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During today’s session:

• Questions: 
Throughout the 
webinar, type your 
questions in the chat 
feature. Be sure to 
select “Everyone”! 
There will be Q&A 
and discussion at the 
end.

• Resources: If you 
have a tool or 
resource to share, let 
us know in the chat!
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 Agenda: PCMH as the Foundation for Value-Based Care

• Patient-Centered Medical Home WHY, WHAT, HOW?

• Transform the delivery of primary care into a comprehensive, patient-centered 
system focused on high quality, accessible, and coordinated care

• Leverage PCMH recognition as a foundation to value-based care transformation

• The Value-Transformation Framework, Elevate, and PCMH

• Finding Alignment: NCQA PCMH, NACHC VTF, Health Center Program Requirements

• Voices from the health center field

• Q&A



Patient-Centered Medical Home

WHY? WHAT? HOW?



WHY a Patient-Centered Medical 
Home (PCMH)?

✓ Improved health outcomes by improving care access and 
continuity and improved provision of prevention services.

✓ Increased patient satisfaction and patient experience.

✓ Reduced costs through improved coordination of care 
decreased hospitalizations and emergency department use.

Quintuple Aim Goals

Evidence of NCQA PCMH Effectiveness 
American Academy of Pediatrics (AAP) Evidence Supporting the Medical Home 

https://www.ncqa.org/programs/health-care-providers-practices/patient-centered-medical-home-pcmh/benefits-support/pcmh-evidence/
https://www.aap.org/en/practice-management/medical-home/medical-home-overview/why-is-medical-home-important/


WHAT is the evolution of PCMH?

Patient Centered Medical Home (PCMH) Journey

Leverage PCMH as 

a foundation to 

value-based care 

transformation
Medical Home

American Academy of 
Pediatrics (AAP) 

introduced medical 
home concept.

Patient-Centered Medical Home
American Academy of Pediatrics 

(AAP), American Academy of Family 
Physicians (AAFP), American College 
of Physicians (ACP), and American 

Osteopathic Association developed 
a joint statement of seven principles 

of a PCMH.

Patient Protection and 
Affordable Care Act

Signed into law, emphasizing the 
implementation and promotion 

of the medical home.

HRSA Accreditation and 
PCMH Recognition Program
HRSA supports health centers 

in obtaining Ambulatory health 
care accreditation and/or 

PCMH recognition.

201020071967 2023



According to the AAP, a medical home should be:

✓ Accessible

✓ Family-centered

✓ Continuous

✓ Comprehensive

✓ Coordinated

✓ Compassionate

✓ Culturally effective 

Early ‘Medical Home’

Medical Home
American Academy of Pediatrics 

(AAP) introduced the concept of a 
‘medical home’ as an approach to 
comprehensive, high-quality care. 

AAP Medical Home Definition 

Patient Centered Medical Home (PCMH) Journey
1967 Value-Based Care

https://www.aap.org/en/practice-management/medical-home/medical-home-overview/what-is-medical-home/


Joint Principles of the Patient-Centered Medical Home:

✓ Personal physician

✓ Physician directed medical practice

✓ Whole person orientation

✓ Care is coordinated and/or integrated

✓ Quality and safety

✓ Enhanced access

✓ Payment appropriately recognizes the added value of the PCMH

Shift to ‘Patient-Centered’

Joint Principles of the Patient-Centered Medical Home

Patient-Centered Medical Home
American Academy of Pediatrics 

(AAP), American Academy of 
Family Physicians (AAFP), American 

College of Physicians (ACP), and 
American Osteopathic Association 

developed a joint statement of 
seven principles of a PCMH.

Patient Centered Medical Home (PCMH) Journey

2007 Value-Based Care

https://www.acponline.org/sites/default/files/documents/running_practice/delivery_and_payment_models/pcmh/demonstrations/jointprinc_05_17.pdf


Advancing PCMH

Patient-Centered Medical Home
The Health Resources and Services 

Administration (HRSA) Accreditation 
and Patient-Centered Medical Home 

Recognition Initiative supports 
health centers in obtaining 

ambulatory health care 
accreditation and/or PCMH 

recognition through a contract with 
three organizations.

