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APPENDIX 6 
SUMMARY OF CHANGES TO PCMH 2014 

Location Details Date 

 

Survey Tool 
Added an Organizational Background section. 

Added Add-on Elements tab, which contains a checklist of elements to be reviewed in the add-on survey. 

July 2014 

Added corporate elements to the Corporate Survey tab. 

Added an Organizational Background section. 

Added Renewal Elements tab, which contains a checklist of elements practices will attest to for the renewal survey. 

May 2014 

Standard 1, Element A—
Documentation & 
Explanation 

 

Added the following text to the explanation for factor 2: 

If the practice does not provide care beyond regular office hours (e.g., a small practice with limited staffing), it may arrange for 
patients to receive care from other (non-ER) facilities or clinicians.. 

May 2014 

Modified the following text to the documentation for factor 1: 

NCQA reviews a documented process for scheduling same-day appointments that includes defining their appointment types a 
definition of routine and urgent appointments . NCQA reviews a report with at least five days of data, showing the availability and 
use of same-day appointments for both urgent and routine care. 

May 2014 

Added the following text to the documentation for factor 2: 

NCQA reviews a documented process for staff to follow for arranging after-hours access with other practices or clinicians and 
provides a report showing after-hours availability or materials provided to patients demonstrating that the practice provides 
regular extended hours. NCQA reviews a report with at least five days of data, showing availability and use of appointments 
outside the normal hours of operation. A process for arranging after-hours access is not required if the practice has regular 
extended hours. 

May 2014 

Added the following text to the documentation for factor 5: 

or by taking the number of patients who did not keep their pre-scheduled appointments during a specific period of time (i.e. a 
session or a day) divided by the number of patients who were pre-scheduled to come to the center for appointments during the 
same period of time 

May 2014 

Standard 1, Element C—
Factor 4 

Corrected the following text for Factor 4. 

A secure message was sent to by more than 5 percent of patients. 

May 2014 

Standard 1, Element C—
Documentation & 
Explanation 

Added the following text to the explanation for factor 6: 

…referrals to other providers… 

 

May 2014 

Standard 2, Element A—
Documentation & 
Explanation 

Added the following text to the explanation for factor 1: 

If patient-preference or staffing arrangement results in the need for more than one clinician to be identified, the practice may 
document a defined pairing of clinicians (e.g. physician and nurse practitioner or physician and resident) or a practice team.  

May 2014 
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 Added the following text to the explanation for factor 4: 

For pediatric practices transitioning patients to adult care, the practice provides a written care plan to the adult practice that may 
include: 

 A summary of medical information (e.g., history of hospitalizations, procedures, tests). 

 A list of providers, medical equipment and medications for patients with special health care needs.  

 Obstacles to transitioning to an adult care clinician.  

 Special care needs. 

 Information provided to the patient about the transition of care. 

 Arrangements for release and transfer of medical records to the adult care clinician.  

 Patient response to the transition. 

Internal medicine practices receiving patients from pediatricians are expected to review the transition plan provided by pediatric 
practices and ensure that continued care is provided to adolescent and young adult patients. 

For family medicine practices that do not transition patients from pediatric to adult care, the practice should instead inform 
patients and families about the concept of the medical home, and the importance of having a primary care clinician to provide 
regular, evidence-based preventive care and acute adolescent care management. Sensitivity to teen privacy concerns should be 
incorporated into information provided to teens. 

May 2014 

Added the following text to the documentation for factor 3: 

…for orienting patients to the practice. 

May 2014 

Added the following text to the documentation for factor 4: 

For pediatric practices, NCQA reviews an example of a written transition plan from pediatric to adult care. 

For family medicine practices, NCQA reviews a documented process and materials for outreach to adolescent and young adult 
patients to ensure continued preventive, acute and chronic care management. 

For internal medicine practices, NCQA reviews a documented process and materials for receiving adolescent and young adult 
patients that ensures continued preventive, acute and chronic care management. 

