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Appendix: Supplemental Material for Reference 



Free Clinic Eligibility 

• Discussion on free clinic eligibility in the AMH 
Pilot Program 
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Primary Prevention Services 

4 

• The US Preventative Services Task Forces’ Guide to Clinical 

Preventive Services (USPSTF) defines primary prevention 

measures as those provided to individuals to prevent the onset of a 

targeted condition. Since successful primary prevention helps avoid 

the suffering, cost and burden associated with disease, it is typically 

considered the most cost-effective form of health care.  

 

• Our aim should be to ensure a focus on nutrition, exercise and 

smoke cessation and provide the necessary education to the care 

team in order to deliver the plan, as well as adequate incentives to 

maximize cooperation. 



Primary Prevention Services 
 

• The starting point is Standard 3: Population Health 
Management, Element C: Comprehensive Health Assessment  

• Recommend: 
Factor 6: Comprehensive assessment of risky and unhealthy 
behaviors must encompass smoking, nutrition, exercise and 
oral health, and may include familial behaviors, risky sexual 
behavior, and secondhand smoke. (CRITICAL FACTOR)  

• Factor 10: The practice assesses the patient/family/caregiver's 
ability to understand the concepts and care requirements 
associated with managing their health. (CRITICAL FACTOR)  
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NCQA Level Requirement 
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CT AMH resources will include practice-level transformation 

vendor support and participation in a learning community at no 

cost to participants.  

 

Recommendation: attainment of Level 3 to be aligned with 

“advanced” medical home.  



NCQA Full Standard Review – Must Pass Elements 

• Standard 1: Patient-Centered Access 

– Element A – Patient-centered appointment access.   

• Standard 2: Team-based Care  

– Element C - Cultural and Linguistic Appropriate Services  

– Element D – The Practice Team.   

• Standard 3: Population Health Management  

– Element D – Use Data for Population Health Management.   

• Standard 4: Care Management and Support 

– Element B – Care Planning and Self-Care Support.   

• Standard 5: Care Coordination and Care Transitions 

– Element B – Referral Tracking and Follow Up.  

• Standard 6: Performance Measurement and Quality Improvement 

– Element C - Measure Patient/Family Experience  

– Element D - Implement Continuous Quality Improvement.  
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NCQA Full Standard Review – Critical Factors 

Critical Factors 

NCQA includes 9; Task Force Proposed 16 additional items 

•Standard 2: A – Continuity: Factor 4  

– Collaborating with the patient/family to develop/implement a written care 

plan for transitioning from pediatric care to adult care 

•Standard 2: C - Cultural and Linguistic Appropriate Service: Factor 1  

– The practice uses data to assess the diversity and needs of its population so it 

can meet those needs adequately. Data may be collected by the practice from 

all patients directly or may be data about the community served by the 

practice.  

 

8 



NCQA Full Standard Review – Critical Factors 

• Standard 3: A – Patient Information: Factor 2: Race 

• Standard 3: A – Patient Information: Factor 3: Ethnicity 

• Standard 3: A – Patient Information: Factor 4: Preferred 

Language 

• Standard 3: C – Comprehensive Health Assessment: Factor 7 

– Mental health/substance use history of patient and family 

• Standard 3: C – Comprehensive Health Assessment: Factor 8 

– Developmental screening using a standardized tool 

• Standard 3: C – Comprehensive Health Assessment: Factor 9 

– Depression screening for adults and adolescents using a standardized 

tool 
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NCQA Full Standard Review – Critical Factors 

• Standard 4: A – Identify Patients for Care Management: Factor 1:  

– Behavioral Health Conditions 

• Standard 4: B – Care Planning and Self-Care Support: Factor 1:  

– Incorporates patient preferences and functional/lifestyle goals 

• Standard 4: C – Medication Management: Factor 5 

– Assess response to medications and barriers to adherence for more than 

50% of patients, and date the assessment.  

