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NCQA: What we do, and why

Transparency Accountability

We can’t improve 
what we don’t 

measure

We show how 
we measure so 

measurement will 
be accepted

Once we 
measure, we can 
expect and track 

progress

OUR MISSION

To improve the quality of health care

OUR METHOD
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NCQA was founded in 1990 as a non-profit organization dedicated to improving healthcare quality. NCQA strives to fulfill its mission with its vision to transform the healthcare field using measurement, transparency and accountability.

NCQA offers a variety of accreditation, recognition and certification programs to provide third party evaluation of different healthcare entities against standards of quality, performance and patient-centered care delivery. 

Every program and everything we do revolves around measurement. Standardized measurement provides an ability to establish benchmarks for expected performance and understand where quality gaps might exist. It’s easy to assume that something is being done, whether in healthcare or in life, unless there’s a metric for it to be evaluated. Many times we hear practices or entities say “of course we do that!” and then when measured, opportunities for improvement arise that were never realized before. So measurement is absolutely crucial!

In developing our measures and evaluation products, NCQA embraces and encourages transparency. All of our programs and measures are vetted by groups of diverse stakeholders; each program has advisory groups that review and committees that approve program requirements, and all requirements must have final approval by our board of directors. We also leverage public comment in our processes to ensure that we receive representative feedback from across a broader array of stakeholders. 

NCQA strives to hold the healthcare system accountable – measurement and transparency bring metrics and visibility to those metrics, and that visibility and ability to establish benchmarks then holds entities accountable to a certain level of performance and the need to maintain and improve upon that performance over time. 
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context
Always design a thing by 
considering it in its next 
larger context – a chair in 
a room, a room in a house, a 
house in an environment, an 
environment in a city plan.

--Eliel Saarinen
Architect, 1873-1950

Presenter
Presentation Notes
Health care doesn’t happen in a vacuum…
Let’s start with context…
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Health care has it 
BACKWARDS. We design…

Payment models without consideration of how 
incentives might harm patients and undermine 
quality of care.

Technology that cannot capture a patient’s story or 
support team-based care.

Measures without consideration of the unique 
needs of individuals & the effects on those being 
measured.
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The Patient-Centered Neighborhood

Presenter
Presentation Notes
Thank you, Natalie. 

With that background on population health management, let’s consider what we’re ultimately trying to accomplish with population health management. Better patient care, right? Which is why you see the patient at the very center of this graphic. 

This slide really hones in on the picture of patient care with a zoomed in focus on how patients are supported at the provider-level. With the patient at the center, we surround them with the support of the medical neighborhood with PCMH wrapping around the patient as the main point of contact and support. All of the other entities in the outer circle represent those that need to be engaged in sharing information and, in collaboration with the PCMH, contribute to patient-centered care. And as Natalie mentioned, all of these entities ultimately should be engaged in population health strategies to best support the patient population as a whole. 

--
What brings these choices together is a focus on Patient-centered care. The graphic shows the medical home neighborhood. The goal is to move from one-to-one interactions to an integrated medical home neighborhood with the PCMH coordinating care.   As the PCMH model grows, and as payers continue to reward value and outcomes, it becomes important for all care sites to better coordinate and connect with primary care physicians. CCEs can help make this coordination work with all types of  care sites to make the medical home neighborhood effective for patients.
 



Population Health Management
Transformed in the PCMH
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Current View
30 Patients Per Day

14 have Chronic Conditions
Unknown Health Risks

Visits Too Short for Coaching

New Population View
2500 Patient Population

900 have Chronic Conditions
1100-1250 have Mod-High Health Risk

Care Teams  Leveraged by HIT

Volume-Based/Episodic Value-Based/Continuous
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There is clearly a shift as more focus is placed on population health and the health care system focuses on value instead of volume. 

In the past, the focus was set on episodic care where providers addressed individual patient needs on the day of an office visit and where care was mostly reactionary rather than preventive. The practice focused on the day to day, and providers didn’t have time to do much else other than evaluate, prescribe and move to the next appointment. Coaching to support patients wasn’t feasible in the time allotted because the ability of the practice to remain in business relied on its ability to move patients through the office. 

