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1. NTOCC Presentation 
2. HEDIS Spotlight
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Spotlight
4. Questions 
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Just a reminder…Visit CountyCare Care Coordination Website 
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Meeting the Need of the Industry
• Founded on 2006
• Address the issues of poor transitions of care that 

negatively impact seniors 
• Convene experts and apply evidence based clinical 

practice guidelines
• Mobilize resources to optimize appropriate coordination 

across all channels & care states
• Develop resources for the industry at no cost plus ensure 

they are available to all providers, patients and their 
family caregivers



NTOCC Becomes a Coalition 2007



Diverse Organizations and Professionals Advise and 
Support NTOCC

These groups represent over 200,000 health care professionals, 11,000 employers 
and 30,000,000 consumers throughout the United States.

http://www.jointcommission.org/
http://www.ashp.org/
http://www.ascp.com/
http://www.ache.org/
http://www.amda.com/index.cfm
http://www.aahsa.org/default.asp
http://www.ihi.org/ihi


NTOCC’s Mission & Vision 

Mission
NTOCC’s mission is to increase awareness about transitions of care 
among healthcare professionals, government leaders, patients and 
caregivers and to improve the quality of care, achieve safe and cost 
effective patient and family centric transitions and enhance clinical 

outcomes

Vision
The NTOCC Vision is to achieve optimal transitions of care across the 

healthcare industry in collaboration with patients and families



NTOCC Priorities

Ensuring Focus on Transitions of Care & Care 
Coordination Improvement 

• Acute Care Readmissions
• Post-Acute Care 
• Behavioral Health 
• Chronic Care Management
• Opioid Abuse & Misuse 



Critical 
Business 
Issues ? 

Health Care Needed A Transformation 

Access to Care Options (24x7)

Collaborative Team Practice 

Whole Person Care Approach

Technology Advancements

Premium Increases, MLRs and 
Provider Payment 

Transitions of Care Facilitation

Inconsistent Approaches

Fragmentation & Silo’s of Care
Growing Cost of Chronic Care

Regulatory/Gov’t Imperatives

Gaps

Needs

“To provide health care services 
and support to all consumers 
including health prevention, 
care coordination, and 
appropriate resource utilization.  
To promote quality of care to 
improve quality of life for our 
citizens.  A commitment to  
processes that focus on 
education, consumer advocacy, 
clinical optimization of 
resources, patient safety, and 
technology to achieve superior 
clinical and financial outcomes 
with positive member and 
provider satisfaction”

Optimum Health

The Vision 
The Current Process Is Not Working  



Health Care Policy Brings Innovation, Creativity, & 
Opportunity

New Models of Healthcare                              
Delivery and Reimbursement

Patient-Centered Medical Home (PCMH) Primary Care Practices

Accountable Care Organizations (ACOs)

Integrated Health Delivery Systems

Population Health Management 

Outcomes-Based Reimbursement With Shared Risk

Value Based Purchasing of Health Care Services

Comprehensive Primary Care 



Processes to promote evidence-based 
medicine, patient engagement, and care 
coordination, including:

•Patient-centered philosophy and operations
•Coordinated and integrated care
•Use of evidence-informed medicine
•Use of health information technology for data 

sharing/reporting capabilities
•Continuous quality improvement processes

What These New Models Require



Population Health Conceptual Framework

http://www.populationhealthalliance.org/research/understanding-population-health.html
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http://www.populationhealthalliance.org/images/CCA_Content/population-health-framework.jpg


Moving Towards A Collaborative Care Model

Source:  Robert Wood Johnson Foundation (November 2011).  Implementing the IOM Future of Nursing Report—Part II:  The Potential of 
Interprofessional Collaborative Care to Improve Safety and Quality.  Accessed at www.rwjf.org/humancapital

http://www.rwjf.org/humancapital


Hospital readmissions within 30 days after discharge 
are estimated to account for more than $17 billion in 

avoidable Medicare expenditures. 
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https://www.lacunahealth.com/care-management



Financial Costs of Poor Transitions

17https://www.lacunahealth.com/care-management

New payment models – such as bundled payments and shared savings programs for 
Accountable Care Organizations – create financial incentives for providers to coordinate 
transitions and provide care in less intensive settings.



IMPACT – Standardization of Assessment 
Data
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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014/-IMPACT-Act-Standardized-Patient-
Assessment-Data-Elements.html



Transition Issues Dramatically Impact
Patients & Their Family Caregivers
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NTOCC’s Seven Essential 
Interventions Categories

Healthcare Providers Engagement

http://www.ntocc.org/Toolbox/browse/

Medications Management

Transition Planning

Patient and Family Engagement / Education

Information Transfer

Follow-Up Care

1
2
3
4
5
6

Shared Accountability across Providers and 
Organizations7

http://www.ntocc.org/Toolbox/browse/


Continuum of Care & Spectrum of 
Services 

Palliative Care

Hospice Doctor's
Office

Case/Disease  
Management 

Long Term
Acute
Hospital

Sub-acute
Rehab

Home Health
Skilled & LTC 

Specialist

Health & 
Wellness

Health Health

Enrollment

OP Therapies

Acute Hospitalization

Diagnostic
& 

Treatment
Center

Respite Care

How will you coordinate care beyond your service?

