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Disclaimer 

 Presentation was originally a webinar 
developed in response to TA requests from 
participants in Strategic Planning Workshops 

 Not an endorsement of NCQA process  

 We have no formal affiliation with NCQA 

 Examples of documentation were utilized 
/adapted from NCQA training (Facilitating 
Patient-Centered Medical Home Recognition) 
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Objectives: 

 Understand the Must-Pass elements in the 
NCQA process 

 Identify the components of acceptable 
documentation for recognition as PCMH 

 Identify the Must-pass elements where your 
practice is ready to document performance 
versus focus on transformation of practice 
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Acceptable Forms of Documentation 

 Documented Process – written procedures, protocols, 
processes, workflow forms 

 Reports – aggregated data showing evidence 

 Records or files – patient files or registry entries documenting 
action taken; data from medical record of patients with 
important conditions 

 Materials – information for patients or clinicians, e.g. clinical 
guidelines, self-management and educational resources 

 Screen shots – electronic “copy” may be used as examples 
(EHR capability), materials (web site resources) or records; 
helps to show specific to the practice and not a vendor demo 
page 

 

HIV Medical Homes Resource Center 

National Committee on Quality Assurance 
(NCQA) Recognition 

 6 Standards 

      - Enhance Access and Continuity 

      - Identify and Manage Patient Populations 

      - Plan and Manage Care 

      - Provide Self-Care Support and Community Resources 

      - Track and Coordinate Care 

      - Measure and Improve Performance 

 

 Each standard has multiple elements 

 

 Each element has multiple factors 
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NCQA language 

 1. PCMH Standards (there are 6 
Standards) 

A. Elements (each Standard has from 2 
to 7 Elements given letters A-G) 

 1. Factors (each element has from 3 to 
10 factors numbered 1-10) 

HIV Medical Homes Resource Center 
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6 Must Pass Elements: PCMH 1 

 PCMH 1: Enhance Access and Continuity 

         - Element A: Access During Office Hours 

            1. Providing same-day appointments 

            2. Providing timely clinical advice by telephone 

                during office hours 

            3. Providing timely clinical advice by secure 

                 electronic messages during office hours 

            4. Documenting clinical advice in the medical 

                 record 

 
HIV Medical Homes Resource Center 

100% 75% 50% 25% 0% 

The practice 
meets all 4 

factors 

The practice 
meets 3 
factors, 

including factor 
1 

The practice 
meets 2 
factors, 

including factor 
1 

The practice 
meets factor 1 

The practice 
meets no 

factors or does 
not meet factor 

1 

* Requires a documented process and a report. 

HIV Medical Homes Resource Center 

Scoring: Access During Office Hours 

PCMH 1: Enhance Access and Continuity 
Self Assessment Questions 

 Is access to care identified in your mission 
statement, organizational value? 

 Is there capacity for patients to be seen if they 
decide they want to be seen?  

 What is the process that keeps at least 2 same-
day appointments in the template?   

HIV Medical Homes Resource Center 
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6 Must Pass Elements: PCMH 1 

 PCMH 1: Enhance Access and Continuity 

         - Element A: Access During Office Hours 

            1. Providing same-day appointments 

            2. Providing timely clinical advice by telephone 

                during office hours 

            3. Providing timely clinical advice by secure 

                 electronic messages during office hours 

            4. Documenting clinical advice in the medical 

                 record 
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HIV Medical Homes Resource Center 

Access to Care Standard  
Special Challenges: HIV clinic in a university 

practice 

 HIV clinic as part of large ambulatory outpatient 
medical group 

 Most providers are Infectious Disease physicians 
and see patients ½ to 1 day per week 

 Some patients have additional primary care 
provider and others use the HIV clinic as their 
source for primary care 
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6 Must Pass Elements: PCMH 2 

 PCMH 2: Identify and Manage Patient Populations 

              - Element D: Use Data for Population 

                              Management 

          1. At least  three different preventive care 

               services. 

          2. At least three different chronic care services 

          3. Patients not recently seen by the practice 

          4. Specific medications 
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Scoring: Use Data for Population 
Management 

100% 75% 50% 25% 0% 

The practice 
uses 

information to 
take action on 

all 4 factors 

The practice 
uses 

information to 
take action on 

3 factors 

The practice 
uses 

information to 
take action on 

2 factors 

The practice 
uses 

information to 
take action on 

1 factor 

The practice 
uses 

information to 
take action on 

no factors 
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PCMH 2: Identify and Manage Patient 
Populations Self Assessment Questions 

 Does your practice look at preventive and 
chronic care issues at the population level?  

 What is the process that addresses these issues 
in your practice?   

 How do you communicate with patients about 
needed services?  

 Have you ever had to notify patients about a 
drug recall or other medication related issue?  
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6 Must Pass Elements: PCMH 2 

 PCMH 2: Identify and Manage Patient Populations 

              - Element D: Use Data for Population 

                              Management 

          1. At least  three different preventive care 

               services. 

