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Compact	  Facilitation	  Guide	  
	  

Welcome	  to	  the	  Patient	  Centered	  Medical	  Neighborhood	  

The	  Patient-‐Centered	  Medical	  Home	  (PCMH)	  movement	  is	  gaining	  momentum.	  As	  of	  December	  2010,	  
NCQA	  has	  recognized	  1246	  PCMHs	  and	  is	  receiving	  100	  recognition	  applications	  monthly.	  	  There	  are	  
now	  14	  major	  PCMH	  pilots	  demonstrating	  positive	  outcomes	  in	  quality	  parameters	  and	  cost	  reduction.	  	  
Yet,	  the	  PCMH	  model	  faces	  significant	  unaddressed	  challenges.	  Several	  barriers	  exist	  to	  the	  successful	  
implementation	  and	  sustainability	  of	  the	  PCMH	  and	  threaten	  the	  clinical	  and	  economic	  advantages	  of	  
the	  model.	  	  
	  
Effective	  coordination	  of	  care	  is	  an	  essential	  element	  in	  the	  successful	  PCMH	  and	  this	  element	  requires	  
the	  willingness	  of	  specialists,	  other	  medical	  providers	  and	  health	  care	  facilities	  to	  participate	  in	  
collaborative	  decision-‐making.	  The	  Medical	  Neighborhood	  is	  a	  systems	  model	  that	  extends	  the	  PCMH	  
team-‐based	  care	  paradigm	  and:	  

• Fosters	  shared	  accountability	  among	  providers	  
• Improves	  quality	  
• Reduces	  waste	  
• Aligns	  incentives	  to	  encourage	  collaboration	  
• Includes	  measures	  to	  evaluate	  the	  patients’	  experience	  of	  care	  

	  
Our	  health	  care	  system	  is	  not	  broken;	  it	  is	  obsolete	  (Jordan	  Cohen,	  M.D.,	  Pharos	  magazine,	  winter	  2011).	  
We	  have	  a	  patchwork	  system	  of	  care	  that	  has	  exceeded	  the	  capacity	  to	  deliver	  safe,	  quality,	  coordinated	  
and	  equitable	  care.	  We	  are	  trying	  to	  reach	  the	  moon	  fueled	  by	  gasoline	  and	  these	  efforts	  have	  
exhausted	  the	  resources	  of	  our	  country.	  In	  the	  chaos	  of	  repair	  efforts,	  we	  must	  find	  a	  new	  community	  
standard	  that	  can	  overcome	  health	  care’s	  functional,	  social	  and	  logistical	  obsolescence.	  A	  system	  that	  
provides	  innovative	  organizational	  and	  payment	  redesign	  that	  truly	  coordinates	  health	  care	  services.	  	  
	  
The	  following	  guide	  provides	  the	  tools	  to	  take	  those	  first	  steps	  and	  make	  the	  difficult	  practice	  changes	  
that	  will	  transform	  us	  from	  parallel,	  cooperative	  silos	  of	  care	  to	  collaborative	  care	  teams	  that	  can	  
restore	  function	  to	  our	  dysfunctional	  system.	  
	  
R.	  Scott	  Hammond,	  M.D.,	  FAAFP	  
Medical	  Director,	  Colorado	  Systems	  of	  Care-‐PCMH	  Initiative	  
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Introduction	  

In	  a	  recent	  publication	  of	  the	  American	  College	  of	  Physician,	  “The	  Patient	  Centered	  Medical	  Home	  
Neighbor:	  	  The	  Interface	  of	  the	  Patient-‐Centered	  Medical	  Home	  with	  Specialty/Sub-‐Specialty	  Practices”1	  
introduces	  the	  concept	  of	  the	  specialist	  “medical	  neighbor”	  is	  introduced	  and	  a	  framework	  and	  a	  set	  of	  
guiding	  principles	  for	  the	  interaction	  between	  a	  primary	  care	  medical	  home	  and	  their	  specialist	  partners	  
is	  outlined.	  	  These	  principles	  focus	  on	  shared	  patient	  care	  by	  defining	  the	  types	  of	  management	  and	  
standardizing	  expectations	  for	  care	  coordination.	  

The	  Systems	  of	  Care	  Initiative	  Care	  Compact	  (or	  Collaborative	  Care	  Agreement)	  is	  based	  on	  the	  Joint	  
Principles	  of	  the	  Patient	  Centered	  Medical	  Home	  and	  the	  American	  College	  of	  Physicians	  position	  paper	  
on	  The	  Patient	  Centered	  Medical	  Home	  Neighbor:	  	  The	  Interface	  of	  the	  Patient	  Centered	  Medical	  Home	  
with	  Specialty/Subspecialty	  Practices.	  	  As	  a	  result,	  there	  are	  certain	  assumptions	  made	  about	  the	  roles	  
and	  interactions	  of	  physicians	  around	  continuity	  of	  care	  that	  need	  to	  be	  addressed:	  

• A	  patient	  centered	  medical	  home	  encompasses	  the	  following	  elements:	  	  personal	  physician,	  
physician	  directed	  medical	  practice,	  whole	  person	  orientation,	  care	  is	  coordinated	  and/or	  
integrated	  across	  all	  elements	  of	  health	  system,	  quality	  and	  safety	  are	  hallmarks	  of	  the	  home	  
and	  promoted,	  enhanced	  access	  is	  available	  between	  patients	  and	  the	  medical	  practice.2	  

• The	  PCMH	  operates	  as	  the	  central	  hub	  of	  patient	  information,	  primary	  care	  provision3	  and	  is	  
responsible	  for	  coordinating	  care	  across	  multiple	  settings,	  which	  includes:	  

o Point	  of	  first	  contact	  for	  the	  patient	  
o Primary	  care	  coordinator	  

• The	  patient	  centered	  medical	  home	  neighbor	  (PCMH-‐N),	  aka.	  Medical	  Neighborhood	  endorses:	  
o Collaboration	  with	  specialists	  and	  sub-‐specialists	  are	  critical	  to	  achieve	  the	  goal	  of	  

improved	  care	  integration	  and	  coordination	  within	  the	  patient	  centered	  medical	  home	  
model.	  

o Care	  delivery	  and	  care	  coordination	  is	  provided	  using	  a	  patient	  centered	  approach	  that	  
encourages	  patient	  and	  family	  participation	  in	  referrals,	  diagnostics,	  treatment	  plan	  and	  
self-‐management.	  	  The	  PCMH	  does	  not	  preclude	  the	  patient	  from	  self-‐referral	  to	  a	  
specialist/subspecialist.	  	  	  

o Please	  see	  Principles	  of	  the	  Patient-‐Centered	  Medical	  Neighborhood	  (hyperlink)	  
• Continuity	  of	  Care4:	  	  refers	  to	  the	  degree	  to	  which	  patients	  experience	  discrete	  components	  of	  

healthcare	  as	  coherent,	  organized,	  connected	  and	  consistent	  with	  their	  needs.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  American	  College	  of	  Physicians	  position	  paper	  on	  The	  Patient	  Centered	  Medical	  Home	  Neighbor:	  	  The	  Interface	  of	  
the	  Patient	  Centered	  Medical	  Home	  with	  Specialty/Subspecialty	  Practices.	  	  Philadelphia,	  American	  College	  of	  
Physicians,	  2010;	  Policy	  Paper	  
2	  Joint	  Principles	  of	  the	  Patient	  Centered	  Medical	  Home	  …..	  
3	  American	  College	  of	  Physicians	  position	  paper	  on	  The	  Patient	  Centered	  Medical	  Home	  Neighbor:	  	  The	  Interface	  of	  
the	  Patient	  Centered	  Medical	  Home	  with	  Specialty/Subspecialty	  Practices.	  	  Philadelphia,	  American	  College	  of	  
Physicians,	  2010;	  Policy	  Paper	  
4	  Implementation	  Guide:	  	  Continuous	  and	  Team-‐Based	  Healing	  Relationships,	  Improving	  Patient	  Care	  through	  Teams.	  	  Safety	  Net	  Medical	  Home	  
Initiative,	  December	  2010.	  
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o Relational	  Continuity:	  	  refers	  to	  ongoing	  caring	  relationships	  where	  a	  patient	  is	  known	  
by	  his	  or	  her	  providers	  so	  that	  past	  care	  is	  linked	  with	  current	  care,	  usually	  with	  the	  
expectation	  that	  the	  relationships	  will	  continue	  in	  the	  future.	  

o Informational	  Continuity:	  	  refers	  to	  the	  transfer	  of	  information	  from	  one	  episode	  of	  care	  
to	  another,	  and	  the	  notion	  that	  relevant	  information	  is	  taken	  up	  and	  acted	  upon	  over	  
time.	  

o Managerial	  Continuity:	  	  refers	  to	  the	  notion	  that	  care	  is	  coherently	  organized	  and	  
planned	  and	  that	  today’s	  care	  decisions	  take	  into	  account	  yesterday’s	  care	  experience.	  

Objectives:	  
The	  purpose	  of	  the	  facilitation	  guide	  is	  to	  offer	  enhanced	  support	  to	  individuals	  or	  groups	  that	  are	  
interested	  in	  convening	  groups	  of	  physicians	  to	  implement	  a	  care	  coordination	  guideline	  within	  their	  
medical	  neighborhood	  by	  developing	  tools,	  key	  questions	  and	  other	  resources	  that	  aid	  in	  compact	  
adoption.	  	  	  
	  
The	  facilitation	  guide	  is	  organized	  according	  to	  the	  following	  elements:	  

• Introduction:	  	  Concepts	  &	  Purpose	  
• Care	  Coordination	  Agreement:	  	  principles,	  definitions,	  areas	  for	  mutual	  agreement,	  exchange	  of	  

information	  
• Implementation	  of	  agreement:	  	  tools	  and	  activities	  that	  support	  practices	  in	  the	  execution	  of	  a	  

care	  compact	  
• Measurement:	  	  Monitoring	  and	  improvement	  
• Other	  Issues	  for	  Consideration	  

	  
Each	  section	  offers	  resources	  through:	  

• Key	  questions:	  	  The	  purpose	  of	  the	  key	  questions	  are	  to	  a)	  generate	  discussion	  about	  the	  value	  
of	  care	  coordination	  agreements	  and	  b)	  surface	  and	  identify	  issues	  that	  that	  lead	  to	  a	  shared	  
understanding	  if	  the	  compact	  between	  providers	  c)	  help	  providers	  think	  about	  how	  they	  might	  
implement	  the	  compact	  within	  their	  own	  care	  settings.	  	  	  

• First	  Steps:	  Suggested	  action	  plan	  
• Tools:	  	  Documents,	  tips,	  surveys	  and	  workflows	  	  
• Activities:	  	  Organized	  activities	  (facilitated	  and	  non-‐facilitated)	  that	  will	  support	  building	  and	  

implementing	  compacts.	  
• Supporting	  Literature:	  	  evidence-‐based	  articles	  that	  support	  the	  patient	  centered	  medical	  home	  

and	  the	  medical	  neighborhood	  approach.	  

Introduction:	  	  Concepts	  &	  Purpose	  

Target	  Audience:	  
There	  are	  several	  circumstances	  where	  a	  physician	  compact,	  or	  care	  coordination	  agreement	  can	  be	  
utilized.	  	  The	  following	  scenarios	  were	  taken	  into	  consideration	  when	  writing	  the	  facilitation	  guide.	  

• A	  primary	  care	  physician	  seeking	  to	  engage	  and	  build	  a	  network	  of	  medical	  neighborhood	  
specialists	  to	  foster	  coordinated	  care	  with	  a	  comprehensive	  approach	  to	  referral	  and	  care	  
management	  expectations	  (1:1	  physician	  outreach).	  	  	  
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• A	  specialist	  physician	  seeking	  to	  utilize	  the	  compact	  to	  improve	  bidirectional	  flow	  of	  relevant	  
patient	  information	  when	  receiving	  a	  patient	  referral,	  and	  targeted	  at	  primary	  care	  or	  other	  
specialists/community	  facilities.	  	  (1:1	  physician	  outreach).	  	  	  	  

• A	  group	  of	  physicians	  (loosely	  defined)	  looking	  to	  identify	  and	  establish	  community	  standards	  
for	  physician	  communication	  (i.e.	  “the	  Block	  Party”).	  

• A	  physician	  group	  (IPA	  or	  PHO)	  looking	  to	  utilize	  the	  compact	  elements	  as	  standards	  and	  
expectations	  for	  participation.	  (Likely	  done	  through	  contracting	  model)	  

A	  significant	  amount	  of	  work	  has	  been	  done	  in	  several	  national	  pilots	  on	  care	  coordination	  from	  
inpatient	  settings	  to	  outpatient	  settings.	  	  The	  National	  Quality	  Forum	  has	  developed	  a	  matrix	  of	  care	  
coordination	  measures	  to	  support	  this	  work.	  	  The	  following	  scenarios	  are	  also	  areas	  where	  a	  care	  
collaborative	  agreement	  would	  be	  useful	  but	  have	  not	  been	  tested;	  therefore,	  specific	  supporting	  
materials	  have	  not	  been	  developed	  at	  this	  time.	  	  	  

• Physician	  to	  Hospital/Hospital	  to	  Physician	  standardization	  of	  medical	  records	  and	  protocols	  
pertinent	  in	  transitions	  of	  care.5	  

• Facilitation	  of	  bidirectional	  information	  between	  primary	  care/specialist	  physician	  and	  home	  
health	  services	  or	  other	  community	  resources	  and	  facilities.	  
	  

Purpose/Objectives	  of	  care	  coordination	  agreements	  

Patients	  who	  transition	  between	  primary	  care	  and	  specialty	  care	  often	  encounter	  lapses	  in	  
communication,	  duplication	  of	  diagnostic	  testing,	  and	  ambiguity	  regarding	  physician	  duties	  and	  
responsibilities6.  A	  care	  coordination	  agreement,	  or	  compact,	  facilitates	  the	  goal	  of	  improved	  care	  
integration	  and	  coordination	  for	  patients	  through	  articulation	  of	  bi-‐directional	  expectations	  around	  
types	  of	  care,	  communication	  of	  pertinent	  clinical	  information	  and	  patient	  preferences,	  access	  and	  
availability,	  and	  collaborative	  development	  of	  care	  plans	  for	  shared	  patient	  care.	  	  These	  agreements	  can	  
serve	  as	  a	  practical	  guide	  to	  enhance	  referrals	  between	  primary	  care	  and	  specialty	  practices,	  as	  well	  as,	  
standardizing	  transfer	  of	  clinical	  information	  across	  multiple	  care	  settings.	  	   
	  
It	  is	  acknowledged	  that	  most	  physicians	  have	  established	  referral	  networks	  and	  clinical	  partnerships	  
with	  specialists,	  hospitals	  and	  ancillary	  providers	  (medical	  neighborhoods).	  	  The	  care	  compact	  is	  meant	  
to	  enhance,	  rather	  than	  replace	  those	  relationships	  by	  offering	  participants	  an	  opportunity	  to	  share	  
their	  preferences,	  clinical	  expertise	  and	  update	  communication	  methods	  to	  ensure	  that	  they	  see	  the	  
right	  patient	  at	  the	  right	  time	  in	  a	  more	  structured	  framework,	  as	  well	  as,	  to	  facilitate	  implementation	  
within	  the	  clinical	  practice	  and	  other	  care	  settings.	  
	  
Collaborative	  Care	  Agreements	  &	  Care	  Coordination	  
How	  does	  the	  collaborative	  care	  agreement	  fit	  into	  the	  larger	  picture	  of	  care	  coordination?	  	  The	  Agency	  
for	  Health	  Care	  Research	  recently	  developed	  a	  Care	  Coordination	  Atlas	  and	  distinguishes	  between	  the	  
activities	  and	  broad	  strategies	  that	  support	  coordinated	  care.	  	  The	  collaborative	  care	  agreement	  is	  an	  
activity	  that	  provides	  the	  framework	  for	  an	  effective	  care	  hand-‐off	  by	  establishing	  accountabilities,	  
expectations	  for	  communication	  and	  facilitating	  transitions.	  	  Subsequent	  clinical	  activities,	  listed	  in	  the	  
table	  below,	  should	  be	  communicated	  in	  the	  progress	  note	  or	  care	  record	  and	  shared	  across	  the	  care	  
continuum	  with	  all	  relevant	  providers.	  	  
 
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5	  National	  Quality	  Forum	  (NQF),	  Preferred	  Practices	  and	  Performance	  Measures	  for	  Measuring	  and	  Reporting	  Care	  Coordination:	  A	  Consensus	  
Report,	  Washington,	  DC:	  NQF;	  2010.	  
6	  Chen,	  AH,	  Improving	  the	  Primary	  Care-‐Specialty	  Care	  Interface.	  Arch	  Intern	  Med.	  2009;169:	  pp.1024	  
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Care Coordination Elements:7 

	  

“Care	  Coordination	  Atlas	  -‐	  Version	  3”	  AHRQ	  Publication	  No.	  11-‐0023-‐EF.	    

The effectiveness of care coordination activities and strategies should be viewed, and subsequently 
measured, from the perspective of multiple stakeholders, all of whom will have different definitions of 
successes and failures.  The grid below summarizes those perspectives in terms of the purpose and goal 
of care coordination and what is a perceived failure by key stakeholders. 
 
Care Coordination Perspectives8 
 Patient Health Care Professional System 
Purpose  Ensure that a patient’s needs 

and preferences are met over 
time, regardless of people, 
function and sites. 

Patient/Family centered, team 
based activity designed to assess 
and meet the needs of the patient 
while helping them navigate the 
system.   

The system takes responsibility 
for care in a way that seamlessly 
integrates personnel, information 
and other resources that are 
required to meet patient needs. 

Success The delivery of high quality, high 
value care that are in accordance 
with the needs and preferences 
of the patient/family. 

Support of the patient through 
complex system navigation, which 
includes knowing where to send 
the patient, what information to 
transfer, designating accountability 
and responsibility for care by 
providers, and identifying and 
addressing gaps in patient needs 
(medical and non-medical) 

Facilitate the appropriate and 
efficient delivery health services 
within and across the system. 

Failures Failures may occur at transition 
points within the system.  
Patients perceive failure as 
anything that requires an 
“unreasonable” degree of effort 
by them or care givers in order to 
meet care needs. 

Poor health outcomes as a result of 
poor hand-offs or poor information 
exchanges are recognized as 
failure points, as well as any 
“unreasonable” level of effort to 
accomplish the necessary 
coordination activities. 

A failure is perceived in terms of 
cost and quality.  If a patient 
experiences a poor outcome due 
to fragmentation of care, those 
failures have corresponding 
affects upon the financial 
performance of the system as a 
whole. 

The	  patient	  centered	  medical	  home	  and	  the	  medical	  neighborhood	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7	  Care	  Coordination	  Measures	  Atlas.	  AHRQ	  Publication	  No.	  11-‐0023-‐EF,	  January	  2011.	  Agency	  for	  Healthcare	  Research	  and	  Quality,	  Rockville,	  
MD.	  http://www.ahrq.gov/qual/careatlas/	  
8	  Adapted	  from	  AHRQ	  Care	  Coordination	  Atlas,	  Perspectives	  on	  Care	  Coordination 

Coordination	  Activities	  –	  unique	  activities	  that	  support	  coordinated	  care	  

Establish	  Accountability	  or	  Negotiate	  Responsibility	  
Communicate	  (interpersonal	  and	  information	  transfer)	  
Facilitate	  Transitions	  
Assess	  Needs	  and	  Goals	  
Create	  a	  Proactive	  Plan	  of	  Care	  
Monitor,	  Follow	  up	  and	  Respond	  to	  Change	  
Support	  Self-‐Management	  Goals	  
Link	  to	  Community	  Resources	  
Align	  Resources	  with	  Patient	  and	  Population	  Needs	  
Broad	  Approaches	  –	  means	  of	  achieving	  coordinated	  care	  

Teamwork	  focused	  on	  care	  coordination	  
Health	  Care	  Home	  
Care	  Management	  
Medication	  Management	  
Health	  IT	  –	  enabled	  coordination	  

9
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The	  typical	  primary	  care	  doctor	  must	  coordinate	  care	  within	  an	  average	  network	  of	  229	  other	  physicians	  
from	  117	  practices9.	  This	  presents	  several	  barriers	  to	  the	  successful	  implementation	  of	  the	  PCMH	  and	  
threatens	  the	  clinical	  and	  economic	  advantages	  of	  the	  model.	  Effective	  coordination	  of	  care	  is	  an	  
essential	  element	  in	  the	  successful	  PCMH	  model	  and	  requires	  the	  willingness	  of	  specialists	  and	  other	  
medical	  providers	  of	  care	  to	  participate	  in	  collaborative	  decision-‐making10.	  	  A	  2009	  survey	  of	  physicians	  
by	  the	  Colorado	  Medical	  Society	  revealed	  that	  while	  a	  majority	  of	  physicians	  (both	  primary	  care	  and	  
specialty	  care)	  ranked	  care	  coordination	  a	  major	  area	  of	  focus	  within	  their	  practice,	  only	  15%	  of	  PCPs	  
and	  21%	  of	  specialists	  were	  satisfied	  with	  their	  communications	  with	  other	  facilities.	  	  In	  addition,	  
physicians	  noted	  they	  always	  or	  regularly	  received	  necessary	  information	  from	  referrals	  41%	  (PCPs)	  or	  
36%	  (specialists)	  of	  the	  time11.	  	  	  
	  
Mutual	  Benefits:	  
A	  compact,	  or	  care	  coordination	  agreement,	  offers	  significant	  mutual	  benefits	  to	  all	  stakeholders	  on	  the	  
care	  team.	  	  A	  primary	  care	  team	  has	  the	  confidence	  of	  knowing	  that	  they	  are	  sending	  patients	  to	  a	  
trusted,	  high	  quality	  specialty	  network	  that	  shares	  the	  same	  values	  around	  patient	  care	  and	  has	  
corresponding	  care	  processes	  to	  support	  patients	  in	  their	  treatment	  outside	  the	  primary	  care	  office.	  	  A	  
relationship	  with	  a	  specialist	  network	  offers	  the	  opportunity	  for	  reciprocal	  continuing	  medical	  education	  
on	  clinical	  conditions	  that	  are	  relevant	  to	  their	  patient	  population.	  	  	  Specialists	  ensure	  that	  they	  are	  
seeing	  the	  right	  patient	  at	  the	  right	  time	  with	  the	  pertinent	  clinical	  information	  at	  hand.	  In	  addition,	  a	  
compact	  offers	  the	  opportunity	  of	  a	  consistent	  and	  prepared	  patient	  volume	  from	  their	  primary	  care	  
partners.	  	  Clinical	  information	  at	  the	  point	  of	  service	  can	  reduce	  unnecessary,	  duplicative	  testing	  and	  
clear	  designation	  of	  management	  responsibilities	  help	  care	  teams	  know	  who’s	  on	  point	  for	  critical	  follow	  
up	  and	  communication.	  Physicians	  can	  reclaim	  the	  joy	  of	  medicine	  and	  professional	  camaraderie	  by	  
building	  clinical	  relationships	  to	  meet	  their	  patient	  needs.	  	  	  Most	  importantly,	  successful	  implementation	  
of	  a	  care	  compact	  supports	  the	  patient	  by	  having	  a	  seamless	  health	  experience	  across	  multiple	  care	  
settings	  because	  providers	  understand	  and	  can	  respond	  to	  their	  clinical	  needs,	  communicates	  their	  
preferences	  and	  encourage	  patient	  activation	  and	  engagement	  in	  a	  collaborative	  manner.	  	  	  

 

Key	  Questions:	  	  	  
Overview	  and	  Introduction:	  

1. What	  is	  the	  medical	  home	  and	  how	  does	  it	  relate	  to	  a	  care	  coordination	  agreement?	  
2. What	  is	  a	  compact	  /	  care	  coordination	  agreement?	  
3. If	  you	  are	  a	  PCP,	  what	  does	  it	  mean	  to	  be	  first	  point	  of	  contact	  and	  principle	  coordinator	  of	  care?	  

I. What	  care	  processes	  need	  to	  be	  in	  place	  and	  functional	  prior	  to	  working	  on	  your	  medical	  
neighborhood?	  	  

II. What	  can	  “evolve”	  as	  you	  work	  out	  the	  referral	  process	  with	  your	  specialist	  partners?	  
III. What	  are	  pros/cons	  of	  each	  approach?	  
IV. How	  can	  I	  perform	  as	  a	  medical	  neighbor	  without	  being	  a	  PCMH?	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
9 Primary	  Care	  Physicians’	  Links	  to	  Other	  Physicians	  Through	  Medicare	  Patients:	  The	  Scope	  of	  Care	  Coordination.	   
Pham,	  H	  et	  al.	  Ann	  Intern	  Med	  2009;150:236-‐242.	  	  
10 “A	  Toolkit	  for	  Primary	  Care	  -‐	  Specialty	  Care	  Integration”,	  	  R.	  Scott	  Hammond,	  MD	  and	  Caitlin	  Barba,	  MPH,	  Medical	  Home	  News,	  Volume	  3,	  
Number	  2,	  February	  2011.	  	  
11	  “Physician	  Perceptions	  on	  Care	  Coordination”,	  Karen	  Leamer,	  MD	  FAAP	  and	  Gene	  Sherman,	  MD,	  FACC;	  Colorado	  Medicine,	  January/February	  
2010,	  pp	  36-‐37.	  

10



This Care Collaborative Agreement Facilitation Guide has been developed for general distribution with the support of the Colorado 
Systems of Care/Patient Centered Medical Home Initiative.  Please reference the initiative in any reprints or revisions May 2011	  
	  

4. Why	  codify	  the	  care	  coordination	  and	  referral	  relationships	  between	  primary	  care	  and	  specialists	  
and	  specialist	  to	  specialists?	  

5. What	  interests	  you	  about	  care	  coordination	  agreements?	  
I. What	  doesn’t	  work	  within	  your	  current	  referral	  relationship?	  
II. Think	  about	  your	  various	  referring	  partnerships	  and	  identify	  what	  elements	  work	  well	  for	  

your	  practice?	  
III. Are	  there	  areas	  within	  your	  referral	  relationship	  that	  you	  feel	  strongly	  about	  and/or	  are	  

non-‐negotiable	  as	  you	  develop	  care	  coordination	  agreements	  with	  your	  colleagues?	  
IV. How	  does	  fragmentation	  of	  health	  care	  affect	  your	  patient’s	  outcomes	  and	  safety?	  

6. How	  does	  this	  fit	  with	  your	  current	  practice	  priorities	  (business	  or	  clinical)?	  	  How	  does	  it	  not	  fit?	  
7. Does	  the	  economics	  of	  health	  care	  affect	  you	  or	  create	  concerns	  on	  how	  you	  practice	  in	  the	  future?	  	  	  

	  

First	  Steps	  
• Develop	  your	  vision,	  agree	  to	  improve	  care	  coordination,	  and	  adapt/adopt	  Collaborative	  

Guidelines	  (Compact)	  
• Identify	  a	  list	  of	  key	  specialists	  /PCPs	  that	  you	  want	  to	  invite	  into	  your	  medical	  neighborhood	  

and	  send	  invitations	  to	  join.	  Initiate	  conversations,	  when	  needed.	  

