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Care Coordination and Care Transitions (CC)
Competency
C

Competency
A

Competency
B

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.
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CC –
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.

Criteria

Criteria Description

Required Evidence

Crosswalk
to 2014

CC 14
(Core)

Identifying Unplanned Hospital and ED Visits:
Systematically identifies patients with unplanned hospital
admissions and emergency department visits.

Documented process
AND Report

5C1

CC 15
(Core)

Sharing Clinical Information: Shares clinical
information with admitting hospitals and emergency
departments.

Documented process
AND Evidence of
implementation

5C2

CC 16
(Core)

Post-Hospital/ED visit Follow-Up: Contacts
patients/families/caregivers for follow-up care, if needed,
within an appropriate period following a hospital
admission or emergency department visit.

Documented process
AND Evidence of followup

5C4
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CC –
Competency C
(continued)

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.

Criteria

Criteria Description

Required Evidence

Crosswalk
to 2014

CC 17 *
(1 Credit)

Acute Care After Hours Coordination: Systematic ability
to coordinate with acute care settings after office hours
through access to current patient information.

Documented process
AND Evidence of
implementation

No
equivalent

CC 18
(1 Credit)

Information Exchange during Hospitalization:
Exchanges patient information with the hospital during a
patient’s hospitalization.

Documented process
AND Evidence of
implementation

5C5

CC 19
(1 Credit)

Patient Discharge Summaries: Implements a process to
consistently obtain patient discharge summaries from the
hospital and other facilities.

Documented process
AND Evidence of
implementation

5C3
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CC –
Competency C
(continued)

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.

Criteria

Criteria Description

Required Evidence

Crosswalk to
2014

CC 20
(1 Credit)

Care Plan Collaboration for Practice Transitions:
Collaborates with the patient/family/caregiver to
develop/implement a written care plan for complex
patients transitioning into/out of the practice (e.g., from
pediatric care to adult care).

Evidence of
implementation

2A4

CC 21
(Maximum
3 Credits)

External Electronic Exchange of Information:
Demonstrates electronic exchange of information with
external entities, agencies and registries (may select 1 or
more):

Evidence of
implementation

5B7 & 5C7
(align with CC
21C);
6G7 (aligns with
CC 21B);
6G8-9 (align
with CC 21A)

A. Regional health information organization (RHIO)
or other Health information exchange source that
enhances ability to manage complex patients
B. Immunization registries or immunization
information systems
C. Summary of care record to other providers or
care facilities for care transitions
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CC 14 (Core) Identifying Unplanned Hospital and ED Visits:

Systematically identifies patients with unplanned hospital
admissions and emergency department visits.
• The practice should develop a process for monitoring unplanned
admissions and emergency department visits and states how often
monitoring takes place. The practice works with local hospitals, EDs
and health plans to identify patients with recent unplanned visits. The
practice provides a report with the proportion of local admissions and
ED visits (reported separately) to facilities where practices have an
established notification exchange mechanism.
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CC 15 (Core) Sharing Clinical Information
Shares clinical information with admitting hospitals and
emergency departments.
• The practice demonstrates timely sharing of information with
admitting hospitals and emergency departments. Shared information
supports continuity in patient care across settings. The practice
provides three examples of this exchange to meet the criteria.
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CC 16 (Core) Post-Hospital/ED visit Follow-Up
Contacts patients/families/caregivers for follow-up care, if needed,
within an appropriate period following a hospital admission or
emergency department visit.
• The practice contacts patients to evaluate their status after discharge from
an ED or hospital, and to make a follow-up appointment, if appropriate.
• The practice’s policies define the appropriate contact period in addition to
a log documenting systematic follow-up was completed. Contact includes
offering care to prevent worsening of a condition, clarify discharge
instructions and encouraging follow-up care, which may include, but is not
limited to, physician counseling, referrals to community resources and
disease or case management or self-management support programs.
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NOTE: NCQA will no
longer accept deidentified examples
uploaded into Q-PASS.
Any evidence of
implementation that
includes/included patient
information should be
shown during a virtual
check-in.
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CC 15 – Sample
Consulting Physician
Letter
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CC Competency C –
Sample Care Coordination
Workflow

12

NOTE: NCQA will no longer
accept de-identified
examples uploaded into QPASS. Any evidence of
implementation that
includes/included patient
information should be
shown during a virtual
check-in.
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Frequently Asked Questions
Do health plan hospitalization and ED visit data meet the
requirements of CC14?
A practice may use timely (provided at least weekly) health plan
data to identify patients if at least 75 percent of the patient
population is represented by the health plan. The practice may
use data from more than one health plan as long as the plans
collectively represent at least 75 percent of the practice
population.
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Frequently Asked Questions
Are practices required to show they can identify all patients
who have been admitted to the hospital and treated in the
ED? (CC14)
No, practices are not required to identify all patients admitted to
the hospital or ED, but they must have a process for identifying
patients admitted to target facilities used most often by their
population. In addition to a documented process, practices must
also submit a log or report demonstrating that patients were
identified.
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Frequently Asked Questions
If the clinic and hospital share EHR, how do you document
examples for CC-Competency C? CC 15
If the primary care practice shares an EHR with the hospital, the practice
should submit a documented process that describes how the hospital and ER
are able to access the patient data via the shared EHR. In addition to the
documented process, the practice could demonstrate de-identified examples
that show the ability of the hospital to view the patient's medical record.
Please note that the practice should also have a process in place for sharing
patient information in the case that a patient is admitted to an ER or a hospital
outside of the system.
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Frequently Asked Questions
Can you provide more clarification on the requirements of CC 15? We
are concerned about the requirements as it relates to our relationship
with local facilities.
The intent is to evaluate whether practices have a process in place to send patient
information from the practice to the admitting hospital or emergency department
when the practice is aware of an admission or on request. Keep in mind that a
practice does not need to have a process for every facility in the area. The practice
should focus on facilities most frequently used by the practice's patient population.
Also, we are not looking that this must done electronically. The practice provides its
documented process that staff follow to send information to the facility, as well as
three de-identified or demonstrated patient examples of the information sent to the
facility.
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Questions?
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http://chcleadership.com/pcmh-resources/
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http://store.ncqa.org/index.php/catalog/product/view/id/2776/s/2017-pcmhstandards-and-guidelines-epub/
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http://www.ncqa.org/programs/recognition/pra
ctices/patient-centered-medical-home-pcmh

http://www.ncqa.org/education-training/pcmh-pcsp/on-demand

New resource
from NCQA

Request Support
Your PCMH Support Team:
Caitlin Feller, Terry Laine, Sherrina Gibson
Online:
http://chcleadership.com/support/
Phone:
804-673-0166

