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Introduction to the PCMH-A

The PCMH-A is intended to help your practice understand the current level of “medical homeness” and identify opportunities for 
improvement. The PCMH-A can also help your practice track progress toward practice transformation when it is completed at 
regular intervals.

The PCMH-A was developed by the MacColl Center for Health Care Innovation at the Kaiser Permanente Washington Health 
Research Institute and Qualis Health for the Safety Net Medical Home Initiative (SNMHI). The PCMH-A was extensively tested by 
65 practices that participated in the SNMHI, including federally qualified health centres, residency practices, and other settings, 
and is in use in a number of regional and national initiatives. The PCMH-A was originally published in the Journal of Health 
Services Research.

Before you begin

Identify a multidisciplinary group of practice staff 

We strongly recommend that the PCMH-A be completed by a multidisciplinary group (e.g. GPs, Practice Nurses, Practice 
Manager, other operations and administrative staff) in order to capture the perspectives of individuals with different roles 
within the practice to get the best understanding of “the way things really work”. We recommend that everyone complete the 
assessment individually, then meet to discuss the results, produce a consensus version, and develop an action plan for priority 
improvement areas. We discourage practices from completing the PCMH-A individually and then averaging the scores to get 
a consensus score without having first discussed the results as a group. The discussion can help identify opportunities and 
priorities for Patient Centred Medical Home (PCMH) transformation.

Have each practice location in your organisation complete an assessment 

If your organisation has multiple locations, each practice should complete a separate PCMH-A. Practice transformation, even 
when directed and supported by practice leaders, happens differently at the practice level. Practice leaders can compare 
PCMH-A scores and use this information to share knowledge and cross-pollinate improvement ideas.

Consider where your practice is on the PCMH journey

Answer each question as honestly and accurately as possible. There is no advantage to over-estimating item scores and doing 
so may make it harder for real progress to be apparent when the PCMH-A is repeated in the future. It is fairly typical for teams 
to begin the PCMH journey with average scores below ‘5’ for some or all areas of the PCMH-A. It is also common for teams 
to initially believe they are providing more patient-centred care than they actually are. Over time, as your understanding of 
patient-centred care increases and you continue to implement effective practice changes, you should see your PCMH-A scores 
increase.

https://onlinelibrary.wiley.com/doi/full/10.1111/1475-6773.12111
https://onlinelibrary.wiley.com/doi/full/10.1111/1475-6773.12111
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Directions for completing the assessment

1. Before you begin, please ensure you have completed and submitted Parts 1 - 3.

2. Please review the guidelines shown at the beginning of Part 4.

3. This is an interactive document and is intended for digital use. For each row, click the value that best describes the level of 
care that currently exists in your practice. The rows in this form present key aspects of patient-centred care. Each aspect is 
divided into levels (A through to D) showing various stages in development toward a PCMH. The levels are represented by 
points that range from 1 to 12. The higher point values within a level indicate that the actions described in that box are more 
fully implemented.

4. Review your subscale and overall score at the end of the document. The subscale and overall scores are automatically 
calculated based on the responses selected. Using the scores to guide you, discuss opportunities for improvement.

5. Save your results by clicking the ‘save’ button at the end of the form. To clear your results, and retake the assessment, click 
on the ‘clear’ button at the end of the form.

6. Once you have completed the assessment click ‘Submit your scoring summary to WentWest’.

Understanding the PCMH-A scores

The PCMH-A includes 36 items across eight sections with each scored on a 1 to 12-point scale. 

Scores are divided into four levels, A through to D. The overall score is the average of the eight subscale or Change Concept 
scores. 

For each of the items, Level D scores reflect absent or minimal implementation of the key change addressed by the item. Scores 
in Level C suggest that the first stage of implementing a key change may be in place, but that important fundamental changes 
are yet to be made. Level B scores are typically seen when the basic elements of the key change have been implemented, 
although the practice still has significant opportunities to make progress with regard to one or more important aspects of the 
key change. Item scores in the Level A range are present when most or all of the critical aspects of the key change addressed by 
the item are well established in the practice. 

Average scores for each Change Concept, and for all 36 items in the PCMH-A, can also be categorised as Level A to D with 
similar interpretations. That is, even if a few item scores are particularly low or particularly high, on balance, practices with 
average scores in the Level D range are yet to implement many of the fundamental key changes needed to be a PCMH, while 
those with average scores in the Level A range have achieved considerable success in implementing the key design features of 
the PCMH as described by the Change Concepts for Practice Transformation.
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Items Level D Level C Level B Level A
13. Patients are 
encouraged to 
see their 
primary GP and 
care team

…only at the 
patient’s request.

…by the care team, but 
is not a priority in 
appointment 
scheduling.

…by the care team and is 
a priority in appointment 
scheduling, but patients 
commonly see other GPs 
because of limited 
availability or other 
issues.

…by the care team, is a priority 
in appointment scheduling, and 
patients usually see their own 
primary GP or care team.

14. Non-GP care 
team members

…play a limited role 
in providing clinical 
care.

…are primarily tasked 
with managing patient 
flow and triage.

…provide some clinical 
services such as 
assessment or self-
management support.

…perform key clinical service 
roles that match their abilities 
and credentials.

15. The practice …does not have an 
organised approach 
to identify or meet 
the training needs 
for GPs and other 
staff.

…routinely assesses 
training needs and 
ensures that staff are 
appropriately trained 
for their roles and 
responsibilities.

…routinely assesses 
training needs, ensures 
that staff are 
appropriately trained for 
their roles and 
responsibilities, and 
provides some cross 
training to permit staffing 
flexibility.

…routinely assesses training 
needs, ensures that staff are 
appropriately trained for their 
roles and responsibilities, and 
provides cross training to 
ensure that patient needs are 
consistently met.

Part 4: Team Based Care

These Change Concept guidelines have been designed to help practices meet the Team Based Care key design features:

• Establish and provide practice support for care delivery teams accountable for the patient population

• Link patients to a primary GP and care team so both patients and the primary GP/care team recognise each other as partners 
in care

• Ensure that patients are able to see their primary GP or care team whenever possible

• Define roles and distribute tasks among care team members to reflect the skills, abilities, and credentials of team members
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Comments

This document has been adapted for use in Australia by WentWest as the Western Sydney Primary Health Network (WSPHN) 
with permission from the following sources:

• Safety Net Medical Home Initiative

• The Patient-Centred Medical Home Assessment Version 4.0.

• The MacColl Center for Health Care Innovation at Kaiser Permanente Washington Health Research Institute and Qualis 
Health; Seattle, WA. September 2014.

Email pcmh@wentwest.com.au for more information on PCMH.
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