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HOUSEKEEPING
• Your lines are currently muted

• We’ll address questions at the end of the presentation

• You can ask a question in the following ways:

RAISE YOUR HAND FUNCTION - your line will be unmuted 
and you can ask the question verbally

QUESTIONS FUNCTION – type your question in the box and 
the facilitator will read it aloud

• This webinar is being recorded. A recording will be sent to you in a follow-up email.



Consider the following key changes for team-based care:

1. Describe how your practice carves out protected time for care teams 
to meet together to discuss team functioning, improvement efforts, 
other?

2. What is the process to orient/introduce new patients to your medical 
home practice?

3. How does your practice engage the patient/family/caregiver as a 
member of the care team?



Advancing Healthcare
Improving Health

2017 NCQA PCMH 
Standard 1: Team-Based Care 
and Practice Organization (TC)
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Webinar 2 Objectives

• Describe the relationship between the Change 
Concepts for Practice Transformation “Team-
Based Healing Relationships” and the NCQA 
PCMH recognition requirements for “Team-
Based Care (TC)”

• Identify current processes within your practice 
that align with the NCQA requirements
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Change Concepts for Practice Transformation
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Key Changes
• Establish and provide organizational support for 

care delivery teams accountable for the patient 
population/panel. 

• Link patients to a provider and care team so 
both patients and provider/care team recognize 
each other as partners in care. 

• Ensure that patients are able to see their 
provider 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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Team-Based 
Care and 
Practice 

Organization 
(TC)
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Standard 1 (TC) Questions

• Details about requirements for TC 01, can this 
be one person for multiple sites?  

• Details about what will work for documented 
process and evidence in general.

• Communication (TC 06) 
• Defining team roles and responsibility 

development (TC 02)
• TC 03 & TC 04 - need more training/guidance 
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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. 

• 3 Competencies
• 9 Criteria
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TC Criteria Requiring Documented 
Processes

TC 04 Elective-patient involvement in 
governance - New

TC 06 Core-staff structured communication –
Aligns with PCMH 2014 2D3 (huddles)

TC 07 Core-staff involvement in QI – Aligns 
with PCMH 2014 2D9

TC 09 Core-informs patients about the role of 
the medical home – Aligns with PCMH 2B
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Competency A

• The practice is committed to transforming into 
a sustainable medical home.  

• Members of the care team serve specific roles 
as defined by the practice's organizational 
structure and are equipped with the knowledge 
and training to perform those functions.



15

Competency A Criteria

• TC 01 (Core) PCMH 
Transformation Leads

• TC 02 (Core) Structure 
and Staff 
Responsibilities – Aligns 
with PCMH 2014 2D 1 
and 2

• TC 03 (Elective 1 
Credit) External PCMH 
Collaborations

• TC 04 (Elective 2 
Credits) 
Patient/Family/Care
giver Involvement in 
Governance 

• TC 05 (Elective 2 
Credits) Certified 
EHR System – Aligns 
with PCMH 2014 6G 
1 - 2 
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Competency A - TC 01 (Core) PCMH 
Transformation Leads - New

• Identifies the clinician lead and the 
transformation manager (the person leading 
the PCMH transformation). This may be the 
same person. 

• Evidence = details about the clinician lead and 
the PCMH manager; the practice provides 
details including the person’s                       
name, credentials, roles &
responsibilities.
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TC 01 Clarification

• Question:  Who can be the clinical lead?

• Answer:  For core criterion TC 01, the clinician lead of the medical home 
must be a clinician as defined in the PCMH Policies and Procedures, which 
includes clinicians with an unrestricted license as an MD, DO, APRN or PA; 
however, NCQA is not prescriptive regarding the staff member who can be 
designated as the PCMH manager. 
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Competency A -TC 02 (Core) Structure 
and Staff Responsibilities

• Provide an overview of practice staff; an 
outline of duties the staff are expected to 
execute as part of the medical home; and how 
the practice will support and train staff to 
complete these duties. 

• Evidence = Staff structure overview and 
description of staff roles, skills and 
responsibilities. Care team staff training 
program. Aligns with PCMH 2D1, 2, 5, 6, 7
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Competency A -TC 02 (Core) 
Organizational Structure – Examples
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Competency A -TC 03 (1 Credit) 
External PCMH Collaborations - New
• Demonstrates involvement in at least one 

state or federal initiative or participates in a 
health information exchange.