Patient Centered Medical Home (PCMH) Journey
2010 Value-Based Care

NCQA
The Joint 

Commission (TJC)

Accreditation Association 
for Ambulatory Health Care 

(AAAHC)

PCMH Recognition Certification Accredited

Scope Site-level Organization-level Organization-level

Duration Annual 3-year cycle 3-year cycle

On-site survey No; online Yes Yes

HRSA PCMH Comparison Chart 

The ACA promoted 
‘medical home’ 

implementation.

https://bphc.hrsa.gov/technical-assistance/clinical-quality-improvement/patient-centered-medical-home-resources-comparison-chart


PCMH…the Next Frontier

Patient Centered Medical Home (PCMH) Journey

2023 Value-Based Care

Leverage PCMH as a foundation to 

value-based care transformation.



HOW to Leverage PCMH as a Foundation 

to Value-Based Care Transformation?
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PCMH: A Foundation for Value-Based Care

The Value Transformation Framework

15 Change Areas organized by 3 Domains:

Infrastructure: the components, including health 
information systems, policies, and payment structures, 
that build the foundation for reliable, high-quality health 
care

Care Delivery: the processes and proven approaches 
used to provide care and services to individuals and 
target populations, such as evidence-based care and 
social drivers of health

People: the stakeholders who receive, provide, and lead 
care at the health center, as well as partners that support 
the goals of high-value care
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STEP 1 - ENGAGE
Register for Elevate and 
participate in the FREE health 
center learning community 

STEP 3 – PLAN 
Incorporate transformation efforts 
into your Improvement Strategy

STEP 4 – TRANSFORM 
Apply the VTF and suite 
of FREE transformation 
tools and resources

STEP 5 – REASSESS 
Measure transformation 
progress over time using the 
VTF Assessment; monitor, 
adjust, and improve

STEP 2 – ASSESS
Measure transformation 
progress using the Value 
Transformation Framework 
(VTF) Assessment

Leverage the Value Transformation Framework and Elevate:

PCMH: Within the Transformation Journey

https://bit.ly/2023Elevate
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://nachc.docebosaas.com/learn/signin
https://nachc.docebosaas.com/learn/signin
https://reglantern.com/vtf
https://reglantern.com/vtf
https://www.nachc.org/about-nachc/our-work/quality-center/value-transformation-framework-vtf/
https://www.nachc.org/about-nachc/our-work/quality-center/elevate/
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 STEP 2: ASSESS 

reglantern.com/vtf

https://reglantern.com/vtf
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Assess Readiness for Value-Based Care
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PCMH: A Foundation to Value-Based Care

1578 Assessments conducted
445 Organizations
47 States & Territories represented
2-14% Average improvement over time period

2.77

2.90

2.97

2.98

2.99

3.01

3.08

3.12

3.20

3.22

3.22

3.32

3.35

3.50

3.65

3.15

Cost

Payment

HIT

Policy

CareTeams

Workforce

Leadership

Improvement Strategy

Patients

PHM

Care Management

Social Drivers

Evidence-Based Care

Partnerships

PCMH

Average

Average VTF Assessment Scores, 2019 -2022

268 Assessments conducted
139 Organizations
40 States & Territories represented
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 STEP 3: PLAN 

Plan for transformation by outlining goals and incorporating 
transformation activities in your health center’s 
Improvement Strategy. 

✓ Use the VTF’s organizing framework to support the 
connection of PCMH activities to larger value 
transformation efforts.

✓ Nest PCMH activities within larger VBC Strategy.
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STEP 4: TRANSFORM

Business Analysis Tool to assist health centers in 

making financial projections regarding VBP engagement

Suite of Value-Based Payment Action Briefs
Developing VBP Goals, Attribution, Attribution Thresholds, Payor Data 

NEW Dedicated VBC Resources

https://www.nachc.org/action-brief-developing-value-based-payment-goals/
https://www.nachc.org/action-brief-attribution/
http://ttps/www.nachc.org/action-brief-attribution-thresholds/
https://www.nachc.org/action-brief-payor-data/
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STEP 4: TRANSFORM

NEW Dedicated VBC Resources

Recorded webinars on health 

center VBP opportunities! 

