
 
 
 
 

Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 
The practice implements evidence-based guidelines for the 
three identified clinically important conditions. 

 
 
This element requires practices to adopt and implement evidence-based diagnosis 
and treatment guidelines for the three clinically important conditions (Element 2E). 
Practices must use a paper or electronic template (“workflow organizer”) to 
demonstrate consistent implementation of the adopted guidelines and clearly 
identify the source of the guidelines. 

EXAMPLE* Documentation 
n 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*This is an example and is not an endorsement of a specific 
software or format. 

 

ELEMENT 3A: Guidelines for important conditions 
3 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

MUST 
PASS 

TIP: The practice shows 
the templates for prompting 
clinicians to document 
clinical information, in 
accordance with adopted 
guidelines, at the patient’s 
visit. Paper-based 
supporting documentation 
includes flow sheets or 
templates used to 
document treatment plans 
or patient progress. 
Electronic supporting 
documentation includes 
screen shots of templates 
used to document 
treatment plans and patient 
progress. 



 
 
 
 

Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice uses guideline-based reminders to prompt physicians about a 
patient’s preventive care needs at the time of the patient’s visit. 
 
The practice should have systems in place to alert or remind clinicians about 
preventive services for patients during the patient’s office visit. Alerts may be 
paper-based or electronic prompts for clinicians to order screening tests, 
immunizations, risk assessments or counseling. 
 

EXAMPLE* Documentation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

*This is an example and is not an endorsement of a specific software or format. 
 
 

ELEMENT 3B: Preventive-service clinician reminders 
4 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

Paper Reminder for Risk 
Assessments, Immunizations, 

Screening Tests

EHR with Risk Assessment 
Reminders



 
 
 
 

Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice maintains a team approach to managing patient care. 
 
A team approach includes use of nonphysician staff. Shared responsibilities are 
designed to maximize each team member’s level of training and expertise. In small 
practices, roles may be designated for the physician, the nurse and existing 
administrative staff. Supporting documentation for this element includes protocols, 
job descriptions, standing orders that show how the practice involves nonphysician 
staff in various aspects of patient care management. 
 

EXAMPLE* Documentation 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*This is an example and is not an endorsement of a specific software or format. 
 

ELEMENT 3C: Practice organization 
3 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 
 

 



 
 
 
 

Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 

 

The practice demonstrates the use of various components of care 
management for patients with one or more of the clinically important 
conditions. 
 
The practice documents care management support that physician and nonphysician 
staff provide to patients who have one of the three clinically important conditions 
(Element 2E). Using information documented in the patient record, the practice 
provides a report or a completed Medical Record Review Workbook, showing that 
clinicians provided specific components of care management: individualized care 
plans and treatment goals; medication review; assessment of barriers to patient 
goals. 

EXAMPLE* Documentation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

     *This is an example and is not an endorsement of a specific software or format. 
 

ELEMENT 3D: Care management of important conditions 
5 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 



 
 
 
 

Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice coordinates care with external organizations and other 
physicians. 
 
The practice identifies patients treated in inpatient and outpatient settings and 
contacts them after discharge to provide or coordinate follow up care. It maintains 
processes for coordinating care for patients who receive care management or 
disease management services and provides coordination for patients who receive 
care from other physicians.  

EXAMPLE* Documentation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

       *This is an example and is not an endorsement of a specific software or format. 
 

 

ELEMENT 3E: Continuity of care 
5 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

This project was sponsored by a grant from Pfizer Inc. 