This view is shifting and broadening to look at the whole population of patients. Practices are able to gain a better view of their particular populations and drive a population-based approach to individual care. Practice teams can structure themselves in a way to support care and care management by shifting responsibilities that were previously thought to be specific to the provider. Now, other care team staff can leverage their skills and training to work directly with patients on care management, allowing providers to continue caring for patients to the extent of their license while the practice team as a whole fully supports the patient to achieve success in treatment. With a birds-eye view of the population, the health care system can better support its patients through a more evidence-based, data-driven and proactive approach to patient care. 

Health information technology is also more prevalent and enables this population health information to flow more smoothly from patient to practice, and also between practices and care teams to ensure continuity and a full picture of the patient at all settings of care they might encounter. 
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-Emphasizes 
relationship 
with/expectations of 
specialists
-Integrates behaviors 
affecting health, 
language, CLAS
-Enhances evaluation 
of patient experience
-Underscores 
importance of system 
cost-savings
-Enhances use of 
clinical performance 
measure results

-Further incorporates 
behavioral health 
Additional emphasis on 
team-based care
-Focuses on care 
management of high 
need populations
-Higher bar, alignment 
of QI activities with 
“triple aim”

-Addition of Annual
Reporting Requirements

-Further integrates 
social determinants & 
community connections

-Further integrates 
behavioral health
-Shift from focus on 
structure to focus on 
outcomes

2011 2014 2017

Evolution of the PCMH Standards
Continue to Move Practices Closer to Achieving the 
Triple Aim

Going 
Forward

-Add and retire relevant 
criteria 

-Continue to evolve and 
update annual reporting 
requirements
-Further integrate other 
special topics
-Align with new 
programs and initiatives
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NCQA has been applauded for consistently revisiting what is important in recognizing what is important to patient-centered care in a medical home.



Why Create a Program for Specialists?
Every year, the average Medicare beneficiary… 

PCP Specialist(s)

Pharmacy

Hospital

Caregiver/
Family

Other Care Sites 

Consumer

Sees 7 physicians

Fills 20+ prescriptions

Has 2 referrals



Even if individual organizations deliver high quality care, effective 
patient-centered systems (neighborhoods) require coordination…
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Primary Care

Specialty Care

Inpatient Care

Long-term Services and Supports
Behavioral Health

?

X
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We need to connect the disconnects across the systems.  Nobody goes to work planning to withhold information, create redundancies and inefficiencies…no health care professional wants to confuse patients and families – right?  But we need a model of care – a touchstone – to help move the entire system – not just primary care – towards an environment in which health care professionals are allowed to do what we do best – care for people.

It was the frustration of fractured care, unjustifiable and growing cost, and mediocre quality that led to a resurgence of the medical home concept first articulated by Pediatrics in 1967.



The Burden of Uncoordinated Care

Foy, R., Hempel, S., Rubenstein, L., Suttorp, M., Seelig, M., Shanman, R., Shekelle, P.G. (2010). Meta-
analysis: effect of interactive communication between collaborating primary care physicians and specialists. 
Annals of Internal Medicine, 152 (4), 247-258

Lack of Care 
Coordination 
Can Lead to 

Complications1

Pain

Medical 
Errors

Unnecessary 
Procedures

Wasteful 
Spending 

The National 
Academies Health and 
Medicine Division (aka 

IOM) has estimated that 
care coordination 

initiatives addressing 
these complications 
could result in $240 
billion in healthcare 

savings.  
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Which is of course fragmentation of care. Integration of care is vital for whole-person care. Primary care cannot improve the overall value of care by themselves. There must be a shared commitment to collaborate and coordinate care for a shared patient populations across the medical neighborhood. 

Though this sounds logical in nature, it is not what studies show has historically taken place. Effective care coordination requires both a shared understanding of what patient data needs to be shared, when it needs to be shared and how best to share it. The average Medicare beneficiary sees 7 physicians and fills 20+ Rx per year. The elderly have an average of 2 referrals per year and one-third of the non elderly are referred to a specialist each year. 
When we think about patients, we often have this view of them and us…and yet, we’ll all be patietns at some point in our lives. So we really need to think about this not just in terms of them and us, but looking at what expectation we have for care for our own families. 