• Advancing Health Center Value-

Based Care

• MSSP AIP 2-Part Webinar Series

https://nachc.docebosaas.com/learn/courses/420/value-based-care-july-2023
https://nachc.docebosaas.com/learn/courses/420/value-based-care-july-2023
https://nachc.docebosaas.com/learn/courses/409/medicare-shared-savings-program-mssp-advance-investment-payment-aip
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STEP 4: TRANSFORM

NEWLY Released

Access even more NACHC tools & resources to support health center VBC 
transformation at: https://nachc.docebosaas.com/learn/signin

✓ Action Brief: How to Use the VTF and Elevate

✓ Action Brief: Assess Transformation Progress 

✓ Improvement Strategy Action Guide

✓ QI/QA Plan Template 

✓ Medicare Reimbursement Tip Sheets (13 new/updated)

https://www.nachc.org/wp-content/uploads/2023/07/Action-Brief_How-to-Use-VTF.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Action-Brief_VTF-Assessment.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/about-nachc/our-work/quality-center/value-transformation-framework-vtf/


Finding Alignment
✓ NACHC VTF

✓ NCQA PCMH

✓ HRSA Health Center Program Requirements



@NACHC | 24

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

TC 01 PCMH Transformation Leads: Designates a 
clinician lead of the medical home and a staff person 
to manage the transformation and ongoing patient-
centered care.

Governance & Leadership

PCMH
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element B: Designee to Oversee 
QI/QA Program

Leadership Action Guide
Improvement Strategy Action Guide
QI/QA Plan Template 

TC 02 Structure and Staff Responsibilities: Defines 
the practice’s organizational structure and staff 
responsibilities/skills to support key practice functions.

Improvement Strategy 
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

TC 06 Individual Patient Care 
Meetings/Communication: Has regular patient care-
team meetings or a structured communication process 
focused on individual patient care.

Care Teams
(VTF Assessment level: Basic) N/A Care Teams Action Guide 

TC 07 Staff Involvement in Quality Improvement: 
Involves care team staff in the practice’s performance 
evaluation and quality improvement activities.

Improvement Strategy
(VTF Assessment level: Basic - 
Applied)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide 
QI/QA Plan Template 

TC 09 Medical Home Information: Has a process for 
informing patients/families/caregivers about the role 
of the medical home and provides 
patients/families/caregivers materials that contain the 
information.

Patients
(VTF Assessment level: Basic) N/A Patient Engagement Action Guide 

Team-Based Care and Practice Organization (TC) 

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_leadership/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_care-teams/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_patient-engagement/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement

NACHC Elevate 
Resources

KM 01 Problem Lists: Documents an up-to-date problem list 
for each patient with current and active diagnoses.

Population Health Management

Evidence-Based Care
N/A

KM 02 Comprehensive Health Assessment: Comprehensive 
health assessment includes: 
• Medical history of patient and family
• Mental health/substance use history of patient and family
• Family/social/cultural characteristics
• Communication needs
• Behaviors affecting health
• Social functioning
• Social determinants of health
• Developmental screening using a standardized tool
• Advance care planning

Population Health Management
(VTF Assessment level: Learning)

SDOH
(VTF Assessment level: Learning)

UDS* Table 3B, 4, 6A

NACHC SDOH Action Guide 

NACHC Reimbursement Tips - 
Advance Care Planning 

KM 03 Depression Screening: Conducts depression 
screenings for adults and adolescents using a standardized 
tool.

Evidence-Based Care
(VTF Assessment level: Basic) UDS* Table 6B

KM 09 Diversity: Assesses the diversity of its population
• Race
• Ethnicity
• Gender identity
• Sexual orientation
• One other aspect of diversity

Population Health Management
(VTF Assessment level: Learning)

SDOH
(VTF Assessment level: Learning)

UDS* Table 3B NACHC SDOH Action Guide 

Knowing and Managing Your Patients (KM) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.htm
*https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

https://www.nachc.org/action-guide_sdoh/
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_ACP.pdf
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_ACP.pdf
https://www.nachc.org/action-guide_sdoh/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

KM 10 Language: Assesses the language needs of its 
population.

