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• Principles of care coordination in relation to different models of 
integrated care

• Key care coordination activities and core competencies

• Methods for measuring care coordination and associated outcomes

• Issues and opportunities related to how care coordination is 
financed in both Fee For Service and alternative payment models

Key topics to be addressed include:



Why is this important?



Case Study
Behavioral Health

Care Fragmentation

4-year-old Hispanic boy with developmental 
delay, initial visit for well child care



Triple Aim

• Improving the patient experience of care 

• Improving the health of populations

• Reducing the per capita cost of health 
care

Source: Institute for Healthcare Improvement. [http://www.ihi.org]. 2014  



One Family’s Care Map

www.childrenshospital.org/care-mapping

http://www.childrenshospital.org/care-mapping


National Statistics
Societal Impact
• 30% of American health care spend is ineffective, inefficient, harmful, or inappropriate 

care

Family Impact*
Nearly 1 in 5 CSHCN have health conditions which have caused financial problems for 
the family.
Daily activities are greatly impacted for the nearly half of CSHCN with emotional, 
behavioral, or developmental problems.
One-quarter of all CSHCN have families who cut back or stopped working due to their 
child’s health needs. 
Nearly a quarter of CSHCN have families who spend 5+ hours per week providing and/or 
coordinating their child’s health care.

Multi-disciplinary, team-based care* 
Nearly 1 in 3 CSHCN experience some emotional, behavioral, or developmental health 
problems in addition to other health conditions. 
Co-morbidity of health conditions is common—29.1% of CSHCN have 3 or more 
conditions asked about in the survey. 
*Data Resource Center for Child & Adolescent Health, a project of the Child and Adolescent Health Measurement Initiative, http://cshcndata.org



Principles of care coordination 
in relation to different models

of integrated care



IN OTHER WORDS… 
MEDICAL HOME IS NECESSARY BUT NOT 

SUFFICIENT.

Medical Homes 
will not be successful in achieving optimal value unless there is 
integration of care across the continuum, from the perspective 
of the patient and family.



Care Coordination 

Integrated Care 
seamless provision of health care services, from the perspective of the patient 

and family, across 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  

Care Coordination is the set of activities in “the space between”- Visits, 
Providers, Hospital Stays

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.



A Core Element of Integration:  
Care Coordination

Pediatric care coordination is a patient- and family
centered, assessment-driven, team-based activity
designed to meet the needs of children and youth while
enhancing the care giving capabilities of families. 

Care coordination addresses interrelated medical,
social, developmental, behavioral, educational, and
financial needs in order to achieve optimal health and
wellness outcomes.
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Source:
MAKING CARE COORDINATION A CRITICAL COMPONENT OF THE PEDIATRIC HEALTH SYSTEM: 
A MULTIDISCIPLINARY FRAMEWORK
Antonelli, McAllister, and Popp, The Commonwealth Fund, May 2009



A Qualitative Study of Families with Children Seeing Multiple 
Health Care Providers

Aims were to:

• Gather experiences of parents/guardians with 
Children and Youth with Special Health Care 
Needs (CYSHCN)

• Explore and define how families who have 
children with multiple care providers perceive care 
integration and assess how well their child’s care 
is integrated

Funded by Lucile Packard Foundation for Children’s Health



Parent-reported “integrated 
care” domains 

Funded by Lucile Packard Foundation for Children’s Health



Results of study
• The majority of families reported that they don’t perceive their 

child’s care to be as integrated as they would like it to be.

• Families described the role of the integrator as a central point 
of contact for a child, his/her family and his/her care providers.

• Based on our operational definition of integrator, families report 
that the PCP does not always play the role of the integrator. 

• Different models work for different families.

Funded by Lucile Packard Foundation for Children’s Health



Family Experience
of CC Supporting Behavioral Health Needs



Family Experience
of CC Supporting Behavioral Health Needs



Family Experience of CC Supporting BH Needs
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What has helped you, past or present, in gaining 
knowledge and understanding about your child's 
Mental Health needs?



PPAL/BCH Study

7.8% 7.2%

7.2%

9.2%

14.4%

86.3%

7.8%

7.8% 4.6% 4.6%

Who is primarily responsible for that 
communication/coordination of your child 
mental health needs? 

