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Learning Objectives 

• Understand the reasons providers and delivery systems 
are moving to a PCMH model 

• Appreciate the similarities across the recognition 
programs, with a understanding of the common set of 
key concepts needed to master the new model of care 

• Provide additional resources for each of the recognition 
programs for primary care homes 
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Health Is More Than Just Medical Care  
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Triple Aim: The New Goal 

Source: Donald M. Berwick, Thomas W. Nolan and John Whittington. The Triple Aim: Care, health, and cost. 
Health Affairs, 27(3) (2008): 759-769. 
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Framing a Primary Care Home 

A model or philosophy of primary care that is patient 
centered, comprehensive, team-based, coordinated, 

accessible, and focused on quality and safety 

Source: The Patient Centered Primary Care Collaborative (PCPCC) and Oregon PCPCH program 
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Different Levels Of Primary Care “Home-Ness” 

 

Advanced Primary  

Care Home 

• Proactive patient and  
population management 

• Accountable for quality, utilization, and 
cost of care outcomes  

Intermediate Primary  

Care Home 

• Demonstration of  
performance improvement 

• Additional structure and  
process improvements 

Basic Primary Care Home • Foundational structures and processes 
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PCMH Model 

• Not a final destination 

• Achieving primary care excellence so that care is received: 

• In the right place 

• At the right time 

• In the manner that best suits a  
patient’s and his or her family’s needs 

• Beyond just physical health care,  
but rather whole person care: 

• Behavioral health credits starting to be integrated into the 
scoring with physical health 

• Starting to incorporate credit for oral health connections 

PRIMARY 
CARE 

EXCELLENCE 

Source: https://www.pcpcc.org/about/medical-home 
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Primary Care Homes Are Showing Results 

• Aggregated outcomes from 28 of the more recent  
peer-reviewed studies, state government program, and 
industry reports demonstrated improvements in health 
care outcomes reviewed in 2015: 

• 17 found improvements in cost  

• 24 found improvements in utilization 

• 11 found improvements in quality 

• 10 found improvements in access 

• 8 found improvements in satisfaction 

Source: Nielsen, M. et al. January 2015. Milbank/PCPCC Annual Report (overview of studies since Sept 2013); available at 
https://www.pcpcc.org/resource/patient centered-medical-homes-impact-cost-and-quality  
https://www.pcpcc.org/sites/default/files/resources/The%20Patient-
Centered%20Medical%20Home%27s%20Impact%20on%20Cost%20and%20Quality%2C%20Annual%20Review%20of%20Evidence%2C
%202014-2015.pdf 
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Primary Care Homes Are Showing Results (continued) 

• In 2016, further review of evidence showed an additional 
21 studies with cost reductions and 23 with evidence of 
reductions in utilization 

• Recent Portland State University review of Oregon’s 
Primary Care Patient Centered Home (PCPCH) clinics: 

• Reduced total patient expenditures by 4.2% , with results 
doubling the longer the clinic is using the new model 

• $13 in savings in other services (specialty care, emergency 
department [ED] and inpatient care) for every $1 increase 
in primary care expenditures 

• Saved an estimated $240 million over the first three years 
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Primary Care Homes Help Achieve Quality 
Payments And Credentialing Requirements 

• Designed to align with Medicare Access and Children’s 
Health Insurance Plan (CHIP) Reauthorization Act’s 
(MACRA) Merit-Based Incentive Payment System 
(MIPS)/Quality Payment Program  
for Medicare 

• MIPS track includes a category: Clinical Practice 
Improvement Activities worth 15% of each provider’s  
MIPS score 

• NCQA PCMH recognition (either 2014 or 2017) will 
automatically get the provider full credit for that category 
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Primary Care Homes Help Achieve Quality Payments 
And Credentialing Requirements (continued) 

• In Idaho, Medicaid extra payments through Healthy 
Connections tied to demonstration of primary care 
home model activities 

• Continued alliance with medical societies, boards,  
and organizations: 

• Credit for PCMH recognition towards renewing  
board certifications 

• Possibly some continuing medical education credits 
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Frameworks: Several Recognition Options 

• National accrediting organizations with  
Recognition Programs: 

• National Committee on Quality Assurance (NCQA) 

• The Joint Commission 

• Accreditation Association for Ambulatory Health Care 
(AAAHC) 

• Utilization Review Accreditation Commission (URAC) 

• Statewide Recognition Programs: 

• Oregon 

• Montana 
References:  
• A Comparison of the national Patient Centered Medical Home accreditation and recognition programs. 2014. MGMA. 
• NCQA PCMH Standards and Guidelines 2011-2014 crosswalk. Oregon-NCQA 2014 Crosswalk. 
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Question and Discussion Break 1 

• Have your clinics decided on a specific 
recognition program  
to pursue?  

