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NCQA’s Patient-Centered Medical Home (PCMH) 2011 is an innovative program for improving primary care. In a 

set of standards that describe clear and specific criteria, the program gives practices information about organizing 

care around patients, working in teams and coordinating and tracking care over time. The new PCMH 2011 

standards build on the success of earlier standards and make the program even more responsive to patients’ 

needs. Although the standards have always pointed practices toward using systems—including electronic health 

records—to support tracking care, the new program aligns closely with many specific elements of the federal 

program that rewards clinicians for using health information technology to improve quality (Centers for Medicare & 

Medicaid Services [CMS] Meaningful Use [MU] Requirements). 

Improving quality of care by organizing care around patients 

Primary care is a foundation of the health care system. The NCQA PCMH standards reflect elements that make 

primary care successful. Primary care clinicians are often the first point of contact for an individual; thus, patient 

access to care is an important issue. Clinicians must have a broad knowledge of many health care conditions and 

often follow their patients over years; thus, the quality of the clinician/patient relationship and the clinician’s ability 

to track care over time are also important. Many primary care clinicians need to refer patients to specialists; thus, 

communication among providers is important—and often challenging. 

Although the earlier PCMH program addressed many of these issues, PCMH 2011 strengthens and adds to 

existing elements. We revised the standards to be clearer and more specific, and some practices may  find the 

program more challenging. Through a comprehensive review of new evidence on effective care practices, NCQA 

PCMH 2011 Advisory Committee discussions, feedback on our earlier programs and a public comment period, we 

have taken the program to a new level.  

Robust patient centeredness is an important program goal: 

 There is a stronger focus on integrating behavioral healthcare and care management 

 Patient survey results help drive quality improvement 

 Patients and their families are involved in quality improvement. 

We have added a new, standardized patient experience survey and an accompanying standardized methodology. 

Practices that use this survey will receive extra credit for doing so. Although this is not required, the survey lays 

the groundwork for broader reporting and benchmarking and makes data available to PCMH program sponsors 

across the country. This new survey is a tool to track patients’ ratings of the care they get in the PCMH. 

Coordinating care and managing information 

Just as patient-centeredness is an integral part of the program, so too is a practice’s ability to track care over time 

and across settings. The amount of clinical information for some patients—particularly those with chronic 

illnesses—and the fragmented nature of the U.S. health system make this aspect of primary care challenging. 

Experts agree that health information technology can help clinicians coordinate patient care, but merely having an 

electronic health record system in a practice is not enough. The health information system itself must be useful, 

and practices must use it to achieve the goals of coordination and high quality of care. 
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We recognize that the federal government is making a major investment in encouraging clinicians to use health 

information technology to improve the quality of care, and where possible we have aligned the PCMH 2011 

standards with government laws and regulations. We want to reinforce incentives for clinicians to invest in 

improving quality. 

NCQA’s PCMH program makes sense 

Another of the PCMH program’s strengths is that it clearly communicates an action plan for becoming a patient-

centered medical home. The PCMH standards are available on the NCQA Web site at no cost, and we conduct 

educational programs around the country that discuss the program and how it works. By the end of 2010, 

participation in one of the two earlier versions of the PCMH program had skyrocketed: more than 7,600 clinicians 

at more than 1,500 practices across the country had earned PCMH Recognition. 

 

 

NCQA’s PPC-PCMH program is acknowledged as the primary standardized method for evaluating a practice’s 

capability of performing as a patient-centered medical home. Across the country, public and private payers, 

purchasers and clinicians have created pilot and demonstration programs. Many programs provide financial 

incentives, such as pay for performance and reimbursement for services beyond the patient visit, which have 

motivated primary care practices to engage in the transformation that leads to NCQA PPC-PCMH Recognition.  

