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• Launched yesterday 1/14
• 3 groups: State Team Leads, Care Coordinators, Title V Staff
• Email Libbi at lethier@bu.edu if you want to join 

Affinity Groups

• Launching later this month
• Two Topics: Family Engagement and Care 

Coordination/Shared Plan of Care
Google Groups

• Congrats to Rhonda Cady (MN), Elizabeth Castro (MA), and 
all of Teams MA and MN for being accepted to the Children’s 
Hospital Association Quality and Safety conference!

Getting the Word 
Out!

• Round 1 family and staff survey data due today, 1/15
• Qualitative interviews happening in February and MarchEvaluation

Project Updates

CMC CoIIN Webinar 
7.12.19
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The Wild Wild West: “Marrying” the SPoC and Care Coordination

Clinical care

Q of L F W-B SPoC

CC

Integrated Family 
Centered Care?

PFCMH

CC SPoC

SPoC
• Have all parts of checklist?

CC
• Who is CC and what are they 

coordinating? Checklist?

PFCMH
• Built to spec?

CC SPoC PFCMH
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Coleman Chaos view of what care needs to be coordinated… and how!  
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Medical Home & Care Coordination
Soup and Sandwich 🎵

▪ ~ 2000  Care Coordination – how to do?  
▪ Not just why; not just what; but how?
▪ What do you want a Shared Plan of Care to do/reflect?

▪ LPFCH “Achieving a Shared Plan of Care” Report, addresses the how

▪ (Spirit) Relational work - forging trusting partnership with families to work 
on shared goals (People) 
▪ Practiced behaviors /approaches – e.g. regular team structured contacts, communication 

(Process) 
▪ Creating/using a co-produced plan of care (process)  - which reflects trusting rapport, shared 

knowledge, goals, strategies and timeline.

Jeanne W. McAllister, 2020



Boston University Slideshow Title Goes Here

Jeanne W. McAllister, 2020

A SPoC serves in a supporting role as a tool resulting from 
people and processes:

•[People] Core people/teamwork - partner with families 
•[Process] 

• Using clear process to foster trusting rapport 
• Co-produce a plan of care, use it
• Learn together what works (or does not) 
(how is context specific - open ended interviews, pre-visit contacts, 
conversations ~  what matters to families &/or what concerns the 
clinical team; care conference approaches, other -intake/assessment 
conversations). 
• Listen, share back what you are hearing…check accuracy
• Captured in a supportive tool (SPoC) … [Tools/technology]

People, Process & Tools (/technology)
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▪ Does the SPoC tool help  “script”, or guide, care coordination activities 
going forward? 

▪ Does the SPoC reflect what matters to the family; what the shared 
aims/goals/work is – including the  “what, how, who, by when”? 

▪ Are you making joint progress around set priorities?  
▪ (e.g. Goal Met? In progress?  Dropped or on hold?)   

▪ Are you (families/team) learning and building new skills?
▪ ID resources, networks, and what it takes to do what it takes? 
▪ How lessons help the broader population 
▪ How the work/process addresses – family engagement, multidisciplinary team-based care, 

provider vitality, QI, population health, etc.  
▪ Double, triple, quadruple etc. product!

Jeanne W. McAllister, 2020

Reflective Qs: 
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⇥ PDSA

Jeanne W. McAllister, 2020

THINGS THAT MATTER DO TAKE TIME 
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Team Indiana’s Shared Plan of Care
De-Identified Shared Plan of Care: 

https://cmccoiin.box.com/s/n3xrv98gwz15hc81stl8fbqqlbzqmqzj

Blank Shared Plan of Care: 
https://cmccoiin.box.com/s/a2dkr163hnvrmk2j6799tp2hw32sa5p0

Intake Visit Care Coordinator Cue Card: 
https://cmccoiin.box.com/s/7s5m7rhzx2jb8e9kcqfhl1y3nqelfulb