• Have you downloaded all the 
information you need to engage with 
NCQA, AAAHC, URAC, Joint Commission 
or Oregon PCPCH? 

• Is your clinic brand new to  
this model? 

• Are you still deciding on a recognition 
program? 

• What are the major concerns  
or barriers? 

• Are you not sure you will get your clinics 
recognized this year? 

• What are the major obstacles? 

13 



2017 PCMH Standards Versus Older NCQA Standards 

2017 PCMH Standards: 
Concepts 

2014 PCMH Standards 2011 PCMH Standards 

(TC) Team-Based Care and 
Practice Organization  

(2) Team-Based Care 

  

Plan and Manage Care 

(KM) Knowing and Managing 
Your Patients 

(3) Population Health 
Management 

Identify and Manage 
Patient Populations 

(AC) Patient-Centered Access 
and Continuity 

(1) Patient-Centered 
Access 

 

Enhance Access  
and Continuity 

(CM) Care Management  
and Support 

(4) Care Management 
Support 

Provide Self-Care 
Support and  
Community Resources 

(CC) Care Coordination and 
Care Transitions 

(5) Care Coordination and 
Care Transitions 

Track and  
Coordinate Care 

(QI) Performance 
Measurement and  
Quality Improvement 

(6) Performance 
Measurement and  
Quality Improvement 

Measure and Improve 
Performance 
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Oregon’s 2017 Patient Centered Primary Care 
Home (PCPCH) Standards 

2017 NCQA PCMH 
Concepts 

2017 PCPCH Core Attributes  

(Oregon) 

(TC) Team-Based Care and 
Practice Organization  

• Access to Care – “Healthcare team, be there when 
we need you.” 

• Accountability – “Take responsibility for making 
sure we receive the best possible health care.” 

• Comprehensive Whole Person Care – “Provide or 
help us get the health care, information, and 
services we need.” 

• Continuity – “Be our partner over time in caring 
for us.” 

• Coordination and Integration – “Help us 
navigate the healthcare system to get the care we 
need in a safe and timely way.” 

• Person and Family Centered Care – “Recognize 
that we are the most important part of the  
care team.” 

(KM) Knowing and Managing 
Your Patients 

(AC) Patient-Centered Access 
and Continuity 

(CM) Care Management  
and Support 

(CC) Care Coordination and 
Care Transitions 

(QI) Performance 
Measurement and  
Quality Improvement 
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Question And Discussion Break 2 

• Which area of the primary care 
home model recognition program 
have you chosen/are considering 
is the greatest challenge? 

• What is the biggest barrier? 

• Which area is the second  
most challenging and its  
biggest barrier? 

• Which area is the easiest so far?  

• What makes it easier? 

• Is there one that is the most 
confusing in terms of what you 
have to demonstrate? 
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Framework for Primary Care Home Similar Set of 
Key Expectations 

• All recognition programs are built upon a common set of 
expectations of the primary care practices. 

• Demonstrating what you are doing, in whichever 
recognition program you choose, falls in the  
following areas: 

• Patient centered access 

• Team-based care 

• Care management and support 

• Care coordination and transitions of care 

• Population health management 

• Performance monitoring and quality improvement 
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Patient Centered Access and 
Continuity 

“Healthcare team, be there when we need you.” 

“Be our partner over time in caring for us.” 
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2014 NCQA PCMH Standard 1 – Patient Centered Access 

• Must Pass Element A – Appointment Access 

• Implementing a defined process and standard for 
providing same-day appointments for both urgent and 
routine care (critical factor) 

• Providing routine and urgent appointments outside of 
regular clinic hours 

• Providing alternative types of appointments 

• Monitoring no-show rates 

• Acting on opportunities to improve access 
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2014 NCQA PCMH Standard 1 – Patient Centered 
Access (continued) 

• Element B – Access to clinical advice 

• Providing timely clinical advice by telephone  
(critical factor) 

• Element C – Electronic Access 

• Implementing Meaningful Use (MU) measures: More than 
50% of patients have electronic access to their health 
information within 4 days of it being available to  
the practice 