• Evidence = Description of involvement in 
external collaborative activity (e.g., CPC+, 
care management learning collaborative led by 
the state, two-way data exchange with a local 
health information exchange; population-
based care or learning collaborative).
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TC 03
• Question: If a practice has an MOU with specialty providers to send and 

receive e-consults, or an arrangement with a local hospital to share patient 
information through an HIE or other secure interface - does this meet the 
intent of TC03? 

• NCQA’s response:  For this criterion, the practice must demonstrate that it 
participates in an initiative that focuses on practice transformation and 
PCMH activities. The initiative must be external to practice, involve 
multiple practices, be ongoing (not a short term activity), cover multiple 
aspects of patient-centered care, and involve some level of collaboration 
between practices to share information. CPC+ is one example of this type 
of initiative because it focuses on implementation of multiple aspects of 
the PCMH model to improve patient care. TCPI participation meets the 
intent of TC 03, as long as PCMH recognition is a key component of this 
collaborative activity. We understand the TCPI initiatives vary from state to 
state as far as required activities. Please make sure to explain how 
practice leadership is involved.
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Competency A -TC 04 (2 Credits) 
Patient/Family/Caregiver Involved in 

Governance - New
• Patients/families/caregivers have 

a role in the practice’s 
governance structure or Board of 
Directors.  

• Organizing a patient and family 
advisory council (i.e., stakeholder 
committee). 

• Evidence = Documented process 
and evidence of implementation 
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TC 04

• Question:  Patient-Family-Caregiver Involvement in Governance.  
Would an FQHC Board which is 51% consumer meet this criteria?

• NCQA’s response:  TC 04 aims to have a practice engage with 
patients/families/caregivers to involve them in improving patient 
services and the care they receive at the practice, so an FQHC 
with 51% of the board composed of patients/families and/or 
consumers at that practice would meet this criteria, just be sure to 
explain their role. Please let us know if you have additional 
questions.



25

Competency A -TC 05 (2 Credits)
Certified EHR System – Aligns with 6G

• The practice enters the name and certification 
number of the electronic system(s) 
implemented in the practice. 

• Evidence = Certified EHR name.  Only 
systems that actively used should be entered. 
https://www.healthit.gov/providers-
professionals/security-risk-assessment

https://www.healthit.gov/providers-professionals/security-risk-assessment
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TC 05 Uses a Certified EHR

• Question:  Is there any requirement that a practice use the most 
current version of certified EHR, an older software version will 
"count" as long it is certified by the ONC? What about practices who 
are transitioning to a new EHR that has not been fully implemented 
i.e. all of the modules have not "gone live"-can they claim credit for 
this criteria, or must they wait for the system to be fully 
implemented? 

• NCQA’s response:  There is no requirement that you use the most 
recent version of a software available as long as it is current in 
meeting ONC security risk analyses and updates, as specified in TC 
05. To your second question - a practice must be using an EHR that 
has been fully implemented. 
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Competency B

• Communication among staff is organized to 
ensure patient care is coordinated, safe, and 
effective.
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Competency B Criteria

• TC 06 (Core) Individual Patient Care 
Meetings/Communication – Aligns with PCMH 
2014 2D3

• TC 07 (Core) Staff Involvement in Quality 
Improvement – Aligns with PCMH 2014 2D9

• TC 08 (2 Credits) Behavioral Health Care 
Manager - NEW



29

Competency B -TC 06 (Core)
Individual Patient Care Meetings

• The practice maintains a structured 
communication process, sharing information 
about patients, care needs, concerns for the 
day and other information that encourages 
efficient patient care and practice flow.
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Competency B -TC 06 (Core)
Individual Patient Care Meetings

• The process may include tasks or messages 
in the medical record, regular e-mail 
exchanges, or notes on the schedule about a 
patient and the roles of the clinician or team 
leader and others in the communication 
process.

• Evidence = Documented process and 
evidence of implementation. Aligns with 
PCMH 2014 2D3



31Source:  Turner House Children’s Clinic, 2015, used with permission.

Competency B Criteria -TC 06 (Core)
Structured Communication Process 

Evidence



32Source:  Turner House Children’s Clinic, 2015, used with permission.



33Source:  Turner House Children’s Clinic, 2015, used with permission.



