
 

 

PCMH 2014 

Quality Measurement and Improvement 

Worksheet 
        

Purpose of the Quality Measurement and Improvement Worksheet 
To help practices organize the measures and quality improvement activities that are required in 

 PCMH 6D – Implement Continuous Quality Improvement, and  

 PCMH 6E – Demonstrate Continuous Quality Improvement 
 
Identify Measures for Quality Improvement 
From measures selected in PCMH 6A, PCMH 6B and PCMH 6C, as well as a disparity measure, the practice 
will identify areas for improvement. 
 
PCMH 6A – Measure Clinical Quality Performance 
At least annually, the practice measures or receives data on: 

 At least two immunization measures 

 At least two other preventive care measures 

 At least three chronic or acute care clinical measures 

 Performance data stratified for vulnerable populations (to assess disparities in care) 
 
Vulnerable populations are “those who are made vulnerable by their financial circumstances or place of 
residence, health, age, personal characteristics, functional or development status, ability to communicate 
effectively and presence of chronic illness or disability” (AHRQ) and include people with multiple co-
morbid conditions or who are at high risk for frequent hospitalization or ER visits. 
 
To assess disparity in care, compare the performance of the total patient population excluding the 
vulnerable population with performance of the vulnerable population.  If the vulnerable population 
received care at a lower rate, there is a disparity in care for the measure.  Actions taken to achieve 
performance goals may be the same for the total patient population, or may be targeted specifically to 
the vulnerable population to demonstrate improvement on the disparity in care identified. 
 
  



 

PCMH 6B – Measure Resource Use and Care Coordination 
At least annually, the practice measures or receives quantitative data on: 

 At least two measures related to care coordination 

 At least two utilization measures affecting health care costs 
 
Care coordination is the “deliberate organization of patient care activities between two or more 
participants (including the patient) involved in a patient’s care to facilitate the appropriate delivery of 
health care services.” (AHRQ) 
 
PCMH 6C – Measure Patient/Family Experience 
At least annually, the practice obtains feedback from patients/families/on their experiences with the 
practice and their care. 

 The practice conducts a survey (using any instrument) to evaluate patient/family experiences on 
at least three of the following categories: 

o Access 
o Communication 
o Coordination 
o Whole person care/self-management support 

 The practice obtains feedback on experiences of vulnerable patient groups 

 The practice obtains feedback from patients/families through qualitative means 
 
From the measures selected in PCMH 6A, PCMH 6B and PCMH 6C identify a total of six (6) measures for 
continuous quality improvement including: 
 

 Three clinical quality measures (from PCMH 6A) 

 One resource use and/or care coordination measure (from PCMH 6B) 

 One patient/family experience measure (from PCMH 6C) 

 One measure focused on vulnerable populations (does not need to be the same as that identified 
in PCMH 6A or PCMH 6C) 

 
Identify Baseline Performance Assessment 
Choose a starting measurement period (start and end date) and identify a baseline rate for each of the six 
measures. 
 
The baseline measurement period must be within 24 months prior to the survey tool submission if there 
is a re-measure period.  Otherwise, the measurement period must be within 12 months prior to survey 
tool submission. 
 
The performance rate must be a percentage or a number. 
 
  



 

Establish a Performance Goal 
Generate at least one performance goal for each of the six measures. 
 
The goal must be a percentage or number greater than (or showing improvement upon) the baseline 
performance assessment.  Simply stating that the practice intends to “improve” does not meet the 
objective. 
 
For multi-sites, organizational goals and actions may be identified for all practices however the re-
measurement and performance rates must be specific to each specific practice.  Each practice has its own 
baseline and its own performance results. 
 
Determine Actions for Achieving Performance Goals 
List at least one action for each identified measure to take toward meeting the performance goal. 
 
Include a start date of the activity; the action date must occur after the baseline performance assessment 
date.  More than one action may be listed but is not required. 
 
Re-Measure Performance 
Choose a re-measurement period and generate a new performance rate after action was taken to 
improve.   
 
The re-measurement date must occur after the date the action was implemented and must be within 12 
months period to submission of the survey tool.   
 
To receive credit for PCMH 6E – Factor 2 “Achieving improved performance on at least two clinical quality 
measures”, PCMH 6E – Factor 3 “Achieving improved performance on one utilization or care coordination 
measure” and PCMH 6E – Factor 4 “Achieving improved performance on at least one patient experience 
measure” the re-measurement rate must show improvement. 
 
Although it not necessary to achieve or exceed the performance goal, there must be improvement 
demonstrated from the baseline measurement. 
 