20 



2017 Concept: Patient-Centered Access and 
Continuity (AC) 

• Similar to 2014 PCMH Standard 1/ Oregon PCPCH Core 
Attribute 1 

• Access has always been a critical part of the primary care 
model, now with a focus from the patient and his or her 
family’s perspective:  

• 2017 NCQA Competencies:  

• Enhance access by providing appointments and clinical 
advice based on patient’s needs 

• Practices support continuity through empanelment and 
systematic access to the patient’s medical record 
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2017 Concept: Patient-Centered Access and 
Continuity (AC) (continued) 

• 2017 NCQA adds additional core criteria to assess  
the access needs and preferences of the overall  
patient population 

• 2017 NCQA Elective credit points include the following: 

• Evaluation of clinicians’ panel size and demonstration of a 
systematic approach for ongoing monitoring and 
balancing of the panels 

• Evaluation of health disparities across the  
patient population 

• Evaluation of social determinants to assess access for 
individual patients 
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New Scheduling/New Access 

• Open Scheduling 

• Completely unscheduled 

• Specific number of open visits each session 

• Can be defined many ways (e.g., call before 9 a.m. to be 
seen current day; call after 9 a.m. to be seen next day) 
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New Scheduling/New Access (continued) 

• Primary care home model supports the following: 

• Same provider or provider team member 

• Visit may not always be face-to-face 

• New types of visits:  

• Nurse Visits 

• Group Visits 

• Phone Visits 

• Multidisciplinary Visits 
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Outreach 

• Outreach is shown to improve other preventive and 
chronic condition care measures: 

• Patients with diabetes who received letters from a panel 
manager reminding them to address care gaps had better 
process and outcome measures than patients whose 
physicians were responsible to close the care gaps.  

• Outreach separate from physician visits has also been 
shown to improve colorectal cancer screening and 
mammography and engage patients in their own care. 

Source: Stroebel RJ, Scheitel SM, Fitz JS, et al. A randomized trial of three diabetes registry implementation strategies in a 
community internal medicine practice. Jt Comm J Qual Improv. 2002;28(8):441-450. 
Hoffman RM, Steel SR, Yee EF, et al. A system-based intervention to improve colorectal cancer screening uptake. Am J 
Manag Care. 2011;17(1): 49-55. 
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Redefining Patient Visits – Key Questions to Ask 

• How do we determine who is seen now and  
how frequently?  

• If we really focused on health outcomes, would this stay 
the same?  

• Is clinical need (value) or payment methodology 
(volume) driving our scheduling and visit type practices? 
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Consumer Assessments of Health Plan Survey 
(CAHPS) PCMH Question Asked of Your Patients 

• Did this provider’s office give you information about 
what to do if you need care during evenings, weekends, 
or holidays? 

• The model lowers costs by keeping people out of 
expensive emergency rooms (ERs) where no one  
knows them. 

• Talking with your patients about  
what to do after hours might  
save hours waiting in an ER  
with a sick family member, or  
even a hospital admission. 
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Team-Based Care 
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Team-Based Care 

• Practice provides the following: 

• Continuity of care 

• Communicates roles and responsibilities of the medical home to 
patients/families/caregivers 

• Organizes and trains staff to work to the top of their licenses and 
provide effective team-based care  

• 2014 NCQA PMCH STANDARD 2 – A Must-Pass Element  

• 2017 NCQA PCMH Concept with Core Criteria = Must Pass 

• Oregon PCPCH Standards: Teams are an approach to gain 
points on several core attributes, particularly access  
and continuity 
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State of Team-Based Healthcare Research 

• Decades of literature supporting the importance of 
team-based health care to quality care 

“The best and most cost-effective outcomes for patients and clients are 
achieved when professionals work together, learn together, engage in 
clinical audit of outcomes together, and generate innovation to ensure 
progress in practice and service.” Borrill et. al. 1999 
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Tools for Team-Based Care 

• Clear team roles 

• Communication standards 

• Work flow 

• Pre-visit checklist 

• Risk stratification 

• Systematic case review 

• Evidence-based guidelines 

• Care plan 

• Standing orders 

• Scribes 

• Huddles 

• Tracking system for all 
tests and referrals 

• Population Health 
Management 

• Feedback and 
evaluation  
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Question And Discussion Break 3 

• Other common elements across the 
program include the following: 

• Care Management and Support 

• Care Coordination and Transitions 

• Give a brief example of a Plan, Do, 
Study, Act (PDSA) cycle underway in 
your clinic(s) for care coordination. 