Family Physician/Primary
Care Provider
Psychiatrist

Psychologist

School

Counselor/Therapist

Parent



Building a System that Supports Care Coordination for this 
Population Across the Continuum of Care

• Measures of “Complexity”
o Medical
o Care Coordination

• Psychosocial and socioeconomic
• Proactively Identify patients and families
• Define locus of accountability for CC

o Subspecialists
o PCP’s
o Community Health Workers
o Others

• Information available on as needed basis to all care providers
• Team-based care
• Multidisciplinary, dynamic care plan– follows the patient
• Transparency to patients and families



Costs Across Population Reflect 
Prevalence, and Service Needs/Utilization
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Distribution of Pediatric Medical Expense
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Healthy, 
Preventive

Chronic

Complex

Matching Services to Complexity

Children with complex needs

--Neurodevelopmental, neuro-cognitive, 
etc.)

--Behavioral/Psychiatric
--Hematology/ Oncology

• Sickle cell
• Hemophilia
• Malignancy

--Technology dependence

Children with chronic conditions

--Behavioral (ADHD, depression, 
anxiety, PTSD) 

--Asthma
--Diabetes
--Obesity



Specialist or PCP comfortable with high-risk patients as 
the medical home. Patient's specialists highly connected 

and identified patient coordinator supports the patient 
and/or family. 

Healthy, 
Preventive

Chronic

Complex

The Evolving Medical Home model

PCP as the medical home and specialist 
visits as needed. Most care coordination 
is conducted by the patient and/or family. 

PCP as the medical home + the 
patient’s specialists. PCP care team 
support care coordination with the 

patient and/or family.







Strategic Approach to Care Integration

• Care Coordination is the set of activities which occurs in “the 
space between”

– Visits, Providers, Hospital stays

• Care Coordination is Necessary but not Sufficient to Achieve 
Integration

• Only way to succeed is to engage all stakeholders– including 
patients and families– as participants and partners



Why Integrated BH Care?

• Need is great
– 20% of all youth have diagnosable psychiatric disorders
– 10% of all youth have functionally impairing psychiatric disorders
– 5% of all youth have severe and persistent psychiatric disorders

• Problems are interwoven
– Psychological factors affect physical conditions (diabetes, asthma, pain, 

inflammatory bowel, epilepsy) and vice versa
• Treatment gap is enormous

– Specialty mental health sector has capacity to treat only 20% of youth with 
psychiatric disorders

– Up to 80% of youth with psychiatric disorders receive mental health care in 
primary care 

– 30% of pediatric visits are for mental health treatment (mainly medication 
management); another 30-60% of visits include some mention of mental health 
need

– On average, 9 years elapse between first symptoms and definitive 
diagnosis/treatment

Courtesy Heather Walter, MD



Team Roles and Structure:
One Model

Courtesy 
Heather Walter, MD



Key care coordination activities 
and core competencies for 

practices



Pediatric Care Coordination Curriculum
funded by U.S. Maternal and Child Health Bureau 

CC Curriculum Foundational Principles 
– 80/ 20 Rule:  80% of CC is core activities and functions 

• 20% is specific and must be developed “organically”, reflecting 
Assets, vulnerabilities 

• Culture, language 
• Sociodemographics
• Geography 

– CC training necessary for families, nurses, social workers, trainees, 
community health workers, MD’s

– Currently being implemented at Boston Children’s Hospital and in 
greater Boston Community.

– Can be found at: http://www.childrenshospital.org/care-coordination-
curriculum



Key Elements Sample Measures

1) Needs assessment, continuing 
CC engagement

2) Care planning and coordination

3) Facilitating care transitions

4) Connecting with community 
resources/schools

5) Transitioning to adult care

CC Framework Key Elements

Use of a structured care coordination needs assessment 
tool/process

Family engagement in co-creation and implementation of 
care plan

“Closing the loop”: timely communication after referral visit 
(to PCP/family/others)

t1
Ask family: did you get what you wanted?

