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Care Coordination and Transition Follow-up  

Cohort 3: Webinar #3 Notes  

July 18, 2018 

Learning Objectives 

Karen Hill: 

• We have several objectives. First, we are going to recognize models for team-based care and 
transition. We are going to discuss some strategies for developing relationships and communities with 
community stakeholders. We are going to identify some effective methods for tracking and managing 
diagnostics, imaging, and specialty referrals and know that this is very challenging for a large or small 
organization. We want to examine some ways to update clinic workflows and protocols for tracking a 
specialty and to try to close that loop between specialist, the Patient Centered Medical Home (PCMH) 
team, and the patient.  

Why Manage Transitions of Care (toc)? 

• One of the most sensitive periods of time for patients is during a transition of any sort. This is why the 
transitions of care is so important. There are four areas that we lack in in terms of making transitions 
smooth. These are critical mistakes that healthcare currently incurs, and it makes it difficult for all of us. 

• There is a lack of patient education or inadequate education. Sometimes when we try to educate our 
patients we are often rushed. Instructions can be given orally or written, and sometimes patients do not 
understand those things. We can do an inadequate check-back because of time, meaning you give 
instruction and then have the patient give it back to you. We have issues with low literacy and language 
and culture differences that often make education difficult for patients. Lack of follow-up when we have 
given advice or treatment. The lack of knowledge of other events or things that happened in our 
patient's lives. Then there is just lack of that internal communication with the team between the care 
manager (CM) and the Primary Care Provider (PCP), the Medical Assistant (MA), the community health 
worker, the social worker, the pharmacist, whoever is on this team. Then it gets broader, specialty and 
community and the patient, their family, and caregivers. 

• This is why the management of care transitions is so important. We know that patients are particularly 
vulnerable when they have a new diagnosis, a medical procedure, and a discharge. I would also like to 
add that transitions of care can be very challenging for patients when our patients experience important 
life transitions or events. For example, a death of a family member or an illness of a member of the 
family. 

Results of Poorly Executed Care Coordination and Care Transitions 

• The results of poorly executed coordination and care really affect our goal of addressing the quadruple 
aim. If there is a negative effect on the patient's health and wellbeing there is a negative effect on our 
relationship with the patient in the primary care in the practice team. It impacts the family and their 
resources. Where there is an increase in the use of the health system in general, with urgent care 
appointments, additional resources having to be allocated, perhaps even additional medications or 
treatment needed and required. This all directly impacts our bigger goal. 
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Care Coordination & CARE Transitions  

• Everyone on the call is engaged in practice transformation. National Committee for Quality Assurance 
(NCQA) 2017 has kept, thankfully, care coordination and transitions of care as a core standard. This is 
broken down into competencies. Competency A, meaning the practice effectively tracks and manages 
laboratory and imaging tests. These are core criteria. Competency B, the practice provides important 
information and referrals to specialists and then tracks those referrals until reports are received. I would 
add here, documented and followed up in a timely manner. This is particularly challenging. Then finally, 
Competency C, the practice connects with healthcare facilities to support patient safety throughout 
transition. It is required the practice receives and shares necessary patient treatment information.  

• Each of these competencies are challenging. We often work outside of systems. For example, you are 
a small clinic and you do not really have privileges or know folks in the places where your patients go 
for specialty care. There are confidentiality issues. There are technology constraints. All of this takes 
manpower. There are lots and lots of challenges we are aware of.  

NCQA 2017 Standards 

• NCQA 2017 standards have to be documented processes. This means they are written policy flow 
diagrams or written processes that can prove how you are getting an activity done. This often helps 
with training as new members of the team come on. We have two goals here; we have to have a 
process. That is the policy or the flow diagram or written procedures and the evidence showing how a 
process is met. This is done through reports, logs, and electronic tracking systems. Any way that you 
can show how you are getting your care transition completed. 

• NCQA has also added some elective points. Practices can get additional points with enhanced 
coordination. this means using evidence-based guidelines to determine referrals. It can be using the US 
standard guidelines for how you do your colorectal screening, your mammography screening, your 
cervical cancer screening, or immunization. That is a way to get additional points, and I know many of 
you are doing those things. 