Community
Based Services 



Improving Care Coordination Means Improved 
Communication & Strong Team Collaboration 

No one Professional has the 
total responsibility for care 
coordination – it is a team effort 



Creating the Collaborative Clinical Team 

http://www.crystalgraphics.com/

Collaboration among 
physicians, pharmacist, 
nurses, case managers, 
social workers, allied 
health and supporting 

staff is critical to 
achieving the goals of the 

team, the organization 
and changing the way we 
deliver healthcare today 

http://www.crystalgraphics.com/


Role of the Professional Case/Care Manager
• A complete assessment of Medical, Behavioral, Social and 

Health system issues and concerns
• Patient and family advocacy identifying and supporting 

patient preference 
• Defining and improving educational & knowledge deficits 
• Development of a plan of care that supports the patient  
and family in working with their care team, including SDOH
• Collaboration with the pharmacist in developing the 

patients medication lists and understanding the 
medication regime

• Assisting the patient and family in recognizing “red flags” 
for symptom escalation 

• Enhancing care coordination and access to care options 
• Communication, motivational support, health coaching 

and clarification of miscommunication  

www.cmsa.org – CMSA Standards of 
Practice 2016

http://www.cmsa.org/
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Innovative Health Information 
Technology 

• Technology Enabled Transitions
• Using data analytics and the EHR to shift from event based treatment to continuity 

of care
• Standardization of patient assessment data
• Approach to a preventive medicine comprehensive wellness focus  
• Integrated and interactive transfer of information in a timely and effective manner 

to providers, patients and family caregivers
• Understanding data in forming new interventions or programs
• Telehealth, remote health visits, & health wearables/monitoring
• Make it more than a financial business move but a focus of improving the patient-

experience and becoming the change agent for a failing healthcare system 



Resources & Support 
for Improving 

Transitions of Care   



NTOCC.org



NTOCC Provides Tools & Resources for 
Patient and Family Caregivers

Tool Highlights

 Guidelines for a Hospital 
Stay with Helpful 
Definitions
For Patient, Family, & 
Caregiver

 Taking Care of MY Health 
Care
Français & Español

 My Medicine List
Français & Español

 Patient TOC Bill of Rights



Additional NTOCC Tools, Resources, and 
Education for Providers



NTOCC/PRIME Transitions of Care Pathways 
for Rare Respiratory Diseases

• 2 CE-accredited Pathways 
released in 2016, focusing on 
transitions of care for 
patients with 
• Pulmonary arterial 

hypertension (PAH) 
• Idiopathic pulmonary fibrosis 

(IPF)
• Provide disease-specific tools 

and resources for the 
interdisciplinary teams

• Available at primeinc.org/toc  
CE = continuing education.



Heart Failure TOC Pathway

2.0 hours of ACCME, ACPE, 
ANCC, and CCMC credit

Developed in partnership with the NTOCC and led by a 
multidisciplinary advisory board, this Heart Failure Transitions of 

Care pathway provides essential interventions and tools to 
support system leaders and the interprofessional care team –
including patients and their caregivers - in incorporating the 

latest evidence-based treatment and management approaches 
to ensure effective and safe transitions of care for patients with 

heart failure across healthcare settings.

Available At:
primeinc.org/toc



Partnerships Addressing The 
Issues Related Opioid Use

• Voices for Non-Opioid Choices – addressing access for patients to non-opioid 
therapies and financial payment for non-opioid therapies
– NTOCC has partnered with Pacira, Venn Strategies and multiple associations 

building educational information and resources
– Several DC fly-ins meeting with legislatures and regulators discussing the issues 

at hand and alternative options
• Allied Against Opioid Abuse – AAoA - a partner-based initiative to provide 

education and awareness to prevent abuse and misuse of prescription opioids
– Developing educational resources and promoting their availability to 

consumers, pharmacists, healthcare professionals and other stakeholders
– Identifying opportunities to educate pharmacists and providers to help reduce 

misuse and abuse of prescription opioids among patients
– Educating consumers via point-of-sale pharmacy materials 



Additional Resources 

• IMPACT Newsletter
• Published Quarterly
• Address “Best Practices” in 

support of transitions of 
care (TOC)

• Discusses public policy 
issues that impact TOC 

• Lists upcoming events 
• Easy access by signing up 

as a subscriber 

• Policy Alerts
• Newly Introduced Bills 

addressing TOC & Care 
Coordination (CC)

• New TOC or CC legislation 
• Regulatory Changes or 

Implementation 
• All subscribers receive the 

alerts



Pharmacy Employer

PCP/Medical 
Home 

Specialist

Patient &
Caregiver 

Hospital

Community Health
Center

Health Plan
Health 

Promotion

Motivational Advocacy

Motivational 
InterventionsAdvocate

Assessment
Care Plan

LTC-PAC

Hospice

It is Complicated but Only Working Together as a Collaborative Team Addressing the 
Care Needs of the Patient & Family Caregiver Can Improve This Process 