          2. At least three different chronic care services 

          3. Patients not recently seen by the practice 

          4. Specific medications 
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6 Must Pass Elements: PCMH 3 

 PCMH 3: Plan and Manage Care 

       - Element C: Care Management 

          1. Conducts pre-visit preparations 

          2. Collaborates with the patient/family to 

              develop an individual care plan, including 

              treatment goals that are reviewed and 

              updated at each relevant visit 

                3. Gives the patient/family a written plan of care 

          4. Assesses and addresses barriers when the patient 

              has not met treatment goals 
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6 Must Pass Elements: PCMH 3 (Cont.) 

5. Gives the patient/family a clinical summary at each         
relevant visit 

6. Identifies patients/families who might benefit from 
additional care management support 

7. Follows up with patients/families who have not kept 
important appointments 
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Scoring: Care Management 

100% 75% 50% 25% 0% 

The practice 
meets 6-7 

factors 

The practice 
meets 5 factors 

The practice 
meets 3-4 

factors 

The practice 
meets 1-2 

factors 

The practice 
meets no 

factors 
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PCMH 3: Plan and Manage Care Self Assessment 
Questions 
 

 How do you organize planned visits?  Letter to 
patient, robust calling, pre-visit worksheet 

 Do the case managers have a written Care Plan? 

 Is that plan built with patient input? 

 Do patients get a written copy of the plan?   

 Is the Care Plan used as an ongoing tool to 
monitor progress?   

HIV Medical Homes Resource Center 

PCMH 3: Documentation Pointers 
Care Management Components: Documentation Pointer: 

Pre-visiting planning for all upcoming 
appointments 

Care management activities must be 
performed for at least 75% of patients 
with identified conditions.  A policy 
cannot confirm the patient has received 
pre-visit planning, therefore it must be 
documented in the patient’s record. 

Individualized care plans The factor requires documented review 
and update at each relevant visit, even 
documentation of no change in goals, 
even if goals are met. 

Treatment goals The patient must be provided with a 
written document to confirm no change 
in the care plan and this provision must 
be documented. 
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PCMH 3: Documentation Pointers (Cont.) 

Care Management Components: 
 

Documentation Pointer: 

Making progress toward treatment goals The patient should be assessed at each 
relevant visit for barriers, as goals are not 
yet achieved and this assessment is 
documented 

Patient does not need additional care 
management support 

If care management is not indicated and 
no referral is appropriate, documentation 
in the record should support the 
conclusion 

Patient has not missed important 
appointments 

If no follow up is required because 
patient has not missed important 
appointments, respond N/A 

HIV Medical Homes Resource Center 
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PCMH 3: Plan and Manage Care Special 
Challenges—Outside Case Management 

 You are a RWCA Part C grantee who provides 
medical care to HIV patients but Case 
Management is provided by a CBO, not your 
agency and is under a different roof.   

 Can you document Case Management services?   

HIV Medical Homes Resource Center 

6 Must Pass Elements: PCMH 4 

 PCMH 4: Provide Self-Care Support and Community 
Resources 

       - Element A: Support Self-Care Process 

         1. Provides educational resources or refers at least 50     
percent of patients/families to educational resources to 
assist in self-management 

         2. Uses an EHR to identify patient-specific education 
resources and provide them to more than 10 percent of 
patients, if appropriate 
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6 Must Pass Elements: PCMH 4 (Cont.) 
3. Develops and documents self-management plans and 

goals in collaboration with at least 50 percent of 

patients/families* 

4. Documents self-management abilities for at least 50 

percent of patients/families 

5. Provides self-management tools to record self-care results 

for at least 50 percent of patients/families 

6. Counsels at least 50 percent of patients/families to adopt 

healthy behaviors 

 HIV Medical Homes Resource Center 
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Scoring: Support Self-Care Process 

100% 75% 50% 25% 0% 

The practice 
meets 5-6 

factors, 
including 
factor 3 

The practice 
meets 4 
factors, 

including 
factor 3 

The practice 
meets 3 
factors, 

including 
factor 3 

The practice 
meets 1-2 
factors or 
meets 3-5 

factors but not 
factor 3 

The practice 
meets no 

factor 
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PCMH 4: Provide Self-Care Support and Community 
Resources Self Assessment Questions 

 How do you support self-management 
strategies with your patients? 

 How do you engage patients in their care?  

 Are patients given specific written tools to use 
for self-management? Action plans? 
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6 Must Pass Elements: PCMH 4 

 PCMH 4: Provide Self-Care Support and Community 
Resources 

       - Element A: Support Self-Care Process 

         1. Provides educational resources or refers at least 50     
percent of patients/families to educational resources to 
assist in self-management 

         2. Uses an EHR to identify patient-specific education 
resources and provide them to more than 10 percent of 
patients, if appropriate 
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6 Must Pass Elements: PCMH 4 (Cont.) 
3. Develops and documents self-management plans and 

goals in collaboration with at least 50 percent of 

patients/families* 

4. Documents self-management abilities for at least 50 

percent of patients/families 

5. Provides self-management tools to record self-care results 

for at least 50 percent of patients/families 

6. Counsels at least 50 percent of patients/families to adopt 

healthy behaviors 
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6 Must Pass Elements: PCMH 5 

 PCMH 5: Track and Coordinate Care 

      - Element B: Referral Tracking and Follow-Up 

         1. Giving the consultant or specialist the 

              clinical reason for the referral and 

              pertinent clinical information 

         2. Tracking the status of referrals, including 

              required timing for receiving a specialist’s 

              report 

         3. Following up to obtain a specialist’s report 
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6 Must Pass Elements: PCMH 5 (Cont.) 