Assess Actions Taken 
In a brief description, outline how the practice showed improvement on measures. 
 
Describe the assessment of the actions implemented and correlate the link between actions taken and 
the resulting improvement in rate.  This applies to PCMH 6E – Factor 1 “Measure the effectiveness of the 
actions taken to improve the measures”. 
 
  



 

Example 
 
Following is an example, to demonstrate the type of information reported on the NCQA PCMH 2014 
Quality Measurement and Improvement Worksheet. 
 
Measure 1:  Breast Cancer Screening for Women Over 50 
 
(A clinical quality measure that was selected for measurement in PCMH 6A – Factor 2 “At least two other 
preventive care measures” – and – PCMH 6A – Factor 4 “Performance data stratified for vulnerable 
populations”) 
 
Reason:  Based on American Cancer Society recommendation, women ages 50 to 74 years should have at 
least one mammogram for breast cancer screening every two years. 
 
Baseline Start Date:     April 1, 2015 
Baseline End Date:     June 30, 2015 
Baseline Performance Rate (% or #): 72% 
Numeric Goal Rate (% or #):  85%  
 
Action: Care coordinator contacted each woman overdue for breast 

cancer screening to explain the importance of screening, and 
promote a screening “event” that was being held at the practice 
in collaboration with the local hospital’s mammography van. 

   
 The first three attempts to contact the patient was by phone, at 

different times of the day/evening.  If calls were not successful, 
an email (via the secure patient portal) message was sent or a 
letter was sent (if the patient did not have an active portal 
account) 

 
Date Action Initiated: Contact was initiated July 1, 2015 throughout the weeks 

preceding the screening “event” which was held Saturday, July 
25, 2015 

 
Additional Actions Taken: Alerts were placed on the charts of all women overdue for breast 

cancer screening, so providers/staff could remind patients.  The 
screening “event” was advertised in the local newspaper during 
the month of June and the first two weeks of July. 

 
Re-Measurement State Date:   September 1, 2015 
Re-Measurement End Date:   December 31, 2015 
Re-Measurement Performance Rate (% or #):   82% 
 
Assess Sections & Describe Improvement:  Since June, 2015 there has been an increase of 10% in the 
number of women ages 50 to 74 who received breast cancer screening.  Although this did not exceed the 
goal, it does represent a substantial improvement. 



 

 
 
Identify a Disparity in Care for a Vulnerable Population:  Breast Cancer Screening for Medicaid & 
managed Medicaid Women Over 50 
 
(A clinical quality measure that was selected for measurement in PCMH 6A – Factor 2 “At least two other 
preventive care measures” – and – PCMH 6A – Factor 4 “Performance data stratified for vulnerable 
populations”) 
 
Reason:  Based on American Cancer Society recommendation, women ages 50 to 74 years should have at 
least one mammogram for breast cancer screening every two years.  Practice data indicates the rate of 
women ages 50-74 years having Medicaid and managed Medicaid insurance had a substantially lower rate 
of mammogram screening (65%) than women ages 50-74 having commercial insurance (83%). 
 
Baseline Start Date:     April 1, 2015 
Baseline End Date:     June 30, 2015 
Baseline Performance Rate (% or #): 65% 
Numeric Goal Rate (% or #):  85%  
 
Action: Care coordinator contacted each woman overdue for breast 

cancer screening to explain the importance of screening, and 
promote a screening “event” that was being held at a community 
center in the city near lower-income housing. 

   
 The first three attempts to contact the patient was by phone, at 

different times of the day/evening.  If calls were not successful, 
an email (via the secure patient portal) message was sent or a 
letter was sent (if the patient did not have an active portal 
account) 

 
Date Action Initiated: Contact was initiated August 1, 2015 throughout the weeks 

preceding the screening “event” which was held Saturday, 
August 29, 2015 

 
Additional Actions Taken: Alerts were placed on the charts of all women overdue for breast 

cancer screening, so providers/staff could remind patients.  
Posters announcing the event were distributed to public 
assistance agencies (social services, WIC) and grocery 
stores/libraries in the neighborhood where the event will be 
located. 

 
Re-Measurement State Date:   September 1, 2015 
Re-Measurement End Date:   December 31, 2015 
Re-Measurement Performance Rate (% or #):   73% 
 
Assess Sections & Describe Improvement:  Since June, 2015 there has been an increase of 8% in the 
number of women ages 50 to 74 having Medicaid or managed Medicaid insurance who received breast 
cancer screening.  Although this did not exceed the goal, it does represent a substantial improvement. 