Tools:	  	  	  
• PCMH	  and	  the	  Medical	  Neighborhood	  (HTW	  visual)	  
• Quick	  tips	  to	  setting	  up	  a	  community	  meeting	  
• Medical	  Neighborhood	  Invitation	  Letter	  Template	  	  
• Medical	  Neighborhood	  Community	  Meeting	  Presentation	  Template	  
• Guide	  to	  document	  for	  PCMH	  application	  and/or	  MHI	  standards	  [to	  be	  developed]	  

Activities:	  	  	  
• Hosting	  a	  medical	  neighborhood	  welcome	  visit	  or	  “block	  party”	  using	  tools	  listed	  above	  

Supporting	  Literature:	  
• Building	  a	  Medical	  Neighborhood	  for	  the	  Medical	  Home,	  Elliot	  S.	  Fisher,	  MD,	  PhD.	  	  New	  England	  

Journal	  of	  Medicine,	  359;12	  www.nejm.org	  September	  18,	  2008	  

Care	  Coordination	  Agreement	  

Care	  coordination	  agreement,	  compact,	  service	  level	  agreement	  or	  standardized	  checklist	  for	  referrals	  
all	  refer	  to	  an	  explicit	  understanding	  between	  providers	  that	  outline	  expectations	  around	  defining	  
accountability	  for	  care	  management,	  the	  sharing	  of	  clinical	  information,	  access	  to	  care	  and	  areas	  of	  care	  
coordination	  to	  facilitate	  a	  well	  orchestrated	  and	  seamless	  care	  experience	  for	  the	  patient.	  	  The	  
American	  College	  of	  Physicians	  (ACP)	  outlines	  clear	  clinical	  interactions	  and	  guiding	  principles	  for	  the	  
medical	  neighborhood	  in	  their	  recent	  position	  paper	  on	  the	  interface	  of	  the	  PCMH	  with	  specialty	  
practices.	  	  Agreements	  can	  be	  implemented	  in	  phases	  or	  in	  its	  entirety.	  	  Full	  participation	  by	  providers	  of	  
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care	  requires	  purposeful	  evaluation	  and	  redesign	  of	  care	  processes.	  	  A	  care	  coordination	  agreement	  is	  
not	  a	  legal	  document	  rather	  it	  offers	  standardized	  language	  to	  describe	  the	  referral	  process	  and	  outlines	  
what	  each	  provider	  can	  provide	  in	  key	  areas.	  	  	  

Collaborative	  care	  agreements	  can	  take	  many	  forms	  but	  standardizing	  definitions	  for	  care	  responsibility	  
and	  information	  are	  critical	  in	  order	  to	  create	  a	  shared	  language	  across	  provider	  communities.	  	  For	  the	  
purposes	  of	  this	  facilitation	  guide,	  we	  highly	  recommend	  that	  any	  collaborative	  care	  agreement	  
developed	  maintain	  the	  ACP	  care	  management	  role	  definitions	  and	  include	  a	  section	  that	  outlines	  clinical	  
records.	  	  Several	  examples	  are	  listed	  in	  the	  appendix:	  	  a	  full	  scale	  collaborative	  care	  agreement,	  a	  one	  
page	  document	  outlining	  expectations,	  and	  a	  standardized	  checklist	  for	  both	  primary	  and	  specialty	  care.	  

A	  PCMH-‐N	  is	  a	  subspecialty	  practice	  that	  engages	  in	  processes	  that:	  

• Ensure	  effective	  bidirectional	  communication,	  coordination,	  and	  integration	  with	  PCMH	  
practices	  

• Ensure	  appropriate	  and	  timely	  consultations	  and	  referrals	  
• Ensure	  efficient,	  appropriate,	  and	  effective	  flow	  of	  necessary	  patient	  care	  information	  
• Effectively	  determine	  mutual	  responsibility	  in	  co-‐management	  situations	  
• Support	  patient-‐centered	  care,	  enhanced	  care	  access,	  and	  high	  levels	  of	  care	  quality	  and	  safety	  
• Support	  the	  PCMH	  practice	  as	  the	  provider	  of	  primary	  care	  to	  the	  patient	  and	  as	  having	  overall	  

responsibility	  for	  ensuring	  the	  coordination	  and	  integration	  of	  all	  care.	  	  	  

Phase	  1:	  	  Agreement	  on	  care	  management	  roles	  and	  clinical	  information	  sharing	  

The	  most	  important	  components	  of	  a	  care	  coordination	  agreement	  are	  identifying	  areas	  for	  mutual	  
agreement	  on	  care	  transition,	  management	  definitions	  and	  accurate	  transfer	  of	  clinical	  information	  
across	  the	  continuum	  of	  care.	  	  By	  knowing	  who’s	  on	  point	  for	  clinical	  services	  and	  follow-‐up	  and	  having	  
the	  clinical	  information	  at	  the	  point	  of	  service,	  each	  provider	  of	  care	  is	  prepared	  to	  care	  for	  the	  patient	  
within	  their	  scope	  of	  expertise.	  	  In	  addition,	  care	  teams	  are	  equipped	  with	  specific	  knowledge	  about	  
patient	  preferences	  and	  care	  plans.	  

Defining	  the	  care	  management	  roles.	  	  The	  ACP	  defines	  the	  following	  types	  of	  care	  management	  roles:	  

• Pre-‐Consultation	  Exchange:	  	  communication	  between	  primary	  care	  and	  specialist	  to	  answer	  a	  
clinical	  question	  and/or	  determine	  the	  necessity	  of	  a	  formal	  consultation;	  facilitate	  timely	  access	  
and	  determine	  the	  urgency	  of	  referral	  to	  specialty	  care;	  or	  facilitate	  the	  diagnostic	  evaluation	  of	  
the	  patient	  prior	  to	  a	  specialty	  assessment.	  	  A	  pre-‐consultation	  exchange	  is	  intended	  to	  
expedite/prioritize	  care	  or	  clarifies	  need	  for	  referral.12	  

• Formal	  Consultation:	  	  Referral	  of	  a	  patient	  to	  a	  specialist	  for	  a	  discrete	  diagnosis,	  diagnostic	  test,	  
results,	  procedure,	  treatment	  or	  prognosis.	  	  Care	  is	  transferred	  back	  to	  the	  medical	  home	  for	  
management	  and	  ongoing	  monitoring.	  

• Co-‐Management:	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12	  American	  College	  of	  Physicians	  position	  paper	  on	  The	  Patient	  Centered	  Medical	  Home	  Neighbor:	  	  The	  Interface	  
of	  the	  Patient	  Centered	  Medical	  Home	  with	  Specialty/Subspecialty	  Practices.	  	  Philadelphia,	  American	  College	  of	  
Physicians,	  2010;	  Policy	  Paper	  
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o With	  Shared	  Care	  for	  the	  Disease:	  	  a	  referral	  to	  a	  specialist	  where	  they	  provide	  expert	  
advice,	  guidance	  and	  follow	  up	  of	  the	  patient	  for	  one	  specific	  condition.	  	  The	  medical	  
home	  will	  manage	  the	  illness	  with	  support	  from	  the	  specialist.	  

o With	  Principle	  care	  for	  the	  disease:	  	  both	  the	  medical	  home	  and	  the	  specialist	  are	  
concurrently	  active	  in	  the	  patient’s	  treatment	  plan.	  	  The	  specialist	  assumes	  
responsibility	  for	  the	  long-‐term,	  comprehensive	  management	  of	  the	  patients	  referred	  
medical/surgical	  condition.	  	  The	  medical	  home	  receives	  reports	  and	  follows	  the	  patient	  
for	  all	  other	  aspects	  of	  care,	  as	  well	  as	  offering	  input	  on	  quality	  of	  life/treatment	  
decisions.	  

o With	  Principle	  care	  for	  a	  consuming	  illness:	  	  The	  specialist	  assumes	  primary	  care	  for	  the	  
patient	  for	  a	  limited	  time	  due	  to	  the	  nature	  and	  impact	  of	  the	  clinical	  condition(s).	  	  The	  
medical	  home	  continues	  to	  receive	  on-‐going	  treatment	  information	  and	  retains	  input	  on	  
secondary	  referrals.	  

• Transfer	  of	  a	  patient	  to	  specialty	  care:	  	  This	  refers	  to	  a	  situation	  where	  a	  specialist	  assumes	  the	  
role	  of	  the	  medical	  home	  by	  mutual	  agreement	  with	  the	  primary	  care	  provider	  and	  
patient/family.	  	  The	  specialist	  agrees	  to	  provide	  care	  according	  to	  the	  Joint	  Principles	  and	  would	  
be	  expected	  to	  meet	  the	  recognition/certification	  requirements	  as	  a	  medical	  home.	  	  Examples	  
of	  this	  type	  of	  care	  would	  include	  end	  stage	  renal	  disease	  patient	  on	  dialysis	  or	  an	  infectious	  
disease	  practice	  caring	  for	  an	  HIV/AIDs	  patient	  with	  complex	  medical	  and	  treatment	  issues.	  

As	  more	  practices	  join	  the	  information	  super-‐highway,	  health	  information	  technology	  becomes	  an	  
increasingly	  important	  tool	  in	  care	  coordination.	  	  The	  ease	  with	  which	  clinical	  information	  can	  be	  
extracted	  and	  shared	  will	  continue	  to	  evolve	  as	  standards,	  protocols	  and	  rules	  for	  communities	  adopt	  
meaningful	  use	  and	  health	  data	  exchange.	  	  	  

The	  transitions	  of	  care	  record,	  or	  minimum	  data	  set,	  outlines	  the	  recommended	  clinical	  information	  that	  
should	  be	  exchanged	  in	  the	  course	  of	  a	  patient	  transition	  through	  the	  care	  continuum.	  	  Groups	  
implementing	  a	  collaborative	  care	  agreement	  can	  develop	  their	  own	  required	  clinical	  data	  sets	  or	  
use/modify	  the	  PCP	  and	  Specialist	  Patient	  Transition	  Record	  in	  the	  Systems	  of	  Care	  Agreement.	  	  These	  
data	  elements	  should	  become	  embedded	  in	  any	  measurement	  system	  put	  in	  place.	  

Phase	  2:	  	  Care	  Coordination	  Agreement	  Elements:	  

Systems	  of	  Care	  Agreement	  
The	  particular	  elements	  of	  any	  care	  coordination	  agreement	  should	  be	  mutually	  agreed	  upon	  
expectations	  that	  correspond	  to	  a	  physician	  or	  practice	  setting,	  ability	  to	  provide	  that	  service	  or	  
information.	  	  Care	  coordination	  will	  likely	  be	  included	  in	  upcoming	  versions	  of	  meaningful	  use	  and	  
payment	  reform.	  	  Individual	  physicians,	  physician	  communities	  or	  organized	  groups	  will	  benefit	  from	  
having	  candid	  discussions	  about	  referral	  and	  information	  standards.	  	  	  

i. Review	  and	  discuss	  Domains/Elements	  of	  Compact	  and	  PCP	  &	  Specialist	  patient	  transition	  
record	  

ii. Review	  and	  discuss	  mutual	  agreement	  for	  care	  transition	  (if	  applicable)	  
1. Identify	  what	  is	  personal	  to	  physician	  approach	  (i.e.	  area	  of	  interest	  is	  sports	  medicine	  &	  

rehab,	  only	  refer	  patients	  when	  ready	  for	  surgical	  intervention,	  etc.)	  
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Key	  Questions:	  	  	  
Compact	  details	  

I. If	  you	  could	  change	  one	  thing	  about	  the	  design	  of	  the	  care	  coordination	  agreement,	  what	  would	  
it	  be	  and	  why?	  

II. Referrals	  
a. Are	  there	  existing	  referral	  guidelines	  (formal	  or	  informal)	  within	  your	  specialty	  or	  within	  

the	  community	  that	  offer	  guidance	  on	  seeing	  the	  right	  patient	  at	  the	  right	  time?	  
b. Is	  there	  an	  interest	  to	  develop	  condition	  specific	  educational	  guidelines	  between	  

PCPs/Specialists	  to	  support	  the	  referral	  process?	  
c. How	  will	  secondary	  referrals	  to	  another	  specialist	  work?	  	  (i.e.	  exchange	  of	  clinical	  

information,	  contact	  with	  primary	  care	  physician,	  patient	  preparation	  and	  development	  
of	  shared	  care	  plan)	  

III. Types	  of	  Management	  
a. Are	  there	  additional	  types	  of	  management	  that	  you	  think	  are	  not	  covered?	  	  	  
b. How	  do	  you	  currently	  express	  clear	  designation	  of	  care	  responsibility	  and	  accountability	  

in	  your	  current	  progress	  notes?	  	  Are	  there	  changes	  that	  you	  will	  need	  to	  make	  in	  order	  
to	  sync	  up	  and	  speak	  the	  same	  “language”	  about	  care	  responsibility	  and	  accountability?	  

c. Are	  there	  areas	  within	  the	  types	  of	  care	  management	  that	  you	  do	  not	  feel	  comfortable	  
with	  and/or	  cannot	  agree	  to?	  	  If	  so,	  why?	  

IV. Collaborative	  Care	  Domains:	  	  Transitions	  of	  Care,	  Access,	  Collaborative	  Care	  Management	  
a. Are	  the	  expectations	  something	  that	  you	  can	  provide	  in	  the	  course	  of	  a	  referral?	  
b. How	  will	  you	  be	  able	  to	  distinguish	  a	  patient’s	  level	  of	  urgency	  for	  an	  appointment	  and	  

be	  able	  to	  respond	  to	  it	  within	  an	  appropriate	  and	  agreed	  upon	  time	  frame.	  	  
c. What	  changes	  will	  you	  need	  to	  make	  in	  your	  office	  processes	  or	  care	  notes	  in	  order	  to	  

deliver	  that	  information?	  
V. Patient	  Communication	  

a. Does	  the	  patient	  have	  a	  specific	  agenda,	  set	  of	  needs	  or	  plan	  for	  the	  visit?	  	  What	  are	  the	  
techniques	  that	  you	  employ	  to	  understand	  the	  patient’s	  agenda?	  

b. Do	  you	  have	  a	  system	  in	  place	  to	  identify	  if	  there	  are	  issues	  or	  barriers	  that	  prevent	  the	  
patient	  from	  following	  through	  on	  care	  recommendations?	  	  (i.e.	  language	  or	  cognitive	  
issues,	  family	  or	  community	  support	  not	  available,	  etc)	  	  How	  or	  is	  it	  appropriate	  to	  share	  
with	  other	  providers	  of	  care?	  

c. How	  will	  you	  prepare	  the	  patient	  for	  their	  next	  visit	  or	  service	  (whether	  that	  care	  is	  
provided	  by	  you	  or	  another	  provider)?	  

d. What	  is	  the	  role	  of	  the	  primary	  care	  physician	  or	  specialist	  in	  communicating	  patient	  
wishes	  that	  are	  expressed	  within	  a	  visit	  while	  respecting	  patient	  confidentiality?	  

VI. Patient	  Transition	  Record	  
a. Are	  you	  consistently	  sending	  patient	  information	  and	  medical	  records	  to	  your	  

colleagues?	  What	  elements	  of	  the	  Patient	  Transition	  Record	  are	  missing?	  What	  
information	  transfer	  system	  will	  work	  for	  your	  practice?	  How	  do	  you	  need	  to	  change	  
your	  work	  flow?	  
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b. Do	  your	  have	  the	  resources	  to	  capture	  the	  essential	  elements	  of	  the	  Report	  in	  an	  
effective	  and	  consistent	  way?	  

c. How	  will	  you	  track	  and	  measure	  your	  performance?	  What	  tracking	  system	  is	  most	  
appropriate	  for	  your	  system?	  

First	  Steps:	  
• Review	  each	  item	  of	  the	  Compact	  and	  determine	  action	  plan	  
• Choose	  a	  Quality	  Improvement	  model	  that	  will	  be	  most	  successful	  in	  your	  practice?	  

Tools:	  	  	  
• 6	  Steps	  to	  Becoming	  a	  Medical	  Neighbor	  
• Types	  of	  Care	  Transitions	  Quiz	  
• PCMH	  –N	  Specialty	  List	  Template	  
• Practice	  Survey	  Questionnaire	  (practice	  self	  assessment)	  [need	  scoring	  tool	  from	  Perry]	  
• Diabetes	  Case	  Study	  (Carol	  Greenlee,	  MD)	  
• Sample	  ACP	  Checklist	  
• Sample	  1	  Page	  Compact	  

Activities:	  	  	  
• Compact	  Table	  Top	  Exercise:	  	  Ideal	  Referral	  State	  
• Action	  Planning:	  	  Building	  Your	  Medical	  Neighborhood	  

	  Supporting	  Literature:	  

• Chen,	   AH,	   Improving	   the	   Primary	   Care-‐Specialty	   Care	   Interface.	   Arch	   Intern	   Med.	  
2009;169:1024-‐1025	  

• Forrest,	  CB,	  A	  Typology	  of	  Specialists’	  Clinical	  Roles.	  Arch	  Intern	  Med.	  2009;169:1062-‐1006	  

• American	  College	  of	  Physicians	  position	  paper	  on	  The	  Patient	  Centered	  Medical	  Home	  Neighbor:	  	  
The	   Interface	   of	   the	   Patient	   Centered	   Medical	   Home	   with	   Specialty/Subspecialty	   Practices.	  	  
Philadelphia,	  American	  College	  of	  Physicians,	  2010;	  Policy	  Paper	  

Implementation	  of	  Collaborative	  Care	  Agreement	  
The	  2011	  NCQA	  Patient	  Centered	  Medical	  Home	  Standards	  places	  greater	  emphasis	  on	  care	  
coordination,	  both	  in	  tracking	  results	  of	  testing	  done	  outside	  the	  medical	  home,	  referral	  tracking	  and	  
follow-‐up	  and	  coordination	  with	  facilities	  and	  care	  transitions.	  

Operational	  execution	  is	  probably	  the	  most	  challenging	  component	  of	  the	  agreement,	  as	  it	  will	  require	  
an	  evaluation	  and	  redesign	  of	  current	  care	  processes	  for	  both	  the	  medical	  home	  and	  the	  medical	  
neighbor.	  	  The	  ability	  of	  a	  practice	  to	  consistently	  and	  reliably	  follow	  through	  on	  the	  associated	  tasks	  
and	  activities	  below	  will	  need	  to	  be	  assessed	  and	  modified	  whether	  implementing	  the	  agreement	  as	  a	  
medical	  home	  or	  as	  a	  medical	  neighbor.	  

• Preparing	  the	  referral	  and	  the	  clinical	  record:	  
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o Ensuring	  that	  all	  elements	  of	  the	  transition	  of	  care	  record	  are	  available	  at	  the	  next	  
scheduled	  point	  of	  service	  (primary	  care	  referral	  to	  a	  specialist	  office,	  specialist	  office	  
hands	  back	  to	  primary	  care	  office,	  ancillary	  provider,	  hospital)	  

o Clearly	  identifying	  type	  of	  care	  management	  and	  responsibility	  for	  specific	  elements	  of	  
care	  and	  follow	  up.	  	  	  

o Alters	  consult	  templates	  (written	  or	  electronic)	  to	  capture	  and	  communicate	  critical	  
clinical	  and	  care	  management	  information.	  	  

• Preparing	  and	  meeting	  the	  needs	  of	  the	  patient:	  	  	  
o Referral	  contact	  information	  readily	  available	  to	  share	  with	  patients	  
o Establishes	  purpose,	  expectations	  and	  goals	  of	  the	  visit	  and/or	  shares	  diagnosis,	  

prognosis	  and	  treatment	  plan.	  
o Communicates	  appropriate	  time	  frame	  for	  specialist	  appointment	  and/or	  follow	  up	  

appointment	  
o Designs	  treatment	  interventions	  with	  a	  sensitivity	  to	  patients’	  needs	  and	  preferences	  

(i.e.	  culturally	  sensitive,	  education	  materials	  in	  primary	  language,	  meets	  relevant	  
insurance	  requirements,	  provides	  training	  and	  education	  for	  complex	  issues,	  assess	  
patient	  confidence	  for	  self	  care)	  

• Being	  a	  good	  partner	  
o Administrative:	  

 Identification	  of	  single	  point	  of	  contact	  for	  referrals	  within	  office	  for	  questions	  
 Be	  accessible	  to	  patient	  with	  reasonable	  office	  hours	  and	  timeframes	  for	  next	  

available	  appointment	  based	  on	  urgency	  of	  clinical	  need.	  
 Provide	  and	  accept	  respectful	  feedback	  from	  staff,	  physicians	  and	  patients	  in	  

the	  spirit	  of	  improvement.	  
 Obtains	  appropriate	  prior	  authorization	  
 Understands	  and	  acts	  upon	  preferences	  for	  secondary/tertiary	  referrals	  

o Clinical:	  
 Availability	  of	  (number	  that	  will	  be	  answered	  for	  clinical	  issues)	  physician	  to	  

answer	  physician	  or	  patient	  calls	  to	  facilitate	  care	  such	  as,	  discussion	  of	  
treatment	  plan,	  assist	  in	  appropriate	  work-‐up	  or	  follow	  up,	  and	  for	  urgent	  
matters	  

 Offer	  ongoing	  clinical	  expertise	  to	  support	  shared	  care	  plan	  
	  

The	  Systems	  of	  Care	  Initiative	  has	  developed,	  and	  continues	  to	  evolve,	  a	  comprehensive	  medical	  
neighborhood	  toolkit	  to	  support	  the	  patient	  centered	  medical	  home	  implementation	  of	  the	  Primary	  
Care-‐Specialist	  Physician	  Collaborative	  Guidelines.	  	  Many	  of	  these	  tools	  are	  referenced	  and	  utilized	  
throughout	  the	  facilitation	  guide.	  	  The	  toolkit	  follows	  the	  5	  A’s	  format	  (Ask,	  Advise,	  Assess,	  Assist,	  
Arrange).	  	  This	  comprehensive	  approach	  walks	  practices	  through	  the	  process	  of	  identifying,	  establishing	  
and	  monitoring	  the	  medical	  neighborhood	  on	  a	  monthly	  or	  quarterly	  basis.	  	  Practices	  typically	  spend	  
about	  5-‐8	  hours	  for	  initial	  set	  up	  of	  their	  medical	  neighborhood	  and	  approximately	  2	  hours	  for	  each	  new	  
medical	  neighbor.	  	  Routine	  monitoring	  and	  feedback	  is	  approximately	  1-‐2	  hours,	  depending	  on	  the	  
frequency	  of	  your	  measurements.	  	  Please	  see	  appendix	  for	  the	  complete	  set	  of	  tools.	  
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Key	  Questions:	  	  	  
Implementation	  Discussion	  Items	  

I. What	  are	  challenges	  that	  you	  see	  to	  implementation?	  	  	  
II. What	  are	  the	  benefits	  to	  implementing	  this	  kind	  of	  process?	  
III. How	  well	  do	  you	  think	  your	  practice	  performs	  on	  care	  coordination?	  	  How	  do	  you	  know?	  	  Please	  

describe	  that	  process.	  	  Is	  it	  documented?	  
IV. Why	  go	  to	  the	  effort	  to	  formalize	  care	  processes	  and	  care	  coordination	  at	  your	  practice?	  
V. Who	  needs	  to	  be	  brought	  into	  this	  discussion	  at	  your	  practice	  in	  order	  to	  make	  this	  agreement	  

work?	  
VI. Are	  there	  improvement	  projects	  that	  your	  practice	  has	  undertaken	  in	  the	  past	  few	  years	  that	  have	  

been	  successful?	  	  What	  are	  the	  elements	  that	  made	  that	  project	  successful?	  
VII. How	  will	  you	  communicate	  this	  new	  effort	  to	  your	  staff?	  	  What	  are	  things	  that	  you	  can	  

communicate	  to	  them	  that	  will	  help	  them	  understand	  why	  you	  are	  changing	  the	  current	  process?	  	  
(i.e.	  	  How/why	  this	  is	  important	  in	  improving	  patient	  care?	  	  What	  will	  this	  effort	  require	  of	  them?	  	  
What	  is	  their	  role?	  	  What	  is	  the	  time	  commitment?	  

First	  Steps:	  
• Audit	  your	  referral	  notes	  to	  be	  sure	  they	  satisfy	  the	  Transition	  Record	  core	  elements	  
• Develop	  a	  QI	  plan	  and	  	  timeline	  to	  implement	  changes	  
• Create	  ‘breathing	  space’	  for	  transformation	  champions	  to	  work	  on	  the	  change	  process.	  

Tools:	  	  	  
• Primary	  Care	  Checklist	  by	  Roles	  
• Specialist	  Office	  Workflow	  for	  Compact	  Implementation	  [to	  be	  developed]	  
• Sample	  Consult	  Forms	  
• PCMH-‐N	  Fax	  Cover	  Sheet	  
• Specialist	  Transition	  Record	  Checklist	  
• Sample	  Consult	  Note	  

Activities:	  	  	  
• Test	  Tracking	  Rapid	  Improvement	  Activity	  (Health	  TeamWorks)	  
• Building	  a	  Medical	  Neighborhood:	  	  Implementation	  Guide	  (5	  A’s)	  

	  

Supporting	  Literature:	  
• “A	  Toolkit	  for	  Primary	  Care	  -‐	  Specialty	  Care	  Integration”,	  	  R.	  Scott	  Hammond,	  MD	  and	  Caitlin	  

Barba,	  MPH,	  Medical	  Home	  News,	  Volume	  3,	  Number	  2,	  February	  2011.	  	  
• Care	  Coordination:	  Reducing	  Care	  Fragmentation	  in	  Primary	  Care	  and	  Implementation	  Guide,	  

Safety	  Net	  Medical	  Home	  Initiative,	  April	  2011.	  
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Measurement:	  	  Monitoring	  and	  improvement	  
An	  important	  component	  of	  undertaking	  any	  new	  initiative	  that	  can	  impact	  patient	  care	  is	  to	  understand	  
if	  your	  intervention	  had	  the	  anticipated	  impact.	  	  Whether	  you	  are	  using	  a	  formal	  scorecard	  system	  or	  
using	  a	  Plan-‐Do-‐Study-‐Act	  format,	  measuring	  performance	  is	  a	  critical	  feedback	  loop	  to	  ensuring	  
accountability	  and	  offers	  insight	  into	  opportunities	  for	  improvement	  and	  communication	  going	  forward.	  
Your	  group	  needs	  to	  define	  up	  front	  what	  it	  wants	  to	  measure	  in	  the	  implementation	  of	  the	  
collaborative	  care	  agreement.	  	  In	  order	  to	  support	  patient	  safety	  and	  practice	  efficiency,	  we	  recommend	  
that	  at	  minimum	  you	  measure	  a)	  clear	  identification	  of	  care	  management	  roles	  outlining	  responsibility	  
for	  care	  (ie.	  	  do	  you	  know	  who	  is	  on	  point	  for	  what	  components	  of	  care	  based	  on	  the	  progress	  note)	  b)	  
completeness	  of	  the	  clinical	  data	  set	  transferred	  between	  primary	  care	  and	  specialists.	  
	  
The	  Systems	  of	  Care	  Initiative	  Medical	  Neighborhood	  toolkit	  developed	  a	  scorecard	  for	  both	  the	  primary	  
care	  physician	  and	  the	  specialist	  to	  ensure	  that	  the	  compact	  is	  measureable	  and	  accountable	  for	  all	  
parties.	  	  The	  scorecard	  mirrors	  the	  four	  domains	  of	  the	  SOC	  compact	  (Transitions	  of	  Care,	  Access,	  
Collaborative	  Care	  Management,	  and	  Patient	  Communication)	  as	  well	  as	  the	  transition	  of	  care	  record	  
(TCR)	  and	  has	  qualitative	  and	  quantitative	  measures.	  	  	  An	  excel	  spreadsheet	  has	  been	  developed	  with	  
embedded	  formulas	  to	  track	  and	  report	  outcomes.	  	  It	  is	  recommended	  that	  scoring	  is	  conducted	  
quarterly	  during	  the	  initial	  phases	  of	  implementation	  to	  identify	  and	  correct	  any	  issues	  that	  may	  arise.	  	  	  
	  	  