Care team members can access, update plan

Measure bundles, adaptations (HEDIS, CTM-P, CAHPS-PCMH/PICS, ABCD)

Link to family partner/family-run org/peers
Referral connections made
Bi-directional communication of results

Acquisition of self-management skills
ID adult providers with capacity, expertise

t2

http://www.masschildhealthquality.org/
http://www.masschildhealthquality.org/


As of April 1, 2015



Benefits to developing community:

– Sharing Resources

– Not “re-inventing the wheel”

– Learning from others difficulties and 
successes

– Potential for collaboration



The mission of the center is to support the promotion, implementation and evaluation 

of care coordination activities and measures in child health across the United States 

Some activities of the National Center for Care Coordination Technical Assistance 
involve collaboration with the National Center for Medical Home Implementation in the 
American Academy of Pediatrics, and is supported in part by a contract with National 
Center for Medical Home Implementation, a cooperative agreement (U43MC09134) 

with the Maternal and Child Health Bureau, Health Resources and Services 
Administration of the U.S. Department of Health and Human Services.

National Center for Care Coordination Technical Assistance 

Contact Hannah Rosenberg, Manager for National Center for Care Coordination Technical Assistance, to 
learn more: hannah.rosenberg@childrens.harvard.edu or 617 919 3627.

mailto:Hannah.rosenberg@childrens.harvard.edu




CC Strengths/Needs Assessment Tool Domains 
MA Child Healthcare Quality Coalition Template and Accompanying resources 

http://www.masschildhealthquality.org/work/care-coordination/

Medical Referrals needed, medications, blood/lab tests, functional status, self-
care, DME, managing special health problems (sleep, growth/nutrition, 
etc), oral health, transition to adult care if >14

Behavioral Help managing behavioral issues, meeting child’s emotional needs, 
behavioral issues/risky behaviors as barriers to care
Connect to resources for support: need an IEP eval?  in-home 
therapy? after school support? 

Social Making/keeping friends, family support network/caregiver needs, 
family issues (siblings, divorce, etc.), parenting groups/recreational 
programs/other community resources

Educational Learning/school performance, IEP/504/ADA/Individual Health Plans, 
educational advocates/lawyers

Other Financial (insurance, income assistance), housing and food 
assistance, independent living, child care/transportation/other 
assistance programs, legal (guardianship, wills/trusts, immigration) 

http://www.masschildhealthquality.org/work/care-coordination/




Implications for Accountability

• Measure at all Levels of the System
• Transparency of Performance
• Incentives Supporting Activities in “Space 

Between”
– Education of work force
– Support for those activities
– Support for measurement



Issues and opportunities related to 
how care coordination is financed

Fee-for-Service (FFS)

FFS plus per member per month(pmpm) allowance

Global Budget

Caveats:

Know TRUE costs of care

Document CC activities and outcomes

Affordable Care Act:  Opportunities in Accountable 
Arrangements



Take Home Points
I. Medical Home is an essential component of high performing system, but it needs

o Financing
o Work force development
o Resources which align with integrated care structures (i.e., subspecialties)

• Technology
• Collaborative Care Models

II. Integration is Essential for Success– evidence exists

III. Care Coordination is Necessary but not Sufficient to Achieve Integration

III. CC is the set of activities which occurs in “the space between”
o Visits, Providers, Hospital stays, Agency contacts

IV. Only way to succeed is to engage all stakeholders– including patients 
and families– as participants and partners



Care Coordination Curriculum: [http://www.childrenshospital.org/care-
coordination-curriculum]

Care Coordination Measurement Tool:  
[http://www.childrenshospital.org/care-coordination-curriculum/care-
coordination-measurement]

Care Mapping: [http://www.childrenshospital.org/care-coordination-
curriculum/care-mapping]

Web Links

http://www.childrenshospital.org/care-coordination-curriculum
http://www.childrenshospital.org/care-coordination-curriculum/care-coordination-measurement
http://www.childrenshospital.org/care-coordination-curriculum/care-mapping
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Useful Websites

• http://www.medicalhomeinfo.org American Academy of Pediatrics 
hosted site that provides many useful tools and resources for families 
and  providers

• http://www.medicalhomeimprovement.org tools for assessing and 
improving quality of care delivery, including the Medical Home Index, 
and Medical Home Family Index

• MA Child Health Quality Coalition    
http://www.mhqp.org/collaboration/chqc.asp?nav=063700

http://www.medicalhomeinfo.org/
http://www.medicalhomeimprovement.org/
http://www.mhqp.org/collaboration/chqc.asp?nav=063700



