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PCMH STANDARDS

AZARA PCMH PREVALIDATION RESOURCES

PCMH CONCEPTS & DRVS TOOLS

2025 ANNUAL REPORTING

Agenda

WHAT’S NEW IN DRVS & QUESTIONS



NCQA PCMH 
Standards



”

The Patient Centered Medical Home

—American Academy of Pediatrics

A PCMH puts patients at the center of the health care 
system, and provides primary care that is accessible, 

continuous, comprehensive, family-centered, coordinated, 
compassionate, and culturally effective.



Concepts
Concept NCQA Goal

Team-Based Care and 

Practice Organization (TC)

• The practice provides continuity of care, communicates roles and responsibilities of the medical home to patients/families/caregivers, 

and organizes and trains staff to work to the top of their license and provide effective team-based care

• Examples: regular team huddles, documented staffing models and empanelment procedures 

Knowing and Managing 

Your Patients (KM)

• The practice captures and analyzes information about the patients and community it serves and uses the information to deliver 

evidence-based care that supports population needs and provision of culturally and linguistically appropriate services

• Examples: demographics reports, language assessments, connections with local community organizations

Patient Centered Access 

and Continuity (AC)

• The PCMH model expects continuity of care. Patients/families/caregivers have 24/7 access to clinical advice and appropriate care 

facilitated by their designated clinician/care team and supported by access to their medical record. The practice considers the needs 

and preferences of the patient population when establishing and updating standards for access

• Examples: performance reports on appointment availability, offers same day appointments, timely clinical advice by phone

Care Management and 

Support (CM)

• Practice identifies patient needs at the individual and population levels to effectively plan, manage, and coordinate patient care in 

partnership with patients/families/caregivers. Emphasis is placed on supporting patients at highest risk

• Examples: documented process to identify patients in need of care management (i.e. risk stratification), provides appropriate care plans 

to patient and family/caregiver

Care Coordination and 

Transitions (CC)

• Practice systematically tracks tests, referrals, and care transitions to achieve high quality care coordination, lower costs, improve 

patient safety, and ensure effective communication with specialists and other providers in the medical neighborhood

• Examples: Running reports to identify open referrals and missing lab results, documented processes around transitions of care such as 

sharing discharge reports

Performance Measurement 

and Quality Improvement 

(QI)

• Practice establishes a culture of data-driven performance improvement on clinical quality, efficiency, and patient experience, and 

engages staff and patients/families/caregivers in quality improvement activities

• Performance monitoring against shared goals and benchmarks for at least 5 clinical quality measures, collects survey data on patient 

experiences



PCMH Value 
Coordinated Care

Enhanced Access

Personalized Care

Prevention & Wellness

Improved Patient 
Engagement

Data Driven Care

Cost Efficiency 



PCMH & Value Based Care 

FOCUS ON 
OUTCOMES

QUALITY 
METRICS

COST 
REDUCTION

ALIGNMENT 
WITH PAYERS 



Azara PCMH 
Prevalidation 
and Resources



DRVS is Pre-validated for PCMH!
DRVS Module Full Credit Partial Credit Practice Support

Core DRVS

Core Criteria 5 4 8

Elective Criteria 1 2 13

Risk

Core Criteria 1 (CM 01)

Elective Criteria 1 (CM 03)

Referrals

Core Criteria 1 (CC 04)

Elective Criteria 1 (CC 06) 1 (CC 11)

Transitions of Care

Core Criteria 1 (CC 14) 1 (CC16)

Elective Criteria

Payer Integration

Core Criteria 1 (QI 02)

Elective Criteria



Azara’s Resources

• Azara NCQA PCMH Prevalidation Content Details 

• Azara NCQA PCMH Prevalidation Summaries (1 Page Summary)

• Azara NCQA PCMH Prevalidation Resources (1 Page Description of 

Resources)

Available in the Help section of DRVS 





DRVS Alignment with PCMH

PCMH 

Concepts

Care 

Coordination 

& Transitions 

(CC)

