
Elaine M. Skoch, RN, MN, EMBA
October 19, 2008

First Steps: Assessing 
Your Practice’s Medical 

Home IQ



What is your Medical Home 
IQ?



In a nutshell…

Where does our practice align with the      
medical home model?

What areas of the medical home model 
do we need to work on in our practice?

How do we take our practice from where 
it is today to where we want it to be?



Welcome Page





PCMH Model Comparison
TransforMED

– Access to Care &      
Information

– Practice Services

– Care Management 

– Continuity of Care

– Patient Centered Personal 
Medical Home

NCQA
– Access & 

Communication

– Patient Tracking & 
Registry Function

– Care Management

– Patient Self-Management



Model Comparison (cont.)

TransforMED
– Practice-Based Team Care

– Quality and Safety

– Health Information 
Technology

– Practice Management

NCQA
– Electronic Prescribing

– Test Tracking

– Referral Tracking

– Performance Reporting & 
Improvement

– Ad. Electronic Communications



PPC-PCMH Content and Scoring
Standard 1: Access and Communication
A. Has written standards for patient access and patient 

communication**
B. Uses data to show it meets its standards for patient 

access and communication**

Pt 
s

4
5
9

Standard 2: Patient Tracking and Registry Functions 
A. Uses data system for basic patient information (mostly 

non-clinical data) 
B. Has clinical data system with clinical data in searchable 

data fields 
C. Uses the clinical data system
D. Uses paper or electronic-based charting tools to 

organize clinical information**
E. Uses data to identify important diagnoses and 

conditions in practice**
F. Generates lists of patients and reminds patients and 

clinicians of services needed (population management)

Pt 
s

2

3
3
6

4

3

21
Standard 3: Care Management
A. Adopts and implements evidence-based guidelines 

for three conditions **
B. Generates reminders about preventive services for 

clinicians 
C. Uses non-physician staff to manage patient care  
D. Conducts care management, including care plans, 

assessing progress, addressing barriers 
E. Coordinates care//follow-up for patients who receive care 

in inpatient and outpatient facilities

Pt
3

4

3
5

5

20
Standard 4: Patient Self-Management Support 
A. Assesses language preference and other communication 

barriers
B. Actively supports patient self-management**

Pt 
s

2
4
6

Standard 5: Electronic Prescribing 
A. Uses electronic system to write prescriptions 
B. Has electronic prescription writer with safety checks
C. Has electronic prescription writer with cost checks

Pts
3
3
2

8
Standard 6: Test Tracking 
A. Tracks tests and identifies abnormal results 

systematically** 
B.     Uses electronic systems to order and retrieve tests 

and flag duplicate tests

Pts
7

6

13
Standard 7: Referral Tracking 
A. Tracks referrals using paper-based or electronic 

system**

PT
4
4

Standard 8: Performance Reporting and 
Improvement 

A. Measures clinical and/or service performance 
by physician or across the practice** 

B. Survey of patients’ care experience
C. Reports performance across the practice or by 

physician **
D. Sets goals and takes action to improve 

performance 
E. Produces reports using standardized measures 
F. Transmits reports with standardized measures 

electronically to external entities

Pts

3

3
3

3

2
1

15
Standard 9: Advanced Electronic Communications 
A. Availability of Interactive Website 
B. Electronic Patient Identification 
C. Electronic Care Management Support 

Pts
1
2
1

4

**Must Pass Elements



NCQA PPC-PCMH Summary
• 9 standards; 100 points total
• 30 elements
• 10 Must Pass elements
• Recognition at three different levels

– Level I: 25 points and 5 Must Pass Elements
– Level II: 50 points and 10 Must Pass Elements
– Level III:75 points and 10 Must Pass Elements



Module Identification





Access to Care & Information
• Health care for all

• Same-day appointments

• After-hours access coverage

• Lab results highly accessible

• Online patient services

• e-Visits

• Group visits



Practice Services
• Comprehensive care 
for both acute and chronic conditions

• Prevention screening and services

• Surgical procedures

• Ancillary therapeutic and support services

• Ancillary diagnostic services



Care Management
• Population management

• Wellness promotion

• Disease prevention

• Chronic disease management

• Care coordination

• Patient engagement and education

• Leverages automated technologies



Continuity of Care Services
• Community-based services
• Collaborative relationships

• Hospital care
• Behavioral health care
• Maternity care
• Specialist care
• Pharmacy
• Physical Therapy
• Case Management



Practice-Based Care Team
• Provider leadership

• Shared mission and vision

• Effective communication

• Task designation by skill set

• Nurse Practitioner / Physician Assistant

• Patient participation

• Family involvement options



Quality and Safety
• Evidence-based best practices

• Medication management

• Patient satisfaction feedback

• Clinical outcomes analysis

• Quality improvement

• Risk management

• Regulatory compliance



TransforMED Results



Health Information Technology
• Electronic medical record

• Electronic orders and reporting

• Electronic prescribing

• Evidence-based decision support

• Population management registry

• Practice Web site 

• Patient portal



Practice Management
• Disciplined financial management

• Cost-Benefit decision-making

• Revenue enhancement

• Optimized coding & billing

• Personnel/HR management

• Facilities management

• Optimized office design/redesign

• Change management



What areas of the medical home 
model do we need to 

work on in our practice?





Total 
Assessment 
Results









NCQA Crosswalk



How do we take our practice 
from where it is today to where 

we want it to be?



Getting started…

1. Get your house in order
Think “inside the box”
Lay a solid foundation
Know that flexibility will be important!



Getting started…(cont.)

2. Create a work plan 
Define key areas to begin
Establish a team (or several teams!)
Start with early and easy wins
Set milestones & targets for completion
Set timeframes for evaluating progress
Don’t try to do everything at once 
Be patient!



Getting started…(cont.)

3. Network
Talk to others who are engaged in transformation 
Talk with your patients and listen to what they 
have to say!

4. Don’t be afraid to seek out help
Technical- IT
Facility re-design
Change management



Getting started…(cont.)

5. Transformation is a journey…
not a  destination!

Build one success on another & let 
your successes guide your direction.

Celebrate your successes!



Keep Your Goals in Mind…
For Patients:

– Increase satisfaction
• Personalized care
• Self care management

– Improve patient outcomes
• Decrease hospitalizations
• Decrease ER visits
• Slow chronic disease progression



Goals for the Practice

Practice Improvements
– Workflow
– Teamwork
– Staff satisfaction
– Provider satisfaction

• Quality of care
• Productivity



Questions?
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