
Team Based Care and 
Practice Organization

(TC- Competency A, B and C)

1

Caitlin Feller, MPP, PCMH CCE and Terry Laine, MS, PCMH CCE



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.
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TC –
Competency A
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Criteria Criteria Description Required Evidence Crosswalk to 

2014

TC 01* 

(Core)

Designates a clinician lead of the medical home 

and a staff person to manage the PCMH 

transformation and medical home activities.

Details about the clinician lead AND

Details about the PCMH manager

No equivalent

TC 02 

(Core)

Defines practice organizational structure and staff 

responsibilities/skills to support key PCMH 

functions.

Staff structure overview

AND Description of staff roles, skills 

and responsibilities

2D1-2;  2D4-8 

support TC02.

The practice is committed to transforming the practice 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 necessary to perform those functions.



TC –
Competency A
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Criteria Criteria Description Required Evidence Crosswalk  to 

2014

TC 03*

(1 Credit)

The practice is involved in external PCMH-oriented 

collaborative activities (e.g., federal/state initiatives, 

health information exchanges).

Description of involvement in external 

collaborative activity

No equivalent

TC 04*

(2 Credits)

Patients/families/caregivers are involved in the 

practice’s governance structure or on stakeholder 

committees.

Documented process

AND Evidence of implementation

No equivalent

TC 05 

(2 Credits)

The practice uses a certified electronic health record 

technology system (CEHRT).

Certified Electronic Health Records 

System (EHR) name

6G1, 6G2

The practice is committed to transforming the practice 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 necessary to perform those functions.

Note: TC 05 was revised 9.30.17



TC 01 (Core)

Designates a clinician lead of the medical home and a staff person to 
manage the PCMH transformation and medical home activities.

• The practice identifies the clinician lead and the transformation manager 
(the person leading the PCMH transformation). This may be the same 
person. The practice provides details including the person’s name, 
credentials and roles/responsibilities. 

• PCMH transformation is successful when there is support from a clinician 
lead. Their support sets the tone for how the practice will function as a 
medical home. The intent is to ensure that the practice has clinician and 
leadership support to implement the PCMH model and to acknowledge the 
role of staff in the practice’s everyday operations. 
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TC 02 (Core)

Defines practice organizational structure and staff 
responsibilities/skills to support key PCMH functions. 

• The practice provides 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. 

• Structured tasks and stated staff responsibilities enable a 
practice to ensure that staff are providing efficient medical care 
and have training for the skills necessary to support medical 
home functions. 
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TC 03 (1 Credit)

The practice is involved in external PCMH-oriented collaborative 
activities (e.g., federal/state initiatives, health information 
exchanges).

• The practice demonstrates involvement in at least one state or federal 
initiative (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) or 
participates in a health information exchange.

• The practice recognizes the value of participation in external 
collaboration and has the support of leadership to implement 
collaborative activities.
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TC 04 (2 Credits)

Patients/families/caregivers are involved in the practice’s 
governance structure or on stakeholder committees. 

• The practice demonstrates involvement by:
• Giving patients/families/caregivers a role in the practice’s governance structure 

or Board of Directors.

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

• At a minimum, the process specifies how patients/ families/caregivers 
are selected for participation, their role and frequency of meetings.

• Patients are more than consumers in their care, they are partners. 
Involving patients/families/caregivers in the practice’s governance can 
provide additional input to improve patient services and help engage 
patients in the care they receive from the practice.
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TC 05 (2 Credits)

Certified EHR System: The practice uses a certified electronic 

health record technology system (CEHRT). 

• The practice enters the name of the electronic system(s) 

implemented in the practice. Only systems the practice is actively 

using should be entered. 

• Use of an EHR can increase productivity, reduce paperwork and 

enable the practice to provide patient care more efficiently. 

• https://chpl.healthit.gov/#/search

9Note: TC 05 was revised 9.30.17

https://chpl.healthit.gov/#/search
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Frequently Asked Questions (TC-A)

Can an organizational chart be used as the only documentation 

provided? If not, can you please explain what exactly is needed for each? 

