



(Modified)* Medical Home Care Coordination Measurement Tool©

	Date
	Patient Name
	Time Spent (Minutes)
	Focus1
	Care Coordination

Activities2
	Outcome(s)3
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	CODING

	1Focus of Encounter   

1. Clinical / Medical Management

2. Developmental / Behavioral

3. Educational / School

4. Growth / Nutrition

5. Legal / Judicial

6. Referral Management

7. Social Services (ie. housing, food, clothing, ins., trans.)

*Adapted with permission for the UPMC RWJ High Value Healthcare for Kids Project 9/3/13-DM
	2Care Coordination Activities

(choose all that apply)

1.  Care Plan Development

1a.  Chart Review

1b.  Meet with pediatrician

1c.  Emergency Plan
1d.  Case Summary
1e.  Goals and Plans

1f.  Health Trak sign up and education

1g. Reconcile Discrepancies (understanding health literacy, poor communication)
2.  Communications with members of the health care team. 

1a.  Written: forms, referrals, reports, correspondence 

1b.  Oral (meetings, case conferences, etc)

1c.  Meetings with pediatrician

1d.  Meetings with family/patient (care planning, education, other) 

3.  Consumer Directed Account activities

4.  Other (non-patient-specific activity) (e.g., trainings etc)


	3Outcome(s)

1.  As a result of this care coordination activity, the following was PREVENTED (choose ONLY ONE, if applicable):

     1a.  ER visit

     1b.  Subspecialist visit

     1c.  Hospitalization

     1d. Visit to Pediatric Office/Clinic

     1e.  Lab / X-ray

     1f.  Specialized Therapies (PT, OT, etc)

2.  As a result of this care coordination activity, the following OCCURRED  (choose all that apply):

     2a.  Advised family/patient on home management

     2b.  Referral to ER

     2c.  Referral to subspecialist

     2d.  Referral for hospitalization

     2e.  Referral for pediatric sick office visit

     2f.  Referral to lab / X-ray

     2g.  Referral to community agency

     2h.  Referral to Specialized Therapies    

     2i.   Ordered Rx, equipment, diapers, taxi, etc.

     2j.   Reconciled discrepancies (including missing data, miscommunications,  compliance issues)

     2k.  Reviewed labs, specialist reports, IEP’s, etc.

     2l.   Advocacy for family/patient

     2m.  Met family’s immediate needs, questions, concerns

     2n.  Unmet needs (PLEASE SPECIFY)

     2o.  Not Applicable / Don’t Know     

     2p.  Outcome Pending



Office name______________	                                      Care Coordinator name__________________                                   Date______________
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