• Give a brief example of what you  
are doing or thinking about for  
care management. 

• Describe how that is different from 
care coordination. 
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Care Management and Support 
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Care Management 

• Care Management (CM) 

• Team-based, patient centered approach 

• “Designed to assist patients and their support systems in 
managing medical conditions more effectively” 

• Goal to achieve optimal level of  
wellness and improve  
coordination of care while  
providing cost-effective,  
non-duplicative services 

Source: Agency of Healthcare Research and Quality (AHRQ), 2015. 
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Care Management (continued) 

• Apply systems, science, incentive, information 

• Improves medical practice 

• Engages consumers in collaborative process to manage 
health conditions more effectively 

Adapted from CHCS 2015 
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Common Expectation Across Medical Home 
Recognition Programs for Care Management 

• Establish a systematic process and criteria for identifying 
patients who may benefit from care management: 

• Behavioral health conditions 

• High cost/high utilization 

• Poorly controlled or complex conditions 

• Social determinants of health 

• Referrals by outside organizations, practice staff, or 
patient/family 

• Practice monitors percentage of total patient population 
identified through its process and criteria 
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Care Management Dependencies 

Care Management 
Program Access 

Technology 

Time 
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Care Coordination and Care 
Transitions 

“Help us navigate the healthcare system to  
get the care we need in a safe and timely way.” 
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Care Coordination 

• Deliberate organization of patient care activities among 
two or more participants (including the patient and/or 
family) to facilitate the appropriate delivery of  
healthcare services 

• Organizing care involves marshalling personnel and 
other resources to carry out all  
required patient care activities 

• Often managed by the  
exchange of information among  
participants responsible for  
different aspects of care 
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Care Coordination (continued) 

• Care Coordination (CC) 

• Managing coordination of 
referrals and interactions with 
specialists 

• Making appointments and 
getting reports 

• Could be receptionist or clerical 
person with attention to detail 
and communication skills 

40 



Care Transitions: A Subset of Care Coordination 

Transitions of Care (TOC): The movement patients make 
between healthcare practitioners and settings as their 
condition and care needs change during the course of a 
chronic or acute illness. 

Source: Eric A Coleman, MD, MPH http://www.caretransitions.org/definitions.asp Transitions of care are a set of 
actions designed to ensure coordination and continuity.  
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Care Transitions 

• Care transitions can occur: 

• Within settings (e.g., primary care to specialty care, or 
intensive care unit [ICU] to ward). 

• Between settings (e.g., hospital to sub-acute care, or 
ambulatory clinic to senior center).  

• Across health states (e.g., curative care to palliative care or 
hospice, or personal residence to assisted living). 

• Between providers (e.g., generalist to a specialist 
practitioner, or acute care provider to a palliative  
care specialist). 
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2017 PCMH Concept: Care Coordination and  
Care Transitions  

• New in NCQA 2014 as Standard 5; remains in 2017 as 
one of the 6 Concepts 

• Similar to Oregon PCPCH Standards under Core 
Attribute 5 

• Aimed at improving coordination of care with other care 
providers and assisting the patient and family through 
care transitions 
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2017 PCMH Concept: Care Coordination and Care 
Transitions (continued) 

• 2017 NCQA Competencies:  

• Tracks and manages lab and imaging tests; informs 
patients of results systematically 

• Coordinates care with specialists and tracks referrals until 
reports received 

• Connects with other facilities to support patient safety 
through care transitions; receives and shares information 
to coordinate comprehensive care 
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2017 PCMH Concept: Care Coordination and Care 
Transitions (continued) 

• 2017 elective credit points:  

• Enhanced care coordination system such as  
evidence-based guidelines to determine need for referrals; 
closer alliances with usual specialty referrals with common 
expectations for information sharing 

• Points for advanced efforts in behavioral health such as 
monitoring of depression patients and integration of 
behavioral health providers 
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Elements of Best Practice 

• Evidence-based elements: 

• Risk Stratification 

• CMs in the primary care practice or at least connected to 
the team and patient record 

• Face-to-face interactions with CMs and their patients on a 
regular basis 

• Health Information Technology (HIT) to support clinical 
team and interact with patients 
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Elements of Best Practice (continued) 

• Strong link between behavioral health and  
physical health 

• Emphasis on medication management 

• Comprehensive, planned, and evidence-based programs 
for transitions of care involving multi-disciplinary teams 

• Recognition of the impact of social determinants of 
health and not solely using clinical health assessments 

• Efficient use of the “right staff” at the top of  
their licenses 

• Team approach 
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Question And Discussion Break 4 

• How many active patients are in  
your practice? 