As practices work on system redesign to meet the PPC-PCMH standards, many have noted the effect—both on 

their practice and on their patients. A few comments from practices:  

 ―The medical home design will revitalize primary care by improving the efficacy of our efforts while more 

fairly rewarding its inherent value.‖ 

 ―The medical home allows physicians to do reliably and consistently the things they want to do anyway.‖    

 ―The medical home….[is] just better care, helping patients and staff.‖ 
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Early evidence suggests that PCMH improves quality and returns savings 

The Patient-Centered Primary Care Collaborative recently released a report that summarized findings from PCMH 

demonstrations (http://www.pcpcc.net/content/pcmh-outcome-evidence-quality) and concluded that findings from 

PCMH demonstrations show success in increasing the quality of care and in reducing cost of care on some 

measures. In the academic literature, a recent article also found reduced use of hospitalization and emergency 

room visits and overall savings
 
(Fields, Leshen, Patel, 2010). Another study evaluating a PCMH demonstration 

project in an integrated group practice showed significant improvement in patient and provider experiences and in 

the quality of clinical care (Reid, 2009). A study of the impact of the PCMH model on costs of care indicated a 

relationship between practices with established systems/processes and a decreased use of inpatient and 

emergency care by diabetic patients (Flottemesch, under review). 

PCMH 2011 

Development 

NCQA’s goal is for  the PCMH standards to move transformation of primary care practices forward but to  ensure 

that the standards are reasonably within reach of a range of primary care practice sizes, configurations (e.g., solo, 

multi-site, community health center), electronic capabilities, populations served and locations (e.g., urban, rural) .  

Standard development was a rigorous process that included significant research; input from an engaged, multi-

stakeholder advisory committee and from many others; results of an open public comment period; and extensive 

interviews with NCQA Recognized practices.

http://www.pcpcc.net/content/pcmh-outcome-evidence-quality
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The Consumer Perspective 

In developing the PCMH 2011 standards, we were guided by a strong consensus that we must expand the 

patient-centered perspective. To ensure that we captured this vantage point, the advisory committee included 

representatives of consumer organizations and researchers working on related patient-centered areas, and we 

encouraged consumer participation during the public comment process.  

Public Comment  

We posted the draft standards on the NCQA Web site and solicited comments from a wide group of stakeholders. 

We received more than 200 responses from health care providers, health plans, consumer groups and 

government agencies. There was a high degree of support for the proposed standards, especially the increased 

emphasis on patient-centered, team-based care coordinated across the health care system. 

We also received useful suggestions for further revisions and changes, which we incorporated into the final 

version of the standards after review by our stakeholder advisory committee and the NCQA Board of Directors. 

Many organizations expressed interest in using the new standards, including primary care associations, 

community health centers, the Health Resources and Services Administration (HRSA)/Bureau of Primary Health 

Care (BPHC), the Veterans Administration, the Department of Defense Tri-Care Services, state-led demonstration 

projects and multi-payer demonstration projects. 

Recognition Levels and Point Requirements 

There are three levels of NCQA PCMH Recognition; each level reflects the degree to which a practice meets the 

requirements of the elements and factors that compose the standards. For each element’s requirements, NCQA 

provides examples and requires specific documentation.  

The NCQA Recognition levels allow practices with a range of capabilities and sophistication to meet the 

standards’ requirements successfully. The point allocation for the three levels is as follows. 

 Level 1: 35–59 points and all 6 must-pass elements 

 Level 2: 60–84 points and all 6 must-pass elements 

 Level 3: 85–100 points and all 6 must-pass elements 

Initial Recognition vs. Renewal  

To acknowledge that practices with current NCQA Level 2 or Level 3 Recognition have taken steps toward 

practice redesign and have systems in place that enabled their recognition level, NCQA offers a streamlined 

process for renewal through reduced documentation requirements. Practices that satisfactorily demonstrated 

basic medical home transformation can focus on more advanced aspects of redesign for their renewal 

applications.  

Note: Even though some elements do not require a practice to submit documentation, the practice must be able 

to produce documentation if it is selected for audit.  
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The Standards 

The PCMH 2011 program’s six standards align with the core components of primary care. 

PCMH 1: Enhance Access and Continuity 

PCMH 2: Identify and Manage Patient Populations  

PCMH 3: Plan and Manage Care 

PCMH 4: Provide Self-Care and Community Support  

PCMH 5: Track and Coordinate Care 

PCMH 6: Measure and Improve Performance 

The Must-Pass Elements 

Six must-pass elements are considered essential to the patient-centered medical home, and are required for 

practices at all recognition levels. Practices must achieve a score of 50% or higher on must-pass elements: 

1. PCMH 1, Element A: Access During Office Hours 

2. PCMH 2, Element D: Use Data for Population Management 

3. PCMH 3, Element C: Care Management 

4. PCMH 4, Element A: Support Self-Care Process 

5. PCMH 5, Element B: Track Referrals and Follow-Up 

6. PCMH 6, Element C: Implement Continuous Quality Improvement  

Optional Recognition for Use of Standardized Patient Experience Survey  

Beginning in January 2012, NCQA will offer additional points based on reporting results from a standardized 

patient experience survey. This option will require practices to use the Medical Home version of the CAHPS 