Key	  Questions:	  	  	  
I. Measurement	  

a. What	  is	  your	  overall	  aim	  in	  implementing	  a	  collaborative	  care	  agreement?	  	  How	  will	  you	  
know	  if	  you	  have	  achieved	  that	  aim?	  

i. Are	  you	  measuring	  acceptance	  and	  participation	  in	  the	  collaborative	  care	  
agreement?	  	  What	  elements	  indicate	  adherence?	  	  [process	  measurements]	  

ii. Are	  you	  measuring	  improved	  care	  coordination?	  	  What	  measureable	  elements	  exist	  
that	  help	  you	  understand	  improvement?	  [outcomes	  measurements]	  

b. What	  are	  your	  data	  sources	  to	  determine	  measurement?	  	  	  
c. How	  will	  you	  determine	  whether	  the	  care	  coordination	  agreement	  is	  working?	  
d. What	  are	  your	  specific	  expectations	  for:	  

i. Receipt	  of	  clinical	  information	  prior	  to	  patient	  visit?	  	  Results	  of	  patient	  visit?	  
e. Have	  you	  designated	  “Must	  Haves”	  ,“Important	  to	  Have”	  and	  “Nice	  to	  Have”	  elements	  of	  

your	  the	  collaborative	  care	  agreement?	  
i. What	  will	  you	  do	  if	  a	  practice	  does	  not	  meet	  the	  Must	  Have	  elements?	  

	  
II. Monitoring	  &	  Improvement:	  

a. How	  often	  will	  you	  audit	  your	  results?	  	  The	  results	  of	  other	  providers	  	  	  
b. How	  will	  you	  share	  your	  findings	  with	  other	  providers?	  
c. If	  you	  opt	  to	  put	  a	  practice	  on	  an	  Action	  Plan,	  what	  will	  that	  look	  like?	  	  How	  will	  you	  

communicate	  that?	  	  How	  often	  will	  you	  re-‐visit	  that	  practice’s	  performance?	  
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III. Agreement	  going	  forward:	  Are	  you	  keeping	  in	  pace	  with	  changes	  with	  new	  technology	  and	  policy	  in	  
the	  health	  care	  system?	  

IV. What	  mechanisms	  can	  be	  put	  in	  place	  that	  provides	  regular	  review	  and	  evaluation	  of	  the	  
agreement?	  	  Who’s	  responsibility	  is	  it?	  

V. How	  often	  should	  this	  agreement	  be	  re-‐visit?	  
VI. What	  steps	  can	  you	  take	  if	  you	  feel	  that	  the	  care	  coordination	  agreement	  is	  not	  working	  for	  your	  

patients	  or	  your	  practice?	  

First	  Steps:	  
• 	  Score	  your	  practice	  and	  determine	  if	  you	  satisfy	  all	  ‘Must	  haves’.	  As	  your	  first	  priority,	  create	  an	  

action	  plan	  to	  ensure	  that	  your	  practice	  fulfills	  these	  criteria.	  

Tools:	  	  	  
• PCP	  Medical	  Neighborhood	  Score	  Card	  	  
• Specialist	  Medical	  Neighborhood	  Score	  Card	  	  
• Score	  Card	  Tracking	  (Excel	  Spreadsheet)	  
• Patient	  Satisfaction	  Survey	  Sample	  
• PDSA	  Template	  
• Online	  tutorial	  completing	  the	  score	  card	  excel	  spreadsheet	  (to	  be	  developed)	  

Activities:	  	  	  
• If	  you	  are	  developing	  your	  own	  measurement	  approach,	  the	  following	  link	  at	  the	  ARHQ	  Care	  

Coordination	  Atlas	  provides	  a	  methodology	  to	  map	  your	  activity	  to	  validated	  care	  management	  
assessment	  tools.	  	  http://www.ahrq.gov/qual/careatlas/careatlas4.htm	  

• Care	  Coordination	  Measures	  Atlas.	  AHRQ	  Publication	  No.	  11-‐0023-‐EF,	  January	  2011.	  Agency	  for	  
Healthcare	  Research	  and	  Quality,	  Rockville,	  MD.	  http://www.ahrq.gov/qual/careatlas/	  

Supporting	  Literature:	  
• McDonald	  KM,	  Schultz	  E,	  Albin	  L,	  Pineda	  N,	  Lonhart	  J,	  Sundaram	  V,	  Smith-‐Spangler	  C,	  Brustrom	  

J,	  and	  Malcolm	  E.	  “Care	  Coordination	  Atlas	  -‐	  Version	  3”	  AHRQ	  Publication	  No.	  11-‐0023-‐EF.	  
Rockville,	  MD:	  Agency	  for	  Healthcare	  Research	  and	  Quality.	  November	  2010.	  

• National	  Quality	  Forum	  (NQF),	  Preferred	  Practices	  and	  Performance	  Measures	  for	  Measuring	  
and	  Reporting	  Care	  Coordination:	  A	  Consensus	  Report,	  Washington,	  DC:	  NQF;	  2010.	  

• www.IHI.org	  
	  

Other	  Issues	  for	  Consideration	  

Key	  Questions:	  	  	  
I. How	  do	  you	  ensure	  that	  the	  patient	  is	  at	  the	  center	  of	  care?	  	  	  
II. What	  is	  the	  role	  of	  HIE	  in	  a	  care	  coordination	  agreement?	  
III. How	  does	  something	  like	  a	  care	  coordination	  agreement	  align	  with	  efforts	  within	  your	  community?	  
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IV. How	  do	  you	  identify,	  address,	  and	  communicate	  patient	  goals?	  

Tools:	  	  	  
• Patient	  Activation	  Assessment	  Form:	  	  http://www.ipro.org/index/cms-‐filesystem-‐

action/care/cti/ptactivationassess1.pdf	  

• Partnering	  in	  Self-‐Management	  Support:	  A	  Toolkit	  for	  Clinicians:	  	  Institute	  for	  Healthcare	  
Improvement;	  2009:	  http://www.newhealthpartnerships.org/provider.aspx?id=1544	  

• The	  Care	  Transition	  Program,	  Eric	  Coleman,	  M.D.:	  http://www.caretransitions.org/	  

• Web	  Technology	  for	  Patient	  Referrals;	  
http://www.chcf.org/%7E/media/Files/PDF/B/PDF%20BridgingTheCareGap.pdf	  

Activities:	  	  	  
• Contact	  your	  State	  REC	  provider	  (CO	  –	  Health	  TeamWorks,	  Physician	  Health	  Partners,….)	  

Key	  Issues	  to	  Track	  &	  Trend	  with	  groups	  utilizing	  some	  form	  of	  a	  care	  compact:	  

2. What	  interests	  you	  about	  care	  compacts?	  	  Why	  did	  you	  opt	  for	  a	  formalized	  agreement?	  	  
3. How	  are	  care	  coordination	  agreements	  being	  implemented?	  	  (1:1	  outreach,	  group	  meetings,	  

IPA/PHOs,	  other)	  	  Why	  this	  format?	  
4. What	  activities	  have	  you	  undertaken	  to	  provide	  education	  about	  the	  compact?	  	  How	  effective	  were	  

those	  activities?	  	  	  
5. What	  activities	  have	  you	  undertaken	  to	  support	  the	  implementation	  of	  the	  compact	  within	  physician	  

practices?	  
6. What	  were	  the	  biggest	  barriers/obstacles	  to	  achieve	  implementation?	  
7. How	  are	  you	  measuring	  adherences	  to	  the	  compact?	  
8. What	  practice	  redesign	  was	  necessary	  to	  implement	  the	  agreement?	  
9. What	  resources	  would	  be	  needed	  to	  spread	  this	  program?	  
10. How	  many	  physicians	  are	  impacted	  by	  the	  care	  collaborative	  agreements?	  
11. Are	  there	  any	  strategic	  learnings	  that	  you	  feel	  are	  important	  to	  share	  with	  other	  groups	  that	  are	  

considering	  implementing	  compacts?	  
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Key	  Findings:	  
	  
Westminster	  Medical	  Clinic	  experience:	  
2. Interest	  in	  and	  agreement	  to	  the	  compact	  was	  not	  a	  barrier;	  ability	  of	  specialty	  practices	  to	  

effectively	  operationalize	  compact	  seems	  to	  be	  significant	  challenge.	  
a. Specialists	  have	  interest	  in	  working	  on	  increasing	  efficiency	  and	  improving	  patient	  

satisfaction	  
b. Agreement	  with	  physician	  leaders	  doesn’t	  always	  translate	  to	  prioritization	  with	  office	  

manager	  so	  find	  resistance	  to	  investing	  staff	  time	  in	  working	  on	  practice	  improvement	  	  
c. Specialists	  have	  the	  belief	  that	  they	  are	  doing	  higher-‐level	  quality	  tracking/improvements	  In	  

office	  but	  this	  is	  not	  reflective	  of	  their	  practice	  operations.	  
d. Operational	  challenges	  in	  identifying	  medical	  home	  patients	  and	  directing	  them	  to	  correct	  

physician	  (in	  large	  practices)	  and	  receipt	  back	  of	  correct	  clinical	  information	  are	  poor.	  
3. See	  PCMH	  as	  another	  “gatekeeper	  model”	  or	  term	  not	  known/understood	  

a. Specialty	  offices	  perceive	  PCMH	  patients	  as	  VIP	  
b. Question	  necessity	  of	  communicating	  with	  other	  team	  players	  (i.e.	  PCP	  or	  allied	  health)	  

unless	  directly	  referred	  or	  questioned	  
4. Specialist	  practices	  do	  not	  have	  experience	  with	  practice	  improvement	  value	  and	  techniques	  

and	  oftentimes	  lack	  infrastructure	  (such	  as	  population	  based	  reporting	  tools)	  to	  facilitate	  quality	  
improvement:	  
a. Lack	  of	  access	  to	  published	  evidence-‐based	  guidelines	  that	  lend	  themselves	  to	  broad	  

implementation	  
b. Lack	  of	  access	  to	  nationally	  endorsed	  performance	  measures	  (needs	  additional	  research,	  

PQRI	  is	  a	  good	  place	  to	  start)	  
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Appendix	  
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Principles	  of	  the	  Patient-Centered	  Medical	  Neighborhood	  
	  

Table. American College of Physiciansʼ Position Paper on 
PCMH-‐Ns:	  Summary	  Points13	  

Collaboration	  between	  specialty	  and	  subspecialty	  practices	  is	  important	  to	  achieve	  improved	  care	  
integration	  and	  coordination	  within	  the	  PCMH	  care	  delivery	  model.	  

A	  PCMH-‐N	  is	  a	  subspecialty	  practice	  that	  engages	  in	  processes	  that	  

• Ensure	  effective	  bidirectional	  communication,	  coordination,	  and	  integration	  with	  PCMH	  
practices	  

• Ensure	  appropriate	  and	  timely	  consultations	  and	  referrals	  
• Ensure	  efficient,	  appropriate,	  and	  effective	  flow	  of	  necessary	  patient	  care	  information	  
• Effectively	  guide	  determination	  of	  responsibility	  in	  co-‐management	  situations	  
• Support	  patient-‐centered	  care,	  enhanced	  care	  access,	  and	  high	  levels	  of	  care	  quality	  and	  safety	  
• Support	  the	  PCMH	  practice	  as	  the	  provider	  of	  primary	  care	  to	  the	  patient	  and	  as	  having	  overall	  

responsibility	  for	  ensuring	  the	  coordination	  and	  integration	  of	  all	  care.	  	  	  

Interaction	  between	  PCMHs	  and	  PCMH-‐Ns	  can	  take	  the	  following	  forms:	  

• Pre-‐consultation	  exchange:	  intended	  to	  expedite	  or	  prioritize	  care,	  or	  clarify	  need	  for	  a	  referral	  
• Formal	  consultation:	  to	  deal	  with	  a	  discrete	  question	  or	  procedure	  
• Co-‐management	  with	  shared	  management	  for	  a	  disease,	  with	  principal	  care	  for	  a	  disease,	  or	  

with	  principal	  care	  of	  the	  patient	  for	  a	  consuming	  illness	  for	  a	  limited	  period	  
• Transfer	  of	  patient	  to	  a	  specialty	  PCMH	  (that	  meets	  the	  same	  requirements	  as	  the	  primary	  care	  

PCMH)	  for	  the	  entirety	  of	  care	  

Care	  coordination	  agreements	  between	  PCMH	  and	  PCMH-‐N	  practices	  should	  aspire	  to	  

• Define	  the	  types	  of	  referral,	  consultation,	  and	  co-‐management	  arrangements	  available	  
• Specify	  who	  is	  accountable	  for	  which	  processes	  and	  outcomes	  of	  care	  within	  (any	  of)	  the	  

referral,	  consultation,	  or	  co-‐management	  arrangements	  
• Specify	  the	  content	  of	  a	  patient	  transition	  record	  or	  core	  data	  set,	  which	  travels	  with	  the	  patient	  

in	  all	  referral,	  consultation,	  and	  co-‐management	  arrangements	  
• Define	  expectations	  regarding	  the	  information	  content	  requirements,	  as	  
• Specify	  how	  secondary	  referrals	  are	  to	  be	  handled	  
• Maintain	  a	  patient-‐centered	  address	  for	  situations	  of	  self-‐referral	  by	  the	  patient	  to	  a	  PCMH-‐N	  

practice	  
• Clarify	  inpatient	  processes,	  including	  notification	  of	  admission,	  secondary	  referrals,	  data	  

exchange,	  and	  transitions	  into	  and	  out	  of	  hospital	  
• Contain	  language	  emphasizing	  that	  in	  the	  event	  of	  emergencies	  or	  other	  circumstances	  in	  which	  

contact	  with	  the	  PCMH	  is	  not	  practical,	  the	  specialty	  or	  subspecialty	  practice	  may	  act	  urgently	  to	  
secure	  appropriate	  medical	  care	  for	  the	  patient	  

• Include	  mechanisms	  for	  regular	  review	  of	  the	  terms	  of	  the	  care	  coordination	  agreement	  and	  for	  
evaluation	  of	  cooperation	  and	  quality	  of	  joint	  care.	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
13	  Laine,	  C.	  	  Welcome	  to	  the	  Patient-‐Centered	  Medical	  Neighborhood.	  	  Ann	  Intern	  Med.	  	  2011;154:60.	  
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Primary	  Care	  –	  Specialist	  Physician	  Collaborative	  Guidelines	  
Purpose	  

• To	  provide	  optimal	  health	  care	  for	  our	  patients.	  
• To	  provide	  a	  framework	  for	  better	  communication	  and	  safe	  transition	  of	  care	  between	  

primary	  care	  and	  specialty	  care	  providers.	  

Principles	  

• Safe,	  effective	  and	  timely	  patient	  care	  is	  our	  central	  goal.	  
• Effective	  communication	  between	  primary	  care	  and	  specialty	  care	  is	  key	  to	  providing	  

optimal	  patient	  care	  and	  to	  eliminate	  the	  waste	  and	  excess	  costs	  of	  health	  care.	  
• Mutual	  respect	  is	  essential	  to	  building	  and	  sustaining	  a	  professional	  relationship	  and	  

working	  collaboration.	  
• A	  high	  functioning	  medical	  system	  of	  care	  provides	  patients	  with	  access	  to	  the	  ‘right	  

care	  at	  the	  right	  time	  in	  the	  right	  place’.	  

	  Definitions	  

• Primary	  Care	  Physician	  (PCP)	  –	  a	  generalist	  whose	  broad	  medical	  knowledge	  provides	  
first	  contact,	  comprehensive	  and	  continuous	  medical	  care	  to	  patients.	  

• Specialist	  –	  a	  physician	  with	  advanced,	  focused	  knowledge	  and	  skills	  who	  provides	  care	  
for	  patients	  with	  complex	  problems	  in	  a	  specific	  organ	  system,	  class	  of	  diseases	  or	  type	  
of	  patient.	  

• Prepared	  Patient	  –	  an	  informed	  and	  activated	  patient	  who	  has	  an	  adequate	  
understanding	  of	  their	  present	  health	  condition	  in	  order	  to	  participate	  in	  medical	  
decision-‐making	  and	  self-‐management.	  

• Transition	  of	  Care	  –	  an	  event	  that	  occurs	  when	  the	  medical	  care	  of	  a	  patient	  is	  assumed	  
by	  another	  medical	  provider	  or	  facility	  such	  as	  a	  consultation	  or	  hospitalization.	  

• Technical	  Procedure	  –	  transfer	  of	  care	  to	  obtain	  a	  clinical	  procedure	  for	  diagnostic,	  
therapeutic,	  or	  palliative	  purposes.	  

• Patient-‐Centered	  Medical	  Home	  –a	  community-‐based	  and	  culturally	  sensitive	  model	  of	  primary	  
care	  that	  ensures	  every	  patient	  has	  a	  personal	  physician	  who	  guides	  a	  team	  of	  health	  
professionals	  to	  provide	  the	  patient	  with	  accessible,	  coordinated,	  comprehensive	  and	  
continuous	  health	  care	  across	  all	  stages	  of	  life.	  

• Patient	  Goals	  –	  health	  goals	  determined	  by	  the	  patient	  after	  thorough	  discussion	  of	  the	  
diagnosis,	  prognosis,	  treatment	  options,	  and	  expectations	  taking	  into	  consideration	  the	  patient’s	  
psychosocial	  and	  personal	  needs.	  
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• Medical	  Neighborhood	  –	  a	  system	  of	  care	  that	  integrates	  the	  PCMH	  with	  the	  medical	  
community	  through	  enhanced,	  bidirectional	  communication	  and	  collaboration	  on	  behalf	  of	  the	  
patient.	  	  

Types	  of	  Transitions	  of	  Care	  

Pre-‐consultation	  exchange	  –	  communication	  between	  the	  generalist	  and	  specialist	  to:	  

	  Answer	  a	  clinical	  question	  and/or	  determine	  the	  necessity	  of	  a	  formal	  consultation.	  

Facilitate	  timely	  access	  and	  determine	  the	  urgency	  of	  referral	  to	  specialty	  care.	  

Facilitate	  the	  diagnostic	  evaluation	  of	  the	  patient	  prior	  to	  a	  specialty	  assessment.	  

Formal	  Consultation	  (Advice)	  –	  a	  request	  for	  an	  opinion	  and/or	  advice	  on	  a	  discrete	  question	  regarding	  a	  
patient’s	  diagnosis,	  diagnostic	  results,	  procedure,	  treatment	  or	  prognosis	  with	  the	  intention	  that	  the	  
care	  of	  the	  patient	  will	  be	  transferred	  back	  to	  the	  PCP	  after	  one	  or	  a	  few	  visits.	  The	  specialty	  practice	  
would	  provide	  a	  detailed	  report	  on	  the	  diagnosis	  and	  care	  recommendations	  and	  not	  manage	  the	  
condition.	  	  This	  report	  may	  include	  an	  opinion	  on	  the	  appropriateness	  of	  co-‐management.	  

	  Complete	  transfer	  of	  care	  to	  specialist	  for	  entirety	  of	  care	  (Specialty	  Medical	  Home	  Network)	  –	  due	  to	  
the	  complex	  nature	  of	  the	  disorder	  or	  consuming	  illness	  that	  affects	  multiple	  aspects	  of	  the	  patient’s	  
health	  and	  social	  function,	  the	  specialist	  assumes	  the	  total	  care	  of	  the	  patient	  and	  provides	  first	  contact,	  
ready	  access,	  continuous	  care,	  comprehensive	  and	  coordinated	  medical	  services	  with	  links	  to	  
community	  resources	  as	  outlined	  by	  the	  “Joint	  Principles”	  and	  meeting	  the	  requirements	  of	  NCQA	  PPC-‐
PCMH	  recognition.	  

Co-‐management	  –	  where	  both	  primary	  care	  and	  specialty	  care	  providers	  actively	  contribute	  to	  the	  
patient	  care	  for	  a	  medical	  condition	  and	  define	  their	  responsibilities	  including	  first	  contact	  for	  the	  
patient,	  drug	  therapy,	  referral	  management,	  diagnostic	  testing,	  patient	  education,	  care	  teams,	  patient	  
follow-‐up,	  monitoring,	  as	  well	  as,	  management	  of	  other	  medical	  disorders.	  

Co-‐management	  with	  Shared	  management	  for	  the	  disease	  -‐-‐	  the	  specialist	  shares	  long-‐term	  
management	  with	  the	  primary	  care	  physician	  for	  a	  patient’s	  referred	  condition	  and	  provides	  expert	  
advice,	  guidance	  and	  periodic	  follow-‐up	  for	  one	  specific	  condition.	  Both	  the	  PCMH	  and	  specialty	  practice	  
are	  responsible	  to	  define	  and	  agree	  on	  mutual	  responsibilities	  regarding	  the	  care	  of	  the	  patient.	  In	  
general,	  the	  specialist	  will	  provide	  expert	  advice,	  but	  will	  not	  manage	  the	  condition	  day	  to	  day.	  

Co-‐management	  with	  Principal	  Care	  for	  the	  Disease	  (Referral)	  –	  the	  specialist	  assumes	  responsibility	  for	  
the	  long-‐term,	  comprehensive	  management	  of	  a	  patient’s	  referred	  medical/surgical	  condition.	  	  The	  
PCMH	  continues	  to	  receive	  consultation	  reports	  and	  provides	  input	  on	  secondary	  referrals	  and	  quality	  of	  
life/treatment	  decision	  issues.	  The	  generalist	  continues	  to	  care	  for	  all	  other	  aspects	  of	  patient	  care	  and	  
new	  or	  other	  unrelated	  health	  problems	  and	  remains	  the	  first	  contact	  for	  the	  patient.	  
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Co-‐management	  with	  Principal	  Care	  for	  the	  Patient	  (Consuming	  illness)	  –	  this	  is	  a	  subset	  of	  referral	  when	  
for	  a	  limited	  time	  due	  to	  the	  nature	  and	  impact	  of	  the	  disease,	  the	  specialist	  practice	  becomes	  first	  
contact	  for	  care	  until	  the	  crisis	  or	  treatment	  has	  stabilized	  or	  completed.	  The	  PCMH	  remains	  active	  in	  bi-‐
directional	  information,	  providing	  input	  on	  secondary	  referrals	  and	  other	  defined	  areas	  of	  care.	  

Emergency	  care	  –	  medical	  or	  surgical	  care	  obtained	  on	  an	  urgent	  or	  emergent	  basis.	  

	  

Mutual	  Agreement	  for	  Care	  Management	  

•  Review	  tables	  and	  determine	  which	  services	  you	  can	  provide.	  	  
•  The	  Mutual	   Agreement	   section	   of	   the	   tables	   reflect	   the	   core	   elements	   of	   the	   PCMH	   and	  

Medical	  Neighborhood	  and	  outline	  expectations	  from	  both	  primary	  care	  and	  specialty	  care	  
providers.	  

•  The	  Expectations	   section	   of	   the	   tables	   provides	   flexibility	   to	   choose	  what	   services	   can	   be	  
provided	  depending	  on	  the	  nature	  of	  your	  practice	  and	  working	  arrangement	  with	  PCP	  or	  
specialist.	  

•  The	   Additional	   Agreements/Edits	   section	   provides	   an	   area	   to	   add,	   delete	   or	   modify	  
expectations.	  

•  After	   appropriate	   discussion,	   the	   representative	   provider	   checks	   each	   box	   that	   applies	   to	  
the	  commitment	  of	  their	  practice.	  

•  When	  patients	   self-‐refer	   to	   specialty	   care,	   processes	   should	  be	   in	   place	   to	   determine	   the	  
patient’s	  overall	  needs	  and	  reintegrate	  further	  care	  with	  the	  PCMH,	  as	  appropriate.	  	  

•  The	   agreement	   is	   waived	   during	   emergency	   care	   or	   other	   circumstances	   that	   preclude	  
following	   these	   elements	   in	   order	   to	   provide	   timely	   and	   necessary	   medical	   care	   to	   the	  
patient.	  

•  Each	   provider	   should	   agree	   to	   an	   open	   dialogue	   to	   discuss	   and	   correct	   real	   or	   perceived	  
breaches	  of	  this	  agreement,	  as	  well	  as,	  on	  the	  format	  and	  venue	  of	  this	  discussion.	  	  

•  Optimally,	   this	   agreement	   should	   be	   reviewed	   every	   2	   years.
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Transition	  of	  Care	  

Mutual	  Agreement	  

•  Maintain	  accurate	  and	  up-‐to-‐date	  clinical	  record.	  
•  When	   available	   and	   clinically	   practical,	   agree	   to	   standardized	   demographic	   and	  

clinical	  information	  format	  such	  as	  the	  Continuity	  of	  Care	  Record	  [CCR]	  or	  Continuity	  
of	  Care	  Document	  [CCD]	  

•  Ensure	  safe	  and	  timely	  transfer	  of	  care	  of	  a	  prepared	  patient.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 PCP	  maintains	  complete	  and	  up-‐to-‐
date	  clinical	  record	  including	  
demographics.	  

 Transfers	  information	  as	  outlined	  in	  
Patient	  Transition	  Record.	  

 Orders	  appropriate	  studies	  that	  would	  
facilitate	  the	  specialty	  visit.	  

 Provides	  patient	  with	  specialist	  
contact	  information	  and	  expected	  
timeframe	  for	  appointment.	  

 Informs	  patient	  of	  need,	  purpose	  
(specific	  question),	  expectations	  and	  
goals	  of	  the	  specialty	  visit	  

 Patient/family	  in	  agreement	  with	  
referral,	  type	  of	  referral	  and	  selection	  
of	  specialist	  

 Determines	  and/or	  confirms	  
insurance	  eligibility	  	  

 Identifies	  a	  specific	  referral	  contact	  
person	  to	  communicate	  with	  the	  
PCMH	  

 When	  PCP	  is	  uncertain	  of	  appropriate	  
laboratory	  or	  imaging	  diagnostics,	  
assist	  PCP	  prior	  to	  the	  appointment	  
regarding	  appropriate	  pre-‐referral	  
work-‐up.	  

 Informs	  patient	  of	  need,	  purpose,	  
expectations	  and	  goals	  of	  
hospitalization	  or	  other	  transfers.	  

 Notifies	  referring	  provider	  of	  
inappropriate	  referrals	  and	  explains	  
reasons.	  

	  

Additional	  agreements/edits:	  ____________________________________________________	  

_____________________________________________________________________________________

_______________________________________________________________________	  

_______________________________________________________________________________	  
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Access	  	  

Mutual	  Agreement	  

•  Be	  readily	  available	  for	  urgent	  help	  to	  both	  the	  physician	  and	  patient.	  
•  Provide	  adequate	  visit	  availability.	  
•  Be	  prepared	  to	  respond	  to	  urgencies.	  	  
•  Offer	  reasonably	  convenient	  office	  facilities	  and	  hours	  of	  operation.	  
•  Provide	  alternate	  back-‐up	  when	  unavailable	  for	  urgent	  matters.	  
•  When	  available	  and	  clinically	  practical,	  provide	  a	  secure	  email	  option	  for	  

communication	  with	  established	  patients	  and/or	  providers.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Communicate	  with	  patients	  who	  “no-‐
show”	  to	  specialists.	  

 Determines	  reasonable	  time	  frame	  for	  
specialist	  appointment.	  

 Notifies	  PCP	  of	  first	  visit	  ‘no-‐shows’	  or	  
other	  actions	  that	  place	  patient	  in	  
jeopardy.	  

 Schedule	  patient’s	  first	  appointment	  
with	  requested	  physician.	  

 Provides	  PCP	  with	  list	  of	  practice	  
physicians	  who	  agree	  to	  compact	  
principles.	  

	  

	  

Additional	  agreements/edits:	  _____________________________________________________	  

_____________________________________________________________________________________

_______________________________________________________________________	  
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Collaborative	  Care	  Management	  

Mutual	  Agreement	  

•  Define	  responsibilities	  between	  PCP,	  specialist	  and	  patient.	  
•  Clarify	   who	   is	   responsible	   for	   specific	   elements	   of	   care	   (drug	   therapy,	   referral	  

management,	   diagnostic	   testing,	   care	   teams,	   patient	   calls,	   patient	   education,	  
monitoring,	  follow-‐up).	  