34

Competency B -TC 07 (Core)
Involves Care Team in QI Activities

• The documented process for 
quality improvement activities 
includes a description of staff 
roles and staff involvement in 
the performance evaluation and 
improvement process.

• Evidence = Documented 
process and evidence of 
implementation. Aligns with 
PCMH 2014 2D9
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TC 07 Example

Source:  Turner House Children’s Clinic, 2015, used with permission.
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Competency B -TC 08 – New (2 Credits)
Behavioral Health Care Manager

UPDATED!

• The practice demonstrates that it is 
working to provide meaningful 
behavioral healthcare services to its 
patients by employing a care manager 
who is qualified to address patients’ 
behavioral health needs.

• Evidence = identifying the behavioral 
healthcare manager and providing their 
qualifications.
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Competency C
• The practice communicates and engages 

patients on expectations and their role in the 
medical home model of care.
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Competency C TC 09 (Core) – Medical 
Home Information

• The documented process 
includes providing 
patients/families/caregiver 
with information about the 
role and responsibilities of 
the medical home. 

• Aligns with PCMH 2014 
2B 1-5
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TC 09 – At a Minimum Includes 
Information On:

• After-hours access
• Scope of services 
• Evidence-based care
• Availability of 

education
• Self-management 

support
• Points of contact

• Evidence = 
Documented process 
and evidence of 
implementation
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Competency C TC 09 – Medical Home 
Information
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Competency C TC 09 – Medical Home 
Information
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NCQA Nuggets

• Evidence reviewed during virtual check-ins 
does not have to be uploaded to Q-PASS

• The Annual Reporting (AR) requirements 
have been updated for 2018 through 9/30/18.

• Version 2 of the 2017 standards published 
10/4/2017

• QPASS has been update twice               
since its inception with more                 to 
follow
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TC Weak Links – from 2011 to 2017 
Core Criteria

• How are you structured 
to provide regular 
training to the care team 
on PCMH topics 

• Describe your structured 
care team 
communication 
processes (huddle, 
email, direct messaging 
through EHR, other?) 

• How are care team 
members involved in QI?

• How are 
patients/caregivers 
informed of the role of the 
medical home? 
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Questions?
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Where Can I Learn More?

• Recognition Program - NCQA Q-
Pass

• NCQA seminars-and-webinars/live-
seminars-webinars

• Change Concepts - Team-Based 
Care

• What to Expect During a Virtual 
Review

• NCQA PCMH 2017 Getting Started 
Page

https://qpass.ncqa.org/Home/Welcome
http://www.ncqa.org/professional-development/seminars-and-webinars/live-seminars-webinars
http://www.safetynetmedicalhome.org/change-concepts/continuous-team-based-healing-relationships
https://www.google.com/search?q=Q-PASS&ie=utf-8&oe=utf-8%23q=Q-PASS+NCQA
http://www.ncqa.org/programs/recognition/practices/patient-centered-medical-home-pcmh/getting-recognized/get-started


Learning Objectives: 

-Identify data sources that provide information on your population, enabling your practice 
to tailor services specific to meet population health needs

-Evaluate methods to address cultural competency and diversity within your practice

-Consider ways to establish connections to community resources based on patients’ 
expressed top needs and concerns

Join us for the Series!

Knowing and Managing Your Patients (KM)
Wednesday, June 13, 12-1:15 PM

REGISTER HERE

https://attendee.gotowebinar.com/register/7143303136027066371


Upcoming WACMHC Trainings

Enhancing Workplace Dynamics through Managerial Skills Training
Teambuilding Through Inspiring | June 13 & 25

Foundations of Emotional Intelligence | June 14 & 26

APM: A Path to Innovative Care - An Oregon FQHC’s Experience
May 31 | 12:00 – 1:00pm 

REGISTER

Supporting Patients at Risk for Diabetes
June 6 | 12:00 – 1:00pm

REGISTER

Please complete the evaluation after the end of the session. 
Your feedback is appreciated!

Questions? Contact the WACMHC Practice Transformation Team at 
QualityImprove@wacmhc.org

https://conta.cc/2KqPX2z
https://conta.cc/2IlMh5K
https://conta.cc/2KthRLA
https://conta.cc/2IlMGoM
https://attendee.gotowebinar.com/register/8575445618379432194
https://attendee.gotowebinar.com/register/6503925029694411778
mailto:QualityImprove@wacmhc.org
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