Team Based 

Care 

& Practice 

Coordination 

(TC)

Knowing and 

Managing 

Your Patients 

(KM)

Patient 

Centered 

Access and 

Continuity 

(AC)

Care 

Management 

and Support 

(CM)

Performance 

Measurement & 

Quality 

Improvement 

(QI)

Quality 

Measures

Patient Visit 

Planning

Registries, 

Dashboards, 

Filters

Referrals, 

Labs, 

Measures

Filters + Risk 

Stratification

Filters, 

Registries, 

Dashboards



PCMH Scorecard



PCMH Concepts & 
DRVS Tools
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Team-Based Care & Practice Organization

NCQA Concept

“The practice provides continuity of care; communicates its roles and responsibilities to patients/ 

families/caregivers; and organizes and trains staff to work to the top of their license to provide patient-

centered care as part of the medical home.”

Competency A: The practice commits to transforming the practice into a sustainable patient-centered 

practice. Care team members have the knowledge and training necessary to perform their roles, which 

are defined by the practice’s organizational structure 

Competency B: Communication among staff is organized to ensure that patient care is coordinated, 

safe and effective. 

Competency C: The practice defines and communicates its role and the patient’s role in the medical 

home model of care. 



Team-Based Care & Practice Organization
The Goal: Designate Staff Responsibilities

RACI Chart – 

PCMH
Provider MA Support

Care 

Manager
Quality

Scheduling 

Patients
I I R A

Taking A1c of 

DM Patients
A R I C

Prescribing 

Statin
R I I

Outreach to 

close gaps
I C R A

Responsible

Accountable

Consulted

Informed



Team-Based Care & Practice Organization

DRVS Support

Demo Data
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Knowing & Managing Your Patients

NCQA Concept

Competency A: Collecting Patient Info 

Competency B: Practice Diversity

Competency C: Addressing Patient Needs

Competency D: Medication Management

Competency E: Evidenced-Based Care

Competency F: Connecting with Community 

Resources 

Competency G: Additional Patient Collaboration

“The practice captures and analyzes information about the patients and community it serves and uses 

the information to deliver evidence-based care that supports population needs and provision of 

culturally and linguistically appropriate services.”
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Knowing & Managing Your Patients

The Goal: Identification & Follow up

Screen Identify Outreach Care
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Knowing & Managing Your Patients

DRVS Tools

Screen Identify Outreach Care



Patient-Centered Access & Continuity 

NCQA Concept

“The PCMH model expects continuity of care. Patients/families/caregivers have 24/7 access to clinical 

advice and appropriate care facilitated by their designated clinician/care team and supported by 

access to their medical record. The practice considers the needs and preferences of the patient 

population when establishing and updating standards for access.”

Competency A: Patient Access to Practice. The practice enhances patient access by providing 

appointments and clinical advice based on patients’ needs. 

Competency B: Empanelment and Access to the Medical Record. Practices support continuity 

through empanelment and systematic access to the patient’s medical record. 



Patient-Centered Access & Continuity

The Goal: Accessible Services

When How Who



Patient-Centered Access & Continuity

DRVS Tools

When How Who

• Same Day & Walk 

In Appointments

• Appointments/Day 

Appointment times 

outside of standard 

business hours

• Telehealth 

appointments

• In person visits

• Panel Assignment 

& Size

• Provider Continuity

Stratified by factors like age, race, ethnicity, language, or SDOH



Care Management & Support

NCQA CONCEPT

“The practice identifies patient needs at the individual and population levels to effectively 

plan, manage and coordinate patient care in partnership with 

patients/families/caregivers. Emphasis is placed on supporting patients at highest risk.”

Competency A: The practice systematically identifies patients who may benefit from care 

management. 