Family Intake Form: 
https://cmccoiin.box.com/s/1br2kbhji23q7wrg5284tu1oliozjy6c

https://cmccoiin.box.com/s/n3xrv98gwz15hc81stl8fbqqlbzqmqzj
https://cmccoiin.box.com/s/a2dkr163hnvrmk2j6799tp2hw32sa5p0
https://cmccoiin.box.com/s/7s5m7rhzx2jb8e9kcqfhl1y3nqelfulb
https://cmccoiin.box.com/s/1br2kbhji23q7wrg5284tu1oliozjy6c
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Wisconsin SPoC User’s Guide

https://cmccoiin.box.com/s/v2jmn7mzbzndaffvgk8spsw0kfg9e4i2

▪ Rolled out SPoC in 2017 
▪ “Deliverable” for our payment mechanism

▪ Multiple PDSA cycles for our SPoC
▪ Cross-system collaboration and sharing
▪ Sate of WI Title V program grants focused on SPoC

▪ Interprofessional team identified need for “user’s guide” for 
families

▪ Created and revised over the course of a year

https://cmccoiin.box.com/s/v2jmn7mzbzndaffvgk8spsw0kfg9e4i2
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tekhnologic

Texas IndianaSPIN

State Team Care 
Coordination and 
Shared Plan of 
Care Share Out
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implementing SPoC? 

What information and resources do you 
need to best address these challenges?

Overview of Shared Plan of Care

CMC CoIIN Webinar 
7.12.19
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you want to test? 
• Always consider if you should 

test on a small scale before wide 
scale implementation. 

• Remember, tests should be 
quick! (They should help you 
implement faster with more 
success)

• Don’t be afraid to run multiple 
tests in parallel. 

• Plan to hold brief 5-10 minute 
huddles during active testing to 
capture lessons learned and 
decide on next steps. 

Keep Your PDSAs Rolling!



Measuring and Improving Care Coordination:
Pediatric Care Coordination Curriculum 2nd Edition as a  
Tool to Support Implementation

Jessica Beliveau, MPH, Manager
Richard Antonelli, MD, MS, Medical Director

National Center for Care Coordination
Technical Assistance (NCCCTA)

CMC CoIIN Webinar– January 15, 2020



The National Center for Care Coordination Technical Assistance is  
supported through a sub-contract with the National Resource Center for  
Patient/Family-Centered Medical Home (NRC-PFCMH).

The National Resource Center for Patient/Family-Centered Medical  
Home is supported by the Health Resources and Services  
Administration (HRSA) of the U.S. Department of Health and Human  
Services (HHS) as part of an award totaling $4,100,000 with no funding  
from nongovernmental sources. The information or content are those of  
the author(s) and do not necessarily represent the official views of, nor  
an endorsement, by HRSA, HHS or the U.S. Government.

Acknowledgement



Objectives
1. Review tools, measures, and resources provided by the  

National Center for Care Coordination TechnicalAssistance;  
all of which are contained in the USMCHB funded Pediatric  
Care Coordination Curriculum, 2nd Edition

2. Learn about applications of this work in partner sites across  
the United States



Measure What Matters - Domains of Integrated Care

Align with Quadruple Aim– Better Health, Better Care, Less Cost Per Capita

• Person, Patient, Family, Caregiver Experience
• Care Coordination

• Closing the Loop
• High Quality Handoffs
• Care Tracking
• Care Planning

• Utilization and Financial Outcomes
• Admissions, readmissions, Emergency Dept utilization

• Provider Experience

Care
Integration

Improved  
family  

experience

Improved  
quality

Reduction
of cost

Improved
Provider
Experience

1Institute for Healthcare Improvement. [http://www.ihi.org]. 2014
2AAP Policy Statement: Patient- and Family-Centered Care Coordination: A Framework for Integrating Care For Children and Youth Across Multiple Systems.
Pediatrics. May 2014.

http://www.ihi.org/


Building Interprofessional Capacity to Perform and to Measure CC



Care Planning– The Process is Essential
• SPoC
• Action Grid



Action Grid
• Used to identify goalsand  

actions, and to delegate  
tasks and timelines tothe  
most appropriate care  
team members

• Helps patients and families  
to have a better  
understanding of  
expectations, next steps,  
and “big-picture” view of  
how their care is  
coordinated



Pediatric Integrated Care Survey (PICS):  
Care Planning Domain

1. In the past 12 months, how often have your child’s care team members
talked with you about specific goals for your child’s health care?