• Standard 4: D – Use Electronic Prescribing: Factor 3  

– Performs patient-specific checks for drug-drug and drug-allergy 

interactions 
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NCQA Full Standard Review – Critical Factors 

• Standard 5: B – Referral Tracking and Follow-up: Factor 3: 

– Maintains agreements with behavioral healthcare providers 

• Standard 5: C –Coordinate Care Transitions: Factor 6:  

– Obtains proper consent for release of information and has a process for 

secure exchange of information and for coordination of care with 

community partners 

• Standard 6: A – Measure Clinical Quality Performance: Factor 4: 

– Performance data stratified for vulnerable populations (to assess 

disparities in care 

• Standard 6: C – Measure Patient/Family Experience: Factor 3:  

– The practice obtains feedback on experiences of vulnerable patient 

groups 
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NCQA Full Standard Review - Areas of Emphasis 

Areas of Emphasis: 17 proposed  

List to inform Vendor – Subject to further discussion on Jan 27 

•Standard 2: Element C 
– The practice should be knowledgeable about culturally appropriate 

services and health disparities among patient populations served by 
the practice.  

•Standard 2: Element D  and Standard 6: Element C 
– Implementation of Patient-Family Advisory Panels 

•Standard 3: Element C: Factor 2 & 10  
– Training for: Support of Family/Social/Cultural Characteristics & 

Assessment of Health Literacy.  

•Standard 3: Element C 
– Age appropriate oral health risk and disease screening, the practice 

implements age appropriate oral health risk and disease assessment, 
Including assessments for caries, periodontal disease and oral cancer. 
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NCQA Full Standard Review - Areas of Emphasis 

• Standard 4: Element A-E 
– Focus on empathetic care and communication between practitioners and 

patient/families. Provide training for techniques and best practices to 
support patients and improve care experience.  

• Standard 4: Element A 
– Identify patients for care management that include 95% empanelment, 

with 75% risk stratification, and 80% of care management for high risk 
patients 

– Oral health conditions: Criteria are developed from a profile of patient 
assessments and may include the following or a combination of the 
following: A diagnosis of an oral health issue (e.g. oral health risk and 
disease assessment to include caries, periodontal disease and cancer 
detection); A positive diagnosis by a dentist of an oral disease condition 
or risk of the disease. 
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NCQA Full Standard Review - Areas of Emphasis 

• Standard 4: Element E 
– Focus on shared decision making communications between patient 

and practitioner (taking into account patient preferences)  

– Improve educational materials and resources available to patients.  

– Identify two target health conditions for self-care and shared decision-
making for the practice’s population 

• Standard 5: Element B  
– Collaborative agreements with at least 2 groups of high-volume 

specialties to improve care transitions 

– Track the percentage of patients with ED visits who receive follow-up 
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NCQA Full Standard Review - Areas of Emphasis 

• Standard 5: Element C 
– 1: Proactively identifies patients with unplanned hospital admissions 

and emergency department visits  

– 2: Shares clinical information with admitting hospitals and emergency 
departments 

– Practice responsible to contact 75% of patients who were hospitalized 
within 72 hours 

• Standard 6: Element D 
– Set goals and address at least one identified disparity in care/service 

for identified vulnerable population 

• CT AMH Specific (not in NCQA 2014) 
– Track provider satisfaction pre- and post- AMH program 
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Review of Survey Results for Proposed Critical Factors 
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Medium scoring critical factors:  

N=11 Range 1.91 - 2.5 

 1. Standard 6: C – Measure Patient/Family Experience: Factor 3: The practice obtains 
feedback on experiences of vulnerable patient groups (1.91) 

2. Standard 5: B – Referral Tracking and Follow-up: Factor 3 Maintains agreements with 
behavioral healthcare providers (2.0) 

3. Standard 3: A – Patient Information: Factor 2: Race 6 (2.09) 

4. Standard 3: A – Patient Information: Factor 3: Ethnicity 8 (2.18) 

5. Standard 4: C – Medication Management: Factor 5 Assess response to medications and 
barriers to adherence for more than 50% of patients, and date the assessment. (2.18) 