Competency B: For patients identified for care management, the practice consistently 

uses patient information and collaborates with patients/families/caregivers to develop a 

care plan that addresses barriers and incorporates patient preferences and lifestyle goals 

documented in the patient’s chart. CM 04 (Core) Person-Centered Care Plans 



Care Management & Support

The Goal: Manage Key Populations



Care Management & Support 
DRVS Tools

Identification Management

Demo data



Care Coordination & Care Transitions

NCQA CONCEPT

“The practice systematically tracks tests, referrals and care transitions to achieve high 

quality care coordination, lower costs, improve patient safety and ensure effective 

communication with specialists and other providers in the medical neighborhood.”

Competency A: The practice effectively tracks and manages laboratory and imaging tests 

important for patient care and informs patients of the result. 

Competency B: The practice provides important information in referrals to specialists and 

tracks referrals until the report is received.

Competency C: The practice connects with health care facilities to support patient safety 

throughout care transitions. The practice receives and shares necessary patient treatment 

information to coordinate comprehensive patient care. 



Care Coordination & Care Transitions

The Goal: Streamlined Communication

Open 

Communication Patient Activation

Team-Based CareData 

Insights



Care Coordination & Care Transitions

DRVS Tools

• Open Lab Orders

• Referral Management Module

• Transitions of Care



Impact of PCMHs on High-Cost Patients
A STUDY

Privately insured patients continuously attributed to multipayer PCMHs had a 34% lower 
chance of remaining in the high-cost category compared to those in non-PCMH practices

PCMHs effectively reduce excessive spending among the costliest patients

The model has the potential to reshape national health expenditure patterns as it 
becomes more widely adopted

Previous research showed significant cost impacts for individuals with specific chronic 
conditions

This study extends those findings to patients with complex combinations of chronic 
conditions influenced by non-medical factors.

Impact of the Patient-Centered Medical Home on Consistently High-Cost Patients (ajmc.com)

https://www.ajmc.com/view/impact-of-the-patient-centered-medical-home-on-consistently-high-cost-patients


Annual Reporting 
with DRVS



Initial Recognition vs. Annual Reporting

STEP EARNING INITIAL RECOGNITION PCMH ANNUAL REPORTING

Number of requirements Meet 40 core criteria. Earn 25 credits 

in elective criteria across 5 of 6 

program concepts.

Attest to current PCMH Standards 

and Guidelines.

Reports on 11 requirements.

What NCQA wants to 

see

Present evidence of implementation 

through documented processes, data, 

reports, screenshots, patient records, 

examples.

Answer questions about how your 

practice is maintaining PCMH 

activities associated with each 

concept. When applicable, provide 

reports.

The reporting process Upload evidence (e.g. policies and 

procedures) in QPASS. Demonstrate 

meeting other requirements via 

screen-sharing.

Checklist or data entry in QPASS

Minimal documentation upload.

The document review 

process

Three virtual reviews. No virtual review (unless selected 

for audit).



2025 

Reporting

DRVS 

aligns/supports, 

but only need to 

attest

Reporting data 

found in DRVS



Prepare for Annual Reporting

Use the Content Details Spreadsheet located in the Help Section of DRVS to 

document and prepare for Annual Reporting



2025 Annual Reporting



AR-KM 1 | Comprehensive Health 
Assessment
PCMH Goal

Includes an examination of the patient’s 

social and behavioral influences in 

addition to a physical health assessment.

Evidence

Documented Process

AND

Evidence of Implementation

Considerations

Use alerts to identify who needs 

screening and measures/registries to 

track population/results.

DRVS Tools

• PVP & related alerts

• Measures

• Registries (e.g. Primary Care: Adult 

or custom)



AR-KM 2 – Diversity

Use the Group By option on the 

comparison chart to assess diversity in:

a) Race. 

b) Ethnicity. 

c) One other aspect of diversity.* 

d) Sexual orientation 

e) Gender identity

* One other aspect of diversity, which may include, but is not 

limited to, religion, occupation, geographic residence, 

pronouns, disability status, veteran status. Neither age nor 

gender are acceptable as a fifth aspect of diversity.