Clinician and Group Survey (currently in development by the research team sponsored by the federal Agency for 

Healthcare Quality and Research [AHRQ], with collaboration from NCQA). Practices can earn NCQA Distinction 

for collecting data using the survey and methods and reporting the results to NCQA. Because there are no 

national data sources for benchmarking performance on patient-experience results using this new tool, results will 

not initially be publicly reported or used to score practices.  

In a future version of this optional distinction program, NCQA intends to score practices based on the results. 

Benchmarks for national performance and scoring will be based on data reported through the optional patient 

experience survey.  
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Table 1: Summary of NCQA PCMH 2011 Standards 

Standard Content Summary 

Enhance Access/Continuity   Patients have access to culturally and linguistically appropriate 
routine/urgent care and clinical advice during and after office hours 

 The practice provides electronic access 

 Patients may select a clinician 

 The focus is on team-based care with trained staff  

Identify/Manage Patient 
Populations 

 The practice collects demographic and clinical data for population 
management 

 The practice assesses and documents patient risk factors 

 The practice identifies patients for proactive and point-of-care reminders  

Plan/Manage Care  The practice identifies patients with specific conditions, including high-risk or 
complex care needs and conditions related to health behaviors, mental 
health or substance abuse problems  

 Care management emphasizes:  

– Pre-visit planning  
– Assessing patient progress toward treatment goals  
– Addressing patient barriers to treatment goals 

 The practice reconciles patient medications at visits and post-hospitalization  

 The practice uses e-prescribing 

Provide Self-Care Support/  
Community Resources 

 The practice assesses patient/family self-management abilities 

 The practice works with patient/family to develop a self-care plan and provide 
tools and resources, including community resources 

 Practice clinicians counsel patients on healthy behaviors 

 The practice assesses and provides or arranges for mental health/substance 
abuse treatment  

Track/Coordinate Care  The practice tracks, follows-up on and coordinates tests, referrals and care 
at other facilities (e.g., hospitals) 

 The practice follows up with discharged patients  

Measure/Improve 
Performance  

 The practice uses performance and patient experience data to continuously 
improve 

 The practice tracks utilization measures such as rates of hospitalizations and 
ER visits 

 The practice identifies vulnerable patient populations 

 The practice demonstrates improved performance 

 

Table 2: Integration of PCMH 2011 Development Goals Into Standards 

PCMH 2011 Goals Goal Integration in the Standards 

Increase patient-
centeredness 

PCMH 1: Enhance Access and Continuity 

 Provide continuity of care with the same provider 

 Provide information to patients about the medical home 

 Provide access to care during and after office hours 

 Provide patient materials and services that meet the language needs of 
patients  

PCMH 3: Plan and Manage Care 

 Collaborate with the patient/family to develop and manage a plan of care 

 Reconcile medication with the patient/family 

PCMH 4: Provide Self-Care and Community Support  

 Provide resources to support patient/family self-management 

PCMH 6: Measure and Improve Performance 

 Involve patients/families in quality improvement 

 Obtain performance data for key vulnerable populations 
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Table 2 continued 

PCMH 2011 Goals Goal Integration in the Standards 

Align the requirements 
with processes that 
improve quality and 
eliminate waste 

PCMH 3: Plan and Manage Care 

 Conduct medication reconciliation and management 

Use electronic prescribing 

PCMH 5: Track and Coordinate Care 

 Identify patients with hospital admission or emergency department visits 

Increase the emphasis on 
patient feedback 

PCMH 6: Measure and Improve Performance  

 Expand the survey categories (access, communication, coordination, self-
management support, whole person orientation, comprehensiveness, shared 
decision-making) and practice requirements 

 Use patient survey results for quality improvement 

 Involve patients/families in quality improvement 

Note: Optional Recognition for reporting results using a standardized patient 
experience survey and methodology. 

Enhance the use of clinical 
performance measure 
results 

PCMH 6: Measure and Improve Performance  

 Increase the number of performance measures 

 Add a requirement to monitor utilization/overuse data 

 Add a requirement for practices to demonstrate improved PCMH status. 