The PCSP Design

Based on a typology developed by Dr. Christopher Forrest 
(2009)

• Consulting on patients
• Evaluating and treating patients
• Co-managing patients
• Providing temporary/permanent care management

for some patients
Practices are likely to have patients in each relationship 
category

Accommodates the range of relationships between PCP and specialist

Archives of Internal Med, June 2009



2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

63,640

14,026

The fastest-growing 
delivery system reform:
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Patient-centered 
medical home 

(PCMH)
Clinicians

Sites

Presenter
Presentation Notes
As of December 31, 2017
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NCQA medical neighborhood recognitions
Closing the Loop Between Primary & Specialty Care

Primary Care 
(PCMH) SITES

0 Sites
1-20 Sites
21-60 Sites
61-200 Sites
201+ Sites

Specialty
(PCSP) SITES

1-9 Sites
10+ Sites

Over 14,468 
Total Sites 

Recognized
PCMH & PCSP
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NCQA PCMH’s are now across the country with over 14510 sites recognized under PCMH and PCSP. Many of the states that have higher adoption have more incentive and support than others, but the program is growing. 

The benefit of this national program is that it truly standardizes a common languages for practices to speak to and interact with one another. If everyone is operating off of different standards or guidelines, it’s much more difficult to have a standard to evaluate how everyone is performing and who is a good neighbor.
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PCMH Standards
Concepts

Team-Based Care and 
Practice Organization 

(TC)

Knowing and 
Managing Your 
Patients (KM)

Patient-Centered 
Access and Continuity 

(AC)

Care Management and 
Support (CM)

Care Coordination 
and Care Transitions 

(CC)

Performance 
Measurement & 

Quality Improvement 
(QI)
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There are six concepts in the PCMH program. Each concept includes specific requirements, or what we call “criteria”, that practices need to meet to achieve recognition. 

The concepts are arranged as a blueprint and serve to lay the groundwork for success as a PCMH. The first two concepts, TC and KM, I would consider to be the foundational concepts for the practice to be successful in population health management. The practice needs to have established roles of its care team members to ensure that the right processes are in place and are being conducted by the right staff members. The practice also needs to know the patient population that its serving – that information underpins the ability to be successful in population health management. The other standards focus on providing patients with appropriate access, care management, and care coordination which all build from the understanding of that population health information. If a practice doesn’t have a sense of the patients it serves, it can’t focus its efforts on areas most crucial to its specific population. Patient populations vary so widely that there is no one-size fits all approach to any of these areas, and the practice’s understanding of its patients is the key to success. Last, but certainly not least, is quality improvement, which is inherent in all NCQA programs. This concept builds into the blueprint a point for the practice to review performance and ensure the population is being served and managed according to evidence and to the patients’ needs. 




PCSP Standards
Concepts

Team-Based Care 
and Practice 

Organization (TC)

Knowing and 
Managing Your 
Patients (KM)

Patient-Centered 
Access and 

Continuity (AC)

Plan and Manage 
Care (PM)

Coordinating Care 
and Care 

Transitions (CC)

Performance 
Measurement & 

Quality Improvement 
(QI)

Initial Referral 
Management 

(RM)
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Patient-Centered Care
Benefits

$265
Lower 
average 
annual total 
Medicare 
spend per 
beneficiary for 
patients in 
NCQA 
recognized 
practices

62%
of total lower 
spending per 
NCQA PCMH 
Medicare 
beneficiary was 
attributable to 
reductions in 
payments to 
acute care 
hospitals

Van Hasselt, M., McCall, N., Keyes, V., Wensky, S. G., & Smith, K. W. (2014). Total Cost of Care Lower among
Medicare Fee-for-Service Beneficiaries Receiving Care from Patient-Centered Medical Homes. Health Services
Research.

Presenter
Presentation Notes
As I mentioned, this transformation requires upfront investment which is challenging for practices to face; however, there are longer term rewards and benefits despite the upfront losses that come with the initial investment. A growing body of evidence shows that the medical home model of care is saving money by reducing hospital and emergency department visits, mitigating health disparities, and improving patient outcomes. 

One study looked at Medicare spending in NCQA recognized PCMH practices, and found that the total average spend per beneficiary was lower in NCQA-recognized practices. 62% of total lower spending was attributed to reductions in payments to acute care hospitals – so the goal of a PCMH, reducing hospitalizations and ED visits – keeping patient healthier and lowering costs, seems to be working. 