• How you can demonstrate that you have closer alliances with community specialty referrals. Perhaps 
you have a special relationship with a Gastroenterology (GI) provider in the community or a radiology 
office, and that you can document that you are able to make that referral to that person and then get 
information back from them in a meaningful way.  

• Finally, there are other ways to get some additional points. Perhaps you are tracking in your office. You 
are doing Patient Health Questionnaire-9 (PHQ9) screening and you have a very nice flow of how you 
monitor and track that outcome and how patients are referred for follow-up to a behaviorist or a social 
worker or somebody in the community. Those are ways to get additional points through NCQA 2017 
standards. 

Care Coordination (better) 

• There are numerous wins with well-executed care coordination and transition. Care coordination is 
better when we risk stratify. That means we decide and have a very coordinated plan on who and how 
we reach out to. Two, that we use our technology through a patient portal, that we have a portal in 
place that patients are educated on how to use it and that we monitor the portal. I am going to connect 
three and four together; when we have warm and welcoming health centers, they often help to develop 
relationships with our providers and with our health centers. What we can never forget is that patients 
must feel a sense of belonging, that we care. Often as we strive to meet all of the transformation plans 
that we are trying to actually do in our practices, we can lose sight of the main goal, and that is a 
healthier patient and a patient that is engaged.  

• I also have something on this list that can also help to make coordination better, is patients really 
appreciate when there are short wait times. They have made it to their appointment, they have been 
triaged and screened. We want them to be seen in a timely manner and not spend another 20 or 30 
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minutes waiting in the waiting room, in the exam room, at least without explanation. That helps to 
coordinate patient care. 

• More specifically, better coordination helps to prevent unnecessarily hospital utilization. For example, if 
we wanted to break it down, for our patients living with diabetes or those with circulatory problems, we 
actually have a reduction in foot inspections. For patients, we know when our patients have 
medications that have been ordered for them, so we find out whether or not they know how to take 
those medications, are they able to purchase those medications, were they able to pick them up, do 
they take them, are they taking them properly, do they have any side effects. 

• We have done some things like educating our patients around if they have to go to the emergency 
room that they let us know that they are going to the emergency room, or perhaps calling us prior and 
having a conversation with us. I want to say that care coordination is a team effort. This is not just the 
Patient Care Provider’s (PCP) job, but that the PCP and the practice and all of the team members 
consider it a partnership and that we listen to the patient and we listen to the other members of the 
team, that the PCP and the team address all of the presenting problems, for example, stress and diet. I 
want to say the care coordination team, we are really here to help support our providers in the practice 
by bringing some of this information back to them. Because patients will often tell other members of the 
team some of the things that are really going on in their lives that are affecting them from engaging or 
participating in their carefully. The PCP is the coordinator of care for sure, yet the entire team is 
assisting in execution of these services.  

CARE COORDINATION & CARE TRANSITIONS (CC1)  

• We are going to focus on some of these core elements. CC1, Care Coordination and Care Transitions, 
certainly is the core. Systematically managing the lab and imaging tests, this is a particular challenge 
based on what type of electronic health record you have, are you able to pull the meaningful 
information out of this electronic health record, how things are tracked in the system, do you use a 
registry, are you using a spreadsheet, have you developed some specialized reports, do you regularly 
manage this.  

• I understand that all of the members on the team are in various stages of care coordination. It is really 
nice if you can run a report that will show you all of this information, but I am here to tell you that even if 
you use an old-fashioned method where you have an Excel spreadsheet and you are doing a lot of this 
manually, care coordination and transitions of care can be enhanced.  

• Are you tracking labs and are they available? Who signs the labs off? What time period of time do you 
have to sign things off? Have the results been received and have there been follow-ups if necessary?  

• Tracking imaging tests when they are available, is there a follow-up guidance? These are all things or 
activities that are crucial and essential to care coordination. One of the things I think is really a safety 
issue, because that is what care coordination and transitions of care really is about, is are patients 
notified of these results? Do we do that in a timely manner? Not only abnormal labs, but also the 
normal ones as well. Have we communicated that information and documented it in the electronic 
medical record?  