•  Maintain	  competency	  and	  skills	  within	  scope	  of	  work	  and	  standard	  of	  care.	  
•  Give	  and	  accept	   respectful	   feedback	  when	  expectations,	   guidelines	  or	   standard	  of	  

care	  are	  not	  met	  
•  Agree	  on	  type	  of	  care	  that	  best	  fits	  the	  patient’s	  needs.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Follows	  the	  principles	  of	  the	  Patient	  
Centered	  Medical	  Home	  or	  Medical	  Home	  
Index.	  

 Manages	  the	  medical	  problem	  to	  the	  
extent	  of	  the	  PCP’s	  scope	  of	  practice,	  
abilities	  and	  skills.	  	  

 Follows	  standard	  practice	  guidelines	  or	  
performs	  therapeutic	  trial	  of	  therapy	  prior	  
to	  referral,	  when	  appropriate,	  following	  
evidence-‐based	  guidelines.	  

 Resumes	  care	  of	  patient	  as	  outlined	  by	  
specialist,	  assumes	  responsibility	  and	  
incorporates	  care	  plan	  recommendations	  
into	  the	  overall	  care	  of	  the	  patient.	  

 Shares	  data	  with	  specialist	  in	  timely	  
manner	  including	  pertinent	  consultations	  
or	  care	  plans	  from	  other	  care	  providers.	  

1. Reviews	  information	  sent	  by	  PCP	  and	  
addresses	  provider	  and	  patient	  concerns.	  

2. Confers	  with	  PCP	  or	  establishes	  other	  
protocol	  before	  orders	  additional	  services	  
outside	  practice	  guidelines.	  Obtains	  proper	  
prior	  authorization.	  

3. Confers	  with	  PCP	  before	  refers	  to	  
secondary/tertiary	  specialists	  for	  problems	  
within	  the	  PCP	  scope	  of	  care	  and	  ,	  when	  
appropriate,	  uses	  a	  preferred	  list	  to	  refer	  
when	  problems	  are	  outside	  PCP	  scope	  of	  
care.	  Obtains	  proper	  prior	  authorization	  
when	  needed.	  

4. Sends	  timely	  reports	  to	  PCP	  and	  shares	  
data	  with	  care	  team	  as	  outlined	  in	  the	  
Transition	  of	  Care	  Record.	  

5. Notifies	  the	  PCP	  office	  or	  designated	  
personnel	  of	  major	  interventions,	  
emergency	  care	  or	  hospitalizations.	  

 Prescribes	  pharmaceutical	  therapy	  in	  line	  
with	  insurance	  formulary	  with	  preference	  
to	  generics	  when	  available	  and	  if	  
appropriate	  to	  patient	  needs.	  	  

6. Provides	  useful	  and	  necessary	  
education/guidelines/protocols	  to	  PCP,	  as	  
needed	  

	  

Additional	  agreements/edits:	  ________________________________________________	  
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_________________________________________________________________________	  

Patient	  Communication	  	  

Mutual	  Agreement	  
•  Consider	  patient/family	  choices	  in	  care	  management,	  diagnostic	  testing	  and	  

treatment	  plan.	  
•  Provide	  to	  and	  obtain	  informed	  consent	  from	  patient	  according	  to	  community	  

standards.	  
•  Explores	  patient	  issues	  on	  quality	  of	  life	  in	  regards	  to	  their	  specific	  medical	  condition	  

and	  shares	  this	  information	  with	  the	  care	  team.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  
 Explains,	  clarifies,	  and	  secures	  mutual	  

agreement	  with	  patient	  on	  recommended	  
care	  plan.	  

 Assists	  patient	  in	  identifying	  their	  
treatment	  goals.	  

 Engages	  patient	  in	  the	  Medical	  Home	  
concept.	  Identifies	  whom	  the	  patient	  
wishes	  to	  be	  included	  in	  their	  care	  team.	  
	  

 Informs	  patient	  of	  diagnosis,	  prognosis	  
and	  follow-‐up	  recommendations.	  

 Provides	  educational	  material	  and	  
resources	  to	  patient	  when	  appropriate.	  

 Recommends	  appropriate	  follow-‐up	  with	  
PCP.	  

 Be	  available	  to	  the	  patient	  discuss	  
questions	  or	  concerns	  regarding	  the	  
consultation	  or	  their	  care	  management.	  

 Participates	  with	  patient	  care	  team.	  

	  

	  

Additional	  agreements/edits:	  _____________________________________________________	  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_________________________________________________________	  
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Appendix	  

PCP	  Patient	  Transition	  Record	  
Practice	  details	  –	  PCP,	  PCMH	  level,	  contact	  numbers	  (regular,	  emergency)	  
Patient	  demographics	  -‐-‐	  Patient	  name,	  identifying	  and	  contact	  information,	  insurance	  information,	  PCP	  
designation	  and	  contact	  information.	  
Diagnosis	  -‐-‐	  ICD-‐9	  code	  	  
Query/Request	  –	  a	  clear	  clinical	  reason	  for	  patient	  transfer	  and	  anticipated	  goals	  of	  care	  and	  
interventions.	  

Clinical	  Data	  -‐-‐	  

 problem	  list	  	  
 medical	  and	  surgical	  history	  	  
 current	  medication	  
 immunizations	  	  
 allergy/contraindication	  list	  	  
 care	  plan	  	  
 relevant	  notes	  	  
 pertinent	  labs	  and	  diagnostics	  tests	  	  
 patient	  cognitive	  status	  	  	  
 caregiver	  status	  	  
 advanced	  directives	  	  
 list	  of	  other	  providers	  

Type	  of	  transition	  of	  care.	  

 Consultation	  
 Co-‐management	  
 Principal	  care	  
 Consuming	  illness	  
 Shared	  care	  	  
 Specialty	  Medical	  Home	  Network	  (complete	  transition	  of	  care	  to	  specialist	  

practice)	  
 Technical	  procedure	  

	  

Visit	  status	  -‐-‐	  routine,	  urgent,	  emergent	  (specify	  time	  frame).	  	  

Communication	  and	  follow-‐up	  preference	  –	  phone,	  letter,	  fax	  or	  e-‐mail	  
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Specialist	  Patient	  Transition	  Record	  -‐-‐Initial	  

o Practice	  details	  –	  Specialist	  name,	  contact	  numbers	  (regular,	  emergency)	  
o Patient	  demographics	  -‐-‐	  Patient	  name,	  identifying	  and	  contact	  information,	  insurance	  

information,	  PCP	  designation.	  
o Communication	  preference	  –	  phone,	  letter,	  fax	  or	  e-‐mail	  
o Diagnoses	  (ICD-‐9	  codes)	  
o Clinical	  Data	  –	  problem	  list,	  medical/surgical	  history,	  current	  medication,	  labs	  and	  

diagnostic	  tests,	  list	  of	  other	  providers.	  
o Recommendations	  –	  communicate	  opinion	  and	  recommendations	  for	  further	  diagnostic	  

testing/imaging,	  additional	  referrals	  and/or	  treatment.	  Develop	  an	  evidence-‐based	  care	  
plan	  with	  responsibilities	  and	  expectations	  of	  the	  specialist	  and	  primary	  care	  physician	  
that	  clearly	  outline:	  

 new	  or	  changed	  diagnoses	  	  
 medication	  or	  medical	  equipment	  changes,	  refill	  and	  monitoring	  responsibility.	  
 recommended	  timeline	  of	  future	  tests,	  procedures	  or	  secondary	  referrals	  and	  

who	  is	  responsible	  to	  institute,	  coordinate,	  follow-‐up	  and	  manage	  the	  
information.	  

 secondary	  diagnoses.	  
 patient	  	  goals,	  input	  and	  education	  provided	  on	  disease	  state	  and	  management	  .	  
 care	  teams	  and	  community	  resources.	  

o Technical	  Procedure	  –	  summarize	  the	  need	  for	  procedure,	  risks/benefits,	  the	  informed	  
consent	  and	  procedure	  details	  with	  timely	  communication	  of	  findings	  and	  
recommendations.	  

o Follow-‐up	  status	  –	  Specify	  time	  frame	  for	  next	  appointment	  to	  PCP	  and	  specialist.	  
Define	  collaborative	  relationship	  and	  individual	  responsibilities.	  

o Consultation	  
o Co-‐management	  
o Principal	  care	  
o Shared	  care	  	  
o Consuming	  illness	  
o Specialty	  Medical	  Home	  Network	  (complete	  transition	  of	  care	  to	  specialist	  practice)	  
o Technical	  procedure	  
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Specialist	  Patient	  Transition	  Record	  	  -‐-‐	  Follow-‐up	  
•  Practice	  details	  –	  Specialist	  name,	  contact	  numbers	  	  
•  Patient	  demographics	  -‐-‐	  Patient	  name,	  DOB,	  PCP	  designation.	  
•  Clinical	  Data	  –interval	  history	  and	  pertinent	  exam,	  current	  medication	  and	  allergies	  list,	  

new	  labs	  and	  diagnostic	  tests.	  
•  Diagnoses	  (ICD-‐9	  codes)	  
•  Note	  new	  or	  changed	  diagnoses	  	  

•  New	  or	  current	  secondary	  diagnoses.	  
	  

Care	  Plan	  Recommendations	  –	  	  
1. Communicate	  opinion	  and	  recommendations	  for	  diagnosis,	  further	  diagnostic	  testing/imaging,	  

additional	  referrals	  and/or	  treatment.	  	  
a. Technical	  Procedure	  –	  summarize	  the	  need	  for	  procedure,	  risks/benefits,	  with	  timely	  

communication	  of	  findings	  and	  recommendations.	  
2. Develop	  an	  evidence-‐based	  care	  plan	  that	  clearly	  specifies	  responsibilities	  and	  expectations	  of	  

the	  specialist	  and	  primary	  care	  physician:	  
a. Medication	  or	  medical	  equipment	  changes,	  refills	  and	  monitoring	  responsibility.	  
b. Recommended	  timeline	  of	  future	  tests,	  procedures	  or	  secondary	  referrals	  and	  who	  is	  

responsible	  to	  institute,	  coordinate,	  follow-‐up	  and	  manage	  the	  information.	  
c. Community	  or	  medical	  resources	  obtained	  or	  needed	  such	  as	  Home	  Health,	  Social	  

Services,	  Physical	  Therapy,	  etc.	  
d. Patient	  goals	  –	  
e. Outline	  education	  and	  consultation	  provided	  to	  patient	  on	  med/surgical	  condition,	  

prognosis	  and	  management	  and	  summarize	  their	  desired	  
outcome/needs/goals/expectations	  and	  understanding.	  

Specify	  Follow-‐up	  status	  –	  	  

1. Specify	  Transition	  of	  care	  status	  –	  Consultation,	  Co-‐management	  (shared	  care,	  
principle	  care,	  consuming	  illness),	  Technical	  procedure	  

2. Specify	  preference	  for	  bi-‐directional	  communication	  (phone,	  letter,	  fax	  or	  e-‐mail)	  –	  
how	  does	  specialist	  prefer	  to	  send	  information	  to	  PCP	  and	  how	  does	  specialist	  want	  
to	  be	  contacted	  by	  PCP.	  

3. Specify	  time	  frame	  for	  next	  appointment	  to	  PCP	  	  

4. Specify	  time	  frame	  for	  next	  appointment	  to	  specialist.	  	  
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Physician	  Health	  Partners	  Primary	  Care-‐Specialty	  Care	  Collaborative	  Guidelines	  	  

Transition	  of	  Care	  

Mutual	  Agreement	  

Maintain	  accurate	  and	  up-‐to-‐date	  clinical	  record.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Clarify	  type	  of	  transition:	  co-‐management,	  advice,	  
complete	  transfer	  and	  be	  clear	  about	  the	  question	  begin	  
asked	  

 Transfer	  detailed	  baseline	  information,	  including	  
methods	  tried	  to	  date	  and	  tests	  performed	  (including	  
copies	  of	  	  labs	  and	  other	  studies)	  

 Provides	  patient	  with	  specialist	  contact	  information	  
 Review	  information	  sent	  from	  the	  specialist	  

 Provide	  single	  source	  contact	  person	  to	  coordinate	  	  	  services	  
with	  specialist	  or	  primary	  care	  practice	  and	  easy	  access	  to	  PCP	  
for	  coordination	  of	  care	  

 When	  PCP	  uncertain	  of	  appropriate	  laboratory	  or	  imaging	  
diagnostics,	  assist	  PCP	  prior	  to	  the	  appointment	  regarding	  
appropriate	  pre-‐referral	  work-‐up	  

 Review	  information	  sent	  from	  the	  PCP	  

Access	  

Mutual	  Agreement	  

Be	  readily	  available	  for	  urgent	  help	  to	  both	  the	  physician	  and	  patient	  via	  phone.	  
Be	  prepared	  to	  respond	  to	  urgencies.	  

Provide	  alternate	  back-‐up	  when	  unavailable	  for	  urgent	  matters.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Determines	  reasonable	  time	  frame	  for	  specialist	  
appointment	  

 Be	  open	  to	  preferences	  about	  location	  of	  admit	  
 Provide	  specialist	  easy	  access	  to	  discuss	  case	  by	  phone	  if	  

need	  be.	  	  	  

 Have	  timely	  consultation	  appointments	  available	  to	  meet	  
patient	  and	  referral	  source	  requests	  

 Be	  open	  to	  preferences	  about	  	  location	  of	  admit	  	  
 Discuss	  special	  arrangements,	  as	  needed	  

Collaborative	  Care	  Management	  

Mutual	  Agreement	  

Define	  responsibilities	  between	  PCP,	  specialist	  and	  patient.	  
Clarify	  who	  is	  responsible	  for	  specific	  elements	  of	  care	  (drug	  therapy,	  referral	  management,	  diagnostic	  testing,	  care	  teams,	  patient	  calls,	  

patient	  education,	  monitoring,	  follow-‐up).	  
Give	  and	  accept	  respectful	  feedback	  when	  expectations,	  guidelines	  or	  standard	  of	  care	  are	  not	  met	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Review	  information	  sent	  by	  Specialist	  and	  follows-‐up	  on	  
questions	  

 Resumes	  care	  of	  patient	  when	  patient	  returns	  from	  
specialist	  care	  and	  acts	  on	  care	  plan	  developed	  by	  
specialist.	  

 If	  surgery	  needs	  to	  be	  done,	  performs	  pre-‐operative	  
evaluation	  

 Order	  labs,	  radiological	  studies,	  etc.,	  as	  applicable	  

 Reviews	  information	  sent	  by	  PCP	  and	  follows-‐up	  on	  questions	  
 Sends	  timely	  reports	  to	  PCP	  to	  include	  a	  care	  plan,	  follow-‐up,	  

test	  results	  and	  studies	  and	  	  provides	  clear	  recommended	  next	  
steps	  	  

 If	  surgery	  needs	  to	  be	  done,	  performs	  pre-‐operative	  evaluation	  
 Order	  labs,	  radiological	  studies,	  etc.,	  as	  applicable	  	  
 Returns	  care	  to	  PCP	  once	  patient	  is	  stable	  

Patient	  Communication	  

Mutual	  Agreement	  

Consider	  patient/family	  choices	  in	  care	  management,	  diagnostic	  testing	  and	  treatment	  plan.	  
Provide	  to	  and	  obtain	  informed	  consent	  from	  patient	  according	  to	  community	  standards.	  

Expectations	  

Primary	  Care	   Specialty	  Care	  

 Explains	  specialist	  results	  and	  treatment	  plan	  to	  patient,	  
as	  necessary	  

 Identifies	  whom	  the	  patient	  wishes	  to	  be	  included	  in	  
their	  care	  team	  

 	  Informs	  patient	  of	  diagnosis,	  prognosis	  and	  follow-‐up	  
recommendations	  

 	  Recommends	  appropriate	  follow-‐up	  with	  specialist	  and	  PCP	  
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Specialty	  Referral	  Request	  Checklist:	  

(This	  information	  can	  be	  communicated	  through	  any	  of	  several	  means	  including	  a	  
paper-‐based	  referral	  form,	  detailed	  clinical	  note	  from	  last	  appointment	  or	  abstraction	  
from	  an	  Electronic	  Medical	  Record)	  

 Patient	  name	  and	  demographics.	  

 Contact	  person	  (if	  not	  the	  patient)	  and	  appropriate	  numbers.	  

 Any	  special	  considerations	  required	  such	  as	  loss	  of	  vision,	  hearing	  loss,	  language	  preference,	  
cognitive	  deficits,	  or	  cultural	  factors.	  

 Insurance	  company	  name/type	  of	  coverage.	  

 Referring	  provider	  name	  and	  contact	  information	  including	  number	  for	  direct	  contact	  for	  urgent	  
issues	  (could	  be	  a	  specified	  staff	  person,	  physician	  cell	  phone	  or	  back	  office	  line).	  

 Indicate	  if	  urgent	  or	  routine	  (if	  urgent	  please	  call	  or	  directly	  contact	  the	  physician	  or	  referral	  
coordinator	  for	  the	  specialty	  practice).	  

 Indicate	  type	  of	  referral	  requested:	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  ______Pre-‐visit	  Preparation/Assistance	  	  	  

_______Consultation	  (Evaluate	  and	  Advise)	  

_______Procedure	  	  

	   _______Please	  assume	  Co-‐Management	  with	  Shared	  Care*	  

_______Please	  assume	  Co-‐Management	  with	  Principal	  Care**	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  _______Please	  assume	  full	  responsibility	  for	  complete	  transfer	  of	  all	  patient	  care	  

 Provide	  detailed	  reason	  for	  referral,	  including	  	  the	  clinical	  question	  you	  want	  answered	  and	  a	  
brief	  summary	  of	  case	  details	  pertinent	  to	  the	  referral	  including	  significant	  co-‐morbidities.	  

 Attach	  core	  data	  set/	  clinical	  summary	  /	  continuity	  care	  record	  (reconciled	  problem	  list	  with	  
chronic	  conditions,	  medication	  list;	  medical	  allergies;	  pertinent	  surgical	  history,	  family	  history,	  
habits/social	  history;	  list	  of	  providers	  (care	  team);	  advance	  directive;	  current	  care	  plan).	  

 Attach	  pertinent	  data	  including	  office	  notes	  or	  care	  summaries,	  lab	  and	  imaging	  results,	  or	  
anything	  else	  felt	  to	  be	  helpful	  to	  the	  evaluation	  and	  /or	  management	  of	  the	  patient	  (i.e.,	  data	  
showing	  a	  pattern	  over	  time	  provided	  in	  an	  organized	  manner).	  

 Ensure	  patient	  is	  aware	  of	  and	  in	  agreement	  with	  the	  referral.	  	  Ask	  patient	  to	  call	  for	  
appointment	  or	  let	  specialty	  practice	  know	  if	  special	  scheduling	  arrangements	  are	  required.	  

*Shared	  care	  indicates	  	  that	  the	  care	  of	  the	  referred	  patient	  for	  a	  specified	  condition	  or	  set	  of	  conditions	  is	  shared	  between	  the	  PCMH	  and	  the	  
Neighbor	  with	  the	  PCMH	  assuming	  responsibility	  for	  most	  or	  all	  of	  the	  elements	  of	  care	  for	  the	  specified	  condition,	  unless	  other	  	  arrangements	  agreed	  
upon.	  
**Principal	  care	  indicates	  that	  the	  care	  of	  the	  referred	  patient	  for	  a	  specified	  condition	  or	  set	  of	  conditions	  is	  managed	  by	  the	  Neighbor	  with	  
assumption	  of	  the	  elements	  of	  care	  for	  that	  condition,	  unless	  other	  arrangements	  or	  agreed	  upon.	  
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Referral	  Response	  Critical	  Elements	  Checklist*:	  

(This	  information	  can	  be	  communicated	  through	  any	  of	  several	  means	  including	  a	  
paper-‐based	  referral	  form,	  detailed	  clinical	  note	  from	  last	  appointment	  or	  abstraction	  
from	  an	  Electronic	  Medical	  Record)	  

Patient	  Name:__________________________	   Date	  Of	  Birth:______/______/______	  	  

Referring	  Provider:	  
______________________	  

Specialist’s	  Name/Practice:_______________	  

Reason	  for	  Referral/Clinical	  Question:	  ______________________________________________	  

 Acknowledge	  acceptance	  of	  referral	  and	  indicate	  any	  recommended	  changes	  in	  referral	  
type	  and	  why	  (i.e.,	  requested	  consultation	  but	  actually	  need	  “Shared	  Care”	  for	  this	  
problem).	  	  	  

 Diagnoses	  (include	  confirmed,	  new,	  changed	  or	  suspected	  diagnoses	  as	  well	  as	  any	  
ruled-‐out	  diagnoses	  pertinent	  to	  the	  reason	  for	  referral/clinical	  question).	  

 Secondary	  Diagnoses	  (include	  any	  new	  identified	  or	  suspected	  disorders	  not	  directly	  
related	  to	  referred	  disorder	  but	  which	  may	  need	  further	  evaluation	  and/or	  
management.	  	  Clarify	  who	  should	  take	  primary	  responsibility	  for	  that	  follow	  up).	  

 Medication	  changes	  (include	  new	  medications,	  samples	  provided,	  changes	  in	  dosage	  or	  
form	  (i.e.,	  solid	  to	  liquid),	  and	  any	  medications	  discontinued.	  Indicate	  whether	  any	  
changes	  have	  already	  been	  instituted	  or	  need	  to	  be	  instituted	  by	  PCMH.	  	  	  

 Equipment	  changes	  (include	  new,	  changed	  or	  discontinued	  items	  and	  indicate	  whether	  
any	  changes	  have	  already	  been	  instituted	  or	  need	  to	  be	  instituted	  by	  PCMH.	  

 Diagnostic	  testing	  (include	  results	  of	  testing	  already	  completed,	  tests	  that	  have	  results	  
pending	  and	  tests	  that	  have	  been	  scheduled	  and	  clarify	  whether	  Neighbor	  or	  PCMH	  
needs	  to	  follow	  up).	  

 Patient	  Education	  (include	  education	  completed,	  scheduled	  or	  recommended	  as	  well	  as	  
patient	  information	  provided)	  

 Procedures	  (include	  procedures	  completed	  with	  results/outcomes;	  list	  other	  procedures	  
scheduled/recommended)	  

 Referrals:	  (include	  other	  referrals	  completed,	  scheduled	  or	  recommended	  and	  reason	  
for	  those	  referrals)	  

 Follow	  up	  (list	  any	  further	  follow	  up	  that	  is	  recommended	  with	  specialist	  or	  PCMH,	  
specify	  time	  frame	  and	  indicate	  whether	  that	  has	  already	  been	  scheduled	  or	  not.	  	  	  

 Indicate	  any	  special	  requests	  or	  other	  recommendations:	  
	  

*The	  above	  should	  be	  presented	  as	  a	  stand-‐alone	  document	  or	  as	  the	  first	  page	  of	  a	  complete	  response	  note	  that	  includes	  a	  history	  and	  physical	  
(H&P),	  full	  evaluation	  and	  other	  relevant	  information.	  	  This	  should	  reach	  the	  referring	  and	  other	  pertinent	  providers	  that	  are	  part	  of	  the	  patient’s	  care	  
team,	  in	  a	  timely	  fashion,	  such	  as	  within	  one	  week	  of	  the	  referral	  visit	  if	  not	  sooner.	  
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Synopsis	  of	  Medical	  Home/Medical	  Neighbor	  Responsibilities	  based	  on	  Type	  of	  Care	  Management	  
Adopted	  from	  American	  College	  of	  Physicians	  Sub-‐Specialty	  Committee	  on	  PCMH-‐N	  

Patient	  Centered	  Medical	  Home	  Responsibilities	   Medical	  Neighbor	  Responsibilities	  

All	  Patients:	  	  Referrals,	  Consults,	  Co-‐Management:	  	  	  

• Prepare	  the	  patient:	  
o Use	  of	  referral	  guidelines	  where	  

available	  
o Patient/family	  aware	  of	  reason	  for	  

referral	  and	  type	  of	  referral	  
o Patient/family	  in	  agreement	  with	  

referral,	  type	  of	  referral	  and	  
selection	  of	  specialist	  

o Expectations	  for	  events	  and	  
outcomes	  of	  referral	  

• Provide	  appropriate	  and	  adequate	  
information:	  

o Demographic	  and	  insurance	  
information	  

o Reason	  for	  referral,	  details	  
o Core	  medical	  data	  on	  patient	  
o Clinical	  data	  pertinent	  to	  reason	  

for	  referral	  
• Indication	  of	  urgency	  

o Direct	  contact	  with	  specialist	  for	  
urgent	  cases	  

• Contact	  number	  for	  additional	  information	  
or	  urgent	  matters	  

o Needs	  to	  be	  answered	  by	  
responsible	  contact	  

	  

• Review	  referral	  requests	  and	  triage	  according	  
to	  urgency	  

o Maintain	  schedule	  to	  allow	  for	  urgent	  
care	  

o Notify	  referring	  provider	  of	  
inappropriate	  referral	  

o Work	  with	  referring	  provider	  to	  
expedite	  care	  in	  urgent	  cases	  

o Verify	  insurance	  status	  
o Anticipate	  special	  needs	  of	  

patient/family	  
• Notify	  referring	  provider	  of	  no-‐shows	  and	  

cancellations	  
• Notify	  referring	  provider	  of	  changes	  in	  care	  

plan:	  	  recommended	  interactions,	  diagnosis,	  
medication,	  equipment,	  testing,	  procedures,	  
education,	  referrals,	  follow-‐up	  
recommendations	  or	  needed	  actions.	  

	  

Co-‐Management	  with	  Shared	  Care	  

• Assume	  responsibility	  for	  elements	  of	  care	  
unless	  special	  arrangements	  are	  agreed	  
upon	  with	  specialist	  and	  patient/family	  

• Share	  data	  with	  specialist	  in	  timely	  manner	  
• Communicate	  directly	  with	  specialist	  in	  

any	  matter	  that	  requires	  change	  to	  care	  
plan	  

• Ensure	  appropriate	  follow	  up	  with	  
specialist	  

• Develop	  care	  plan	  with	  input	  from	  patient	  
• Share	  care	  plan	  with	  referring	  provider	  
• Review	  data	  on	  patient	  as	  received	  from	  

PCMH	  and	  incorporate	  into	  patient	  chart	  
• Communicate	  with	  PCMH	  on	  any	  matters	  of	  

concern	  regarding	  data	  received	  on	  patient	  
• Coordinate	  any	  secondary	  referral	  or	  

treatment	  of	  secondary	  disorders	  with	  the	  
PCMH	  or	  pre-‐specify	  terms	  

• Communicate	  with	  PCMH	  regarding	  any	  
interim	  issues	  that	  arise	  

• Communicate	  follow	  up	  findings	  and	  any	  
changes	  to	  care	  plan/critical	  elements	  to	  
PCMH	  
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Co-‐Management	  with	  Principle	  Care	  of	  Disorder	  

• Review	  care	  plan	  and	  incorporate	  it	  into	  
overall	  patient	  care	  plan	  

• Share	  data	  with	  principle	  care	  provider,	  
including	  pertinent	  consultations	  or	  care	  
plans	  from	  other	  care	  providers.	  