6. Standard 4: B – Care Planning and Self-Care Support: Factor 1: Incorporates patient 
preferences and functional/lifestyle goals (2.18) 

7. Standard 4: D – Use Electronic Prescribing: Factor 3 Performs patient-specific checks for 
drug-drug and drug-allergy interactions (2.36) 

8. Standard 5: C –Coordinate Care Transitions: Factor 6 Obtains proper consent for release of 
information and has a process for secure exchange of information and for coordination of 
care with community partners (2.36) 

9. Standard 2: A – Continuity: Factor 4 Collaborating with the patient/family to 
develop/implement a written care plan for transitioning from pediatric care to adult care 
(2.36) 



Review of Survey Results for Proposed Critical Factors 

1. Standard 2: C - Cultural and Linguistic Appropriate Service: Factor 1: Assessing 
the diversity of its population (2.55) 

2. Standard 3: A – Patient Information: Factor 4: Preferred Language (2.55) 

3. Standard 6: A – Measure Clinical Quality Performance: Factor 4: Performance 
data stratified for vulnerable populations (to assess disparities in care (2.55) 

4. Standard 4: A – Identify Patients for Care Management: Factor 1: Behavioral 
Health Conditions (2.55) 

5. Standard 3: C – Comprehensive Health Assessment: Factor 9 Depression 
screening for adults and adolescents using a standardized tool (2.64) 

6. Standard 3:C – Comprehensive Health Assessment: Factor 7 Mental 
health/substance use history of patient and family (2.64) 

7. Standard 3: C – Comprehensive Health Assessment: Factor 8 Developmental 
screening using a standardized tool (NA for practices with no pediatric 
patients) (2.73) 
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High scoring critical factors:  

N=11 Range 2.5 - 3 



AMH Learning Collaborative 

Goal: Build the internal capacity of participating practices to 
achieve AMH recognition (includes CT AMH must pass 
elements/critical factors) and address Areas of Emphasis (AE) 
topics 

•Foster continuous individual and group learning opportunities 
to address practice gaps  

•Share peer-to-peer expertise among participating practices 
(“bright spots”) 

– Host site visits, serve as presenters on selected topics  

•Exchange tools (e.g., policies, workflows, forms, templates) and 
experiences among practices 

•Motivate practices to accomplish work between LC sessions 
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Provisional Accountability Milestones 

DSS Glide Path Milestones 

• 3 Phases each with 6 month time frame 

• Each phase is progressive and builds upon the last 

• Documentation for the phases prepares the practice for the documentation 

submission required by NCQA 

• Phase 1 focuses on workflow, system set-up and updates, and implementing 

clinical decision support 

– Ex. Orient clinical and non-clinical staff to PCMH requirements and strategies to 

accomplish them 

• Phase 2 focuses on implementation and application, clinical practice, 

strengthening of care management and support 

– Ex. Demonstrate practice provides care planning and self-care support 

• Phase 3 focuses on quality improvement, goal setting, and final submission 

– Ex. Set goals and act to improve upon one patient experience measure  

19 



Provisional Accountability Milestones - CPCi 

20 



Provisional Accountability Milestones - CPCi 
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Provisional Accountability Milestones - CPCi 
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Provider Engagement 

• Outreach & Recruitment 
– Target: 1st Practices with no PCMH recognition, 2nd practice with 

lapsed 2008 NCQA, and 3rd 2011 PCMH or equivalent 

– Network through participating advanced networks, professional 
organizations, state organizations, and public announcements 

• Benefits 
– Discounted fees for NCQA PCMH 2014 Recognition process 

– No cost transformation vendor support at practice level to complete 
NCQA PCMH 2014 (on-site and remote assistance),  

– No cost membership of the AMH Learning Collaborative,  

– Preparation for health plan incentives or value-based payment 
programs 

– Others? 

 

23 



Next Steps 

Next Meeting 

January 27th 6pm 

24 