May 2014 

 
Standard 2, Element D—
Documentation & 
Explanation 

Removed from scoring “or does not meet factor 3” for 0% and 25%. July 2014 

Removed the following text to the explanation for factor 9: 

Staff roles determine metrics that team members can use to monitor their effectiveness. For example, staff who educate 
patients/families/caregivers on the importance of immunizations are trained on the immunization measures used by the practice 
to meet PCMH 6A factor 1 and participate in the action plans to improve performance. 

This factor encourages a focus on IOM’s Core Principles and Values of Effective-Team Based Health Care: shared goals, clear 
roles, mutual trust, effective communication, and measureable process and outcomes. 

May 2014 

Added the following text to the documentation for Factor 8: 

..the frequency of these meetings… 

May 2014 

 

Standard 3, Element A—
Documentation & 
Explanation 

 

Modify the following text to explanation for Factor 1 and 2: 

Factors 1 and 2: These factors are self-explanatory. 

Factors 1: The practice records date of birth in MM/DD/YYYY format. 

Factor 2: The practice records sex, using M/F or Male/Female. 

July 2014 

Added the following text to the explanation for factor 12: 

There is documentation in the medical record that the patient/family gave the practice an 

May 2014 
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Removed the following text to the documentation for Factor 14: 

 Screen shots identifying the sources of the information 

 

May 2014 

Standard 3, Element B—
Documentation & 
Explanation 

 

Added an NA scoring option for factor 11. 

 

Added the following text in the explanation for factor 11: 

This factor has an N/A option for practices without this capability until 1/1/2015. 

July 2014 

Added the following text to the documentation for factors 3 and 8: 

For factors 3 and 8, include only patients meeting the age parameter. 

 

Added the following text to the documentation for factor 7: 

For factor 7, include only patients meeting the age parameter. 

July 2014 

Standard 3, Element C—
Documentation & 
Explanation 

 

Modified the following text in the explanation for factor 3: 

See PCMH 32A Factor 5. 

May 2014 

Added the following text to the documentation for factors 1-10: 

Documentation requires the practice to provide:  
1) Practice system generated report with a numerator and denominator based on all unique patients in a recent 3 
month period. The report must clearly indicate how many patients had an assessment for each factor. The report must 
indicate that data was entered in the medical record for more than 50 percent in order for the practice to respond “yes” 
to each factor in the survey tool.  
OR 
2) Review the patient records selected for the medical record review as required in elements 4B and 4C and document 
presence or absence of the information in the Record Review Workbook. 

May 2014 

Added the following text to the documentation for factors 8,9: 

In addition to the report as described above, the practice must provide a completed form (de-identified) for each factor. 

May 2014 

Standard 3, Element D—
Documentation & 
Explanation 

Modified the following text to the documentation for factors 1-5: 

 For factors 1-3, NCQA Reviews the documentation identified services. 

May 2014 

Standard 3, Element E—
Documentation and 
Explanation. 

Modified the following text to the documentation for factors 1-6: 

• Examples of guideline implementation, such as and tools to manage patient care, organizers, flow sheets or electronic 
system organizer (e.g. registry, EHR, or other sytem) templates based on condition-specific guidelines, enabling the practice to 
develop treatment plans and document patient status and progress. 

• Templates of the tools, including electronic system organizer (e.g. registry, EHR, other system) screenshots showing 
templates for treatment plans and documenting progress. 

 

July 2014 

Added the following text in the explanation for factor 1-6: 

Factor 1: The practice has evidence-based guidelines it uses for clinical decision support related to at least one mental health 
issue (e.g., depression, anxiety, bipolar disorder, ADHD, ADD, dementia, Alzheimer’s) or substance abuse issue (e.g., illegal 
drug use, prescription drug addiction, alcoholism). 

July 2014 
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Factor 2: The practice has evidence-based guidelines it uses for clinical decision support related to at least one chronic medical 
condition. Relevant chronic conditions may include, but are not limited to, arthritis, asthma, cardiovascular disease, COPD, 
diabetes and eczema. 

Well-child care is not an acceptable chronic condition for this factor. 

Factor 3: The practice has evidence-based guidelines it uses for clinical decision support related to at least one acute medical 
condition. Relevant acute conditions may include, but are not limited to, allergic rhinitis, bronchiolitis, influenza, otitis media, 
pharyngitis, sinusitis and urinary tract infection. 