--
Another study found that ED use and hospitalizations were lower for adult patients treated within an NCQA-recognized PCMH. This helped lead to 15% lower costs for patients in a PCMH. 
--
DeVries, A, Chia-Hsuan W, Sridhar G, Hummel J, Breidbart S., Barron J. (2012) Impact of Medical Homes on
Quality Healthcare Utilization and Costs. The American Journal of Managed Care.
http://www.ajmc.com/publications/issue/2012/2012-9-vol18-n9/Impact-of-Medical-Homes-on-Quality-HealthcareUtilization-and-Costs#sthash.vuXFYJRA.dpuf
11% lower risk-adjusted use of ED
12% fewer hospitalizations
15% lower PMPM costs for patients in PCMH



17

Patient-Centered Care
Lowering total cost of care

$482.40
Lower per 
capita spending 
for patients in 
NCQA PCMH1

$5m
Annual savings 
for 100,000 
patients in NCQA 
PCMH pilot2

1 - Department of Vermont Health Access / Vermont Blueprint for Health
2 - Rosenthal MB, et al. (2016). A Difference-in-Difference Analysis of Changes in Quality, Utilization and Cost Following the Colorado Multi-Payer Patient-
Centered Medical Home Pilot. Journal of General Internal Medicine.

NCQA PCMHs lower costs through better chronic care management, preventive 
medicine, and coordination across care settings and transitions.

Presenter
Presentation Notes
Not only are savings being realized in Medicare, but other markets as well, and those savings are largely due to the infrastructure that the PCMH model provides for practices to establish standardized processes for care management, preventive care and care coordination to ensure patients get the right care at the right time and information circles back to the medical home. A study in Vermont found over $480 in savings for patients seen at an NCQA PCMH and another multi-payer pilot in Colorado found huge annual savings of $5 million.

--
A growing body of scientific evidence shows that the medical home model of care is saving money by 
reducing hospital and emergency department visits, mitigating health disparities, and improving patient outcomes. 

One study looked at Medicare spending in NCQA recognized PCMH practices, and found that the total average spend per beneficiary was lower in NCQA-recognized practices. 62% of total lower spending was attributed to reductions in payments to acute care hospitals – so the goal of a PCMH, reducing hospitalizations and ED visits – keeping patient healthier and lowering costs, seems to be working. 



Patient-Centered Care
Improving quality, reducing costly utilization 

4

39%

NCQA PCMH patients have high-quality disease management, better medication 
adherence, an emphasis on self-care and community support, and thus experience 
fewer acute incidents.

3 - Reiss-Brennan B, Brunisholz KD, Dredge C, et al. (2016). Association of Integrated Team-Based Care With Health Care Quality, Utilization, and Cost. JAMA.
4 - Lauffenburger JC, et al. (2017). Association Between Patient-Centered Medical Homes and Adherence to Chronic Disease Medications. Annals of Internal Medicine..
5 - DeVries, A, Chia-Hsuan W, Sridhar G, Hummel J, Breidbart S., Barron J. (2012) Impact of Medical Homes on Quality Healthcare Utilization and Costs. AJMC.

Higher rate of self-care 
planning & community 
support3

22%
Lower risk-adjusted 
use of ED services5

5%
Better performance 
on a 5-measure 
diabetes care bundle3

6.3%
Higher rate of optimal 
medication adherence4

Presenter
Presentation Notes
Other studies show improvement in rates of care planning, measure performance and medication adherence, as well as lower ED usage, which further serves to demonstrate how PCMH provides a framework for quality care. 

--
Study 5 - Another study found that ED use and hospitalizations were lower for adult patients treated within an NCQA-recognized PCMH. This helped lead to 15% lower costs for patients in a PCMH. 11% lower ED and 12% fewer hospitalizations.



Staff working in a 
PCMH experience: 
• Reduced emotional 

exhaustion6

• Lower staff burnout7
• Higher motivation, 

enthusiasm, 
morale8,9

19

Patient-Centered Care
Improving Staff Experience & Burnout

6 – Reid RJ, et al (2010). The Group Health Medical Home at Year Two: Cost Savings, Higher Patient Satisfaction, and Less Burnout For Providers. Health Affairs
7 – Nelson KM, et al (2014). Implementation of the Patient-Centered Medical Home in the Veterans Health Administration. JAMA Internal Medicine.
8 – Adewale V, et al (2015). Mixed-Method Patient-Centered Medical Home Evaluation: Outcomes of the Brown University Primary Care Transformation Initiative. 
Conference: North American Primary Care Research Group.
9 – Lewis SE, et al (2012). Patient-centered medical home characteristics and staff morale in safety net clinics. Arch Intern Med.