Care Coordination & CARE Transitions Core (CC4) 

• For CC4, which is another core, the practice systematically manages all of its referrals, meaning the 
consultants, the specialists, have we given them the information that they need? Do they have the 
demographic information? Are they able to really execute and perform the test? Tracking referrals with 
a consultant can be very hard, particularly if you are outside of the system and you do not have good 
relationships with them, be they formal and informal, and we can talk about that a little bit later.  

• It is not unusual for a provider to make a referral, to order it during a visit, and that is exactly where it 
stays; it stays ordered and it is not ever followed up on. These are core issues of care coordination and 
follow up.  

CARE COORDINATION AND CARE TRANSITIONS (CC14) core 
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• CC14 requires us to look at transitions of care. This is interesting because we have to broaden how we 
think about transitions of care. The definition is the movement of patients between healthcare 
practitioners and their settings and their conditions, but it can be urgent care, emergency room, 
hospitalization, rehab, behavioral facilities. It can be a same-day appointment, for example, to an urgent 
care, a same-day surgery. It can be palliative care. It can be hospice. Even an incarceration. Those are 
all different times that patients are particularly vulnerable.  

• Practices can intervene and affect transitions of care outcomes with a preop or an education. If you 
know your patient has a scheduled surgery coming up one of the thing that can often help to educate 
you and the patient and to have adequate training and education is to meet with them, even a phone 
conversation, so you can plan what to expect when they are discharged, and to even talk about 
medications and help patients to understand what their role is in their care. 

CARE COORDINATION AND CARE TRANSITIONS (CC15) CORE 

• Working closely with and collaborating with organizations and developing relationships is essential to 
care coordination and transitions of care. What do I mean by that? Sharing clinical information to 
admitting hospitals and emergency room departments, that is all really important. However, we can fax 
this information and if we do not know somebody on the other end or we have not talked to the person 
on the other end, it is simply there, it is just a fact, and nobody does anything with it. 

CARE COORDINATION AND CARE TRANSITIONS (CC16) CORE 

• Having these formal and informal relationships are really important. It is not uncommon, and I have 
seen this happen, where there is a formal relationship between a larger organization and a small 
organization that has failed because the both doing the work, the line staff are not aware of it, and you 
do not have a relationship with them. We need to make sure when we are looking at CC16, which is the 
core, that we have strong contact with patients, family members, and their caregivers for follow-up. 
Within that appropriate period of time within a hospitalization, I would like to say 24 to 48; that is really 
what is optimal.  

Transition of Care Model 

• We have a model of care here, and I think for those of you that have the ability to look at the slides in 
front of you, I am looking at some fundamental problems with this slide. You see that “you” in the 
center. First of all, I am not even sure who that "you" is; it could be a care manager, it could be a 
patient, it could be both. But the big problem with that is you see those arrows pointing out to 
everybody? They are not communicating with each other. The team is not talking to each other. 
Essentially that person in the middle has one-way communication. What I would like to see are arrows 
in between the physician and the lab, the primary care physician and the lab, so that everybody is 
communicating and talking to each other.  

• I also do not see the family here. The family is an integral part of the transitions of care model. I wanted 
to just show you that when you look at this, this is traditionally how it is that one group does not talk to 
the other group and we spend all of our time re-faxing and double-faxing information back and forth, 
where if we were to talk to each other it would improve safety and quality and patients would not have 
to repeat everything so many times. 

CARE TRANSITIONS 

• We have to expand our realm of what we are talking about. If primary care to specialty, the intensive 
care unit, if the patient spends time there, perhaps they go to a sub-acute or a senior center, there are 
often patients who have a big surgery and they may go to a rehab and then we lose track of them and 
lose track of the medication changes and so forth. Maybe somebody has even been to prison or maybe 
they have gone for mental health or they have had an inpatient substance use treatment. Those are all 
areas of time, of space and transition that make patients really vulnerable.  
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• Another area that is not on this slide and should be, and you can put it in your notes, is if you have a 
really big practice with many, many specialties. For example, a patient who has been treated for maybe 
diabetes as a pediatric patient, when they transition to adult care or transition to the adolescent clinic, 
those are periods of time when there is a breakdown in the continuity of care. Or if there is a woman 
who is pregnant and had a high-risk pregnancy and she has just been seen in the specialty clinic for 
her obstetrician (OB) transitioning her back to a family practice is a time where patients can get lost.  