Patients
(VTF Assessment level: Learning) UDS* Table 3B

KM 12 Proactive Outreach: Proactively and routinely 
identifies populations of patients and reminds them or their 
families/caregivers about needed services:
• Preventive care services
• Immunizations
• Chronic or acute care services
• Patients not recently seen by the practice

Evidence-Based Care
(VTF Assessment level: Basic) UDS* Table 68, 7

NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide
NACHC Hypertension Action Guide   

KM 14 Medication Reconciliation: Reviews and reconciles 
medications for more than 80% of patients received from care 
transitions.

Care Coordination/ Management
(VTF Assessment level: Basic) N/A

KM 15 Medication Lists: Maintains an up-to-date list of 
medications for more than 80% of patients. Evidence-Based Care N/A

Knowing and Managing Your Patients (KM) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

KM 20 Clinical Decision Support: Implements clinical decision 
support following evidence-based guidelines for care of:
• A mental health condition
• A substance use disorder
• A chronic medical condition
• An acute condition
• A condition related to unhealthy behaviors
• Well-child or adult care
• Overuse/appropriateness issues

Population Health 
Management
(VTF Assessment level: Learning)

Evidence-Based Care
(VTF Assessment level: Basic)

N/A
NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide
NACHC Hypertension Action Guide   

KM 21 Community Resource Needs: Uses information on the 
population served by the practice to prioritize needed 
community resources.

Care Coordination/ 
Management
(VTF Assessment level: Applied)

SDOH
(VTF Assessment level: Basic)

Site Visit Protocol*

Required and Additional 

Health Center Services Element 

C: Providing Culturally 

Appropriate Care

NACHC SDOH Action Guide 

Knowing and Managing Your Patients (KM) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/action-guide_sdoh/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

AC 01 Access Needs and Preferences: Assesses the access 
needs and preferences of the patient population.

Care Coordination/ 
Management
(VTF Assessment level: Basic)

Site Visit Protocol*

Accessible Locations and Hours of 

Operation Element B: Accessible 

Hours of Operation

NACHC Empanelment Action Guide 

AC 02 Same-Day Appointments: Provides same-day 
appointments for routine and urgent care to meet identified 
patient needs.

Care Coordination/ 
Management
(VTF Assessment level: Basic)

AC 03 Appointments Outside Business Hours: Provides 
routine and urgent appointments outside regular business 
hours to meet identified patient needs.

Care Coordination/ 
Management
(VTF Assessment level: Basic)

AC 04 Timely Clinical Advice by Telephone: Provides timely 
clinical advice by telephone.

Care Coordination/ 
Management

AC 05 Clinical Advice Documentation: Documents clinical 
advice in patient records and confirms clinical advice and care 
provided after hours does not conflict with the patient’s 
medical record.

Care Coordination/ 
Management

AC 10 Personal Clinician Selection: Helps 
patients/families/caregivers select or change a personal 
clinician.

Population Health 
Management
(VTF Assessment level: Basic)

N/A

AC 11 Patient Visits With Clinician/Team: Sets goals and 
monitors the percentage of patient visits with the selected 
clinician or team.

Population Health 
Management
(VTF Assessment level: Applied)

Site Visit Protocol*

Quality 

Improvement/Assurance Element C: 
QI/QA Procedures or Processes

Patient-Centered Access and Continuity (AC) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_empanelment/
https://store.ncqa.org/pcmh-standards-and-guidelines.html


@NACHC | 29

NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

CM 01 Identifying Patients for Care Management: 
Considers the following when establishing 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 (e.g., insurers, health 

system, ACO), practice staff, patient/family/caregiver

Care Coordination/ 
Management

Population Health 
Management 
(VTF Assessment level: Expert)

N/A

NACHC Care Management Action Guide 

NACHC Risk Stratification Action Guide 

NACHC Reimbursement Tips - Chronic Care 
Management 

CM 02 Monitoring Patients for Care Management: Monitors 
the percentage of the total patient population identified 
through its process and criteria.