Factor 4: The practice has evidence-based guidelines it uses for clinical decision support related to at least one unhealthy 
behavior (e.g., obesity, smoking). 

Factor 5: The practice has evidence-based guidelines it uses for clinical decision support related to well-child or adult care (e.g. 
age appropriate screenings, immunizations). 

Factor 6: The practice has evidence-based guidelines it uses for clinical decision support related to overuse or appropriateness 
of care issues (e.g. use of antibiotics, avoiding unnecessary testing, and referrals to multiple specialists). 

 

Standard 4, Element A—
Documentation & 
Explanation 

Modified the following text to the documentation for factors 1-5: 

NCQA reviews the practice’s documented process that describes the criteria and process for identifying patients for each factor. 

May 2014 

Standard 4, Element B—
Documentation & 
Explanation 

Added the following text in the explanation for Factor 4: 

The self-management plan includes goals and a way to monitor self-care. 

If the patient is meeting treatment goals, documentation could be that the patient is meeting treatment goals with documentation 
that the patient was instructed to maintain the current self-care plan. 

May 2014 

 

Standard 5, Element A—
Documentation & 
Explanation 

Modified the following text to the documentation for Factors 1-6: 

Factors 1–6: NCQA reviews: 

• a documented process and  

• a report or log showing the tracking and  

• examples of how the process is met for each factor. 

July 2014 

Added the following text to the documentation for Factor 1-6: 

NCQA reviews a documented process and a report or log showing the tracking and examples of how the process is met for each 
factor. 

May 2014 

 

Standard 5, Element C—
Documentation & 
Explanation 

 

Modified the following text to the documentation for Factor 7: 

NCQA reviews a report illustrating electronic information exchange or a screen shot showing a test of capability, and reviews a 
report with numerator, denominator and percentage from at least three months of transitions. 

July 2014 

Added the following text to the documentation: 

For all factors that require a documented process, the documented process includes a date of implementation or revision and has 
been in place for at least three months prior to submitting the PCMH 2014 Survey Tool. 

May 2014 

Modified the following text to the documentation for Factors 5, 6, 8, 10: May 2014 
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For each factor, NCQA reviews a documented process and a report, log, or other means of demonstrating that its process is 
followed. A paper log or screen shot showing electronic capabilities is acceptable. The report may be system generated or may 
be based on at least one week of referrals, with de-identified patient data. the practice provides a documented process for staff, 
and at least one example or report demonstrating that the process has been implemented. 

Modified the following text to the documentation for Factor 9: 

NCQA reviews at least three The practice provides at least one examples. 

May 2014 

Modified the following text in the explanation for Factor 6: 

The practice has a process for working with community partners, such as detention centers, halfway houses, juvenile justice 
facilities, foster care, child or adult protective services or others, to obtain appropriate consent for release of information to treat 
and coordinate care with those partners who have legal responsibility for certain patients. 

May 2014 

Modified the following text in the documentation for Factor 3: 

NCQA reviews the practice’s documented process for obtaining hospital discharge summaries, and reviews at least three 
examples of a discharge summary. NCQA reviews the practice’s documented process for patient follow-up after a hospital 
admission or ER visit, and reviews at least three de-identified examples of documented patient follow-up in the medical record, or 
a log documenting systematic follow-up. 

May 2014 

Modified the following text in the documentation for Factor 4: 

NCQA reviews the practice’s documented process for patient follow-up after a hospital admission or ER visit, and reviews at least 
three de-identified examples of documented patient follow-up in the medical record, or a log documenting systematic follow-
up.and reviews at least three examples of a discharge summary. 

May 2014 

Added the following text to the documentation for Factor 7: 

If the practice does not transfer patients to another care setting they may respond NA to this factor. The practice must provide a 
written explanation for an NA response in the Support Text/Notes box in the Survey Tool. 

CMS provides the following additional information: "The transferring party must provide the summary of care record to the 
receiving part. If the provider to whom the referral is made or to whom the patient is transitioned has access to the medical record 
maintained by the referring provider, the summary of care record would not need to be provided and that patient should not be 
included in the denominator for transitions of care." 

May 2014 

 