Poll: what are the most common reasons for readmissions with your clinic’s patients? Select two or 

add your own response to the chat window.  

• What we have said is that there is 46 percent say that there is no appointment scheduled with the PCP. 
44 percent say medication issues and inadequate supply or confusion how to use it, so that is 
education. 33 percent lack of home health or other needed resources, so that can be pre-planning or 
trying to find out insurance issues. 46 percent, nearly half, communication and education with family 
and the patient. Then 44 percent, which is a big chunk, is mental health or behavioral health conditions. 
These are all things that we know are big problems. 

CAUSES OF READMISSIONS 

• What we just talked about are causes for readmission. Unplanned hospitalizations can signal failures in 
preadmission planning, as we talked about earlier; hospital discharge processes, patients are rushed 
out and often do not communicate with primary care clinics about the needs of the patient or they get 
us information much later than when we can intervene. The patient's ability to manage themselves, 
sometimes patients think that they have it all together and they have it all planned and then the plans 
fall through or the patient and family, they just become overwhelmed; perhaps the procedure and the 
recovery was not what they expected or there are other life issues that happen, the follow-up and the 
hand-off fall apart in the community. The home health does not come through, the skilled facility does 
not do what they need to do. There are lots of ways that patients end up back in the hospital. 

• This is an opportunity for care management and the practice team to intervene and to help. Some of 
this happens with building relationships not only with the community, but also with your patient. The 
patient feel safe enough to call you and that the clinics are responsive enough to intervene when they 
can. Sometimes our job is to help patients to just step-by-step prioritize and chunk things out so that we 
can help them to get through these very difficult times.  

Best Practice Models 

• You do not have to and you should not create your care coordination or your care management from 
scratch. I know most of you on this call are doing some iterations of this, but one of the good things to 
do is that there are some evidence-based models out there and you can look at those and modify them 
to fit your own needs and to answer some of the NCQA challenges. They are listed here: there is 
Project RED, that is for discharge; there is Project BOOST, for better outcomes for safe transitions; 
There is RARE, which is Reducing Avoidable Readmissions Events; there is Coleman Care Transition; 
and there is the STAAR Program. All of these are open source and you can just go and look to see 
what you can modify for your own practice. If you have care transitions in your practice you might want 
to look at this to see how you can augment your practice to achieve some of those core elements that 
we are all required to meet for NCQA '17. 

Focus Areas for TOC Best Practices 

• We are going to focus our areas of Transitions of Care (TOC) for better practices. There are six big 
areas to pay all attention to. All of them are underpinned by continuous quality improvement. We want 
to have comprehensive discharge planning, as much pre-planning as possible. We want to have a 
comprehensive medication management. Before a patient goes in, what the patient has at home, what 
the patient has been discharged with. It is not uncommon for medications to be inadvertently 
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discharged (DC’d) in the hospital and then the hospital forgets to start them back up when patients go 
home.  

• That patient and family are engaged. That we provide strong transitions of care support and transitions 
of care communication in that time period, 24 to 48 hours. Then are we making sure that what we are 
hoping to do we are actually doing it? If we do not measure it then we do not really know.  

Poll Question: TOC Processes and Readiness: Check all the items below that you feel you have well 

established in your practice 

• This is about our transitions of care processes and how ready we are. Check all of the items below as 
to that you feel are well-established in your practice. 25 percent that said relationships with hospital for 
alerts. Only 25 percent of you have that in place, so that is a big challenge. We have to get something 
in place so that hospitals tell us when patients are in the hospital. Another way that really can help, until 
we get those policies and procedures in place, is to educate patients to have them to call you, or family 
members to call you. That is another way to address that.  

• Discharge planning, a 21 percent involved the clinic care manager. Education is another way in pre-visit 
planning, is to let patients know that when they go into the hospital that they tell the hospital staff, "I 
want you to communicate with my care manager and this is their phone number." 

• 43 percent, clinic receives discharge planning by 24 hours. That is actually a little bit better, so that is 
good. But you can see we have work to do. Follow-up 48 hours of discharge to conduct a medication 
reconciliation, 43 percent have that in place, that is very good.  