• Assume	  responsibility	  for	  the	  elements	  of	  
care	  unless	  special	  arrangements	  are	  agreed	  
upon	  by	  the	  PCMH	  and	  patient/family	  

• Share	  data	  with	  the	  PCMH	  and	  other	  
pertinent	  care	  team	  providers	  

• Respond	  to	  data	  from	  other	  providers	  as	  
needed	  for	  the	  care	  of	  the	  patient	  and	  
incorporate	  into	  patient	  record	  

• Maintain	  a	  chronic	  disease	  registry	  if	  
appropriate	  for	  the	  condition	  and	  
appropriate	  follow	  up	  of	  condition(s)	  

• Respond	  to	  patient	  and	  family	  questions	  
• Communicate	  with	  other	  providers	  to	  

integrate	  care	  as	  needed	  
• Manage	  secondary	  diagnoses	  that	  pertain	  to	  

disorder	  of	  principle	  care	  and	  refer	  others	  
back	  to	  PCMH	  

• Make	  secondary	  referrals	  if	  appropriate	  to	  
management	  of	  disorder	  of	  principle	  care	  and	  
coordinate	  others	  with	  PCMH	  

• Communicate	  follow	  up	  findings	  and	  changes	  
in	  care/critical	  elements	  with	  PCMH	  and	  
other	  pertinent	  care	  providers	  
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PDSA	  Template	  (Plan-‐Do-‐Study-‐Act)	  

Project	  Name:	  	  	  

Responsible:	  ______________________	  	  	  	  	   	   Date:________________	  	  

Aim	  Statement:	  	  (Aim statement should be specific, measurable and concise) 

	  

Plan:	  	  What	  test	  of	  change	  are	  your	  proposing,	  what	  do	  you	  think	  is	  the	  potential	  impact?	  	  Be	  specific	  
about	  who,	  what,	  where	  and	  when	  

	  

	  

	  

	  

Do:	  	  Carry	  out	  the	  small	  test	  of	  change	  and	  document	  what	  you	  found	  (experiences,	  problems	  and	  
surprises)	  

	  

	  

	  

Study:	  	  Analyze	  the	  results	  of	  the	  test,	  how	  did	  this	  compare	  with	  your	  anticipated	  results,	  what	  are	  
your	  learnings?	  

	  

	  

	  

Act:	  	  Are	  there	  refinements	  or	  adjustments	  that	  need	  to	  be	  made	  to	  the	  plan?	  	  Do	  you	  need	  to	  test	  
again	  prior	  to	  implementation?	  
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Ideal	  State	  Referral	  Process	  
Compact	  Table	  Top	  Exercise	  

Purpose:	  

Facilitate	  a	  group	  discussion	  around	  continuity	  of	  care	  through	  a	  “future”	  state	  exercise	  on	  the	  referral	  process	  and	  
identify	  focus	  areas	  to	  improve	  coordination	  of	  care.	  

Objectives:	  

• Highlight	  the	  value	  and	  utility	  of	  implementing	  a	  care	  compact	  through	  gap	  analysis.	  	  (ie.	  back	  into	  the	  need	  for	  
a	  care	  compact)	  

• Group	  defines	  what	  the	  compact	  elements	  (types	  of	  management,	  transition	  of	  care,	  access,	  collaborative	  care	  
management,	  patient	  communication,	  and	  transition	  record)	  mean	  with	  their	  own	  language	  and	  examples.	  	  

• Group	  develops	  an	  action	  plan	  to	  improve	  referral	  process	  and	  is	  introduced	  to	  tools	  that	  will	  support	  that	  
improvement	  (ie.	  Rapid	  Improvement	  Activity,	  Implementation	  of	  Care	  Compact,	  Compact	  Score	  Card).	  

Introduction	  (15	  minutes):	  

1. Patient	  story	  on	  care	  coordination	  –	  hosting	  physician	  relates	  patient	  story	  about	  why	  care	  coordination	  needs	  
to	  be	  a	  priority	  between	  PCPs	  and	  specialists.	  –	  make	  is	  personal!	  

2. Continuity	  of	  Care:	  	  refers	  to	  the	  degree	  to	  which	  patients	  experience	  discrete	  components	  of	  healthcare	  as	  
coherent,	  organized,	  and	  connected	  and	  consistent	  with	  their	  needs.	  

a. Relational	  Continuity:	  	  refers	  to	  ongoing	  caring	  relationships	  where	  a	  patient	  is	  known	  by	  his	  or	  her	  
providers	  so	  that	  past	  care	  is	  linked	  with	  current	  care,	  usually	  with	  the	  expectation	  that	  the	  
relationships	  will	  continue	  in	  the	  future.	  

b. Informational	  Continuity:	  	  refers	  to	  the	  transfer	  of	  information	  from	  one	  episode	  of	  care	  to	  another,	  
and	  the	  notion	  that	  relevant	  information	  is	  taken	  up	  and	  acted	  upon	  over	  time.	  

c. Managerial	  Continuity:	  	  refers	  to	  the	  notion	  that	  care	  is	  coherently	  organized	  and	  planned	  and	  that	  
today’s	  care	  decisions	  take	  into	  account	  yesterday’s	  care	  experience.14	  

3. How	  effective	  do	  you	  think	  the	  continuity	  of	  care	  is	  for	  your	  patients?	  	  How	  do	  you	  know?	  	  How	  effectively	  do	  
you	  think	  your	  “community”	  is	  at	  realizing	  continuity?	  	  If	  the	  goal	  is	  to	  see	  the	  right	  patient	  at	  the	  right	  time,	  
what	  can	  you	  do	  differently	  to	  ensure	  that	  happens?	  	  What	  is	  happening	  within	  your	  community	  that	  might	  
impact	  the	  referral	  process?	  

4. Introduce	  exercise:	  	  see	  if	  we	  can	  find	  better	  ways	  to	  work	  together,	  let’s	  not	  assume	  that	  our	  current	  process	  
works,	  	  

	  

Group	  Exercise	  (30	  –	  45	  minutes):	  

Gap	  Analysis:	  
1. In	  a	  perfect	  world,	  how	  does	  a	  good	  referral	  look?	  	  Take	  the	  next	  5	  minutes	  to	  describe	  the	  elements	  of	  a	  good	  

referral	  handover/return	  between	  a	  PCP	  and	  a	  Specialist.	  	  Think	  about:	  	  information,	  timing,	  patient	  
interaction,	  communication	  and	  coordination	  with	  other	  providers	  

2. Facilitator	  writes	  down	  and	  categorize	  feedback	  into	  the	  following	  areas:	  
a. Transition	  of	  Care	  

i. Information/Timing/Accuracy	  
ii. Clinical	  work-‐ups	  prior	  to	  referral	  (opportunity	  for	  specialists	  to	  offer	  continuing	  education	  on	  

targeted	  clinical	  issues)	  
iii. Contact	  information	  

b. Access	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
14	  Implementation	  Guide:	  	  Continuous	  and	  Team-‐Based	  Healing	  Relationships,	  Improving	  Patient	  Care	  through	  Teams.	  	  Safety	  Net	  Medical	  Home	  
Initiative,	  December	  2010.	  
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i. Appointment	  Availability	  
ii. Respond	  to	  urgent	  issues	  

c. Collaborative	  Care	  Management	  
i. Plan	  of	  Care	  
ii. Feedback	  loops	  for	  future	  plans,	  interim	  issues	  and	  urgent	  issues	  

d. Patient	  Communication	  
i. Patient	  Preparation	  
ii. Patient	  Self	  Mgmt	  Goals	  
iii. Privacy	  

e. Transition	  Record	  
i. Minimum	  data	  set	  
ii. Specific	  clinical	  information	  by	  condition	  

f. Types	  of	  Care	  Management	  
i. Clarity	  of	  referral	  request	  
ii. Role	  of	  PCP	  in	  managing	  condition	  vs	  role	  of	  specialist	  

	  
3. How	  do	  referrals	  currently	  flow?	  	  What	  works?	  	  What	  doesn’t	  work?	  	  How	  does	  that	  compare	  to	  the	  ideal	  

state?	  	  	  
a. Facilitator	  documents	  current	  state	  and	  documents	  feedback	  using	  process	  mapping	  and	  categorizes	  

feedback	  using	  elements	  listed	  above.	  
b. Highlight	  and	  prioritize	  the	  “gaps”.	  	  	  
c. What	  issues	  are	  condition-‐specific	  versus	  general	  referral	  issues?	  

i. Parking	  lot	  the	  condition	  specific	  issues	  to	  focus	  on	  the	  high-‐level	  referral	  process	  to	  keep	  
discussion	  moving.	  	  Develop	  an	  action	  plan	  to	  address	  those	  issues	  during	  the	  wrap	  up	  phase	  
OR;	  

ii. If	  this	  is	  a	  discussion	  between	  a	  PCP	  and	  one	  specialist,	  use	  this	  section	  to	  outline	  specific	  
clinical	  expectations	  on	  targeted	  conditions.	  

d. Score	  current	  process	  according	  to	  compact	  elements	  (1-‐5,	  1	  being	  poor	  and	  5	  being	  excellent)	  
i. Score	  overall	  process	  
ii. Score	  your	  practice’s	  ability	  to	  deliver	  on	  elements	  
iii. Score	  your	  referring	  practice’s	  ability	  to	  deliver	  on	  elements	  

	  
Improvement	  &	  Action	  Plan:	  	  	  

1. What	  are	  suggestions	  to	  you	  have	  to	  improve	  the	  referral	  process?	  
a. What	  can	  you	  do	  tomorrow	  at	  your	  practice	  to	  improve	  the	  referral	  process?	  	  	  
b. What	  do	  you	  need	  to	  work	  on	  either	  within	  your	  practice	  or	  with	  your	  medical	  neighborhood	  in	  the	  

next	  1-‐3	  months?	  	  	  
c. What	  are	  more	  long-‐term	  solutions?	  	  (ie.	  HIE)	  

2. Map	  suggestions	  on	  quadrants	  of	  high/low	  priority	  vs.	  easy/difficult	  to	  implement	  
a. Identify	  whose	  responsibility	  it	  would	  be	  to	  make	  improvement.	  	  Break	  down	  specifically	  into	  

physician	  responsibility	  vs.	  practice	  operations	  responsibilities	  and	  referring	  physician	  vs.	  specialist.	  
b. Assign	  timelines	  and	  responsibilities	  to	  improvements	  

3. Physicians	  create	  a	  personal	  report	  card	  outlining	  your	  practice’s	  strengths/weakness	  based	  on	  your	  own	  
assessment	  and	  the	  feedback	  from	  your	  peers.	  	  Think	  about	  the	  following:	  

a. Who	  needs	  to	  be	  brought	  into	  this	  process	  to	  make	  it	  successful?	  
b. How	  will	  you	  communicate	  this	  new	  effort	  to	  your	  staff?	  	  What	  are	  things	  that	  you	  can	  communicate	  

to	  them	  that	  will	  help	  them	  understand	  why	  you	  are	  changing	  the	  current	  process?	  	  (ie.	  	  How/why	  this	  
is	  important	  in	  improving	  patient	  care?	  	  What	  will	  this	  effort	  require	  of	  them?	  	  What	  is	  their	  role?	  	  
What	  is	  the	  time	  commitment?)	  

c. Are	  you	  doing	  this	  for	  all	  patient	  referrals	  or	  just	  those	  being	  referred	  from	  /	  to	  targeted	  physicians?	  
d. How	  will	  you	  know	  whether	  there	  is	  an	  improvement?	  

i. Feedback	  from	  peers	  and/or	  patients	  
ii. Discrete	  measurement	  of	  process	  components	  (ie.	  %	  of	  time	  transition	  record	  sent/received,	  

streamlining	  process)	  
	  

42



This Care Collaborative Agreement Facilitation Guide has been developed for general distribution with the support of the Colorado 
Systems of Care/Patient Centered Medical Home Initiative.  Please reference the initiative in any reprints or revisions May 2011	  
	  

Next	  Steps	  and	  Follow	  Up	  (30	  minutes):	  
1. How	  will	  you	  know	  when	  things	  have	  improved?	  	  What	  are	  the	  areas	  of	  mutual	  accountability?	  	  Is	  it	  

appropriate	  to	  meet	  again?	  
2. Introduce	  tools:	  	  	  

a. Care	  Compact,	  	  
b. Compact	  Score	  Card	  
c. Rapid	  Improvement	  Activity	  

	  
	  

Facilitator	  Notes:	  
• Format:	  	  can	  be	  written	  on	  sticky	  notes	  or	  can	  be	  verbal	  exercise)	  
• Tools	  

o Grid	  for	  compact	  elements	  –	  step	  1	  
o Report	  Card	  

• “Plug	  In”	  Considerations:	  
o HIE	  /	  HIT	  abilities	  and	  local	  initiatives	  
o Role	  of	  hospitals	  in	  referrals	  and	  specialist	  network	  
o Resources	  for	  support	  (ie.	  Health	  TeamWorks,	  Hospital,	  IPA,	  Beacon,	  other)	  
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Building	  your	  Medical	  Neighborhood:	  	  Action	  Planning	  

1.	  	  Aim	  Statement:	  	  (What	  specific	  problem	  are	  you	  trying	  to	  solve?)	  

	  
	  

2.	  	  Measurement:	  	  How	  will	  you	  measure	  success?	  	  How	  will	  you	  monitor	  improvement?	  	  	  

	  
	  

3.	  	  Plan	  of	  Action:	  (What	  steps	  will	  you	  need	  to	  take	  in	  order	  to	  reach	  your	  goal?	  Who	  is	  responsible?	  	  When?)	  

Internal	  (Things	  to	  do	  within	  your	  practice	  to	  set	  up	  medical	  neighbors):	  	   External:	  
Tracking	  Referrals	  &	  Coordinating	  Care	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  
	  
	  
	  

Clearly	  defined	  specialist/referral	  network	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  

Clinical	  Info/Transition	  of	  Care	  Record	  from	  specialist	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  
	  
	  
	  

Clinical	  Info/Transition	  of	  Care	  Record	  from	  specialist	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  

Patient	  Supports	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  
	  
	  
	  

Relationships	  &	  Agreements	  [compacts],	  (rate	  1-‐5);	  identify	  steps	  to	  improve	  

4.	  	  Readiness:	  
What	  assets	  do	  you	  have	  in	  place	  to	  support	  this	  effort?	  
	  
	  

What	  barriers	  do	  you	  see?	  
	  
	  

What	  supports/tools	  will	  you	  need	  to	  move	  forward?	  
	  
	  

Rate	  overall	  confidence	  in	  your	  plan	  (rate	  1-‐10);	  	  What	  steps	  can	  you	  take	  to	  improve	  that?	  
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Instructions	  &	  Key	  Questions	  to	  Consider	  
1. Aim	  Statement:	  

Develop	  your	  vision	  for	  improving	  care	  coordination	  for	  your	  patients.	  	  	  
What	  specific	  problems	  are	  you	  trying	  to	  address?	  
What	  does	  success	  look	  like?	  

2. Measurement:	  
a. How	  will	  you	  measure	  success?	  
b. How	  will	  you	  measure	  progress?	  	  	  
c. What	  data	  sources	  do	  you	  have	  available?	  	  Do	  they	  capture	  the	  relevant	  data	  points?	  
d. Who	  will	  be	  responsible	  for	  tracking	  care	  coordination	  metrics?	  	  Who	  will	  review	  the	  outcomes?	  

3. Plan	  of	  Action:	  
a. Internal	  Issues	  –	  these	  are	  things	  to	  get	  in	  order	  internal	  to	  your	  practice	  before	  starting	  to	  build	  out	  your	  

medical	  neighborhood	  	  
i. Referral	  Tracking	  System	  &	  Care	  Coordination:	  	  Assess	  the	  effectiveness	  of	  your	  referral	  tracking	  

system	  (scale	  of	  1-‐5)	  
1. How	  do	  you	  track	  referrals	  and	  transitions	  in	  your	  practice?	  
2. What	  is	  your	  feedback	  loop	  to	  ensure	  the	  patient	  has	  seen	  the	  specialist?	  	  Are	  you	  satisfied	  

with	  the	  effectiveness	  of	  that	  process?	  
3. How	  are	  the	  patients’	  preferences	  and	  needs	  communicated	  to	  other	  providers?	  

ii. Clinical	  Information/Transition	  of	  Care	  Record	  
1. Do	  you	  have	  a	  standardized	  process	  in	  place	  to	  transfer	  clinical	  information	  shared	  by	  all	  

providers	  within	  the	  practice?	  	  	  
2. Do	  you	  clearly	  identify	  a	  care	  management	  role	  in	  the	  referral?	  
3. What	  percentage	  of	  the	  time	  do	  you	  think	  that	  your	  practice	  delivers	  the	  appropriate	  clinical	  

information	  at	  the	  next	  point	  of	  service	  (ie.	  outside	  of	  your	  practice)?	  
iii. Patient	  Supports	  

1. Do	  you	  provide	  the	  patient	  with	  information	  about	  the	  referral	  and	  what	  to	  expect?	  
2. How	  do	  you	  address	  barriers	  to	  referrals?	  
3. Do	  you	  follow	  up	  on	  missed	  appointments?	  

b. External	  Issues	  –	  	  
i. Defined	  referral	  network	  

1. Do	  you	  have	  a	  defined	  referral	  network?	  
2. Do	  all	  providers	  within	  your	  practice	  refer	  to	  the	  same	  specialists?	  

ii. Clinical	  Information/Transition	  of	  Care	  Record	  
1. Are	  there	  certain	  pieces	  of	  information	  that	  you	  would	  consider	  required	  elements	  for	  every	  

referral?	  
2. Do	  you	  receive	  back	  clear	  definitions	  for	  ongoing	  care	  management	  from	  the	  specialist?	  
3. What	  percentage	  of	  the	  time	  do	  your	  specialist	  colleagues	  provide	  the	  appropriate	  clinical	  

information	  to	  you	  after	  a	  patient	  referral?	  
iii. Relationships	  &	  Agreements	  (compacts)	  

1. Are	  there	  existing	  referral	  guidelines	  (formal	  or	  informal)	  with	  other	  specialties	  or	  within	  the	  
community	  that	  offer	  guidance	  on	  seeing	  the	  right	  patient	  at	  the	  right	  time?	  

2. How	  will	  you	  communicate	  your	  expectations?	  	  How	  will	  you	  share	  performance?	  
4. Readiness:	  

a. What	  assets	  do	  you	  have	  in	  place	  to	  support	  this	  effort?	  
b. What	  barriers	  do	  you	  see?	  
c. What	  supports/tools	  will	  you	  need	  to	  move	  forward?	  
d. Rate	  overall	  confidence	  in	  your	  plan.	  	  What	  steps	  can	  you	  take	  to	  improve?	  

Report	  Out:	  
• Rate	  the	  overall	  effectiveness	  of	  your	  internal	  care	  coordination	  efforts	  within	  your	  practice	  (scale	  of	  1-‐5).	  
• Describe	  your	  practices’	  strengths	  and	  identified	  areas	  for	  improvement.	  
• Identify	  the	  top	  5	  practices	  that	  you	  will	  target	  to	  begin	  to	  build	  out	  your	  medical	  neighborhood	  and	  why	  they	  

were	  chosen?	  
• Briefly	  describe	  your	  outreach	  strategy	  to	  engage	  your	  medical	  neighborhood.	  
• Rate	  your	  overall	  confidence	  in	  your	  plan	  (scale	  of	  1-‐5)	  
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AHRQ Care Coordination Measures Atlas 

Relation Between the Care Coordination Measurement Framework and Other Key Sources	  

Framework Domains Key Sources 
Coordination Activities 

Establish Accountability or Negotiate 
Responsibility 

NQF: Communication domain includes – all medical home team members work within the 
same plan of care and are measurably co-accountable for their contributions to the shared 
plan and achieving the patient's goals. 

Communicate Antonelli: Care coordination competency – communicates proficiently; care coordination 
function – manages continuous communication. 
NQF: Framework domain – Communication available to all team members, including patients 
and family. 

Interpersonal Communication Coiera: All information exchanged in health care forms a “space”; the communication space 
is the portion of all information interactions that involves direct interpersonal interactions, 
such as face-to-face conversations, telephone calls, letters, and email. 

Information Transfer MPR: Care coordination activity – send patient information to primary care provider. 
NQF: Communication domain includes – availability of patient information, such as 
consultation reports, progress notes, test results, and current medications to all team 
members caring for a patient reduces the chance of error. 

Facilitate Transitions Antonelli: Care coordination function – supports/facilitates care transitions. 
CMS Definition of Case Management: §440.169(c) Case management services are defined 
for transitioning individuals from institutions to the community. 
NQF: Framework domain – transitions or “hand-offs” between settings of care are a special 
case because currently they are fraught with numerous mishaps that can make care 
uncoordinated, disconnected, and unsafe. Some care processes during transition deserve 
particular attention, including involvement of team during hospitalization, nursing home stay, 
etc.; communication between settings of care; and transfer of current and past health 
information from old to new home. 

Assess Needs and Goals Antonelli: Care coordination function – completes/analyzes assessments. 
CMS Definition of Case Management: §440.169(d) Case management includes assessment 
and periodic reassessment of an eligible individual to determine service needs, including 
activities that focus on needs identification, to determine the need for any medical, 
educational, social, or other services. 
MPR: Care coordination activity – assess patient's needs and health status; develop goals. 

Create a Proactive Plan of Care Antonelli: Defining characteristic of care coordination – proactive, planned and 
comprehensive; care coordination function – develops care plans with families; facile in care 
planning skills. 
CMS Definition of Case Management: §440.169(d)(2) Case management assessment 
includes development and periodic revision of a specific care plan based on the information 
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Framework Domains Key Sources 
Coordination Activities 

collected through an assessment or reassessment that specifies the goals and actions to 
address the medical, social, educational, and other services needed by the eligible individual, 
including activities such as ensuring the active participation of the eligible individual and 
working with the individual (or the individual's authorized health care decisionmaker) and 
others to develop those goals and identify a course of action to respond to the assessed 
needs of the eligible individual. 
MPR: Care coordination activity – develop a care plan to address needs. 
NQF: Framework domain – Proactive Plan of Care and Followup is an established and 
current care plan that anticipates routine needs and actively tracks up-to-date progress 
toward patient goals. 

Monitor, Follow Up, and Respond to 
Change 

Antonelli: Care coordination function – manages/tracks tests, referrals, and outcomes. 
CMS Definition of Case Management: §440.169(d)(1) Case management assessment 
includes periodic reassessment to determine whether an individual's needs and/or 
preferences have changed. §440.169(d)(2) Case management includes monitoring and 
followup activities, including activities and contacts that are necessary to ensure that the care 
plan is effectively implemented and adequately addresses the needs of the eligible individual. 
If there are changes in the needs or status of the individual, monitoring and followup activities 
include making necessary adjustments in the care plan and service arrangements with 
providers. 
MPR: Care coordination activities – monitor patient's knowledge and services over time; 
intervene as needed; reassess patients and care plan periodically. 
NQF: Plan of Care domain includes – followup of tests, referrals, treatments, or other 
services. 

Support Self-Management Goals Antonelli: Defining characteristic of care coordination – promotes self-care skills and 
independence; care coordination function – coaches patients/families. 
MPR: Care coordination activity – educate patient about condition and self-care. 
NQF: Plan of Care domain includes – self-management support. 

Link to Community Resources Antonelli: Care coordination competency – integrates all resource knowledge. 
CMS Definition of Case Management: §440.169(d)(2) Case management includes referral 
and related activities (such as scheduling appointments for the individual) to help an 
individual obtain needed services, including activities that help link eligible individuals with 
medical, social, educational providers, or other programs and services that are capable of 
providing needed services to address identified needs and achieve goals specified in the 
care plan. 
MPR: Care coordination activity – arrange needed services, including those outside the 
health system (meals, transportation, home repair, prescription assistance, home care). 
NQF: Plan of Care domain includes – community services and resources. The Plan of Care 
includes community and nonclinical services as well as traditional health care services that 
respond to a patient's needs and preferences and contribute to achieving the patient's goals. 
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Framework Domains Key Sources 
Coordination Activities 

Align Resources with Patient and Population 
Needs 

MPR: Care coordination activity – arrange needed services, including those within the health 
system (preventive care with primary care provider; specialist visits; durable medical 
equipment; acute care). 
NQF: A principle of care coordination is that care coordination is important to all patients, but 
some populations are particularly vulnerable to fragmented, uncoordinated care on a chronic 
basis, including (not mutually exclusive): children with special health care needs; the frail 
elderly; persons with cognitive impairments; persons with complex medical conditions; adults 
with disabilities; people at the end of life; low-income patients; patients who move frequently, 
including retirees and those with unstable health insurance coverage; and behavioral health 
care patients. 

 Broad Approaches  
Teamwork focused on Coordination Antonelli: Care coordination competency – applies team-building skills; care coordination 

function – facilitates team meetings. 
Healthcare Home NQF: Framework domain – Health Care Home is a source of usual care selected by the 

patient (such as a large or small medical group, a single practitioner, a community health 
center, or a hospital outpatient clinic). 

Care Management See elements of CMS case management definition mapped under other domains. 
Medication Management MPR: Care coordination activity – review medications. 

NQF: Transitions or “hand-offs” domain includes medication reconciliation. 
Health IT-enabled Coordination Antonelli: Care coordination competency – adept with information technology; care 

coordination function – uses health information technology.  
NQF: Framework domain – information systems – the use of standardized, integrated 
electronic information systems with functionalities essential to care coordination is available 
to all providers and patients. 

Antonelli = Antonelli RC, McAllister JW, Popp J. Making care coordination a critical component of the pediatric health system: A 
multidisciplinary framework. New York, NY: The Commonwealth Fund. May 2009. Publication No. 1277. CMS Definition of Case 
Management = Centers for Medicare and Medicaid Services. Medicaid Program; Optional state plan case management services. 42 Code 
of Federal Regulations 441.18 2007 4 December;72(232):68092-3. Coiera = Coeira E. Guide to health informatics. 2nd ed. London, 
England: Hodder Arnold, a member of the Hodder Headline Group; 2003. MPR = Coordinating care for Medicare beneficiaries: Early 
experiences of 15 demonstration programs, their patients, and providers: Report to Congress. Princeton, NJ: Mathematica Policy Research, 
Inc.; May 2004. NQF = National Quality Forum. National Quality Forum-endorsed definition and framework for measuring care coordination. 
Washington, DC: National Quality Forum; 2006 
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Compact	  Implementation	  	  
Activities	  and	  Tool	  Reference	  Grid	  

Setting:	   PCMH	  ⇒	  Specialists	  

(1:1	  outreach)	  

Specialists	  ⇒	  PCPs	  (1:1	  

outreach)	  

PCPs	  ⇔	  Specialists	  

(Neighborhood	  Block	  
Party)	  

IPA/PHO	  ⇒	  PCPs	  &	  

Specialists	  (contracting	  
model)	  

Physicians	  ⇔	  

Hospital	  

Physician	  ⇔	  

Community	  
Ancillary	  Svcs	  	  ⇔	  

Facilities	  

Purpose:	   PCMH	  building	  out	  
PCMH-‐N	  through	  
targeted	  outreach	  to	  
high	  volume	  /	  high	  cost	  
specialists	  

Specialty	  office	  utilizes	  
compact	  to	  improve	  bi-‐
directional	  flow	  of	  patient	  
information	  in	  the	  referral	  
process	  and	  in	  patient	  co-‐
management	  

Community	  of	  physicians	  
looking	  to	  identify	  and	  
establish	  community	  
standards	  for	  physician	  
communication	  

IPA	  or	  PHO	  utilize	  
compact	  as	  performance	  
expectations	  for	  
participation	  in	  network.	  