• What percentage of active patients  
have diabetes?  

• How many patients with diabetes  
speak Spanish? 

• How many information sheets  
about foot care, in Spanish, to  
prevent complications of diabetes  
do you need? 

• Are there electronic templates in  
Spanish you can put into the after  
visit summary? 

• What about immunizing high-risk 
populations such as those with diabetes? 
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Population Health 
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Dichotomy of the Medical Home 

The art of providing person-centered, compassionate, 
comprehensive care to each patient …  

 

… while at the same time … 
 

… applying the science of population health to improve the 
care for all patients. 
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Bidirectional Connection: Between the Individual 
Patient and Practice Population 

• Interaction with one  
patient adds to data on  
a population. 

• Information about a 
population informs care of 
the individual patient. 

• Improving care of one 
patient helps improve 
measures of quality and 
long-term patient outcomes 
across a practice’s  
patient population. 
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Looking Across Your Clinic’s Population 

• 2017 NCQA PCMH concept: 

“Knowing and Managing Your Patients (KM)”  

• Practice captures and analyzes information about 
the patients and community it serves  

• Uses the information to deliver evidence-based 
care that supports population needs and provision 
of culturally and linguistically appropriate services 

52 



Looking Across Your Clinic’s Population (continued) 

• 2014 PCMH Standard 3 – Population Health Management 

• A: Patient Information 

• B: Clinical Data 

• C: Comprehensive Health Assessment 

• D: Use Data for Population Management  
(Must Pass Element) 

• E: Implement Evidence-Based Decision Support 

• 2017 Oregon PCPCH Core Attribute 2: Accountability 
Standard 2E 
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Performance Monitoring and 
Quality Improvement 
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PDSA Cycles: Tool to Improvement 

Implementing continuous quality improvement  
using PDSA* Cycles 

*Some use the term PDCA; C=Check instead of Study 
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2017 PCMH Concept: Performance Measurement 
and Quality Improvement (QI) 

• 2017 NCQA Concept that expands on 2014’s NCQA Standard 6  

• Part of Oregon’s PCPCH Standards Core  
Attribute 2: Accountability 

• Continued focus on measuring patient experience and 
building a culture of quality improvement in the practice 

• 2017 NCQA Competencies:  

• Measure to assess current performance and identify areas to 
improve, including patient experience 

• Compare performance to goals and use the results to focus and 
implement changes 

• Accountable for performance: shares data with practice  
and patients  
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2017 PCMH Concept: Performance Measurement 
and Quality Improvement (QI) (continued) 

• 2017 NCQA elective credit points: 

• Assessing and improving health disparities using 
performance data and/or achieves performance in 
disparity measure 

• Reports results publicly; reports clinical quality measures 
to Medicare or Medicaid 

• Practice obtains feedback on experience of vulnerable 
patient groups 

• Engaged in a Value-Based Contract with a payer 
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Summary: Patient Centered Primary Care  
Home Model Key Aspects 

• New model designed around 
team-based care received in the 
right place, at the right time, and 
in the manner that best suits a 
patient’s and family’s needs 

• Moving to a value-based model 
that can be rewarded for quality 
performance and lowering total 
costs of care 
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Summary: Patient Centered Primary Care Home 
Model Key Aspects (continued) 

• All recognition programs built 
upon a common set of 
expectations of the primary  
care practices: 

• Patient-centered access 

• Team-based care 

• Care management and support 

• Care coordination and 
transitions of care 

• Population health management 

• Performance monitoring and 
quality improvement 
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Questions? 

• Do you have any questions or 
comments that you would  
like to share? 
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Additional Resources 
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Renew Or Move Up Levels On 2014 PCMH:  
Don’t Forget The Key Deadlines! 