• Schedule appointment for transitions of care within seven days of discharge. 68 percent say that that is 
what you do. This is really good. I can see that you are really working hard on that. 

• These poll questions really are some of the nuts and bolts of your policy and practice for transitions of 
care. When you are thinking of writing your policies and procedures, go back to some of these poll 
questions and make sure that you have those incorporated in your policies.  

Characteristics of Successful Programs  

• Let us talk about some characteristics of successful programs. The first and foremost is continuous 
quality improvement and monitoring. Without Continuous Quality Improvement (CQI) we are just 
guessing. Care manager and the team and the PCPs have formal training. Often, we hire folks and we 
do not really have a good sense of what care coordination should look like or what the transitions of 
care should look like, and that is why I am going to refer you back to look at models. You can take 
those kinds of models and build a training program. It does not have to be a big, long training program; 
it can be as simple as one hour, two hours, four hours, to just have a shared mental model of how care 
coordination and transitions of care happen in your site.  

• You need to have notification of Emergency Department (ED) visits or hospitalizations triggered by real-
time. This is going to require the health of your executive leadership working with your organization, 
and in lieu of that, to develop an informal relationship with your community; ED physicians, hospitalists, 
and just discharge planner. You would get amazed at what you can do with just an informal 
conversation with the discharge planner that care managers can get to know that person and share 
information back and forth. Relationship, whether it be informal or formal.  

• You have to always continue to update workflows. Because we have these updates on our technology 
and changes and jobs are merged and different people leave. You write a flow, but then you have to 
continue to check that flow. The care managers and care coordinators actually have dedicated times to 
these activities. I know that there are lots and lots of shortages, but this is work that really is very 
difficult to do intermixed with being on the floor and triaging patients.  

• Care management and care coordination assures providers that they have all of the key externals. If 
you have information and data that they need, this means a conversation, finding out what is required 
of the referring organizations, what does that transition facility really need, that referral provider, what 
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are they requiring so that you can send them what they need in a timely manner? Then we have talked 
about the follow-up with the discharge and the post-operative appointment time. 

• Frequent in-person meetings with the patient, telephonic really can help in lieu of patients being able to 
come to the clinic. I know the challenges of transportation, particularly in rural communities. Even if you 
do not have transportation and if you were in an urban center, if patients are sick and they do not feel 
well or they are elderly or have difficult challenges and limitations or they are working jobs it is often 
hard to get them to come in, but you can still communicate with them via the telephone and using some 
of your portal.  

• Making sure that we are providing evidence-based education. Part of the training for your care 
managers or your staff should be motivational interviewing and behavioral change techniques. One of 
the things I want us to remember is that we have to always evaluate and assess our patient's 
willingness to participate. I would offer there is no point in making a referral or a specialty test or 
screening if the patient has no intention of going to the referral. We have to evaluate whether or not if it 
is something patients are willing to do. 

• Strong medication management and reconciliation. We have to have a clear definition of what this is. 
What are we expecting? What information are we trying to get and what information do we want to 
document? 

Comprehensive Discharge Planning  

• I would also offer that we make sure that we document our transitions of chair plan, that we have all of 
this information in a plan so that all of the members of the team can see what we are doing and what 
we have discussed with patients, that it is timely, that the discharge summary comes to us with the test 
in a timely way and so it is shared and communicated and updated using the care plan. We want to 
make sure that we are connecting with our PCP and the outpatient care managers. One thing that we 
sometimes forget is patients can often have multiple care managers; there is the care manager in the 
hospital, there can be the care manager with the health plan, and then there is the care manager, the 
primary health clinic. If a patient has a substance use problem they may have a care manager even in 
that realm. There are a lot of moving targets, which adds to the complexity of this work. 

MEDICATION MANAGEMENT 

• I spoke about medication management, but what do I mean by that? This is requiring that we reconcile 
medications on admission and discharge, that we provide the most up-to-date list for patients and 
caregivers, that we find out not only what is ordered for them, but what patients are taking, what are off-
label medications that patients are taking that they are able to buy at the grocery store, are they 
ordering things at your local pharmacy or the Internet? Sometimes this is required through a transition 
telephone call, it can be a PCP visit. 