Utilize	  compact	  
to	  standardize	  
transfer	  of	  
medical	  records	  
and	  protocols	  
pertinent	  in	  
transitions	  of	  
care	  

Community	  of	  
physicians	  and	  
ancillary	  
providers	  

Introduction/Concepts	   • 1:1	  meeting	  with	  
specialists	  

• Standardized	  
presentation	  

• Talking	  points	  
• Key	  Questions	  
• Relevant	  Literature	  

• 1:1	  meeting	  with	  
PCPs	  or	  Group	  
Meeting	  

• Standardized	  
presentation	  

• Talking	  points	  
• Key	  Questions	  
• Relevant	  Literature	  

• Group	  meeting	  
• Standardized	  

presentation	  
• Talking	  points	  
• Key	  Questions	  
• Relevant	  Literature	  

	   Approach	  not	  
tested	  

Approach	  not	  
tested	  

Agreement	   • 	   • Table	  Top	  Exercise	  
• Action	  Planning:	  	  

Building	  Your	  Medical	  
Neighborhood	  

• Table	  Top	  Exercise	  
• Action	  Planning:	  	  

Building	  Your	  Medical	  
Neighborhood	  

	   Approach	  not	  
tested	  

Approach	  not	  
tested	  

Implementation	   • Implementation	  
Guide	  

• Test	  Tracking	  RIA	  
• PCMH	  Foundations	  

• Implementation	  
Guide	  

• Test	  Tracking	  RIA	  
• IPIP	  Lite	  

• Implementation	  Guide	  
• Test	  Tracking	  RIA	  
• IPIP	  Lite	  

• Implementation	  
Guide	  

• Test	  Tracking	  RIA	  
• IPIP	  Lite	  
• IPA	  or	  PHO	  resources	  

Approach	  not	  
tested	  

Approach	  not	  
tested	  

Measurement	   Score	  Card	   Score	  Card	   Score	  Card	   	   Not	  tested	   Not	  tested	  
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Index	  of	  Tools	  
	  
Overview	  and	  Introduction	  

1. NCQA	  Care	  Standard	  
2. Westminster	  Medical	  Clinic	  Care	  Coordination	  and	  Continuity	  of	  CarePolicy	  &	  Protocol	  
3. Job	  Description	  –	  Care	  Coordination	  
4. The	  5	  A’s	  Overview	  
5. MN	  Gantt	  timeline	  

	  
The	  5	  A’s	  –	  Ask	  

1. System	  of	  Care	  Collaborative	  Care	  Agreement	  /	  Compact	  
2. MN	  Invitation	  to	  Specialists	  
3. Practice	  Profile	  

	  
The	  5	  A’s	  –	  Advise	  

1. 6	  Steps	  for	  Specialists	  to	  become	  MNs	  
2. Health	  TeamWorks	  PCMH	  Care	  Cycle	  visual	  
3. Medical	  Neighborhood	  Relevant	  Literature	  

a. Building	  a	  Medical	  Neighborhood	  for	  the	  Medical	  Home.	  Fisher,	  E.	  NEJM	  2008.	  
359;12:12021205	  	  

b. Christopher	  B.	  Forrest,	  MD,	  PhD.	  “A	  Typology	  Of	  Specialists’	  Clinical	  Roles”.	  Reprinted)	  
Arch	  Intern	  Med/Vol	  169	  (No.	  11),	  June	  8,	  2009	  Www.Archinternmed.Com	  1062	  

c. The	  Medical	  Home:	  Growing	  Evidence	  to	  Support	  a	  New	  Approach	  to	  Primary	  Care.	  	  
Thomas	  C.	  Rosenthal,	  MD.	  	  doi:	  10.3122/jabfm.2008.05.070287	  

d. “Physician	  Perceptions	  on	  Care	  Coordination”,	  Karen	  Leamer,	  MD	  FAAP	  and	  Gene	  
Sherman,	  MD,	  FACC;	  Colorado	  Medicine,	  January/February	  2010,	  pp	  36-‐37.	  

 
The	  5	  A’s	  –	  Assess	  

1. Excel	  PCP	  Monthly	  TCR	  Audit	  Template	  
2. Excel	  Specialist	  Quarterly	  Score	  Card	  Template	  
3. MN	  Score	  Card	  Template	  PCP	  to	  Specialist	  
4. MN	  Score	  Card	  Template	  Specialist	  to	  PCP	  
5. MN	  Patient	  Survey	  

	  
The	  5	  A’s	  –	  Assist	  

1. ACP	  Scenarios	  
2. MN	  Fax	  Sheet	  –	  PCP	  to	  Specialist	  
3. TCR	  Checklist	  for	  MA’s	  
4. TCR	  Checklist	  for	  Providers	  
5. TCR	  Checklist	  for	  Referral	  Coordinatiors	  

	  
The	  5	  A’s	  -‐	  Arrange	  

1. MN	  Newsletter	  Example	  
2. MN	  Patient	  Pamphlet	  
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Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 
The practice implements evidence-based guidelines for the 
three identified clinically important conditions. 

 
 
This element requires practices to adopt and implement evidence-based diagnosis 
and treatment guidelines for the three clinically important conditions (Element 2E). 
Practices must use a paper or electronic template (“workflow organizer”) to 
demonstrate consistent implementation of the adopted guidelines and clearly 
identify the source of the guidelines. 

EXAMPLE* Documentation 
n 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*This is an example and is not an endorsement of a specific 
software or format. 

 

ELEMENT 3A: Guidelines for important conditions 
3 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

MUST 
PASS 

TIP: The practice shows 
the templates for prompting 
clinicians to document 
clinical information, in 
accordance with adopted 
guidelines, at the patient’s 
visit. Paper-based 
supporting documentation 
includes flow sheets or 
templates used to 
document treatment plans 
or patient progress. 
Electronic supporting 
documentation includes 
screen shots of templates 
used to document 
treatment plans and patient 
progress. 
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Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice uses guideline-based reminders to prompt physicians about a 
patient’s preventive care needs at the time of the patient’s visit. 
 
The practice should have systems in place to alert or remind clinicians about 
preventive services for patients during the patient’s office visit. Alerts may be 
paper-based or electronic prompts for clinicians to order screening tests, 
immunizations, risk assessments or counseling. 
 

EXAMPLE* Documentation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

*This is an example and is not an endorsement of a specific software or format. 
 
 

ELEMENT 3B: Preventive-service clinician reminders 
4 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

Paper Reminder for Risk 
Assessments, Immunizations, 

Screening Tests

EHR with Risk Assessment 
Reminders
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Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice maintains a team approach to managing patient care. 
 
A team approach includes use of nonphysician staff. Shared responsibilities are 
designed to maximize each team member’s level of training and expertise. In small 
practices, roles may be designated for the physician, the nurse and existing 
administrative staff. Supporting documentation for this element includes protocols, 
job descriptions, standing orders that show how the practice involves nonphysician 
staff in various aspects of patient care management. 
 

EXAMPLE* Documentation 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*This is an example and is not an endorsement of a specific software or format. 
 

ELEMENT 3C: Practice organization 
3 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 
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Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 

 

The practice demonstrates the use of various components of care 
management for patients with one or more of the clinically important 
conditions. 
 
The practice documents care management support that physician and nonphysician 
staff provide to patients who have one of the three clinically important conditions 
(Element 2E). Using information documented in the patient record, the practice 
provides a report or a completed Medical Record Review Workbook, showing that 
clinicians provided specific components of care management: individualized care 
plans and treatment goals; medication review; assessment of barriers to patient 
goals. 

EXAMPLE* Documentation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

     *This is an example and is not an endorsement of a specific software or format. 
 

ELEMENT 3D: Care management of important conditions 
5 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 
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Physician Practice Connections—Patient Centered Medical Home 
 
 
 
 
 
 

The practice coordinates care with external organizations and other 
physicians. 
 
The practice identifies patients treated in inpatient and outpatient settings and 
contacts them after discharge to provide or coordinate follow up care. It maintains 
processes for coordinating care for patients who receive care management or 
disease management services and provides coordination for patients who receive 
care from other physicians.  

EXAMPLE* Documentation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

       *This is an example and is not an endorsement of a specific software or format. 
 

 

ELEMENT 3E: Continuity of care 
5 pts 

LIMITED 
Electronic Systems 

ADDITIONAL RESOURCES 
American College of Physicians PCMH page: http://www.acponline.org/running_practice/pcmh/ 
American Academy of Family Physicians PCMH page: 
http://www.aafp.org/online/en/home/membership/initiatives/pcmh.html 
American Academy of Pediatrics Medical Home Resource page: 
http://www.medicalhomeinfo.org/tools/providerindex.html 
American Osteopathic Association Home page: http://www.osteopathic.org/index.cfm 
NCQA’s PPC-PCMH Home Page: www.ncqa.org/ppcpcmh.aspx 
ORDER PPC-PCMH Standards and Survey Tool: www.ncqa.org/ppcpubs.aspx 
NCQA Customer Support: customersupport@ncqa.org 

This project was sponsored by a grant from Pfizer Inc. 
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Last Updated: April 29, 2011 
 
 
Coordination and Continuity of Care  
Policy and Protocol  
 
 
Westminster Medical Clinic (WMC) provides external care coordination and 
ensures continuity of care in collaboration with outside facilities and 
organizations. Continuity of care protocols outline comprehensive and safe care 
for patients who receive inpatient and/or outpatient care between WMC and 
facilities such as hospitals, nursing homes, specialty care, disease management 
services and others.  
 
WMC provides internal care coordination by identifying high acuity patients, as 
well as those treated in outpatient and inpatient settings and contacting these 
patients after discharge to provide and/or coordinate follow up care.  
 
WMC maintains processes for evaluating, prioritizing and coordinating care for 
patients who receive in-house care management and provides coordination for 
patients who receive care from other physicians.  
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Coordination and Continuity of Care  
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External Care Protocol  
Hospitals and Skilled Nursing Home Facilities 
 
Identifies patients who receive care in hospital, ED and/or skilled 
nursing home facilities: 
 
A. The Care Coordinator at WMC reviews and tracks admissions and discharges, 

transfers, inpatient lists via fax, email, telephone, and hospital electronic portals for 
external care facilities each day to identify established patients who have already 
accessed care in the outside medical facility.  

1. The Care Coordinator reviews communication documents daily to 
cross-check WMC patients with health information technology or 
outside medical facility new admissions, discharges, transfers, patient 
medications, laboratory results, and patient summaries. To cross-
check with external medical facilities, follow the process below: 

a. Access the current inpatient list at Centura Health Systems. 
1. Open Internet Explorer and follow protocol. 

b. Access the list of patients who have been in the emergency 
room at Centura Health Systems. 

1. Open Internet Explorer and follow protocol. 
 

Systematically sends clinical information to facilities with patients as 
soon as possible: 
 
A. In response to new patient admission notification from the external medical facility, 

the Care Coordinator communicates pertinent medical information to the specified 
contact at each external medical facility, to include all information in the patient’s 
PCP Transition of Care Record. The PCP Transition of Care Record is 
communicated by the PCMH Care Coordinator within 30 minutes but no later than 2 
hours after admittance notification, limited to normal business hours, 8am-5pm. 

1. If patient admission occurs after normal business hours, the Care 
Coordinator will respond the following business day, by 9:30 AM 
providing notification of patient admittance was received by 9am from 
the external medical facility or from the on-call provider 

2. During weekends or after-hours, MAs and providers will send: 
a. Telephone Encounter (TE) to care coordinator. 
b. After the Care Coordinator sends the TCR to the facility, the 

care coordinator sends the TE back to the patient’s PCP for 
review. 

3. If a patient admission and facsimile communication occurs between 
the PCMH Care Coordinator and the external medical facility Care 
Coordinator and/or additional personnel, the PCMH Care Coordinator: 

a. Enters the following into the EMR in New Telephone Encounter  
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1. Documents ER, hospital admit or discharge’ in the 
Reason field and facility, admitting provider, diagnosis, 
etc in the comment box. 

b. Collects pertinent information about the patient from the patient 
chart and/or EMR, faxes the pertinent information back to the 
external medical facility within 30 minutes but no later than 2 
hours after initial notification. 

c. Documents in the EMR, the time, date, location and to whom 
the medical records were faxed. 

1. See Appendix A for the PCP Transition of Care Record, 
which details the pertinent information the PCMH Care 
Coordinator transmits in response to new admittance of a 
PCP patient.  

4. If a patient admission and telephone encounter occurs between the 
PCP Care Coordinator and the respective external medical facility 
Care Coordinator and/or additional personnel, the PCP Care 
Coordinator:  

a. Records the conversation in EMR in New TE, including name of 
facility, admitting provider, diagnosis. 

b. Assigns the telephone encounter to the PCP at the PCMH 
facility for their review. 

5. Current contact information for hospitals is seen below. 
a. The list of hospital information is updated yearly. 

 
Hospital System Hospital Name Main # Contact Person Contact Person # Contact Fax 

# 
            
Centura Health St Anthony's 

North 
303.426.2151 Jenny Kosovich, RN 303.501.2198 303.430.2611 

   
 
St. Anthony’s 
Central  
 

    
Kim Taylor 
Ktaylor@soundphysicians.com 
 

  
303.509.9322 
Pager 

  

 
HealthOne 

 
North Suburban 
Medical Center 

 
303.451.7800 

 
Andy Baker 
Abaker@soundphysicians.com  

 
303.201.2626 

 
303.453.2203 

           
            
Exempla Lutheran Medical 

 
303.425.4500 Ryan Soliz 

Rsoliz@soundphysicians.com 
303.509.4247   

  Center         
  Good Samaritan         
  Medical Center         

Last Update: 10/28/10 
 
 

6. Current contact information for skilled nursing homes is seen below. 
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Skilled Nursing Home Main # Contact Person Contact Person # 
        
Alpin Living Center 303.452.6101 Leah Rogers, MSW 303.829.4429 
        
Bear Creek Nursing Center 303.697.8181 Shannon Smith, BSW 720.300.2810 
        
Broomfield Care Center 303.785.5800 Leah Rogers, MSW 303.829.4429 
        
Cambridge Care Center 303.232.4405 Leah Rogers, MSW 303.829.4429 
        
Cherrelyn Care Center 303.798.8686 Shannon Smith, BSW 720.300.2810 
        
Cherry Hill Care Center 303.789,2265 Shannon Smith, BSW 720.300.2810 
        
Clear Creek Care Center 303.427.7101 Leah Rogers, MSW 303.829.4429 
        
Elms Haven Care Center 303.450.2700 Pat Faughnan, RN 303.910.4496 
        
Greenwood Village Care 
Center 

303.773.1000 Pat Faughnan, RN 303.910.4496 

        
Life Care of Westminster 303.412.9121     
        
Malley Care Center 303.452.4700 Leah Rogers, MSW 303.829.4429 
        
Villa at Sunny Acres 303.255.4181     
        
Wheat Ridge Manor 303.238.0481 Leah Rogers, MSW 303.829.4429 

Last update: 9/12/10 
 
 
Reviews information from care facilities and communicates pertinent 
information to the patient’s provider: 
 
A. At the end of each business day, the PCMH Care Coordinator updates patient 

admissions and discharges by detailing patient name, facility name, attending 
provider, diagnosis, and updates. The Care Coordinator enters the external medical 
facility database login portal (if available) periodically to access new information 
regarding the patient and/or makes follow-up phone calls to the external medical 
facility Care Coordinator to gather updates on patient progress and new information. 
The Care Coordinator electronically or manually posts the information in a 
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designated area at the end of the day for review by the care team and/or sends the 
information if new or relevant to the provider/care team. 

1. During normal or after hours, the Care Coordinator opens a Telephone 
Encounter or New Action to log the patient admission. The Telephone 
Encounter is left open until the patient is discharged from the external 
medical facility and has completed a follow-up appointment at the 
PCMH facility.  

2. The Care Coordinator follows up with the patient after discharge within 
2 normal business days via phone call.  

 
 

Systematically facilitates transfer of clinical information to and from 
specialty facilities:  
 
A. The Referral Coordinator at WMC reviews referral requests via fax, email, and 

telephone (up to primary care facility discretion) from PCMH facilities each day to 
identify patients who will have any care or who have already received care in the 
specialty care facility. 

1. The Referral Coordinator notifies the selected PCMH-N Specialist 
facility of any new patient referrals within 1 business day of referral 
request. Referrals are sent to specialty care facilities either same-day 
or next-day.  

a. A complete PCP Transition of Care Record and any additional 
pertinent information regarding the patient is sent to the PCMH-
N facility with the initial referral notification to the Specialist  

b. In the event that insurance eligibility is denied, the Referral 
Coordinator will contact the Care Coordinator to consider 
revising the patient care plan or confirmation to proceed with the 
referral appointment with the patient. 

See below for a list of PCMH-N Specialists. (to be updated 
every 6 months). 

Specialty Specialty Care 
Office 

Provider Names Office Main # Contact Person Contact  
Person # 

Contact Fax # 

              
Cardiology Rocky Mountain Donald Thompson 303.426.5154 Christie Kiefer 303.428.2207 303.426.0318 
  Cardiovascular Martin Yussman         
  Associates Claudia Benedict         
       
Dermatology Denver 

Dermatology 
Robert Wright   Tym Johnson 303.426.4525   

  Consultants           
 
Gastro 
PENDING 

 
Rocky Mountain 
Gastroenterology 

 
Paul Deneault 
Bruce Walker 
Gareth Weiner 
 
 

  
Stephanie 

 
303.255.6777 

 
303.255.2190 

 
Gastro 
PENDING 

 
Rocky Mountain 
Gastroenterology 

 
Paul Deneault 
Bruce Walker 
Gareth Weiner 
 
 

  
Stephanie 

 
303.255.6777 

 
303.255.2190 

Gastro 
PENDING 

Gastro of the 
Rockies 

  Todd LeVeigne 720.932.7724  

       
Heme-
Oncology 

Rocky Mountain 
Cancer Centers 

Alvin Otsuka 
Praveena  Solipuram 

  Duane Hoxie 303.775.0529   

   Russell Tolley 
Ziari 

        

            
Neurology Neurospecialty Scott London   Sylvia Pastrana 303.629.5600   
  Associates   
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                Last Update: 10/28/10 
 

Communicates with patients who cancel or fail to attend visit to 
specialist or testing facility (no-show): 
 
A. Prior to the end of each business day, the PCMH Care Coordinator or PCMH 

Referral Coordinator updates the Referral Requests log to ensure follow-up care 
with the patient.  

1. If notified by a specialist, patient or medical facility that a referred 
patient did not attend the appointment (no-show or cancellation), the 
Referral Coordinator at the PCMH-N will attempt to contact the patient 
to either confirm rescheduling of the appointment or address the 
barriers and/or challenges the patient has regarding the referral. If the 
PCMH-N attempts to reschedule the patient twice within a 4 week 
period of appointments and the patient no-shows twice, then the 
Referral Coordinator or appropriate personnel at the PCMH-N contacts 

Ophthalmology 
 

Eye Surgery 
Center of CO 

William Self 303.426.4810 Jackie 
McAdams 

303.426.4810 
ext. 112 

 

       
Orthopedic- 
Spine 

Center for Spinal 
Disorders 

Michael Janssen 
George Leimbach 

303.287.3800 Debbie Lucero 303.328.2490 303.287.7357 

  Joseph Morreale         
    Monroe Levine         
  Donald Calley     
    Ruth Beckham         
    Alicia McCown         
       
Orthopedic- 
Spine 

Panorama 
Westminster 
Office 

Amit Agarwala 
Christopher Brian 
Premjit Deol 
Bharat Desai 
Douglas Foulk 
Tom Friermood 
James Johnson 
Karen Knight 
Lonnie Loutzenhiser 
Nimesh Patel 
Mitchel Robinson 
 

  Eric Worthan, CEO 
Brandi Ramirez 
Pat Viduya 

 303.274.7324 
 

  

Surgery 
PENDING 

Front Range 
Surgical 
Associates 

Ciccoletti(sp?) 
James Garlitz 
David Long 
Kyle Nickel 

 Elaine 303.428.0004  

       
Surgery-   Mitch Fremling 303.466.3261 Eunice Diaz 303.466.3261   
Hand, Plastics 
 
Urology 
 

  
 
Foothills Urology 

  
 
David Cahn 
 

  
 
303.985.2550 

 
 
Debbie Krieder 

 
 
303.985.2550 
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the specified Care Coordinator at the PCMH. The Care Coordinator will 
attempt to contact the patient to either confirm rescheduling of the 
appointment or address the barriers and/or challenges the patient has 
regarding the referral. The Care Coordinator then records any patient 
responses in General Notes under Notes tab in the Referral Section. 

a. In the event that the patient agrees to reschedule the referral to 
the PCMH-N, the Referral Coordinator engages the patient a 
second time and confirms the referral appointment has been 
scheduled. The Care Coordinator additionally notifies the PCMH-
N facility of the contact and re-appointment. 

b. If the patient declines to re-appoint for the visit, the reason is 
noted General Notes under Notes tab in the Referral Section and 
sent to the provider for review. 

 
 
Internal Care Coordination Protocol  
PCMH Westminster Medical Clinic 
 
 
Contacts patients after hospital or ER discharge for further care 
coordination and identifies and contacts patients who are at risk for 
adverse outcomes following discharge: 
 
A. The Care Coordinator reviews information from facilities to identify patients who 

require proactive contact outside of patient-initiated visits or who are at risk for 
adverse outcomes. 

1. Based upon clinical orders from clinician (patient needs contact after 
review of discharge log/report), the Care Coordinator contacts each 
discharged patient within 2 business days to: 

a. Schedule follow-up appointments with the patient’s PCP or 
specialist.  

b. Complete the Personal Care Assessment and Plan form for 
each discharged patient and place the form in corresponding 
patient record or designated file 

1.  See Appendix B for an example of the Personal Care 
Assessment and Plan. 

c. Reconcile medication from hospital/SNF to PCMH office at time 
of phone contact. 

2. The Care Coordinator enters the patients who have been hospitalized 
or admitted to the ER ≥ 3 in the past 1 year into a high-risk patient 
registry indicating the following: patient name, hospital 
admission/discharge, diagnosis, and any noteworthy information. A 
care plan is developed with input from the patient’s medical provider. 
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3. If the data is available, the Care Coordinator tracks ER discharges, to 
include the following information. 

a. See Appendix C for an example of the ER Visits Tracker. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reviews information from specialty care facilities to ensure 
appropriate follow-up care: 
 
A.  The medical provider reviews the following within 4 business days of receiving the 

information from the PCMH-N facility: 
1. Specialist Transition of Care Record 

a. See Appendix D for an example what will be included in the 
Specialist Transition of Care Record. 

2. Specialist care plan summaries  
3. Completed medical testing results  
4. Secondary referrals outside of the PCMH-N agreement 
5. Recommendations for further patient medical testing and follow-up to 

the PCP.  
B. The PCP provider determines the appropriate follow-up and provides instructions to 

the Medical Assistant or Care Coordinator to complete the new care plan.   
 
 
The PCMH facilitates communication between the patient, PCMH, and 
PCMH-N facility for well-coordinated transfer of care: 
   
A. For patients referred to other care, the PCP, if appropriate, develops a written 

transition care plan through shared decision making with the patient and family.  
1. If the PCP initiates a referral, the PCP provides a written explanation of 

the recommendations in understandable language to the patient.  
a. See Appendix E for the Patient Referral Rx. 
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b. See Appendix A for an example of the patient’s PCP Transition 
of Care Record for written care plan location.  

2. The PCP sends the referral to the Referral Coordinator and the 
Referral Coordinator confirms the PCMH-N specialist contact 
information with the patient.  

 
 
The PCMH staff fosters well-coordinated care by engaging and 
informing patients of the PCMH benefits: 
  
A. The Medical Assistants at the PCMH distributes PCMH ID Cards to the patients, 

explains what a PCMH is, and explains rationale for having a PCMH ID Card.  
1. When a new patient attends an appointment for the first time, the 

Medical Assistant delivers a short, pre-determined script that details 
what is a patient-centered medical home and gives the new patient an 
ID Card that lists the PCMH providers and contact information, as well 
as, PCMH educational material. 

a. See Appendix F for an example of the PCMH ID Card. 
b. An example of the script is as follows: 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
B. WMC as a whole promotes the PCMH model through printed materials.  

1. Practice brochures, cards, and posters 
a. General PCMH “What is it?” information 
b. Extended office hours/open access 
c. Medical Neighborhood information 
d. Website and web patient portal 

a. www.westmedprimarycare.com  
e. Group office visits 

a. Healthier Living CO 
1. See Appendix G for an example of a RX: Healthier 

Living CO 
b. Diabetes  

2. Patient health education information regarding chronic diseases. 

“Hi	  [insert	  patient	  name]	  .	  .	  .	  I	  just	  wanted	  to	  give	  you	  an	  ID	  Card	  from	  WMC[us].”	  

“Always	  show	  this	  ID	  Card	  at	  any	  other	  office	  or	  hospital.	  You	  can	  even	  show	  this	  card	  to	  the	  receptionist	  with	  
your	  insurance	  card.”	  

“This	  ID	  Card	  says	  you	  are	  a	  patient	  at	  a	  ‘medical	  home’.	  That	  means	  we	  are	  your	  home	  base	  for	  your	  
[health]care.”	  

“So	  remember,	  always	  show	  this	  to	  every	  specialist	  or	  hospital	  you	  go	  to	  so	  that	  they	  know	  whom	  to	  contact	  
if	  they	  need	  more	  information	  and	  to	  allow	  us	  to	  stay	  involved	  with	  your	  care.”	  	  
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Continuous Quality Improvement 
PCMH Westminster Medical Clinic 
 
Facilitates quality improvement preparation, implementation, and 
evaluation methods to maintain continuity of care 

A. The Care Coordinator participates in strategizing ways with the medical provider(s) 
to stay connected with external medical facilities such as specialty offices, skilled 
nursing homes, and hospitals.  

1. The Care Coordinator will communicate with the medical provider(s) in 
a bi-weekly meeting to discuss updates on coordination of patient care 
issues and maintain continuity.  

a. The Care Coordinator participates in patient care team 
meetings. 

b. The Care Coordinator sends eCW messages to providers on 
issues of patient care.  

2. To engage a specialty office, skilled nursing home, or hospital to 
improve bi-directional communication with the PCMH, the Care 
Coordinator follows the steps below: 

a. Send the specific organization a Medical Neighborhood 
Invitation letter written by a medical provider. 

1. See Appendix H for an example of the Medical 
Neighborhood Invitation.  

2. When Specialty offices and/or providers initiate 
communication with the PCMH to improve bi-directional 
communication with the PCMH before receiving a 
Medical Neighborhood Invitation, the Care Coordinator 
sends the Medical Neighborhood Guide (a packet of 
information detailing how to become a Medical Neighbor) 
to the specific organization or refers them to the 
appropriate State organization .  

i. See Appendix I for an example of the Medical 
Neighborhood Guide.  

3. Log the date when the Medical Neighborhood Invitation 
was sent in the Medical Neighborhood Tracker and 
Specialist Supplemental Tracker. 

i. See Appendix J for an example of the Medical 
Neighborhood Tracker. 

ii. See Appendix K for an example of the Specialist 
Supplemental Tracker. 
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b. Schedule a meeting with the external medical facility at the 
PCMH and/or refer to the State facilitator or Webinar. 

1. Before the meeting, send a copy of the Medical 
Neighborhood Guide to the specific organization.  

2. Set a date with the specific organization as to when a 
decision can be expected to formally agree on improving 
bi-directional communication via the Systems of 
Care/PCMH Initiative Compact. 

3. Log the date of the meeting in the Medical Neighborhood 
Tracker. 

c. Follow-up with the external medical facility on the date set at the 
previous meeting. Ask if the specific organization and/or any 
providers individually would like to proceed with the Compact 
agreement. 

d. If the external medical facility or any providers decide to agree 
to the Compact, ask the office manager to check the boxes in 
the Compact that are applicable to all providers in the office who 
agreed to the Compact. If time allows or circumstances dictate, 
a meeting may be scheduled to facilitate the process. 

e. Assist the external medical facility personnel to facilitate the 
Compact, ie.  

1. How will the office personnel alert themselves that the 
PCMH has referred a patient,  

2. How will the provider know the patient is from the PCMH, 
and  

3. How the Transition of Care Record process will occur. 
f. Send the Medical Neighborhood Toolkit to the office manager 

and additional personnel.  
1. See Appendix L for an example of the Medical 

Neighborhood Toolkit. 
2. Share information and processes that the other Medical 

Neighbors are doing to improve bi-directional 
communication. 

g. Ask the external medical facility specific questions to help fill out 
the Medical Neighbor Specialist Practice Profile. 