Last day to purchase PCMH 2014 survey 
licenses (No Longer available) 

March 31, 2017 

Last day to request 2014 add-on surveys (to 
increase to higher level) 

June 30, 2017  

Last day to submit 2014 PCMH corporate 
survey (No Longer available) 

May 31, 2017  

Last day to request 2014 corporate add-on 
tools (to increase to higher level) 

July 31, 2017  

Last day to submit all PCMH 2014 site surveys Sept. 30, 2017 
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What is Inside the Recognition Requirements –  
2014 NCQA PCMH Terms 

• Standard: Brief statement of purpose 

• Element: Scored component  
of a standard; provides  
performance standards 

• Must-Pass Element: Designated 
elements that must receive >50% 

• Factor: Scored item listed under  
the standard 

• Critical Factor (CF): Factor that is 
required to receive any or  
minimal points 
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Resource Links For 2014 NCQA PCMH 

• For those moving from 2011 to 2014 (If you have already 
purchased survey tools by 3/31/17) 

• NCQA PCMH 2011– PCMH 2014 Standards Crosswalk: 
http://www.ncqa.org/Programs/Recognition/Practices/Pati
entCenteredMedicalHomePCMH/PCMH2011PCMH2014Cro
sswalk.aspx 

• For those renewing under 2014: 

• NCQA PCMH 2014 Conversion versus Streamlined Renewal 
Requirements: 
http://www.ncqa.org/Programs/Recognition/Practices/Pati
entCenteredMedicalHomePCMH/DuringEarnItPCMH/Other
PCMHResources/PCMH2014ConversionvsStreamlinedRene
walRequirements.aspx 
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NCQA Multi-Site Streamlined Renewal Requirements  

• Multi-site organizations with practices that have 
achieved PCMH 2014 Level 2 or 3 Recognition are eligible 
to renew: 

• Complete the entire survey 

• Only necessary to attach documentation for a limited 
number of elements 

• Level 3 2014 PCMH sites can transition directly to 2017 
PCMH annual reporting: 

• Not all of your sites may be at the same level 

• Need to look across and manage different transitions until 
all make it to 2017 version 
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NCQA Multi-Site Streamlined Renewal  
Requirements (continued) 

• Multi-sites organizations, see your requirements 
for PCMH 2014 renewal – remember the deadlines for 
2014 PCMH! 
(http://www.ncqa.org/programs/recognition/practices/pa
tient-centered-medical-home-pcmh/during-earn-it-
pcmh/other-pcmh-resources/pcmh-2014-multisite-
renewal-table) 
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2017 Recognition Process: Three Parts 

1- COMMIT 

• Practice completes an online self assessment 

• Once ready to commit, practice works with 
assigned NCQA liaison to develop an evaluation 
plan and schedule 

2 - TRANSFORM 

• Practice gradually initiates transformation efforts 

• New online system to submit documentation  
and data 

• Along the way, NCQA conducts virtual check-ins 
for immediate feedback towards recognition 

3 - SUCCEED 

• Once recognized, practice continues 
transformation efforts 

• Practice checks in with NCQA annually, with 
attestation to sustain recognition 
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What’s New in the 2017 NCQA Program? 
 
• New re-vamped 2017 NCQA PCMH Program rolled  

out April 3, 2017 

• Recognition-specific requirements organized differently 
than in the past:  

• OLD: Standards, Elements, Factors 

• NEW: Overall are Standards but they consist of Concepts, 
Competencies, Criteria 
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What’s New in the 2017 NCQA Standards 
Program? (continued) 

 Concepts  

• The foundation on which a practice builds a medical 
home 

Competencies  
• Organize the criteria in each concept area 

Criteria 
• Individual structures, functions and activities and 

indicate a practice is operating a medical home 

Core and Credit 
• Core: Must pass criteria 

• Credit: Elective options; some are worth 1 point and 
others are worth 2 points 
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2017 NCQA PCMH Program – Scoring And Recognition 

• Eliminates Recognition Levels: no more Level 1, 2 or 3: 

• Achieve recognition by meeting all core criteria and some 
of the credits of elective criteria 

• Must complete all of the Core Criteria (40 credits) 
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2017 NCQA PCMH Standards Program – Scoring And  
Recognition (continued) 

• Elective/Additional Criteria: Need to achieve 25 total 
elective credits from at least across 5 concept areas: 

• Two levels of elective activities; some more advanced ones 

• Able to piece together any way you want, but at least one 
elective per each concept area 

• Once recognized: annual check-in with NCQA 

• No more three-year cycles once on the 2017 program 

• Virtual “check-in” by phone/Web with data and 
documentation submission requirements using new online 
platform 
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Resource Hyperlinks For 2017 Recognition 

NCQA PCMH Main Page: 
http://www.ncqa.org/programs/recognition/practices/patient-centered-
medical-home-pcmh 