2. In the past 12 months, has a member of your child’s care  team 
documented these goals in the form of a written care  plan?

3. Did you and/or your family members contribute to the content  of this written 
care plan?

4. In the past 12 months, was this written care plan easily  accessible 
to you?

5. Was this care plan written in a way that you could easily  
understand?

6. In the past 12 months, has someone on your child’scare  team 
regularly updated this written care plan to reflect  changes and
progress?

Family Experiences with Coordination of Care (FECC):
Protocols/Plans Domain

1. Child has shared care plan.

2. Child has written transition plan.

3. Child has emergency care plan.

Source: AHRQ FECC MeasureSet

Measurement

https://www.ahrq.gov/sites/default/files/wysiwyg/policymakers/chipra/factsheets/chipra_15-p002-ef.pdf


Pediatric Integrated Care Survey (PICS)
Family Reported Experience of Care Integration

Validated assessment of experience  
of integration for medical, behavioral,  
social, educational, and family  
support

Five Core Domains

– Access to Care

– Communication with Care  
Team

– Family Impact

– Care Goal Creation/
Planning

– Team Functioning/Quality



BCH Spina Bifida Clinic: Implementation



Care Coordination Tracking and Planning
Care Coordination Measurement Tool (CCMT)

• Captures Value of CC activities – For Both QI and  
Business Planning

– Supports efforts of all disciplines doing CC
• Nursing, Social Work, other staff involved in care  

coordination

– Identify gaps and redundancies in care



BCH Spina Bifida Clinic: CCMT Implementation
courtesy of Rebecca Sherlock, RN, NP, BCH Department of Urology, Spina Bifida Center



BCH Spina Bifida Clinic: CCMT Implementation
courtesy of Rebecca Sherlock, RN, NP, BCH Department of Urology, Spina Bifida Center



BCH Spina Bifida Clinic: CCMT Implementation
courtesy of Rebecca Sherlock, RN, NP, BCH Department of Urology, Spina Bifida Center



Spread: Spina Bifida Association of America
Five Spina Bifida subspecialty clinics have adapted and implemented  
key NCCCTA tools to measure care coordination and improving care  
integration.

The tools include:
• Pediatric Integrated Care Survey (PICS)
• Care Coordination Measurement Tool (PICS)
• Pediatric Care Coordination Curriculum, 2nd Edition

Data collection is underway; SBAA planning to roll out another wave of  
NCCCTA tool adopters in subspecialty Spina Bifida clinics.



National Center for Care Coordination
Technical Assistance (NCCCTA) Tools and Resources

Pediatric Care Coordination Curriculum, 2nd Edition (PCCC)  

Care Coordination Measurement Tool (CCMT)

Pediatric Integrated Care Survey (PICS)

Action Grid

High-Quality Handoff

http://www.childrenshospital.org/integrated-care-program

http://www.childrenshospital.org/integrated-care-program


Questions?
Thoughts?

Reactions?

Thank you!

Jessica Beliveau, MPH
Manager, National Center for Care Coordination Technical Assistance:  
jessica.beliveau@childrens.harvard.edu

mailto:jessica.beliveau@childrens.harvard.edu
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Next Steps 

Reach out with any further questions!

Submit survey data by today 1/15 

Stay tuned for how to engage via Google Groups

Wrap Up & Next Steps
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Evaluation 
https://www.surveymonkey.com/r/WGKJB8G

Wrap Up & Next Steps

https://www.surveymonkey.com/r/WGKJB8G