Winning Strategies

• Focus on patient-centered care
• Continuous quality improvement
• Effective Team practice with financial and performance 
measure alignment including patient measures

•Commitment to data analytics to inform operational 
strategies/changes and improve utilization and quality

•Cultural sensitivity, social determinates and population health 
focus

•Transitions of care and care coordination at imperative and 
every level of care

• Integrating behavioral health care with primary care 
•Team leadership and communication



Transitions Of Care & Care Coordination Resources 
• CAN – Caregiver Action Network- Family Caregiving Resources –

www.caregiveraction.org
• CAPS - Consumers Advancing Patient Safety – Toolkits www.patientsafety.org
• NTOCC - National Transitions of Care Coalition – Provider & Consumer Tools 

www.ntocc.org
• CMSA - Case Management Society of America – CM Medication Adherence 

Guidelines  & Disease Specific Adherence Guidelines, CMSA Standards of Practice –
CKP - www.cmsa.org

• ICM – Integrated Case Management -
http://www.cmsa.org/Individual/NewsEvents/IntegratedHealthManagementTraining/
tabid/380/Default.aspx

• AMDA’s (Dedicated to Long Term Care MedicineTM) Transitions of Care in the Long 
Term Care Continuum practice guideline -
http://www.amda.com/tools/clinical/TOCCPG/index.html

• ACC and IHI – Hospital to Home – Reducing Readmissions, Improving Transitions -
http://www.h2hquality.org/

• AHRQ – Agency for Healthcare  Research and Quality - Questions Are The Answers –
www.ahrq.org

• NASW – National Association for Social Workers -
http://www.socialworkers.org/Resources

• VNAA Blue Print for Excellence – www.vnaablueprint.org

http://www.caregiveraction.org/
http://www.patientsafety.org/
http://www.ntocc.org/
http://www.cmsa.org/
http://www.cmsa.org/
http://www.cmsa.org/Individual/NewsEvents/IntegratedHealthManagementTraining/tabid/380/Default.aspx
http://www.amda.com/tools/clinical/TOCCPG/index.html
http://www.h2hquality.org/
http://www.ahrq.org/
http://www.socialworkers.org/Resources
http://www.vnaablueprint.org/


Contact Information

Cheri Lattimer RN, BSN - Executive Director NTOCC
Phone: 501-240-4677

Email: cheri.lattimer@gmail.com
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HEDIS Measures

Breast Cancer 
Screening (BCS)

Laurel Chadde
Performance Improvement 
Project Analyst, CountyCare



BCS HEDIS Measure Definition

• The percentage of women 50–74 years of age who had a 
mammogram performed between October 1, 2017 and 
December 31, 2019 to screen for breast cancer

• Women 52-74 years of age as of December 31, 2019 with 
continuous enrollment October 1, 2017 through December 31, 
2019

• Exclusions:
○ Members with bilateral mastectomy or two unilateral mastectomies
○ Members 66 years of age and older as of December 31, 2019 with frailty 

and advanced illness during the 2019
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BCS Performance by CME

HY2019/CY2018 
Rate

HY2020/CY2019 
Rate*

Percentile

50th 60th 75th Target 80th

CME A 60.6% 51.3%

58% 61% 64% 66%

CME B 61.6% 48.5%

CME C 56% 46.2%

CME D 64.4% 55%

CountyCare Overall 64.3% 51.2%

42

*YTD claims and eligibility data through 5/14/2019



Member Barriers to BCS

• Last year CountyCare surveyed members on barriers to BCS. Top 
barriers identified:
1. Do not have any symptoms, so do not believe I need a mammogram
2. Transportation
3. Other health priorities
4. I have never been told I needed screening
5. Fear of pain or danger caused by procedure

• Key takeaways:
○ Transportation
○ Education

43



How can care coordinators help?

• Utilize care gap lists from Vision to identify patients in need of a 
mammogram

• Conduct member outreach and schedule the member for a PCP 
appointment, instruct the member to ask for a mammogram order

• Reference the mammography locations throughout Cook County list
○ http://www.countycare.com/Media/Default/pdf/CCR_0135_Mammography_Locations-

030519.pdf

• Assist members with using the CountyCare transportation benefits

• Motivate members with the CountyCare Rewards Program incentive
○ Members 40-74 years will earn $25 when they get their mammogram

• Educate members about the importance of getting a 
mammogram and debunk misconceptions about the procedure

44

http://www.countycare.com/Media/Default/pdf/CCR_0135_Mammography_Locations-030519.pdf


Thank You 
Spotlight



Thank You! 

Angela Violante, Nurse Care Coordinator, on her assistance with prompt 
facilitation of my member’s  HEAL application, who’s Electricity was shut 
off.

If you have a care coordinator you want to give a special Thank you, 
Please email them to Lanisha.Thadison@cookcountyhhs.org
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Questions? 



We need your Feedback! 

• Please take a short moment to complete the evaluation poll.

• Interested in a particular topic? Would you like to see it 
presented during this webinar? 

• Please email your ideas to Lanisha.Thadison@cookcountyhhs.org  
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Thank You!
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