Presenter
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Here’s the link to the Group Health article and relevant text (free access): https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2010.0158 [similar article: https://www.dmhc.ca.gov/Portals/0/AbouttheDMHC/RCI/PromisingBestPractices/ajmc.pdf]
 
STAFF BURNOUT
Burnout was measured with the Maslach Burnout Inventory (MBI, health services version), 20 a standard tool that measures aspects of workplace stress. We used an online survey sent to all staff with care responsibilities at the prototype clinic and two control clinics at baseline, twelve months, and twenty-four months. Response rates for these cross-sectional surveys were 79 percent, 83 percent, and 71 percent, respectively. Although small staff numbers ( n=48 ) and response rates make firm conclusions difficult, we found large differences that were both statistically and clinically meaningful, despite similarity at baseline.
At twenty-four months, the mean emotional exhaustion scores for the prototype clinic medical home and control staff were 12.8 and 25.0, respectively ( p<0.01 , and therefore not likely to be due to chance), and the same scale depersonalization scores were 2.0 and 4.4, respectively ( p=0.03, also not likely to be due to chance). Differences in the third scale, personal accomplishment, were not statistically significant. We cannot rule out so-called Hawthorne effects—where people change behavior merely because they are being studied—or selection biases in the samples. However, these results suggest continued reductions in burnout seen at twelve months, particularly as gauged by emotional exhaustion.
 
A few citations that I was not initially aware of:
 
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1881931
Veterans Health Administration (2014)
 Fifty-three items were included in the PACT Implementation Progress Index (Pi2). Compared with the 87 clinics in the lowest decile of the Pi2, the 77 sites in the top decile exhibited significantly higher patient satisfaction (9.33 vs 7.53; P < .001), higher performance on 41 of 48 measures of clinical quality, lower staff burnout (Maslach Burnout Inventory emotional exhaustion subscale, 2.29 vs 2.80; P = .02), lower hospitalization rates for ambulatory care–sensitive conditions (4.42 vs 3.68 quarterly admissions for veterans 65 years or older per 1000 patients; P < .001), and lower emergency department use (188 vs 245 visits per 1000 patients; P < .001).
 
I don’t have access to the full-text of this case study from Brown University. 
https://www.researchgate.net/publication/283641877_Mixed-Method_Patient-Centered_Medical_Home_Evaluation_Outcomes_of_the_Brown_University_Primary_Care_Transformation_Initiative
Results: Significant practice transformation, as measured by willingness to change, teamwork, protocols/procedure revisions, and patient engagement, occurred in all 8 practices. Focus groups and interviews revealed high motivation and enthusiasm about PCMH, as well as considerable concerns about the extra work involved. Change culture drastically shifted from baseline to follow-up, particularly surrounding enthusiasm and willingness to change. The Maslach Burnout Inventory yielded no statistically significant trend across sites and patient satisfaction was unchanged. Improvements were noted in access and team-based care. Conclusion: Practices made several PMCH enhancements during the course of the intervention without significant deleterious effects to patients, staff, administration, or providers. The mixed-method evaluation appears to be comprehensive, feasible, and meaningful and can be utilized in other practice transformation efforts. �Mixed-Method Patient-Centered Medical Home Evaluation:.... Available from: https://www.researchgate.net/publication/283641877_Mixed-Method_Patient-Centered_Medical_Home_Evaluation_Outcomes_of_the_Brown_University_Primary_Care_Transformation_Initiative [accessed Apr 06 2018].
 
Safety-net practices
https://www.ncbi.nlm.nih.gov/pubmed/22232143
CONCLUSIONS:
Providers and staff who perceived more PCMH characteristics in their clinics were more likely to have higher morale, but the providers had less freedom from burnout. Among the PCMH subscales, the quality improvement subscale score particularly correlated with higher morale, greater job satisfaction, and freedom from burnout.



Get in touch
Tricia Barrett: barrett@ncqa.org

For more information on PCMH & 
PCSP: 

http://www.ncqa.org/programs/reco
gnition/practices/patient-centered-

medical-home-pcmh
https://www.ncqa.org/programs/hea
lth-care-providers-practices/patient-

centered-specialty-practice-
recognition-pcsp/

To access the PCMH Evidence 
Report: 

http://www.ncqa.org/programs/reco
gnition/practices/pcmh-evidence

For any other questions: 
https://my.ncqa.org/

mailto:barrett@ncqa.org
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh
https://www.ncqa.org/programs/health-care-providers-practices/patient-centered-specialty-practice-recognition-pcsp/
http://www.ncqa.org/programs/recognition/practices/pcmh-evidence
https://my.ncqa.org/
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