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Please contact Hannah Rosenberg, Manager, NCCCTA, for more information.
v Email: hannah.rosenberg@childrens.harvard.edu 
v Telephone: 617/919.3627

The mission of the National Center for Care Coordination 
Technical Assistance is to support the promotion, 
implementation and evaluation of care coordination activities 
and measures in child health across the United States.
The National Center for Care Coordination Technical Assistance is working in partnership with the National 
Center for Medical Home Implementation (NCMHI) in the American Academy of Pediatrics. The NCMHI is 
supported by the Health Resources and Services Administration (HRSA) of the United States Department of 
Health and Human Services (Grant number U43MC09134).



By the end of this webinar, the audience will be able to do the following: 

• Discuss the framework for care coordination and the key tenets of 
same

• State key tools to support care coordination capacity building and 
measurement

• Review practical strategies for implementing an integrated approach 
to care management

• Describe strategies for incorporating tools and measures into current 
practices with the EHDI population



There are gaps in coordination between the 
following:

§ Primary Care Providers/clinicians
§ Other health care providers
§ Audiologists
§ EHDI/Title V programs
§ Early Intervention (EI) programs



• National Data 
Ø64.9% screened positive who were 

enrolled in Early Intervention
(2014 Data, CDC https://www.cdc.gov/ncbddd/hearingloss/2014-data/2014_EI_Summary_Web_3.pdf)

• Families experience gaps in care 
between multiple different providers

• Gaps can be measured and remediated



Care coordination is the set of 
activities in “the space between” 

visits, providers, hospital stays, and 
procedures

Turchi RM, Antonelli RC et al. Patient- and Family-Centered Care Coordination: A Framework for Integrating 
Care For Children and Youth Across  Multiple Systems. Pediatrics. May 2014.



Integrated Care 
Integrated care is the seamless provision 

of health care services, from the 
perspective of the patient and family, 

across the entire care continuum. 
It results from coordinating the efforts of 
all providers, irrespective of institutional, 

departmental, or community-based 
organizational boundaries. 

Antonelli, Care Integration for Children with Special Health Needs: Improving Outcomes and Managing Costs.  
National Governors Association Center for Best Practices, 2012  



Integrated Care Framework

Ziniel SI, Rosenberg HN, Bach AM, Singer SJ, Antonelli RC. Validation of a Parent-Reported Experience Measure of 
Integrated Care. Pediatrics. 2016;138(6).



Systematize 
handoffs between 

care team members 
and family

Co-create and 
implement care plan 
(include care team 

members and family) 

Collect care 
coordination activities 
and outcomes data to 
inform QI and prepare 
for value based care

Collect family 
experience to 

assess gaps, use 
data to inform 
interventions

Promote 
interdisciplinary 
team functioning 
through training



Give
families 
tools 

to partner with
child’s care team

members

Set expectations by sharing family 
experience survey, strengths and 
needs assessment, care mapping 

and planning tools 

Include families as part of care redesign 
(experience survey, include in advisory group)





• Family experience measure of care integration, considered outcome 
measure

• Used to conduct quality measurement to inform improvement work 
in the space of pediatric care integration

• PICS tool consists of the following:
• Nineteen (19) validated experience questions + health care 

status/utilization and demographic questions
• Supplementary and topic-specific modules
• Spanish version is available 



• Assess family experience of medical service delivery, behavioral health, 
education, linkage to community organizations

• Assess the family experience of integration across the entire care team  
or specific to an entity







http://www.masschildhealthquality.org/wp-content/uploads/2015/02/1.-CHQC-CC-Needs-Assessment-Tool-
Recommendations-HIGH-LEVEL.pdf
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What 
elements of 
these tools 
might work 

for you?



Care Coordination Measurement 
Tool (CCMT) 

• Best way to improve coordination is to measure it

• Intended to be adapted to reflect activities and 
outcomes of teams in diverse settings

• Tool can be implemented in different ways depending 
on goal of collecting dataà for every encounter, once 
a week every quarter, etc

• Paper version or web-based versions have been used 
in past

• Is in AHRQ Atlas, core tool can be found on BCH 
website: http://www.childrenshospital.org/care-coordination-
curriculum/care-coordination-measurement





• Building team-based model of care coordination (CC)
• Pediatric Care Coordination Curriculum

§ 80/ 20 Rule: 80% of CC is core activities and functions 
o 20% is specific and must be developed “organically”, reflecting 

Assets, vulnerabilities, culture, language, socio demographics, 
geography 

§ CC training necessary for EHDI families, nurses, social workers, 
trainees, community health workers, physicians and other pediatric 
clinicians

§ 2nd Edition published in late 2017 

Care Coordination Curriculum Antonelli, Browning, Hackett-Hunter, McAllister, Risko; Lind.  Boston Children’s Hospital; funded 
thru Family Voices/MCHB HRSA grant. 2012.  www.childrenshospital.org/care-coordination-curriculum
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By 1 month….
• Results are shared with state EHDI program 

• PCP should ask about hearing screening results and speak with the 
family about those results 

• PCP talks with parent about the importance of follow-up and assists 
with the referral to audiology (and other specialists as needed)

• PCP establishes a follow up procedure to ensure that appointments 
are kept



By 3 months….
• Family completes the hearing re-screen or attends the diagnostic 

evaluation (depending on state resources)

• Once audiologist determines the level of hearing, results are reported 
to EHDI so next steps can be taken. (This is where the development 
of a “Shared Plan of Care” begins.) 

• Team is identified and works toward 1-3-6 Goals. (This includes 
connection with Hands & Voices or other family support program.)

• Family meets again with PCP to discuss next steps for care (eg, early 
intervention, communication and hearing technology options, parent  
and family support, and impact)



By 6 months….
• Family follows up with Early Intervention (EI) services and child 

is enrolled for the appropriate services

• PCP is notified of services and continues to monitor care as 
outlined by the Shared Plan of Care
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Questions and Discussion