• If you have community health workers this is always really great, if they meet patients in their homes 
they can see what patients are taking. It helps to resolve some of the discrepancies, the omissions and 
those sorts of things. That is when we find out whether patients are taking medications as they are 
prescribed. This is when we find out if patients are reducing their medications just because maybe they 
cannot afford it. That is not unusual, particularly with our senior patients who are on fixed incomes, that 
they take half of the blood pressure medicine because they cannot afford it. 

• A really good medication reconciliation has dosage, use, purpose, side effects, and a nice teach back. 
If you have available that there is some additional training with pharmacy to help manage therapy, this 
is really a great way. Sometimes patients with lots and lots of medicine, it would improve their 
adherence. If we could simplify their regime, and care coordination is a good way to do that.  

Patient and Family Engagement 

• Patient and family engagement, this is key. Self-care is something that we have to really encourage 
and teach back method. Let us find out some ways to help. We have to find out how patients learn best. 
An easy way and what we usually go to is giving patients a bunch of papers that they often do not read 
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or they cannot understand because of literacy issues. But some other additional ways for us to think 
about educating patients is to have them use their own technology. 

• Most patients today have a smartphone. If you are doing a teaching session with them there is nothing 
wrong with them recording that on their phone so they can listen to it at another time. You can have 
patients take pictures of things if that makes it easier for them. Maybe you are teaching your patient 
how to do a dressing change or to do something that you want them to do at home, even pouring their 
medications out, they can take pictures of that or video, which they can use at a slower time. Let us just 
remember that many of our patients are really under lots of undue stress because of their health 
situation or what is going on at home.  

• Having a shared care plan, making sure that we account for health literacy and language differences, 
that we are talking to patients in culturally appropriate ways and messaging, and that we have shared 
decision-making. Perhaps the patient does not agree with the medicine and is not going to take the 
medicine, those are all things that we have to pay attention to and the ways for us to keep our patients 
engaged. 

• Transition Care Support Transitions of care support.  

• We talked about this: communication, finding out what the local community agencies have. Let us 
engage our public health departments to find out what the community has to offer. Setting up those 
post-discharge PCP visits five to seven days; there is nothing wrong with if you know a patient is going 
in for a procedure to schedule that appointment before they even go in for the procedure, the post-op 
visit, so that you can follow up with patients letting them know that they are going to be getting a 
telephone call one or two days after their discharge and to do that medication reconciliation. Even a 
home visit if you are fortunate enough to have a community health worker. 

Transition Communication  

• This next slide talks about transition communication. We want to engage the patient and family in the 
health as much as possible to make sure that everybody is receiving the message and can give it back 
to you. We are setting them guidelines for accountability, what is the patient's role, the family member's 
role, what is needed, what we are going to do to help facilitate and support that, give timelines for 
expectations. The mantra for any transition communication please remember this, seven times and 
seven ways, especially with complex, threatening, new, or life-changing information. We are telling 
patients that they are going in for a procedure to find out whether their cancer has returned or 
whatever, it is often hard to receive and hear and retain this information, so give it to patients and 
families as many ways as you can. 

Measuring Transitions of Care 

• We want to talk about how to measure all of this. Quality improvement activity can really be considered 
in six areas: the patient, applicability, the type of ways to measure, focus of measurement, the 
feasibility of data sources, and the unit of measure. For patients, what does it look like? Are we going to 
do quality improvement with all patients, or maybe an identified high-risk group? Is it applicable to all 
health settings in the entire organization or maybe a couple of providers or subsets? What types of 
measures? Are we going to look at the structure, a process, the outcome, patient effectiveness, the 
staff experience, maybe our community collaborators? It would be a really great idea if we want them to 
collaborate that we find out how they are perceiving us. Are we sending them what they need? Is it 
easy for them to work with us? These are all areas that we can help to evaluate and improve our 
quality.  

• When you focus on when you are working and planning your quality improvement I want you to think 
small. Start small. Do not try to do everything; just chunk it out in a very small piece and build on that. 
When you focus on the measures and the patient experience or the provider's experience. When we 
focus on the feasibility do not try to do something where you cannot really collect the data, you do not 
know how to get that information, it is not easily done. That can be very discouraging for the quality 
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improvement team and for your outcomes, because you will not get good outcomes if you cannot get 
good data. 