AR-CM 01 | Identifying Patients for Care Management

PCMH Goal

Considers the following when 

establishing a systematic process and 

criteria for identifying patients who 

may benefit from care management 

Evidence

Protocol for identifying patients for 

care management

OR

CM 03

Considerations

DRVS gets transfer credit for the 

protocol or practice support for Risk 

Stratification.

DRVS Tools

• Filters of patients diagnoses, SDOH, 

custom cohorts 

• Azara Risk Stratification



AR-CM 2 – Care Plans for Care Managed Patients | 1 
Use a stock registry as a template and 

add all columns based on identification 

criteria, i.e. depression, obesity, etc. 

Can also include Care Management 

Plan column 



AR-CC 2 | Post-Hospital/ED Visit Follow Up

PCMH Goal

The practice contacts 

patients/families/caregivers about 

follow-up care, if needed, within an 

appropriate period following a hospital 

admission or emergency department 

visit

Evidence

Upload evidence of implementation

Considerations

For practices with the TOC module, 

map EHR contact workflows 

DRVS Tools

• Care Plan data element

• Custom Registry



Mapping | Follow Up Phone Call

Must map structured data for follow-up phone call measures to work. To map, 

send a screenshot of where follow-up calls are recorded, as well as a patient 

example to Azara support.

Follow Up Call = Follow up phone call for an inpatient or emergency visit 

episode of care 

Examples of data that can be used includes:

• Visit type

• Specific template

• Other structured data to indicate type of call



AR-QI 1 & 2 – Clinical Quality & Resource 
Stewardship Measures

Create a copy of the PCMH Standard Measures 

scorecard (Reports > PCMH > PCMH Standard) 

and narrow it down to your focus measures



Envisioning the Future of PCMHs

Integration with Technology

Expansion of Value-Based Care Models

Focus on Social Drivers of Health

Interdisciplinary Teams

Patient Empowerment

Data-Driven Decision Making

Policy Support and Incentives

Emphasis on Mental Health

The_Future_of_PCMH-NCQA_White_Paper.pdf (johnahartford.org)

https://www.johnahartford.org/images/uploads/reports/The_Future_of_PCMH-NCQA_White_Paper.pdf
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Essential Elements

Data

Care Management & 

Coordination

Patient Engagement

Manage Cost & 

Utilization

Attribution

Health Equity

6 Essential Elements for

Value-Based 
Care Success

Close Care Gaps & 

Improve Quality

Risk Adjustment

& Stratification



What’s New in DRVS

46



Measure Administration

• Hide/Unhide measures from left-hand navigation & search bar

• Able to streamline view of measures to ensure that users at your practice can find relevant measures

• Admin > Measures

For more information, click here 

https://drvshelp.azarahealthcare.com/measure-analyzer$measure-administration-page


UDS+ Reporting with Azara

COHORT 1 & 2 ARE COMPLETED… WHAT’S NEXT?

Azara submitted CY23 UDS+ data for 129 health centers in Cohorts 1 and 2
Our focus is now on providing a seamless UDS+ submission experience for our users for CY24 reporting

HOW IS AZARA SUPPORTING CY24 UDS+ REPORTING?
• We offer UDS+ submission to our customers free of charge

• We currently meet the HRSA requirements for CY24 reporting

• Next year, authorized users can create and kick-off UDS+ 
submission in DRVS

• It is our intention to submit the Controlling High Blood Pressure 
(CMS165 v12) measure (this is the HRSA preferred / recommended 
measure to submit)

WHAT CAN YOU DO TO PREPARE FOR NEXT YEAR?

• Join our fall UDS webinar

• Consider our UDS Preparation Sessions

• Receive in-depth validation of select UDS measures and 
surface opportunities for workflow improvements

Released 

August 

2024



APO Updates:
Choose Campaigns to Send Each Day! | 1

Available for practices with the Azara Patient Outreach Module.