NCQA 2017 PCMH Recognition Redesign Overview: 
http://www.ncqa.org/programs/recognition/practices/patient-centered-
medical-home-pcmh/pcmh-redesign 

NCQA PCMH Recognition: Getting Started: 
http://www.ncqa.org/programs/recognition/practices/patient-centered-
medical-home-pcmh/getting-recognized/get-started 

Toolkit for 2017: Free Download; Includes Details on Concepts & 
Scoring http://www.ncqa.org/programs/recognition/practices/patient-
centered-medical-home-pcmh/toolkit 
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Resource Hyperlinks For 2017 Recognition (continued) 

PCMH Recognition Process: Step-Wise Overview of What to 
Expect:  
http://www.ncqa.org/programs/recognition/practices/patient-centered-
medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh 

NCQA 2017 PCMH Recognition Redesign Annual Reporting 
Requirements: 
http://www.ncqa.org/programs/recognition/practices/patient-centered-
medical-home-pcmh/pcmh-redesign/annual-reporting 

73 

http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started/process-becoming-a-pcmh
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/pcmh-redesign/annual-reporting


2017 PCMH – Optional Distinction Recognitions 

• NCQA offers special acknowledgment for practices that 
excel in specific areas 

• Practices may receive distinction in the following: 

• Behavioral health integration (BHI) 

• Reporting of electronic clinical quality measures (eCQMs)  

• Patient experience reporting 

• Distinctions signify to the public and others how the 
practices are going above and beyond the standards of 
the medical home by demonstrating their  
additional commitment 

• More details yet to come – check the NCQA Web site 
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2017 NCQA PCMH Quality Measures  

• Lots of feedback to NCQA to align with other quality 
measurement programs when developing the 2017 
PCMH Redesign 

• Have aligned with other quality programs: Centers for 
Medicare & Medicaid Services (CMS), MU, and National 
Quality Forum (NQF) 

• Practices will have the option to submit electronic clinical 
quality measures to NCQA in support of their  
recognition process 
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2017 NCQA PCMH Quality Measures (continued)  

• Areas of Metrics: acute care, behavioral health, chronic 
disease, overuse of resources, immunization, preventive 
care, administrative  

• NCQA’s PCMH Quality Measures Crosswalk with other 
quality measurement programs available at: 
http://www.ncqa.org/portals/0/Programs/Recognition/PC
MH/Quality_Measures_Crosswalk.pdf 

• Even if renewing with 2014 PCMH, good to align with 
these quality measures in your quality  
improvement efforts 
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Oregon PCPCH Recognition Resources 

Resource Hyperlink 

Oregon’s PCPCH Home Page http://www.oregon.gov/oha/pcpch/Pages/in
dex.aspx 

Oregon’s PCHP Recognition Page http://www.oregon.gov/oha/pcpch/Pages/b
ecome-recognized.aspx 

2017 Technical Assistance and 
Reporting Guidelines 

http://www.oregon.gov/oha/pcpch/Docume
nts/TA-Guide.pdf 

Online Modules: 2017  
PCPCH Standards 

http://www.pcpci.org/online-modules-2017-
pcpch-standards 

On-Site Verification Process http://www.oregon.gov/oha/pcpch/Pages/v
erification-site-visits.aspx 

E-Mail PCPPCH Program Staff 
(answer questions about the 
criteria and provide guidance) 

PCPCH@state.or.us  
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Additional Technical Assistance Specific to 
Oregon’s PCPCH Standards 

• The Oregon Healthy Authority, in 
partnership with the Oregon Health Care 
Quality Corporation, and Northwest Health 
Foundation, launched the Patient 
Centered Primary Care Institute in 
September 2012 to support primary care 
practice transformation in Oregon 

• Broad array of resources are available, and continue to be 
developed, including Webinars, toolkits, and training 
modules created for Oregon’s new 2017 PCPCH Standards 

• Web site: www.pcpci.org (additional tools and resources 
added frequently) 
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AAHC Medical Home Recognition Resources 

• Accreditation Association for Ambulatory Health Care 

• Main page: http://www.aaahc.org/ 

• Medical home: 
http://www.aaahc.org/en/accreditation/primary-care-
medical-home/ 

• On-site certification 

• Accreditation 

• Frequently asked questions: 
http://www.aaahc.org/en/accreditation/General-
information/Accreditation-FAQs/ 
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