Care Coordination/ 
Management N/A

CM 04 Person-Centered Care Plans: Establishes a person-
centered care plan for at least 75% of patients identified for 
care management.

Care Coordination/ 
Management N/A

CM 05 Written Care Plans: Provides a written care plan to the 
patient/family/caregiver for at least 75% of patients identified 
for care management.

Care Coordination/ 
Management N/A

Care Management and Support (CM) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/action-guide_risk-stratification/
https://www.nachc.org/reimbursement-tips_ccm-cccm-pcm/
https://www.nachc.org/reimbursement-tips_ccm-cccm-pcm/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF 
Change Area

HRSA Health Center 
Program Requirement NACHC Elevate Resources

CC 01 Lab and Imaging Test Management: The practice 
systematically manages lab and imaging tests by:
• Tracking lab tests until results are available, flagging and 

following up on overdue results
• Tracking imaging tests until results are available, flagging 

and following up on overdue results
• Flagging abnormal lab results, bringing them to the 

attention of the clinician
• Flagging abnormal imaging results, bringing them to the 

attention of the clinician
• Notifying patients/families/caregivers of normal lab and 

imaging test results
• Notifying patients/families/caregivers of abnormal lab and 

imaging test results.

Care Coordination/ 
Management

Site Visit Protocol*

Quality 

Improvement/Assurance Element 
C: QI/QA Procedures or Processes

NACHC Models of Care Action Guide 

CC 04 Referral Management: The practice systematically 
manages referrals by
• Giving the consultant or specialist the clinical question, the 

required timing and the type of referral
• Giving the consultant or specialist pertinent demographic 

and clinical data, including test results and the current care 
plan

• Tracking referrals until the consultant or specialist’s report 
is available, flagging and following up on overdue reports

Care Coordination/ 
Management
(VTF Assessment level: 
Basic - Applied)

Site Visit Protocol*

Quality 

Improvement/Assurance Element 
C: QI/QA Procedures or Processes

NACHC Models of Care Action Guide 

NACHC 340B Referral Management 
Action Guide 

Care Coordination and Care Transitions (CC) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_models-of-care/
https://www.nachc.org/action-guide_models-of-care/
https://www.nachc.org/action-guide_340b-referral-mgmt/
https://www.nachc.org/action-guide_340b-referral-mgmt/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

CC 14 Identifying Unplanned Hospital and ED Visits: 
Systematically identifies patients with unplanned hospital 
admissions and emergency department visits.

Care Coordination/ 
Management
(VTF Assessment level: Basic)

Site Visit Protocol*

Continuity of Care and Hospital 

Admitting

NACHC Care Management Action Guide 
NACHC Reimbursement Tips - Transitional 
Care Management CC 15 Sharing Clinical Information: Shares clinical 

information with admitting hospitals and emergency 
departments.

Care Coordination/ 
Management

CC 16 Post-Hospital/ED Visit Follow-Up: Contacts 
patients/families/caregivers for follow-up care, if needed, 
within an appropriate period following a hospital admission or 
emergency department visit.

Care Coordination/ 
Management
(VTF Assessment level: Basic)

Care Coordination and Care Transitions (CC) 

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/action-guide_care-management/
https://www.nachc.org/reimbursement-tips_tcm/
https://www.nachc.org/reimbursement-tips_tcm/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

QI 01 Clinical Quality Measures: Monitors at least five 
clinical quality measures across the four categories:
• Immunization measures
• Other preventive care measures
• Chronic or acute care clinical measures
• Behavioral health measures

Improvement Strategy 
(VTF Assessment level: Basic)

Evidence-Based Care

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

UDS** Table 6B, 7

Improvement Strategy Action Guide
QI/QA Plan Template 
NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide
NACHC Hypertension Action Guide   

QI 02 Resource Stewardship Measures: Monitors at least 
two measures of resource stewardship:
• Measures related to care coordination
• Measures affecting health care costs

Improvement Strategy 
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

Performance Measurement and Quality Improvement (QI)

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol
**https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

QI 03 Appointment Availability Assessment: Assesses 
performance on availability of major appointment types to 
meet patient needs and preferences for access.