1. See Appendix M for an example of the Medical Neighbor 
Specialist Practice Profile. 

h. Make a copy of the Compact that already has boxes checked off 
by the office manager, which represents what the office 
providers agree to in the Compact.  

i. Write down all providers that wish to participate in the Medical 
Neighborhood on the top of the copied Compact 

j. Complete the Medical Neighbor Specialist Practice Profile and 
journal the dialog and conversation at the external medical 
facility at the end of the Assessment. 
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1. Log the date of the completed work, the external medical 
facility name, and the associated providers in the Medical 
Neighborhood Tracker. 

k. Send the medical provider(s) the Medical Neighbor Specialist 
Practice Profile for approval to accept the external medical 
facility in the Medical Neighborhood.  

l. Update the list of Medical Neighbors in the following documents: 
1. Care Coordination Policy and Protocol 
2. Westmed Primary Care website 
3. Medical Neighborhood Tracker 
4. Specialist Supplemental Tracker 
5. List of Medical Neighbors for PCMH providers 

i. Send an updated list to the PCMH providers. 
B. The Care Coordinator participates in PCMH practice redesign and systems 

improvement. 
1. The Care Coordinator participates in data collection through a registry 

and conducts clinical audits. 
a. Queries registry on monthly basis to monitor patients with 

chronic disease according to protocol.  
1. Performs or supervises population management of at 

least 3 chronic diseases. 
b. Provides a report to the providers to determine a monthly action 

plan. 
c. Facilitates outreach and coordinates the action plan with 

appropriate personnel. 
d. Sends provider and practice level performance data to providers 
e. Under direction of medical director, monitors other levels of 

performance, such as, cost utilization, data on vulnerable 
populations and overuse of services or treatment. 

f. Directs collection of patient satisfaction surveys 
2. Each quarter, the Care Coordinator conducts a clinical audit for all 

PCMH providers regarding the PCP Transition of Care Record. 
a. Audit each provider separately using the PCP Transition of Care 

Record Checklist to determine what percentage of the PCP 
Transition of Care Record is being captured in any outbound 
referral to a PCMH-N hospital, skilled nursing home, and/or 
specialty care facility.  

1. See Appendix N for the PCP Transition of Care Record 
Checklist to reference as to what needs to be recorded 
and where each element is located in the EMR.  

b. Enter the results in the PCP-TCR Tracker from the PCMH Audit 
just performed. 

1. See Appendix O for the PCP-TCR Tracker tool to 
conduct the audit, record the results, create updated 
graphic representation of the results for each PCMH 
provider, and aggregate the data for the PCMH clinic.  
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c. Prepare clinical reports and provider reports regarding the 
Transition of Care Record quarterly using the PCP-TCR Tracker 
tool. Send an electronic copy or hand a hard copy to each 
provider.   

3. Quarterly or bi-annually, the Care Coordinator works with the Referral 
Coordinator to conduct an audit for the organizations which are 
members of the Medical Neighborhood.  

a. Produce a report of patients referred to each Medical 
Neighborhood office over the previous 3 months.  

b. Randomly select 4 patients from each Medical Neighborhood 
office listed on the report and conduct a phone survey or use e-
messaging through the Patient Portal using 4 pre-determined 
questions listed in the Medical Neighborhood Phone Survey 
Tracker. 

1. The Care Coordinator documents responses to the 
phone or electronic survey in the Medical Neighborhood 
Phone Survey Tracker. 

a. See Appendix P for an example of the Medical 
Neighborhood Phone Survey Tracker. 

2. If the Care Coordinator does not speak with the patient 
on the phone, a message is left. 

a. The Care Coordinator attempts one more time to 
contact the patient for the phone survey. 

3. Audit each Medical Neighborhood office or organization 
separately using the Specialist Transition of Care Record 
Checklist to determine what percentage of the Transition 
of Care Record is being captured in any inbound notes 
back to a PCMH.  

a. See Appendix Q for an example of the Specialist 
Transition of Care Record Checklist.  

4. Enter the Transition of Care Record results into the Score 
Care Template: TCR Worksheet. 

a. See Appendix R for an example of the Score Card 
Spreadsheet. 

c. Send the Score Card Spreadsheet to all PCMH providers and 
the Referral Coordinator to complete the Provider Worksheets 
and Referral Worksheets respectively within 1 week. 

d. Once the Score Card Spreadsheet is received back from all 
PCMH providers and the Referral Coordinator, manually enter 
averaged scores into the Score Card Spreadsheet: Final for 
each Medical Neighbor office. Then copy + paste the Score 
Card Spreadsheet: Final into the Score Card Template, a 
Microsoft Word document. 

1. Save the Score Card Template document as 
[officename.month] into a file folder named 
[monthScoreCards]. 
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a. See Appendix S for an example of the Score Care 
Template to copy+paste the Final Spreadsheet in. 

2. Publish the document as an Adobe PDF for each Medical 
Neighborhood office. 

3. Send the Adobe PDF document to providers and e-mail 
to the Medical Neighborhood offices using the contact 
information in the Medical Neighborhood Tracker or Care 
Coordination Policy and Protocol lists.  

4. Sends PCP score card to specialists to complete and return. Collates 
information. 

5. Quarterly or bi-annually, updates the Medical Neighborhood Newsletter 
with a letter from the Care Coordinator, Referral Coordinator, PCMH 
Project Manager, or a PCMH medical provider and send to the Medical 
Neighborhood offices via email. 

6. Facilitates communication between the PCMH providers and the 
Medical Neighborhood offices and/or providers regarding any concerns 
or questions from either party. 

7. Under supervision of the medical provider, the Care Coordinator 
evaluates clinical care and utilization of resources and assists in 
development of new clinical tools/forms/procedures. 

8. The Care Coordinator arranges, supervises or conducts group visits 
amongst any member of the Medical Neighborhood and the PCMH 
and/or if any member requests so. 

 
 
CARE PLANNING 
PCMH Westminster Medical Clinic 
 
Identifies patients at high-risk for poor outcomes (multi-morbidity 
conditions or high utilization of ED services) or those who require 
help in coordination of services: 
 
A. The Care Coordinator maintains a patient registry by entering selected patients who 

have ≥ 3 chronic diseases, ≥ 3 hospital or ED visits in the past year, patients on 
long-term anticoagulation (ex. warfarin), or identified by their clinician as being non-
engaged/non-adherent with care recommendations or requiring help in care 
coordination/case management into the Care Management registry to include: 

1. Patient contact information  
2. Patient hospitalizations 
3. Personal Care Plan 

a. Evaluates and prioritizes patient’s medical, social, psychological 
needs and assists in solving barriers to their health care and 
recovery  

b. Helps patient set goals  and provide education informational to 
help care for illness 
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c. Advocates for patient and family and link the patient to the 
appropriate community resources 

1. Community Resource Book 
d. Promotes adherence to care plan with support in self-

management skills and facilitate healthy behavior changes 
e. Regularly communicates with patient/family 

1. Provides written summary 
2. Provides written care plan 

f. Adjusts medications or changes treatment per practice standing 
orders or clinician’s directions 

B. The Care Coordinator should take the following other steps when identifying high-
risk patients and/or coordinating services: 

1. Notifies patient’s medical provider of progress, barriers or important issues 
effecting the care plan 

a. Conducts biweekly care management meetings with the provider(s). 
2. Monitors tickler file and ensures timely intervention 

a. Lab and referral tracking  
b. Specific patient alerts  

3. Communicates with external disease management or case management 
organizations 

a. Maintains list of contacts 
b. Establishes a timeframe for communication with the agency regarding 

the specific patient 
c. Agrees on a mutual care plan for each patient  
d. Enters appropriate patient information into high-risk patient registry 

4. Facilitates transfer of care 
a. If known, recommends a PCP or specialist in the area the patient is 

relocating. 
b. Arranges for medical records to be sent to the new provider after 

obtains signed release in compliance with HIPAA regulations. 
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WestMed Primary Care 
Care Coordinator Job Description 

 
Job Title: Care Coordinator 
Reports To: Medical Director, Practice Manager and/or Patient-Centered Medical Home Manager 
Position: Part-time/Full-time (start PT with opportunity to expand to FT) 
 
Summary of Duties: 
 Assists all patients through the healthcare system by acting as a patient advocate and navigator. 
 Participates in Patient-Centered Medical Home team meetings and quality improvement 

initiatives.  
 Facilitates health and disease patient education, including leading group office visits. 
 Supports patient self-management of disease and behavior modification interventions. 
 Coordinates continuity of patient care with external healthcare organizations and facilities, 

including the process hospital admission and discharge and referrals from the primary care 
provider to a specialty care provider.  

 Coordinates continuity of patient care with patients and families following hospital admission, 
discharge, and ER visits. 

 Manages high risk patient care, including management of patients with multiple co-morbidities or 
high risk for readmission to a hospital setting, including a registry. 

 Conducts comprehensive, preventive screenings for patients and/or assists all support staff in daily 
patient interactions as needed. 

 Promotes clear communication amongst a care team and treating clinicians by ensuring awareness 
regarding patient care plans. 

 Facilitates patient medication management based upon standing orders and protocols. 
 Participates on a team for data collection, health outcomes reporting, clinical audits, and 

programmatic evaluation related to the Patient-Centered Medical Home and Medical 
Neighborhood initiatives. 

 Evaluates clinical care, utilization of resources, and development of new clinical tools, forms, and 
procedures. 

 
Education and Experience: 
 Essential:  

 Graduation from an accredited university with a background in science, including a BA 
or BS in Biology, Chemistry, Nursing, Anatomy and Physiology, Public Health, 
Behavioral Science, or a similar degree 

 Proficient computer skills, including Microsoft Office (specifically Word and Excel)  
 2-5 years experience in a clinical setting 
 Self-disciplined, energetic, passionate, innovative 
 A team player that can follow a system and protocol to achieve a common goal 
 Highly organized and well-developed oral and written communication skills 
 Demonstrates sound judgment, decision-making and problem-solving skills 
 Able to maintain confidentiality with all aspects of information in accordance with 

practice, State and Federal regulations 
 Confidence to communicate and outreach to other community health care organizations 

and personnel 
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 Preferred:  
 BSN (Licensed to practice as a Registered Nurse (RN) in Colorado) or MPH 

(Community & Behavioral Health; Health Systems, Management, & Policy; or with a 
science background) 

 1 year in a Patient-Centered Medical Home clinical setting or knowledge of the 
Patient-Centered Medical Home initiative 

 2-5 years experience in chronic disease management, case management, utilization 
management, and adult acute care 

 Optional:  
 Other licensed medical professionals who possess the appropriate clinical skills are 

also eligible. 
 Experience with public speaking 
 Experience with electronic medical records 

 
Salary or hourly compensation based upon education and experience. Expectation for position is part-time 
with the opportunity to expand into a full-time position. 
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Building a Medical Neighborhood! 
Refer to The 5 A’s Folders for Tools and Materials. 

 
ASK  
 Create a list of Specialists you’d like in your 

Neighborhood. 
 Send an invitation to the Specialists with a person touch.  

 
ADIVSE  
 Schedule meetings with Specialists that respond.  
 Share the MN concept, review literature, discuss provider 

goals for patient care and improved provider relationships, 
review Compact, set next steps (and timeline for follow up if 
Compact not filled out at this meeting).  

 
ASSESS  
 Evaluate your own performance to represent adoption of the 

concept and the Compact. 
 Evaluate the Neighbors’ performance to represent their 

adoption of the concept and the Compact. 
 Since “patient-centeredness” is important, conduct a patient 

satisfaction survey.  
 
ASSIST  
 Use and improve current tools and/or develop new tools to 

facilitate process improvements in both the PCP and 
Neighbors’ offices. 

 
ARRANGE  
 Promote continuous quality improvement in both the PCP 

and Neighbors’ offices with continuous communication, 
dialogue, and payment reform advocacy. 

 Promote “patient-centeredness” by sharing the Neighborhood 
YOUR PATIENTS! 
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Building a Medical Neighborhood: A Proposed Timeline  
 

Created by R.Scott Hammond, M.D. and Caitlin Barba, MPH, Systems of Care-PCMH Initiative, Colorado Medical Society Foundation, 2010 
 

ASK ADVISE (Continuous) ASSESS (Continuous) ASSIST & ARRANGE ASK ADVISE (Continuous) ASSESS (Continuous) ASSIST & ARRANGE (Continuous)

Invites * Invites *

RSVP 1 RSVP 2 * Follow up Follow up RSVP 1 RSVP 2 * Follow up Follow up Follow up

Compact Meeting Continuing Compact Meetings Continuing Compact Meetings Continuing Compact Meetings Continuing Compact Meetings 

PCP TCR 

Audit

PCP TCR 

Audit

PCP 

TCR 

Audit

PCP TCR 

Audit

PCP TCR 

Audit

PCP 

TCR 

Audit

PCP TCR 

Audit

PCP TCR 

Audit

PCP 

TCR 

Audit

PCP TCR 

Audit

PCP TCR 

Audit

Pt Survey * Pt Survey * Pt Survey* Pt Survey*

Spec SC * Spec SC * Spec SC * Spec SC

PCP SC * PCP SC * PCP SC * PCP SC

MN MN MN MN MN MN MN MN MN MN MN MN MN

126 7 8 9 10 11Month 1 2 3 4 5

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  PCP sends invitations out to Specialists                 

  Attempts to gather RSVPs from specialists who don't respond; two attempts: 1)Email; 2)Call; Follow up with PENDING Neighbors 

  Compact Meeting scheduled with specialists, PCP, and supporting personnel           

  PCP Transition of Care Record monthly audit                 

  PCP conducts TCR quarterly audit, sends Score Cards to Specialists             

  Specialists send report cards to PCP                 

  PCP initiates Patient Satisfaction Survey                 

  MN bimonthly meetings for strategizing/planning, Score Card grading, preparation for PDSAs/Action Plans with Specialists   
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Primary Care-Specialty Care Collaborative Guidelines  

 

Transition of Care 
Mutual Agreement 

Maintain accurate and up-to-date clinical record. 
Expectations 

Primary Care Specialty Care 
 Clarify type of transition: co-management, advice, 

complete transfer and be clear about the question 
being asked 

 Transfer detailed baseline information, including 
methods tried to date and tests performed 
(including copies of  labs and other studies) 

 Provide patient with specialist contact information
 Review information sent from the specialist 

 Provide single source contact person to coordinate   
services with specialist or primary care practice and 
easy access to PCP for coordination of care 

 When PCP is uncertain of appropriate laboratory or 
imaging diagnostics, assist PCP prior to the 
appointment regarding appropriate pre-referral work-
up 

 Review information sent from the PCP 
Access 

Mutual Agreement 
Be readily available for urgent help to both the physician and patient via phone. 

Be prepared to respond to urgencies. 
Provide alternate back-up when unavailable for urgent matters. 

Expectations 
Primary Care Specialty Care 

 Determine reasonable time frame for specialist 
appointment 

 Be open to preferences about location of admit 
 Provide specialist easy access to discuss case by 

phone if need be 

 Have timely consultation appointments available to 
meet patient and referral source requests 

 Be open to preferences about  location of admit  
 Discuss special arrangements, as needed 

 
Collaborative Care Management 

Mutual Agreement 
Define responsibilities between PCP, specialist and patient. 

Clarify who is responsible for specific elements of care (drug therapy, referral management, diagnostic testing, care 
teams, patient calls, patient education, monitoring, follow-up). 

Give and accept respectful feedback when expectations, guidelines or standard of care are not met. 
Expectations 

Primary Care Specialty Care 
 Review information sent by Specialist and follow-

up on questions 
 Resume care of patient when patient returns from 

specialist care and act on care plan developed by 
specialist 

 If surgery needs to be done, perform pre-operative 
evaluation 

 Order labs, radiological studies, etc., as applicable

 Review information sent by PCP and follow-up on 
questions 

 Send timely reports to PCP to include a care plan, 
follow-up, test results and studies and clear 
recommended next steps  

 If surgery needs to be done, perform pre-operative 
evaluation 

 Order labs, radiological studies, etc., as applicable  
 Return care to PCP once patient is stable 

Patient Communication 
Mutual Agreement 

Consider patient/family choices in care management, diagnostic testing and treatment plan. 
Provide to and obtain informed consent from patient according to community standards. 

Expectations 
Primary Care Specialty Care 

 Explain specialist results and treatment plan to 
patient, as necessary 

 Identify whom the patient wishes to be included 
in their care team 

  Inform patient of diagnosis, prognosis and follow-up 
recommendations 

  Recommend appropriate follow-up with specialist 
and PCP 

This document was created by R. Scott Hammond, M.D. and the Systems of Care/Patient Centered Medical Home Initiative 
(Colorado Medical Society Foundation) and modified for use with Physician Health Partners and its Specialty partners. 
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Dear Colleague, 
 

This letter is an open invitation to you and your group to participate in an exciting 
collaboration that may have dramatic effects on the health care system of Colorado. You 
have been selected for this opportunity because of our current professional relationship 
and/or your reputation for excellence. 

Colorado is at the leading edge of health care reform.  We are fortunate to host 
numerous pilots and initiatives, not only, aimed at providing improved quality, access 
and safety to our patients, but also, at decreasing health care costs and improving practice 
viability. 

I am participating in 2 programs, the Multi-Stakeholder, Multi-State Patient-
Centered Medical Home (PCMH) Pilot and the Systems of Care- PCMH grant. Both of 
these projects work on building systems of care to overcome many of the present 
obstacles to effective and efficient medical care. Our practice has recently been 
recognized as a Level 3 Patient-Centered Medical Home. This required a major redesign 
and restructuring on how we deliver medical care in order to achieve the rigorous 
standards of the National Committee of Quality Assurance (NCQA). 

Our next goal is to invite our specialists into our system and create the ‘medical 
neighborhood’. As you know, the transition of care is the most dangerous time for our 
patients. Patients are often sent to different doctors or facilities without crucial medical 
information. This creates risk to the patient and frustration and inefficiencies for the 
specialist. We can change that. 

Westminster Medical Clinic is looking to develop a preferred relationship with a 
limited selection of specialists in order to ensure that our patients receive the very best 
care. This involves outlining mutual responsibilities and expectations for a ‘partnership of 
care’.  
 
You will benefit in many ways:  

 More referrals, clear expectations,  
 Timely and complete information,   
 Prepared patient, and  
 Assurance of appropriate follow-up.  
 

We want you to be part of our team with the patient as the winner.  
 
If you are interested in pursuing this matter, please contact me at 
shammond@evcohs.com. For more information, go to www.pcpcc.net or www.cms.org 
and click on Creating Medical Home Communities. 
 
Yours truly, 
 
 
R. Scott Hammond, M.D. 
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Practice Profile 

1. Contact Information:   Date: ___________ Organization:____________________ 
Name of Contact Person: 
________________________________________________________________ 
Name of Practice: 
_________________________________________________________________ 
Address of Practice: 
_________________________________________________________________ 
Address 2: 
_________________________________________________________________ 
City/ Town: 
_________________________________________________________________ 
Zip/ Postal Code: 
_________________________________________________________________ 
Email Address: 
_________________________________________________________________ 
Best Contact Phone Number:  
(_______)_____________-____________________________________ 
 
 

2. Physicians: 
First Name Last Name Degree Specialty

4 “Champion” 
Provider 

     

     

     

     
 

3. Staff: 
Name (First, Last, Degree) Role FT/PT Date of Employment 

(approx length) 

“Champion” 

Staff 
Member 
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4. Type of Practice: 

o Solo 
o Single Specialty Group 
o Multi Specialty Group 

o Residency Practice 
o Other (please Specify) 
_____________________________

 
5. Do members of this practice serve as preceptors to medical students? -  

o Yes If yes, what medical school(s)? ___________________________________________ 
o No 

 
6. Do members of this practice serve as preceptors to residents? 

o Yes If yes, what program(s)? ________________________________________________ 
o No 

 
7. Are you part of a network? 

o Yes  
o No 

 
8. If yes, please list the name and type of network ? 

o Independent Practice Association ___________ 
o Hospital affiliated network ________________ 
o Safety Net Clinic (CCHN) 
o Other (please specify)______________________________(ex. Colorado Rural Health Network) 

 
9. Does this practice accept Medicaid patients? 

o Yes   
o No 

 If yes, is the practice accepting new Medicaid patients? ______Yes ______No 
   Can you provide an approximate number of pediatric Medicaid patients at this location?________ 

Can you provide an approximate number of adult Medicaid patients at this location?________ 
 

10. Does this practice accept Medicare patients? 
o Yes   
o No 

 If yes, is the practice accepting new Medicare patients? ______Yes ______No 
   Can you provide an approximate number of Medicare patients at this location?________  

  
11. What year was this practice established? _________________ 

 
12. Have there been any of the following major changes in this practice in the last 12 months? 

o No major changes 
o Change in ownership 
o New electronic health 

record system 

o New billing system 
o Move to a new office 
o New physician joined the practice

13. Have you had employee turnover in the past 12 months? (please indicate the number lost to all listed below) 
Physicians__________ 
Mid-level Provider 
(NP/PA) ____________ 
Clinical Staff 
(RN/MA) ___________ 

Office Manager __________________ 
Front Office _____________________ 
Back Office _____________________ 
Other:  _________________________ 

 
14. How long, on average, does it take for patients to be seen for: (# of days) 

         Urgent care: (chest pain asthma attack etc.) 
o < 4 hours 
o > 4 hrs (same day) 

o 1-2 days 
o >2 days 

 Acute care: (cold, sore throat etc.)  
o <1 day 
o 2-3 days 

o 3-5 days 
o >5 days 

Routine care: (chronic care, physicals etc.) 
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o <1 day (same day) 
o 2-3 days 
o 3-5 days 

o 1-2 weeks 
o >2 weeks 

 
15. How many referrals from Westminster Medical Clinic (Hammond, Smith, Sarah, PA-C, Cela, PA-C) does the 

practice make each week? 
o None 
o <5 

o 5-10 
o >10

 
16.   What is the average number of patient visits per provider in your specialty office, per day?  _____________ 

  
17. How often does this practice hold regular practice meetings to discuss clinical issues? 

o Weekly 
o Monthly 
o Quarterly 

o Annually 
o Never 
o Other:______________

 
18. If clinical meetings are held, who attends meetings regularly? 

o Physicians 
o Mid-Levels 
o Clinical Staff 

o Office Manager/Practice Administrator 
o Front Office 
o Back Office 

 
19. How often does this practice hold regular meetings to discuss business issues? 

o Weekly 
o Monthly 
o Quarterly 

o Annually 
o Never 
o Other:_________________ 

  
20. If business meetings are held, who attends meetings regularly? 

o Physicians 
o Mid-Levels 
o Clinical Staff 

o Office Manager/Practice Administrator 
o Front Office 
o Back Office 

 
 

21. Do you primarily use: 
o Paper charts 
o Electronic health records 
o Both 

 
22. Are there plans to purchase or make major modifications to the current practice  

computer system in the next 12 months? 
o Yes 
o No 

 
23. If yes, what computer functions will these additions/ modifications affect: 

o Patient scheduling  
o Coordination of care 
o E-mail 
o Network Server 
o Patient communication 

o Website marketing 
o Patient clinical management 
o Financial data management 
o General clinical information retrieval 
o Electronic prescribing 

 
24. A registry is a list of your patients with a particular condition, allowing you to better manage your care for those 

patients as a group.  Is there a registry in your current practice?  If so, please list out the conditions that you track 
o Yes:   Conditions:  ____________________________ 
o No 

 
25. Do you currently create reports or use a patient tracking system or registry to manage patients with similar 

conditions (such as diabetes)? 
o Yes 
o No 
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26. Does the practice have a formal process for routinely measuring patient satisfaction?  If yes, how often?  _____ 
o Yes 
o No 

 
27. Has your practice participated in any quality improvement projects? 

o Yes (if yes, what focus) ________________________________________________ 
o No 

 
28.  Are you currently in involved in one or more of the following programs, please select all that apply? 

o Pay for Performance 
o Bridges to Excellence 
o Physician Quality Reporting Initiative (PQRI) 
o Health Plan Designation Program 
o Health Information Exchange, if so please list name:  ________ 
o CORHIO/REC Services, if so please list REC partner:  ________ 
o Colorado Children’s Health Access Program (CCHAP) 
o Improving Performance in Practice (IPIP) 
o Chronic Care Model / Disease Registry 
o Care Transitions Program 
o Other practice based Quality Improvement Program (ex. Sponsored by a health plan, IPA, or 

Hospital.  If so, please list name of program:  ____________ 
o No 

 
 

29.  Are you certified by any of the following Recognition Programs? (Please check all that apply) 
o NCQA Back Pain (BPRP) 
o NCQA Diabetes (DPRP) 
o NCQA Heart/ Stroke (HSRP) 

o NCQA Patient Centered Medical 
Home (PPC-PCMH) 

o Medical Home Index
If so, please list the physicians certified in the programs and dates of certification: 
 
 
 
 

30.  Please tell us briefly why you believe you are, or can become a Patient-Centered Medical Home Neighbor. 
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Created by R.Scott Hammond, M.D. and Caitlin Barba, MPH, Systems of Care-PCMH Initiative, Colorado Medical Society Foundation, 2010 
 

 
   

 
 
 
 
 

6 Steps to Becoming a 
Patient-Centered Medical Home Neighbor! 

 
Read the background information and Patient – Centered Medical 
Home Neighborhood Primary Care – Specialty Care Compact. 

 
Schedule a meeting with the Patient – Centered Medical Home 
advisor to discuss the Compact and to clarify any questions, 
thoughts, concerns regarding the Compact from any personnel 
involved in the care coordination system. 
 
Mark the boxes that your practice can in the Compact and indicate 
which providers in your practice plan to participate in the 
Neighborhood. 
 
Establish a contact person(s), such as your office manager to act 
as the Care Coordinator in your block of the Neighborhood and 
coordinate the care for your specialty.  

 
Schedule a meeting between the Patient – Centered Medical 
Home and Medical Neighbor Care Coordinator to review the 
responsibilities and process details of the care coordination 
system. 
 
Agree and facilitate follow up communication for review and 
evaluation of how we are all doing as Neighbors. 

 
 

There’s really no place like Home . . . You make it a great 
Neighborhood . . . We Thank You . . . Our Patients Thank You! 
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tients would be free to leave their 
medical home at any time — with 
no explanation required — and 
either enroll in another one or 
return to the traditional fee-for-
service model.

The demonstration program, 
if successful, will be one small 
step along what many policy-
makers view as a path toward 
slower growth of expenditures 
and improved care under Medi-
care. Further steps would involve 
restructuring the delivery system 
by providing physicians with fi-
nancial incentives to aggregate 
into larger, more integrated groups 
that could coordinate care more 
effectively. Such a goal is out-
lined in the June 2008 report of 
the Medicare Payment Advisory 
Commission, an influential agen-
cy created by Congress to pro-
vide legislators with health policy 
options.4 Noting that if it is left 
unchanged, Medicare will be fis-
cally unsustainable, the commis-
sion asserted that “fundamental 
change in the organization and 
delivery of health care is need-

ed.” It urged Congress to pursue 
three initiatives “expeditiously”: 
a medical-home demonstration 
program, the bundling of Medi-
care payments for all care pro-
vided during a given hospitali-
zation (to be paid to a single 
provider entity composed of a 
hospital and its affiliated physi-
cians),5 and the creation of ac-
countable care organizations that 
would resemble existing multi-
specialty group practices.5

The commission, while under-
scoring the need for fundamental 
change, recommended only tar-
geted reforms, perhaps by way of 
acknowledging the limits of the 
American (and Congressional) 
appetite for sweeping change, as 
reflected in the decisive defeat of 
the Clinton administration’s com-
prehensive plan. Should the next 
administration and Congress take 
up the challenge of reform in 
2009, they would do well to heed 
the commission’s advice, in its 
latest report, to recognize that 
“the process of fundamental re-
form is evolutionary, and not 

knowing the final design should 
not deter us from beginning.”