• Then to pay attention to the unit of measurement. Again, is it the organization, the practice, one 
individual, or multidisciplinary teams? Those are all things to think about when you are doing your 
quality improvement. 

Building Transition of Care Processes 

• We are going to be building some transition. You want to make sure when you are building this process 
you want to identify your hospital provides, who are your patients going to? You want to help try to meet 
with them if possible or ask your leadership to meet with them. Do they have a current transitions of 
care team that you might be able to join? These are all ways that you can develop relationships with 
them. Work to develop joint processes so you can streamline work, because if you can stop patients 
from going in the emergency room, that inappropriately that helps them as well.  

• Then to create some internal processes that trigger care management and PCP follow-ups. Right? Do 
not forget the folks working from day-to-day, as I said, the line folks. Also, do not forget that a simple 
"please" and "thank you" will go a long way.  

Organizing the Referral Process 

• We are going to talk about organizing that whole referral process. Identify effective methods for 
systematizing your work. Do not let that be off-putting. This can be a spreadsheet, it can be an Excel 
file, it can be a file folder, it can be whatever you can manage for now for ways for you to effectively 
track your patients. Start small and build.  

• That is why I have talked, and we have included electronic health records and we have included an old-
fashioned file folder, because that will work and that is how I started my work.  

Care Coordination Processes and Roles to Consider 

• Care coordination processes and roles to consider. You want to make sure that you are tracking for 
labs and radiology. We have talked about that. Consider meaningful use and other registries. Find out 
and make sure that you know who is responsible. Are there care alerts for coordination? Do you have a 
process to track? These are all things to look at when you are developing and enhancing your program.  

Care Coordinator 

• The care coordinator role. Scheduling appointments for outside clinics and hospitals, 
notifying/reminding patients about their appointments, staying current in using local resources. Do you 
have a community health worker again? Are there students or volunteers who can find out when 
programs have started or when their sunset is? Really, really try to elicit your public health department 
to find out what is in your community.  

Care coordinator/referral tracker 

• Then a referral tracker. How are we tracking? This is all back to our technology no matter how 
sophisticated or not-sophisticated it is. You have to be able to track if you have ordered a test, was the 
test actually done, do you have the results, have the PCP seen it, and is here any follow-up needed. 

Care Manager/coordinator 

• The care coordinator, so educating patients about procedures. We have talked about this. Post-
operative follow-up and education, ED discharges, medication management, any side effects, any 
communication. If there is a no-show, then somebody follows up to find out why the patient did not 
show and should be rescheduled. Then of course that motivational, also called MI. You do not want to 
schedule if the patient has no intention of going; you want to continue to encourage and communicate 
back with the PCP, but do not waste resources. 
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Next Steps  

• Next steps are start with the hospital. Most of your admissions, and that is our risk stratification, where 
is it you are going to get the biggest bang for your buck. Look at referral base, do outreach and 
relationship-building. The last two bullets here are review internal processes for tracking and how you 
can improve and develop smart goals. Be specific, measurable, achievable, realistic, and timely. 

Questions and Comments 

• Then I have left just a few minutes here for questions. Ff you do not get all your questions answered 
please feel free to e-mail me. Does anyone have any questions on the call? 

Moderator: 

• The first one comes from Camille and Camille asks "Does anyone have suggestions on how to track 
referrals? Our referrals have to be tracked manually at this point and it is very time-consuming." 

Karen Hill: 

• Try to build an old-fashioned Excel spreadsheet. The name of the patient, who made the referral, when 
they are supposed to go, did they go, did they receive a follow-up call, a reminder call, did we get the 
results. If you use an Excel sheet you can sort it, and that is the simplest, easiest way to get started.  

Moderator: 

• The next question in the queue comes from Chris Truble, and Chris asks, "Will a Patient Health 
Questionnaire (PHQ) two give points as well?  

Karen Hill: 

• Any screening will help. The gold standard is a nine. If you have a PHQ2 you have to have some 
system for what you do if you get a positive score on that. You are going to have to figure out how to 
incorporate the PHQ2 and the nine, but the two is an absolute start. Yes, you will get some points for 
that. 