4. Establishing and documenting agreements with 
specialists in the medical record if co-management is 
needed. 

5. Asking patients/families about self-referrals and 
requesting reports from clinicians 

6. Demonstrating the capability for electronic exchange of 
key clinical information (e.g. problem list, medication list, 
allergies, diagnostic test results) between clinicians 

7. Providing an electronic summary of the care record to 
another provider for more than 50 percent of referrals 

HIV Medical Homes Resource Center 
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Scoring: Referral Tracking and Follow-Up 

100% 75% 50% 25% 0% 

The practice 
meets 5-7 

factors 

The practice 
meets 4 factors 

The practice 
meets 3 factors 

The practice 
meets 1-2 

factors 

The practice 
meets no 

factors 

HIV Medical Homes Resource Center 

PCMH 5: Track and Coordinate Care 
Self-Assessment Questions 

 What is your process for tracking referrals?  

 How do you assure the right information goes with 
the patient? 

 How do you assure the referral occurs? 

 How do you assure the information you get back 
from the referral is integrated into patient’s care?  

 Do your patients see providers you don’t know 
about?   

HIV Medical Homes Resource Center 

PCMH 5: Documentation Pointers 

 Information included in the referral 
communication to the specialist includes: 

      - Reason for and urgency of the referral 

      - Relevant clinical information (pt. family/social  

        hx, clinical findings and current treatment) 

      - General purpose of the referral and necessary 

        follow-up communication or information 
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PCMH 5: Documentation Pointers (Cont.) 

 The referral tracking system includes the date when 
the referral was initiated and the timing indicated 
for receiving the report 

 

 If the practice does not receive a report from the 
specialist, it contacts the specialist’s office about 
the report’s status and the expected date for 
receiving the report and documents the effort to 
retrieve the report in a log or electronic system 

HIV Medical Homes Resource Center 
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6 Must Pass Elements: PCMH 6 

 PCMH 6: Measure and Improve Performance 

      - Element C: Implement Continuous Quality  

         Improvement 

         1. Set goals and act to improve performance 

             on at least three measures from Element A 

         2. Set goals and act to improve performance 

             on at least one measure from Element B 

         3. Set goals and address at least one identified 

             disparity in care or service for vulnerable 

             populations 
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6 Must Pass Elements: PCMH 6 (Cont.) 

4. Involve patients/families in quality improvement teams 
or on the practice’s advisory council 

HIV Medical Homes Resource Center 

Scoring: Implement Continuous Quality 
Improvement 

100% 75% 50% 25% 0% 

The practice 
meets 3-4 

factors 

No scoring 
option 

The practice 
meets 2 factors 

The practice 
meets 1 factor 

The practice 
meets no 

factors 
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PCMH 6: Measure and Improve 
Performance Self-Assessment Questions 

 When is the last time you reviewed your Quality 
Management Plan?  

 Do you have a broad range of measures that 
include process, outcomes, operational and 
patients experience measures? 

 Has your practice set goals and made 
improvements on measures?  

 How are patient’s involved in quality work?   

 
HIV Medical Homes Resource Center 
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6 Must Pass Elements: PCMH 6 

 PCMH 6: Measure and Improve Performance 

      - Element C: Implement Continuous Quality  

         Improvement 

         1. Set goals and act to improve performance 

             on at least three measures from Element A 

         2. Set goals and act to improve performance 

             on at least one measure from Element B 

         3. Set goals and address at least one identified 

             disparity in care or service for vulnerable 

             populations 
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6 Must Pass Elements: PCMH 6 (Cont.) 

4. Involve patients/families in quality improvement teams 
or on the practice’s advisory council 

HIV Medical Homes Resource Center 

PCMH 6: Documentation Pointers 

 The practice must have a clear and ongoing 
quality improvement strategy and process that 
includes regular review of performance data 
and evaluation of performance against goals or 
benchmarks 

 The practice set goals and establishes a plan to 
improve performance on clinical quality and 
resource measures and patient experience 
measures 
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PCMH 6: Documentation Pointers (Cont.) 

 The practice may participate in or implement a 
rapid-cycle improvement process, such as Plan-
Do-Study-Act (PDSA), that represents a 
commitment to ongoing quality improvement 
and goes beyond setting goals and taking action 

HIV Medical Homes Resource Center 
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Conclusions 

 Documentation can be an opportunity to assess 
your practice 

 Chance to codify 

 Can be overwhelming but if you take it apart 
piece by piece – it is manageable 

 QUESTIONS 
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