Released 

August 

2024
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APO Updates:
Choose Campaigns to Send Each Day! | 2

Available for practices with the Azara Patient Outreach Module.
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APO Updates:
Choose Campaigns to Send Each Day! | 3

Available for practices with the Azara Patient Outreach Module.

Released 

August 

2024
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Family Planning Measures:
Two New Measures Available!

*The Annual SINC Screening measure has also been added to the Family Planning Scorecard.

Annual Self-Identified Need 
for Contraception Screening

Contraceptive Services 
Encounter

Available for practices with the Family Planning Module.

M

E

A

S

U

R

E

Released 

August 

2024



Questions?

A picture containing drawing

Description automatically generated

@AzaraDRVS
A picture containing drawing

Description automatically generated

azara healthcare

https://twitter.com/azaraDRVS
https://www.linkedin.com/company/2338728/


Achieve, Celebrate, Engage!

ACE’d it? Share your DRVS success story and become an Azara ACE!

Show your organization has used DRVS to Achieve measurable 

results, Celebrate improvement in patient health outcomes, and 

effectively Engage care teams and/or patients. Stories should showcase 

how DRVS helped your organization overcome a challenge, the tools and 

solutions used to drive improvement and details of the successes that 

resulted from your initiatives. ACEs should be able to provide examples 

that quantify quality improvement, cost savings, operational efficiency or 

patient health improvement.

Benefits:

• Azara will help tell your story and provide a client-branded version for 

your use

• Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

• Win Azara swag!

Submit your success story by completing the form at this link.

ACE Program

CELEBRATE

https://forms.office.com/r/F8FzvA1khZ


Upcoming Webinars
Beyond the Basics: Azara Tools to Support Care Management and 

Coordination

Thursday, September 26, 2p ET

Register here 

Back to Basics: DRVS 101

Tuesday, October 1, 1p ET

Register here

Data-Driven Cancer Care: Using Evidence-Based Insights to Enhance 

Screening & Follow-Up

Thursday, October 3, 2p ET

Register here 

Back to Basics: Data Hygiene

Tuesday, October 8, 1p ET

Register here 

Making APO Work for You: Unlocking Creativity for Better Outcomes

Thursday, October 10, 2p ET

Register here 

UDS Empowered! – Preparing for 2024 UDS Submissions Using DRVS

Thursday, October 17, 2p ET

Register here

Back to Basics: Dashboards

Tuesday, October 22, 1p ET

Register here

Optimizing Patient Care: Exploring Empanelment Tools in DRVS

Thursday, October 24, 2p ET

Register here

Back to Basics: Population Health Tools

Tuesday, October 29, 1p ET

Register here

Hook, Line, & Sinker: How to Promote Provider Engagement Using 

DRVS

Thursday, October 31, 2p ET

Register here

https://us06web.zoom.us/webinar/register/WN__PNi6knKSMeHrVZJBYSOyA
https://us06web.zoom.us/webinar/register/WN_Brn68XzZSymLeg4W4cCd7Q
https://us06web.zoom.us/webinar/register/WN_nkt6IDfGSiGkPGfguB6gdQ
https://us06web.zoom.us/webinar/register/WN_DqW38GWkSY6QEjdvlY57kA
https://us06web.zoom.us/webinar/register/WN_qwKDmPrqTri8SzYhN-wp6A
https://us06web.zoom.us/webinar/register/WN_qwKDmPrqTri8SzYhN-wp6A
https://us06web.zoom.us/webinar/register/WN_hL4gYvPDRF6zJPMpRj1d7A
https://us06web.zoom.us/webinar/register/WN_BZAZn_DbTpOitTwn-ebIMw
https://us06web.zoom.us/webinar/register/WN_6s8Wp1v2QVmt8PNx6F-uoA
https://us06web.zoom.us/webinar/register/WN_etbT7g1fQ1KC_y03zYcwHA
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