TC 02

If the organizational chart provides details about the care team member roles 

and responsibilities and how the care team members work together to deliver 

team-based care, it could be used. The intent of this criteria is to ensure that 

the practice has a structure and defined roles for practice staff to facilitate 

optimal, team-based, coordinated care and enable staff to work at the top of 

their licenses. 
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Tips and Tricks (TC 02)

• Include job descriptions/roles for all team members who are core to PCMH 

functions (e.g. anyone who is mentioned as completing a task or 

responsible for carrying out something in your documented processes)

• Define care team roles and how team based care is sustained

• These descriptions should include your definition of how you train, 

including frequency (annual, 90 day new hire, quarterly)
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TC –
Competency B

16

Criteria Criteria Description Required Evidence Crosswalk to 

2014

TC 06 

(Core)

Has regular patient care team meetings or a structured 

communication process focused on individual patient care.

Documented process

AND Evidence of 

implementation

2D3 

(The Practice 

Team)

TC 07 

(Core)

Involves care team staff in the practice’s performance 

evaluation and quality improvement activities.

Documented process

AND Evidence of 

implementation

2D9 

(The Practice 

Team)

TC 08*

(2 Credits) 

Has at least one care manager qualified to identify and 

coordinate behavioral health needs.

Identified behavioral 

healthcare manager

No equivalent

Communication among staff is organized to ensure 

that patient care is coordinated, safe and effective.

Note: TC 08 was revised 9.30.17



TC 06 (Core)

Has regular patient care team meetings or a structured 
communication process focused on individual patient care. 

• 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. 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. 

• Consistent care-team meetings (such as huddles) provide a forum 
for practice staff to communicate about upcoming appointments, 
patient needs and workflow updates. 
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TC 07 (Core)

Involves care team staff in the practice’s performance 

evaluation and quality improvement activities. 

• The documented process for quality improvement activities 

includes a description of staff roles and staff involvement in the 

performance evaluation and improvement process. 

• Improving quality outcomes involves all members of the practice 

staff and care team. Engaging the team to review and evaluate 

the practice’s performance is important to identifying 

opportunities for improvement and developing meaningful 

improvement activities. 
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TC 08 (2 Credits)

Has at least one care manager qualified to identify and 
coordinate behavioral health needs. 

• The practice identifies the behavioral healthcare manager and 
provides their qualifications.* The care manager has the training 
to support behavioral healthcare needs in the primary care office 
and coordinates referrals to specialty behavioral health services 
outside the practice. 

• 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. 
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*Note: TC 08 was revised 9.30.17  (removed requirement about having the training and licensure 

to provide psychotherapeutic treatment directly
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TC 06 –

Team 

Huddles 

Policy



22



23

TC 06 – Documentation Example (from 2014 1G2)
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TC 06– Example 

Huddle Sheet
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TC 07 – Sample Team 

Practice Performance 

Evaluation and Quality 

Improvement 

Documentation 



Tips and Tricks (TC 06)

• Documented process should include: 

• frequency

• participants 

• meeting content

• Examples demonstrating execution

• Not relevant for the entire practice, only care teams
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Frequently Asked Questions (TC-B)

I work with a clinic that generates a daily huddle sheet that includes all scheduled patients and 

information to include-information about items needing attention for diabetes, lipids, asthma, 

pap test, mammogram, colonoscopy, smoking, PHQ, etc. They currently print these out for 

review between provider and clinical staff. They are then signed off and scanned into a huddle 

sheet file. They now have 5 years of files scanned into their system. Do they need to keep these 

forever? Is there a better way to show that they are using the sheets?

For TC 06 NCQA will review the practice’s documented process for structured communication between 

clinician and other team members, which states the frequency of communication; and reviews at least 

three samples of meeting summaries, checklists, appointment notes or chart notes for evidence that the 

practice follows it’s process. 

Note: Samples must come from the dates within a year of recognition application. For example, if 

application date is May 23, 2017, you should select samples from May 23, 2016 to May 23, 2017. It is 

suggested that you keep documentation for the time period used for recognition - as well as new 

documentation created during recognition period. Using the previous example, that would mean you 

should save May 2016-May 2017 and any new documentation for the recent period May 2017-May 

2020.
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Frequently Asked Questions (TC-B)

Are practices required to have daily, structured meetings with the 
entire care team? Is the clinician required to attend? TC 06

Practices are required to engage in frequent communication to discuss care 
for patients scheduled for a visit on that day or, if the meeting is held in the 
afternoon, on the next day.

Note: The meeting is not to discuss practice transformation activities or 
vacation schedules. This requirement can be satisfied by scheduled team 
meetings or scheduled electronic team communication that all members of 
the practice care team, including clinicians, attend.

There must be regular communication between team members who work 
together to provide care for a group of patients. Practices are required to 
provide a documented process and at least three examples of meeting 
materials (e.g., meeting summaries, checklists, appointment notes).
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