Improvement Strategy 
(VTF Assessment level: Basic)

Care Coordination/ 
Management
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 
NACHC Empanelment Action Guide 

QI 04 Patient Experience Feedback: Monitors patient 
experience through:
• Quantitative data. Conducts a survey to evaluate 

patient/family/ caregiver experiences across at least three 
dimensions, such as:

•  Access
• Communication
• Coordination
• Whole-person care, self-management support and 

comprehensiveness
• Qualitative data. Obtains feedback from 

patients/families/caregivers through qualitative means

Improvement Strategy 
(VTF Assessment level: Basic)

Patients
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

Performance Measurement and Quality Improvement (QI)

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_empanelment/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

QI 08 Goals and Actions to Improve Clinical Quality 
Measures: Sets goals and acts to improve upon at least three 
measures across at least three of the four categories: 
• Immunization measures
• Other preventive care measures
• Chronic or acute care clinical measures
• Behavioral health measures

Improvement Strategy 
(VTF Assessment level: Basic)

Evidence-Based Care

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

UDS** Table 6B, 7

Improvement Strategy Action Guide
QI/QA Plan Template 
NACHC Cancer Screening Action Guide
NACHC Diabetes Action Guide
NACHC Hypertension Action Guide   

QI 09 Goals and Actions to Improve Resource Stewardship 
Measures: Sets goals and acts to improve performance on at 
least one measure of resource stewardship:
• Measures related to care coordination
• Measures affecting health care costs

Improvement Strategy 
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

Performance Measurement and Quality Improvement (QI)

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol
**https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf

https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_cancer-screening/
https://www.nachc.org/action-guide_diabetes/
https://www.nachc.org/action-guide_hypertension/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
https://bphc.hrsa.gov/sites/default/files/bphc/data-reporting/2023-uds-manual.pdf
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NCQA PCMH Core Criteria+ NACHC VTF Change Area HRSA Health Center 
Program Requirement NACHC Elevate Resources

QI 10 Goals and Actions to Improve Appointment 
Availability: Sets goals and acts to improve on 
availability of major appointment types to meet 
patient needs and preferences.

Improvement Strategy 
(VTF Assessment level: Basic)

Care Coordination/ Management
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 
NACHC Empanelment Action Guide 

QI 11 Goals and Actions to Improve Patient 
Experience: Sets goals and acts to improve 
performance on at least one patient experience 
measure.

Improvement Strategy 
(VTF Assessment level: Basic)

Patients
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

QI 15 Reporting Performance Within the Practice: 
Shares clinician-level or practice-level performance 
results with clinicians and staff for measures it 
reports.

Improvement Strategy 
(VTF Assessment level: Basic)

Site Visit Protocol*
Quality Improvement/Assurance 
Element C: QI/QA Procedures or 
Processes

Improvement Strategy Action Guide
QI/QA Plan Template 

Performance Measurement and Quality Improvement (QI)

Finding Alignment: NACHC VTF, NCQA PCMH, HRSA Health 
Center Program Requirements

+“NCQA PCMH Standards and Guidelines.” National Committee for Quality Assurance. 2023. https://store.ncqa.org/pcmh-standards-and-guidelines.html
*https://bphc.hrsa.gov/compliance/site-visits/site-visit-protocol

https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/action-guide_empanelment/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Improvement-Strategy.pdf
https://www.nachc.org/qiqa-plan/
https://store.ncqa.org/pcmh-standards-and-guidelines.html
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Voices from the field
We invite you to raise your hand to share 
how you are using PCMH as a foundation 
for value-based care transformation.
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Provide Us Feedback
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CALL FOR APPLICATIONS

2023-2024 QI Advisory Board Members:

Applications are now being accepted for members to serve 
on NACHC’s QI Advisory Board for the term of 

Jan 1, 2024 - Dec 31, 2025 

Deadline: December 1, 2023

Apply here!

https://nachc.co1.qualtrics.com/jfe/form/SV_blP9nWu70BeMCTI


@NACHC

InnovationEx 2023: Operationalizing and Sustaining Innovation for the Future

Join us Monday, October 23, 2023 for NACHC’s inaugural Innovation Experience event!

