits
• One criterion is worth a maximum of 3 credits.

• Need to implement all 40 Core criteria, plus 25 elective credits
from 5 of the 6 concepts.
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NCQA PCMH Guidelines - Scoring
40 Core Criteria

+

25 Credits from the 61
Elective Criteria
In this example
(red dots) you
could choose 25
criteria, each
worth 1 credit
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NCQA PCMH Guidelines - Scoring
40 Core Criteria, by Concept
TC
KM
AC
CM
CC

QI
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NCQA PCMH Process

Commit

• Learn the
Requirements
• Apply
Concepts to
Your Site
• Enroll in
QPASS

Transform

• Kick-Off Call
(once
enrolled)
• Apply PCMH
Criteria to
the Practice
• Virtual
Reviews

Succeed

• Submit for
Recognition
• Earn
Recognition
• Maintain
through
Annual
Reporting

13

Overview of the Day
• There is a segment on the agenda for each of the 6 concepts
Timing

Concept

8:50 – 9:25

Team-Based Care and Practice Organization (TC)

9:25 – 10:20

Knowing and Managing Your Patients (KM)

10:35 – 11:15

Patient Centered Access and Continuity (AC)

11:15 – 11:55

Care Management and Support (CM)

1:20 – 2:10

Performance and Quality Improvement (QI)

2:25 – 3:00

Coordinating Care and Care Transitions (CC)

Format
The format of each segment will be as
follows:
• Present Slides
• Q&A
• Table Discussion and SelfAssessment

• During the slide presentation, feel free to make notes on your selfassessment. There is also dedicated time in each segment.
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Resources
Relevance of resources is indicated using the following:

Sustain

New
Transfer

Site’s next step is
Annual Reporting. Has
already received PCMH
recognition under
redesigned process
(2017 - ) or Level 3
from 2014 Standards.

Site is transitioning
from existing 2014
Level 1 or 2 PCMH
Recognition to
PCMH recognition
in the redesigned
process.

Site is pursuing
new recognition
and does not have
existing recognition
that is active.
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NEW

New
Transfer

Timeline of Tasks for PCMH Recognition
Helps address the following:
1. How long does it take to get
PCMH recognition?
2. What steps and tasks are
involved?
3. How do we create a workplan
from start to finish?
What it is NOT
• Not designed to help select
criteria (see next slide).
https://chcleadership.com/timelineand-tasks-for-pcmh-recognition/
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Jump Start Pathway to PCMH
Recognition (Including Elective Criteria)

New

Transfer

Helps address the following:
• Which elective criteria may
be most feasible for FQHCs?

What it is NOT
• Not meant to be prescriptive – decisions about
implementation are up to the practice site.

https://chcleadership.com/jump-start-pathway-to-pcmh-recognition/
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Choosing Criteria for Each Virtual
Review (Core and Elective)

New
Transfer

Helps address the following:
• How might we decide which of the Core AND Elective
criteria to demonstrate for each virtual review with NCQA?
NOTE: This tool was developed by NCQA. It is focused on a
virtual review schedule, and not necessarily implementation
prioritization of what is accomplished when in transformation
(see prior slide). There are some differences in this tool and
the one developed by CHS.
What it is NOT:
• Not meant to be prescriptive, decisions about
implementation are up to the practice.
• Assumes practices are starting from scratch - sites who
attested to criteria (e.g. if transitioning from a Level 1 or 2
existing recognition OR those with a pre-validated EHR
may wish to adjust this timeline and move certain criteria to
earlier check-ins).
https://chcleadership.com/choosing-criteria-for-each-virtual-review/
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Core Criteria Implementation
Priorities Pathway

Sustain

New
Transfer

Helps address the following:
1. How might we decide which of the CORE
criteria to implement first, second, third,
etc.?
2. How might we decide which of the CORE
criteria to study/update first, second,
third, etc. for sustaining or transferring
recognition?
What it is NOT:
• Not meant to be prescriptive,
decisions about implementation
are up to the practice.
https://chcleadership.com/pathway-for-core-criteria-implementation/
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Sustain

NEW

New
Transfer

The CHS PCMH Tracker
Helps address the following:
1. How might we do a selfassessment of where we stand
on PCMH criteria?
2. How might we track our
progress on implementation of
criteria?
3. How might we keep track of the
documentation and evidence
that has been completed and is
still outstanding?

https://chcleadership.com/chs-pcmh-tracker-2017/

What it is NOT
• Not linked to NCQA’s online
system, QPASS. It is meant to
be an internal tool.
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Sustain

NEW

New
Transfer

The CHS PCMH Knowledge Base

Helps address the following:
1. What are some examples of documentation and
evidence that were successful?
2. Where can we find tools and resources to help
us transform into a PCMH?
https://chcleadership.com/chs-pcmh-kb-2017/

NOTE: This resource was created and is
maintained by CHS. Some resources may be
from previous versions of the guidelines but are
only included if still relevant.
For additional FAQs, NCQA maintains a
database as well: http://ncqa.force.com/faq
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Accelerated Renewal Version –
The CHS PCMH Tracker

NEW

Transfer

https://chcleadership.com/accelerated-renewal-2017/

Helps address the following:
1. How might we do a selfassessment of where we stand
on PCMH criteria required for
accelerated renewal?
2. How might we track our
progress on implementation of
criteria?
3. How might we keep track of the
documentation and evidence
that has been completed and is
still outstanding?
See these documents from NCQA:
More details on Accelerated Renewal https://chcleadership.com/wpcontent/uploads/2018/03/PCMH-2014-Corporate-Credit-Transition-to-PCMH-V5-SharedCredit-Table-July-2019.pdf
Crosswalk of PCMH 2014 to Redesigned PCMH: https://chcleadership.com/wpcontent/uploads/2017/06/PCMH-V5-PCMH_2014_Crosswalk-July-2019.pdf

What it is NOT
• Not linked to NCQA’s online
system, QPASS. It is meant to
be an internal tool.
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Sustain

Annual Reporting
• Once a practice receives recognition through this redesigned
PCMH program, they will be required to go through annual
reporting to sustain that recognition
• NCQA will continue to update the annual reporting requirements
annually.
• Practices must submit the version of the annual reporting
requirements based on the year in which they will report (i.e. if
due for renewal by February 2020, then submit based on the
2020 Annual Reporting Requirements). See next slide for
resources.
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Sustain

Annual Reporting
Abbreviated Overview of Annual
Reporting 2019 Requirements

Abbreviated Overview of Annual
Reporting 2020 Requirements

See more at:
https://chcleadership.com/annualreporting-pcmh-2017/
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Sustain

New
Sustain
Transfer

PCMH Development Resources List
“Quick” list of electronic PCMH development resources available from chcleadership.com and NCQA.
Also includes list of resources for team development.

See more at:
https://chcleadership.com/webinar-10-09-18/
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