Integrate behaviors 
affecting health, mental 
health and substance 
abuse 

PCMH 1: Enhance Access and Continuity 

 Comprehensive assessment includes depression screening for adolescents 
and adults  

PCMH 3: Plan and Manage Care 

 One of three clinically important conditions identified by the practice must be 
a condition related to unhealthy behaviors (e.g., obesity) or a mental health 
or substance abuse condition. 

PCMH 5: Track and Coordinate Care 

 Track referrals and coordinate care with mental health and substance abuse 
services 

Enhance coordination of 
care 

PCMH 5: Track and Coordinate Care 

 Arrange for information exchange with facilities, including after-hours care 
providers 

 Coordinate referrals 

 Coordinate with community service agencies 

Enhance applicability to 
pediatric practices 

Throughout the standards 

 Incorporate ―family‖ where appropriate  

 Use ―NA for pediatric practices‖ where appropriate  

 Use pediatric examples and explanations 

 Reference Bright Futures 

PCMH 1: Enhance Access and Continuity  

 Explanation addresses unique pediatric issues, such as teen privacy and 
guardianship 

PCMH 2: Identify and Manage Patient Populations 

 Include pediatric clinical data, health assessment requirements and age 
appropriate immunizations and screenings  

 Include age-appropriate screenings (e.g., developmental, adolescent 
depression) 

PCMH 3: Plan and Manage Care 

 Explanation specifies relevant pediatric clinical conditions, including well-
child care and children/youth with special health care needs 

PCMH 4: Provide Self-Care and Community Resources 

 Population specific referrals includes parenting and respite care 

PCMH 5: Track and Coordinate Care  
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 Communicate with facilities for newborn lab test results 

 Collaborate to develop a written care plan for patients transitioning from 
pediatric care to adult care 

PCMH 6: Measure and Improve Performance 

 Preventive measures include developmental screening, immunizations and 
depression screening 
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The PCMH 2011 Advisory Committee  

NCQA began planning for the next version of the PPC-PCMH standards shortly after the original standards were 

released in January 2008. From the release date, we solicited, received and catalogued suggestions for future 

modifications. In the latter half of 2009, we created the PCMH Advisory Committee, a diverse, 22-member 

committee composed of practice, medical association, physician group, health plan and consumer and employer 

group representatives. The committee met throughout 2010 to discuss and analyze draft standards, PPC-PCMH 

data analysis and public comment results.  

The committee was charged with ―raising the bar‖ by emphasizing continuity and coordination of care, making 

standards and explanations more inclusive of pediatric practices and streamlining the documentation 

requirements.  

The importance of this committee cannot be overstated. Its members gave their time, energy, enthusiasm and a 

willingness to hear and compromise on opposing perspectives. The PCMH 2011 standards are a reflection of 

their hard work and collaboration.  

Susan Edgman-Levitan, Chair 

Stoeckle Center for Primary Care Innovation 

Massachusetts General Hospital 

Melinda Abrams, MS 

The Commonwealth Fund 

Bruce Bagley, MD 

American Academy of Family Physicians 

Michael Barr, MD, MBA, FACP 
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Tom Foels, MD, MMM 
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Alan Glaseroff, MD 

Humboldt-Del Norte Foundation for Medical Care/IPA 

Foster Gesten, MD  

New York State Department of Health 

Veronica Goff 

National Business Group on Health 

Paul Grundy, MD, MPH 

IBM 

Marjie Grazi Harbrecht, MD 

HealthTeam Works 

Edward G. Murphy, MD  

Carilion Health System 

Mary Naylor, PhD, FAAN, RN 

University of Pennsylvania School of Nursing 

Ann O’Malley, MD, MPH 

Center for Studying Health System Change 

Amanda H Parsons, MD, MBA 

NYC Department of Health and Mental Hygiene 

Lee Partridge 

National Partnership for Women and Families  

Carol Reynolds-Freeman, MD 

Potomac Physicians 

Marc Rivo, MD, MPH 

Prestige Health Choice, Health Choice Network  

Xavier Sevilla, MD, FAAP 

Whole Child Pediatrics 

American Academy of Pediatrics 

Jeff Schiff, MD, MBA 

Minnesota Department of Human Services 

Ann Torregrossa  

Governor's Office, Commonwealth of Pennsylvania 

Ed Wagner, MD, MPH 

Group Health Cooperative of Puget Sound 
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