✓ Assist health centers in taking innovation to the next level – operationalize and sustain for the future

✓ Build/expand the community of health center innovators

✓ Spread sustainable innovations throughout the health center ecosystem

✓ Convene a forum for health center innovators to network and share best and promising practices, and 
strategies

Hosted by NACHC’s Center for Community Health Innovation. 
This is a limited-space, in-person only, pre-conference event to FOM/IT, register here today!

https://www.nachc.org/events/innovationex-2023-operationalizing-and-sustaining-innovation-for-the-future-innovationex-2023/


@NACHC

ELEVATE PULSE
Be on the lookout for the Elevate Pulse 
from the Quality Center.

• Slides and recordings
• Tools
• Upcoming Opportunities

Sent the 2nd Friday of 
each month!
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January February March

Population Health 
Management
• Empanelment
• Risk Stratification
• Models of Care

Role of Leadership in 
Population Health 
Strategy

Optimizing Care 
Teams

Extended Care Team: 
Enabling Services

Providing Care 
Management

Measuring Care 
Management Panel 
Data 

Role of Leadership 
in Value-Based 
Transformation, 
with Attention to:
• Cost

• PCMH

• Partnerships

April May
Improvement 
Strategy

QI Case Study: 
Hypertension

Optimizing Care 
Teams, with 
Attention to:
• Improvement 

Strategy

• Care Models

• Workforce

Outreach and 
Enrollment 
Learning 
Collaborative

National 
Diabetes 
Prevention 
Program – 
Basics for 
Health Centers

Brain Health 
Integration 
into Health 
Center 
Services 

Medicare 
Shared Savings 
Program 
Advance 
Investment 
Payment 

The Journey Continues…

2023 Core Elevate Learning Forums

2023 Supplemental Sessions

June
Evidence-Based 
Care: Cancer 
Screening

Advancing 
Health Center 
Value-Based 
Care

July

Leading the Transition to Value-Based Care

September
Patient Engagement
• Individual care
• Care system 

design
• Governance

October
PCMH as a 
Foundation to 
VBC 

• CHWs
• Care Managers
• CHW Supervisors
• Care Management Supervisors
• QI Staff
• Diabetes Care Professionals
• Elevated BMI Care Professionals
• Nurses

Launch of Health Center Staff 
Professional Development Courses



FOR MORE INFORMATION CONTACT:
qualitycenter@nachc.org 

Cheryl Modica
Director, Quality Center
National Association of Community 
Health Centers
cmodica@nachc.org
301.310.2250

November 14, 2023
1:00 – 2:00 pm ET

Next Monthly Forum Call:

mailto:qualitycenter@nachc.org
mailto:cmodica@nachc.org
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Leading the Transition to Value-Based Care

✓ Supports systems change

✓ Organizes and distills evidence-based interventions 

✓ Incorporates evidence, knowledge, tools and resources 

✓ Links health center performance to the Quintuple Aim

Value Transformation Framework
National Learning Forum

✓ Monthly Webinars

✓ Supplemental Sessions

✓ Evidence-Based Action Guides

✓ Action Briefs

✓ eLearning Modules

✓ Tools & Resources

✓ Professional Development Courses

✓ Online Learning Platform 

700 CHCs | 75 PCAs/HCCNs | >15 Million Patients

https://nachc.docebosaas.com/learn/signin


@NACHC

The Quality Center Team
Cheryl Modica, Cassie Lindholm, Holly Nicholson, LeeAnn White, Tristan Wind, Rachel Barnes

qualitycenter@nachc.org

mailto:qualitycenter@nachc.org
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