Mr. Iglehart is a national correspondent for 
the Journal.
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No Place Like Home — Testing a New Model of Care Delivery

Building a Medical Neighborhood for the Medical Home
Elliott S. Fisher, M.D., M.P.H.

Recent efforts to improve pri-
mary care in the United 

States have focused largely on the 
development and implementation 
of practice models and payment 
reforms intended to create a “med-
ical home” for patients. The no-
tion of a medical home makes 
intuitive sense and indeed has 
great promise. But unrealistic ex-
pectations about this approach 
abound, and insufficient atten-
tion is being paid to several im-
portant barriers to the clinical and 

financial success of the medical-
home model.

The concept of a medical home 
first emerged in pediatrics, where 
it was recognized that children 
with special needs would benefit 
from a delivery model that effec-
tively coordinated the complex 
clinical and social services that 
many patients require. More re-
cently, organizations representing 
the major primary care special-
ties — the American Academy 
of Family Practice, the American 

Academy of Pediatrics, the Amer-
ican Osteopathic Association, and 
the American College of Physi-
cians — have worked together 
to develop and endorse the con-
cept of the “patient-centered med-
ical home,” a practice model that 
would more effectively support 
the core functions of primary 
care and the management of 
chronic disease.1 The coalition 
also argued for payment reforms 
that would provide support for 
services that tend to be inade-
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quately reimbursed in current fee-
for-service practice, such as care 
coordination outside the context 
of a specific office visit, the 
adoption of health information 
technology, and interaction with 
patients by telephone or e-mail. 
The payment reforms currently 
being tested generally involve an 
additional per-patient monthly 
payment to practices that meet 
the qualification requirements de-
veloped under the auspices of the 
National Committee on Quality 
Assurance (see Table 1). Although 
one recently announced demon-
stration program focuses on prac-
tices in a single integrated de-
livery system,2 most current or 
planned projects simply select 
qualified practices in a region 
or state.

Expectations are high. States, 
health plans, and the Medicare 
program are making substantial 
financial bets that implementa-
tion of the medical home will 
lead not only to improved care 

but also to long-term savings, 
largely by reducing the number of 
avoidable emergency room visits 
and hospitalizations for patients 
with serious chronic illness. Some 
see the medical-home model as a 
means of reversing the decline in 
interest in primary care among 
medical students and residents, 
and others argue that broad im-
plementation would reduce health 
care spending overall.3

But there are several barriers 
that require attention if the med-
ical home is to live up to its prom-
ise. First, effective care coordina-
tion for patients with either acute 
or chronic conditions requires not 
only full access to all the neces-
sary clinical information obtained 
at multiple sites (physicians’ of-
fices, laboratories, hospitals, and 
nursing homes) but also a will-
ingness by all the physicians in-
volved in a patient’s care to par-
ticipate in collaborative decision 
making. The current medical-
home model rewards practices 

for establishing electronic health 
records, regardless of how well 
they are integrated with other pro-
viders’ systems, and leaves coordi-
nation entirely up to the primary 
care physician. There are no incen-
tives for other physicians or hospi-
tals to share information, improve 
coordination, or support shared 
decision making for patients who 
are in the medical home.

Second, it is still unclear how 
the public and other providers 
will respond to the model. Early 
reports from focus groups sug-
gest that the term “medical 
home” makes many consumers 
think of nursing homes, with all 
the unfortunate connotations. Al-
though the approach may be most 
likely to succeed when patients 
are required to choose a medical 
home, the public’s enthusiasm 
for gatekeepers was sorely tested 
in the 1990s. Whether other phy-
sician groups support the strat-
egy will depend on how it is im-
plemented. To the extent that 

Building a Medical Neighborhood for the Medical Home

Table 1. Eligibility Criteria for Participation in Medical-Home Programs.*

Medical-Home Capacities How Capacities Are Measured in Most Current Medical-Home Certification Programs

Improved access and communication Have written standards for key components of access and communication (4 points) 
and use data to document how standards are met (5). Assess language preference 
and communication barriers (2). (Total: 11 points)

Use of data systems to enhance safety 
and reliability

Use data system for nonclinical (2) and clinical (6) information to track patients’ diag-
noses (4) and clinical status (6) and to generate reminders (3). Track referrals (4) 
and laboratory results systematically (7). Use electronic system to order, retrieve, 
and flag tests (6); write prescriptions (3) and check their safety (3) and cost (2); and 
improve safety and communication (4). (Total: 50 points)

Care management and coordination Adopt and implement evidence-based guidelines (3) and use reminders for preventive 
services (4). Coordinate care with other providers (5) and use nonphysician staff 
to manage patient care (3). (Total: 15 points)

Support for patient self-care Develop individualized patient care plans, which assess progress and address barriers 
to achieving plan goals (5). Actively support patient self-care (4). (Total: 9 points) 

Performance reporting and improvement Measure (3) and report performance to physicians in the practice (3) using standard-
ized measures (2). Report performance externally (1). Survey patients about their  
experience (3). Set goals and take action to improve (3). (Total: 15 points)

* Qualification requirements for receiving extra payments under current medical-home demonstration programs generally rely 
on qualification as a patient-centered medical home by the National Committee for Quality Assurance, with greater payments 
generally granted to practices achieving higher scores (points are shown in parentheses). Practices are expected to perform 
the core functions of primary care, which include first contact and comprehensive care. Primary care physicians (in family 
medicine, general internal medicine, pediatrics, or osteopathic medicine) are generally the focus of these programs. Whether 
specialty practices should be eligible to participate is controversial.
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Medicare or other payers strive 
to keep the overall pool of phy-
sician-payment funds constant, 
any increase in total payments 
to primary care physicians would 
have to come at the expense of 
payments to other physicians — 
surely a nonstarter.

Finally, it is far from clear 
how spending more on medical 
homes will lead to lower overall 
spending. Most of us believe that 
improved care coordination and 
more effective disease manage-
ment will result in better quality 
and lower utilization rates among 
patients in medical homes. But 
whether these savings will more 
than offset the increased payment 
to those medical homes is doubt-
ful. Moreover, several countervail-
ing forces may limit the effect of 
the medical home on spending. 
In current medical-home models, 
primary care physicians have no 
real leverage to persuade special-
ists to change their practices in 
keeping with the goals of the 
program. To the extent that the 
income of other providers con-
tinues to depend on service vol-
ume, it is unlikely that either 
specialists or hospitals will re-
spond to fewer visits and stays 
from medical-home patients by 

allowing their incomes to fall. 
Given the discretionary nature of 
most clinical decisions — for 
instance, choices about how fre-
quently to see patients with 
chronic illnesses or to order diag-
nostic tests — the response of 
these providers will probably be 
to increase the volume (or inten-
sity) of the services they provide 
to other patients to maintain their 
current incomes. The gains in 
quality may be valuable in their 
own right, but advocates need to 
recognize the underlying determi-
nants of health care spending.

These barriers all point to the 
importance of context: patients 
and other health care providers 
have key roles to play in the suc-
cess of the model. Success will be 
more likely if primary care re-
forms such as the medical-home 
model are aligned with reform 
strategies that foster shared ac-
countability among all providers 
for measurably and transparently 
improving the quality of care and 
reducing its cost.4 Several ap-
proaches to overcoming these 
barriers should be considered (see 
Table 2).

The first is to make sure that 
steps toward implementation of 
medical-home models are aligned 

with the more general long-term 
goals of effective communication 
and care coordination among all 
providers. Most physicians already 
practice in coherent and stable 
local referral networks.5 Contin-
ued (or increased) payments to the 
medical home could be based on 
stepwise progress toward shared 
electronic health records and com-
munication standards in an ex-
plicitly delineated local practice 
network.

Second, performance measures 
should be broadened to include 
comprehensive evaluations of pa-
tients’ experiences with care (in-
cluding the effectiveness of care 
coordination), routine assessment 
of functional outcomes (that is, 
whether patients’ health and qual-
ity of life are actually improved 
as a result of care), and the total 
costs for all patients in these de-
fined networks. Advances in mea-
surement have made the adoption 
of reliable performance measures 
in these domains feasible; trans-
parency would not only be reas-
suring to the public but would 
also augment the effectiveness of 
professional norms, giving pri-
mary care physicians, specialists, 
and hospitals an incentive to col-
laborate effectively to improve 

Building a Medical Neighborhood for the Medical Home

Table 2. Strengthening Medical-Home Models.

Barrier to Success of Medical Home Approaches to Overcoming Barrier

Resistance to collaboration Share information among providers

There are few incentives for hospitals and specialists to collabo-
rate with primary care physicians

Single-practice data systems are insufficient

Require medical homes to specify practice network for  
performance measurement and information sharing

Require providers to meet connectivity standards 

Lack or uncertainty of public and political support Establish performance measurements and rewards

Acceptability to patients is unknown; fear of gatekeeping could 
 undermine

Specialists will probably oppose if their incomes are  
threatened

Difficulty controlling costs

There are outside influences on costs
Savings in a subpopulation are probably offset by increased 

spending in others

Institute transparent performance measurement across  
continuum of care

Reward collaboration through payment updates, pay for  
performance, or shared savings 

Institute broad accountability for population-based costs

Foster integrated delivery systems that share savings  
from improved quality of care and lower costs for all 
patients
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the coordination of care and 
mend the current fragmentation 
of the delivery system.

The third step would be to 
explore ways of integrating med-
ical-home payments with other 
approaches to payment reform 
that foster shared accountability 
and shared rewards among all 
providers across the continuum of 
care. Medicare’s Physician Group 
Practice demonstration, for exam-
ple, offers each participating 
group of physicians (and its affil-
iated hospitals) a share of any 
savings achieved from providing 
better and more cost-efficient care 
to the Medicare beneficiaries who 
receive the preponderance of their 
care from that group. Such an 
approach would provide an incen-
tive for all providers in the group 

to work together to improve coor-
dination and reduce costs. And 
the opportunity for shared savings 
could allow physicians’ net in-
comes to be preserved even while 
their total billings declined.

The medical home has great 
potential to improve the provision 
of primary care and the financial 
stability of primary care practice. 
What has been missing so far has 
been an effort to implement this 
model in concert with other re-
forms that more effectively align 
the interests of all physicians and 
hospitals toward the improvement 
of patient care. To deliver on its 
promise, the medical home needs 
a hospitable and high-performing 
medical neighborhood.
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FAMILY MEDICINE AND THE HEALTH CARE SYSTEM

The Medical Home: Growing Evidence to Support
a New Approach to Primary Care
Thomas C. Rosenthal, MD

Introduction: A medical home is a patient-centered, multifaceted source of personal primary health
care. It is based on a relationship between the patient and physician, formed to improve the patient’s
health across a continuum of referrals and services. Primary care organizations, including the American
Board of Family Medicine, have promoted the concept as an answer to government agencies seeking
political solutions that make quality health care affordable and accessible to all Americans.

Methods: Standard literature databases, including PubMed, and Internet sites of numerous profes-
sional associations, government agencies, business groups, and private health organizations identified
over 200 references, reports, and books evaluating the medical home and patient-centered primary
care.

Findings: Evaluations of several patient-centered medical home models corroborate earlier findings
of improved outcomes and satisfaction. The peer-reviewed literature documents improved quality, re-
duced errors, and increased satisfaction when patients identify with a primary care medical home. Pa-
tient autonomy and choice also contributes to satisfaction. Although industry has funded case manage-
ment models demonstrating value superior to traditional fee-for-service reimbursement adoption of the
medical home as a basis for medical care in the United States, delivery will require effort on the part of
providers and incentives to support activities outside of the traditional face-to-face office visit.

Conclusions: Evidence from multiple settings and several countries supports the ability of medical
homes to advance societal health. A combination of fee-for-service, case management fees, and quality
outcome incentives effectively drive higher standards in patient experience and outcomes. Community/
provider boards may be required to safeguard the public interest. (J Am Board Fam Med 2008;21:
427–440.)

“The better the primary care, the greater the cost
savings, the better the health outcomes, and the greater
the reduction in health and health care disparities.”1

The term “medical home” was first coined by
the American Academy of Pediatrics in 1967.2 The
American Academy of Family Physicians embraced
the model in its 2004 Future of Family Medicine

project3and the American College of Physicians
issued a primary care medical home report in
2006.4 The concept of the medical home has re-
cently received attention as a strategy to improve
access to quality health care for more Americans at
lower cost.

In the medical home, responsibility for care and
care coordination resides with the patient’s per-
sonal medical provider working with a health care
team.5 Teams form and reform according to pa-
tient needs and include specialists, midlevel provid-
ers, nurses, social workers, care managers, dieti-
tians, pharmacists, physical and occupational
therapists, family, and community.4 Medical home
models vary but their success depends on their
ability to focus on the needs of a patient or family
one case at a time, recruiting social services, spe-
cialty medical services, and patient capabilities to
solve problems.6 In the United States primary care
has been viewed largely as a discrete hierarchical
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level of care. Recently, however, business organi-
zations taking a systems approach to problem solv-
ing typical of industry have endorsed the concept of
a personal primary care physician as an efficient
strategy for delivering a broad range of services to
consumers on an as-needed basis.7,8 In its most
mature form, a medical home may integrate med-
ical and psychosocial services in a model more in
concert with documented patient health beliefs.9–11

Most developed nations assure patient access to
primary care physicians whose payments are, at
least in part, based on guidelines and outcomes
established by consumer/provider oversight. How-
ever, high utilization of technology and procedures
in the United States have created the misperception
that universal access to health care is too expensive,
and some countries struggle to match Americans’
access to procedures.12 Unfortunately, the reliance
on high technology and procedures has exposed
Americans to adverse events and errors possibly
related to overuse.13,14

Although many Americans are not certain about
what constitutes primary care, they want a primary
care physician.15 They assume quality and appreci-
ate technology but value relationship above all
else.16,17 Racial and ethnic disparities are signifi-
cantly reduced for families who can identify a pri-
mary care provider who facilitates access to a range
of health providers.18 Urban and rural communities
that have an adequate supply of primary care prac-
titioners experience lower infant mortality, higher
birth weights, and immunization rates at or above
national standards despite social disparities.19–22

This article reviews both the peer-reviewed litera-
ture and program evaluations of medical homes to
assist primary care providers and health planners in
assessing the usefulness of the model in their own
communities and practices.

Methods
The outline and subtitles for this article are from
the 2006 Joint Principles of the Patient-Centered
Medical Home issued by the American Academy of
Family Physicians, the American College of Physi-
cians, and the American Academy of Pediatrics.4

They have been used to facilitate the application of
findings presented in this paper to policy develop-
ment at the medical office and government levels.

PubMed was searched using “medical home”
and “patient-centered care” as search phrases. The

Internet sites of the Commonwealth Fund, the
Center for Health Care Strategies, the State of
North Carolina, the National Health Service of the
United Kingdom, and Web sites were searched. US
Family Medicine Department Chairs were sur-
veyed by e-mail in October 2007 to expand the list
of medical home evaluation studies. The American
Academy of Family Physicians’ Graham Center
supplied their growing bibliography on the medical
home concept. These sources led to secondary
searches of cited literature and reports. More than
200 publications and several books were reviewed
by the author. Articles were selected for citation if
they offered original research, meta-analyses, or
evaluation of existing programs. The unique char-
acteristics of programs and variations in methodol-
ogies made meta-analysis at this level inappropri-
ate. An annotated bibliography of cited references
was circulated to members of the New York State
Primary Care Coalition, the New York State
Health Department, and members of the Associa-
tion of Departments of Family Medicine for re-
sponse and reaction. Some key thought pieces are
referenced to assist readers who may use this for
policy development.

Medical Home Principles
Table 1 summarizes several principles of medical
homes and the quality of the literature supporting
the principle.

Personal Physician
Each patient has an ongoing relationship with a
personal physician trained to provide first contact
and continuous and comprehensive care.4

Supporting Literature
When people become sick, they use stories to de-
scribe their experience. Patient-oriented care is
bound up in the physician’s ability to accurately
perceive the essence of a patient’s story.31,32 Per-
ception, or empathy, is enhanced by a doctor–
patient relationship which, like any relationship,
develops incrementally.33 Relationships do not re-
place technical expertise and patients accept that
quality specialty care often means being cared for
by providers with whom they have a limited rela-
tionship.34

In primary care, a longitudinal relationship is an
important tool to enlighten a personalized applica-
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tion of strategies that will achieve incremental im-
provements in health sustainable through the ever
challenging events of life.35,36 Specialty care can
often be judged by how well something is done to
the patient. Primary care is often best judged by
how well the patient changes behavior or complies
with treatment, activities the patient must do them-
selves. This difference becomes blurred in areas of
chronic kidney disease (nephrologist), cancer care
(oncologist), and diabetic management (endocri-
nologist) because of the long-term management
relationship with the patient.

A relationship over time between patient and
generalist also modifies resource utilization. A sur-
vey of physicians in Colorado by Fryer et al37 dem-
onstrated that in communities with high numbers
of specialists or low numbers of generalists, special-
ists may spend 27% of patient contact time per-
forming primary care services. Just as with anyone
practicing outside of their area of comfort, this
inevitability should raise concerns. Chart reviews of
over 20,000 outpatient encounters by Greenfield38

and 5,000 inpatient encounters by Weingarten39

demonstrated that specialists practicing outside of
their area of expertise order more tests and make
more referrals than generalists.

Americans spend less time with a primary care
physician than patients in countries with better
health outcomes.40 Yet, community-level studies
indicate that availability of primary care lowers
mortality.41 The influence of primary care is sec-
ond to socioeconomic conditions in lowering the
frequency of strokes and cancer deaths.42–45 In a
study of 11 conditions, Starfield et al46 found that
patients had more monitoring of more parameters
for all their conditions if they received care within
a continuous primary care physician relationship as
opposed to disease-specific specialty care.

Quality care is not solely dependent on insur-
ance coverage. An analysis of administrative data in
a Midwestern Canadian city with universal cover-
age documented that patients who had a continu-
ous relationship with a personal care provider were
more likely to receive cancer screening, had higher

Table 1. Support for Medical Home Features: Quality of Literature

Recommendation
Evidence

Rating References Comments

Patients who have a continuity relationship
with a personal care physician have
better health process measures and
outcomes.

1 23, 34, 41, 47, 52 Continuity is most commonly associated
with primary care, but cancer care,
dialysis, and diabetes care are
examples of specialty continuity.

Multiple visits over time with the same
provider create renewed opportunities to
build management and teaching
strategies tailored to individual progress
and receptivity.

2 24, 25, 38, 39, 46, 49, 54, 55 Neither primary care nor specialty care
can meet their full potential if
provided in a vacuum. All studies are
challenged to evaluate any piece of
the system in isolation from the
context of specialty or other
community services.

Minorities become as likely as non-
minorities to receive preventive
screening and have their chronic
conditions well managed in a medical
home model.

2 19, 20, 22, 26, 27 Rigorous program evaluations,
secondary population analyses, and
observational comparison studies
show consistent findings.

In primary care, patients present at most
visits with multiple problems.

1 06, 64, 65 The use of each office visit to care for
multiple problems is a property of
primary care.

Specialists generate more diagnostic
hypotheses within their domain than
outside and assign higher probabilities to
diagnoses within that domain.

2 73, 74 The interface between primary care and
specialty care needs further research.

The more attributes of the medical home
demonstrated by a primary care practice,
the more likely patients are to be up to
date on screening, immunizations, and
health habit counseling, and the less
likely they are to use emergency rooms.

2 28, 29, 94, 95, 106, 107, 121

1 � consistent, good quality evidence; 2 � limited quality, patient-oriented evidence; 3 � consensus, usual practice, expert opinion,
or case series.30
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vaccination rates, and had lower emergency depart-
ment use.47 In a critical review of the literature on
continuity, Saultz and Lochner34 analyzed 40 stud-
ies tracking 81 care outcomes, 41 of which were
significantly improved by continuity. Of the 41 cost
variables studied, expenditures were significantly
lower for 35. Saultz and Lochner34 concluded that
the published literature could not reveal if patient
satisfaction with a provider lead to continuity or if
continuity lead to satisfaction, but findings were
generally consistent with a positive impact on mea-
sured outcomes.

A Norwegian study determined that 4 visits with
a provider were necessary for accumulated knowl-
edge to impact use of laboratory tests, expectant
management, prescriptions, and referrals.48 Each
visit in a continuous relationship renews an oppor-
tunity to build management and teaching strategies
tailored to individual progress, receptivity, and ca-
pacity for compliance and change across the mul-
tiple medical conditions faced by many patients.48

Gulbrandsen et al’s50 review of visits by 1401 adults
attending 89 generalists demonstrated that conti-
nuity of care increased the likelihood that the pro-
vider was aware of psychosocial problems impact-
ing health. Others51–53 studied the impact of a
primary care “gatekeeping” model’s impact on
Medicaid health management organization patients
in Missouri and showed an increase of visits to
primary care and fewer visits to emergency rooms,
specialists, and nonphysician providers. Continuity
has generally been shown to achieve quality at a
lower cost.54,55 In a qualitative analysis, Bayliss et
al56 concluded that patients with multiple comor-
bidities experienced barriers to self care, such as
medication problems, chronic disease interactions,
and adverse social and emotional environments re-
quiring coordination of strategies across the co-
morbidities. Patients attribute health care errors to
the breakdown of the doctor–patient relationship
70% of the time.57

Team-directed Medical Practice
A personal medical provider, usually a physician,
leads a team of caregivers who take collective re-
sponsibility for ongoing patient care.

Supporting Literature
Eighty-seven percent of primary care physicians
think an interdisciplinary team improves quality of
care.58 Separate studies of primary care offices in

upstate New York and California, identified by
their positive community reputation, found that all
used a coordinated team model regardless of struc-
ture (private practice, community health center,
hospital-owned). The practices either directly pro-
vided or coordinated a spectrum of services includ-
ing social/behavioral services, rehabilitation, and
coordinated specialty care.10,59

A team expands on the inherent limits in a 15-
minute office visit during which demands for pre-
ventive care, chronic disease management, and new
complaints compete.60 Team care increases the
contact points between patient and health care
team and decreases the likelihood that acute com-
plaints will distract providers from making appro-
priate adjustments in the care of chronic condi-
tions.

Comprehensive patient management implies
more than office visits. In one model a medical
assistant measures vital signs and takes an interim
history in the examination room then remains with
the patient during the physician encounter and
stays behind for a debriefing with the patient after
the visit. The same assistant contacts the patient
after the visit and before the next visit.61 Phelan et
al63 found that a interdisciplinary geriatric team
model screened for more syndromes and improved
care at 12 months, although there was little signif-
icant improvement thereafter. Disease-specific
team models produce good results for the focal
disease but are less successful with comorbidities.45

Multidisciplinary team care of disabled adults in
sheltered housing shifted expenditures from unpro-
ductive repeat hospitalizations to personal care and
increased outpatient visits.63

Whole-Person Orientation
The personal physician or provider maintains re-
sponsibility for providing for all of the patient’s
health care needs and arranges care with other
qualified professionals as needed. This includes
care for all stages of life: acute care, chronic care,
preventive services, and end-of-life care.4

Supporting Literature
Family physicians manage 3.05 problems per pa-
tient encounter. They chart 2.82 problems and bill
for 1.97. Ninety percent of patients have at least 2
concerns.64 Patients over the age of 65 average 3.88
problems per visit and diabetics average 4.6.65 In a
study of 211 patient encounters, Parchman et al66
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found that the number of complaints raised by
patients tended to decrease the likelihood that a
diabetic would have an adjustment made to a
needed medication. Providers compensated by
shortening the time to next visit by an average of
8.6 days.

By way of illustration, headache is often a sec-
ondary complaint in primary care. Only 3% of
patients seen in a primary care office with a head-
ache will have a computed tomography scan, and of
these only 5% will have significant findings.67 If the
history and physical fail to raise suspicion of an
intracranial process, headache patients are often
treated according to symptoms and encouraged to
return if symptoms do not resolve as expected while
still receiving care for the primary chronic condi-
tion. Tactical options include follow-up contact by
a member of the health team or earlier recheck.

The recheck plan for nonurgent conditions is a
critical element of primary care. Continuity in the
relationship establishes the mutual confidence
needed for a watchful waiting or recheck strategy.68

Whereas an immediate diagnostic work-up may
quickly arrive at a specific diagnosis, a measured
wait and see approach in the absence of “red flags”
often confirms the initial impression. “Wait and
see” has become a legitimate focus of research in
otitis media and some pain syndromes.69,70

Care Is Coordinated and/or Integrated Across All
Domains of the Health Care System

Modern health care presents several effective
strategies for any single complaint, creating impor-
tant options for diagnosis and treatment but also
increasing the potential for overuse and confusion.4

Supporting Literature
The integration of primary care as an overarching
approach to population health management is per-
haps best elucidated by a discussion of care inte-
gration in a robust modern health care system.
Medical homes should not function as entry-level
care providers but rather as strategic access man-
agers.

Back pain is a frequent primary care complaint.
Patients with “red flag” orthopedic or neurologic
complications need to be identified and urgently
referred for specialty care. Most will require sup-
portive care including pain relief, exercise, stretch-
ing, and physical therapy. A minority of patients
who fail to respond still need help selecting a sur-

geon or a rehabilitation program and need guided
readjustment to their workplace.8 Fears and misun-
derstandings are the greatest threat to recovery but
receiving an magnetic resonance imaging scan early
in the course of back pain is more strongly associ-
ated with eventual surgery than are clinical find-
ings.71 The challenge is to meet the patient’s need
for management and order additional tests at the
precise point in the course of illness to be produc-
tive.

The skills associated with specialty care must be
learned in centers that see preselected patients with
a high likelihood of needing specialty procedures.
An intense experience essential for training predis-
poses toward overestimation of the likelihood of
severe or unusual conditions in the general popu-
lation and contributes to an overuse of diagnostic
and therapeutic modalities.72–74 Care across the
continuum is more than access to procedures.

When generalist physicians are less available
than specialists, specialists often refer secondary
problems to other specialists. For example, after a
myocardial infarction a patient may be referred by
the cardiologist to an endocrinologist, pulmonolo-
gist, and a rheumatologist to manage the patient’s
long-standing diabetes, cardiac obstructive pulmo-
nary disorder, and osteoarthritis. Specialists who
feel unsupported by primary care services schedule
more follow-up appointments, many of which du-
plicate services provided by the primary care phy-
sician.73,75

However, even in universal coverage societies
like the United Kingdom, patients report greater
satisfaction when they are able to access specialty
care directly.76 The lesson here is that medical
homes should not become barriers to specialty ac-
cess. The personal care team should facilitate re-
ferral to the most appropriate specialist at the ap-
propriate time, consistent with patient concerns.

There is evidence to suggest that primary care
involvement in a referral to another physician may
improve quality. Children with tonsillitis who are
referred by primary care physicians to surgeons
have fewer postoperative complications than do
children whose parents bypassed the primary care
provider.77 At Kaiser Permanente, primary care
physician-facilitated referrals have lower hospital-
ization rates than do self referrals.78 Primary care
physicians who care for their hospitalized patients
provide care that is as efficient as that provided by
hospitalists.76
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Mental health coordination is no different.
Smith et al80 reviewed the literature on manage-
ment of patients with unexplained symptoms and
psychosocial distress, concluding that 80% of these
patients accept management by primary care phy-
sicians but only 10% will attend a psychosocial
referral. When a referral is made, the primary care
physician plays an important role in outcome suc-
cess.81 Full integration of primary medical care
with mental health care improves outcomes in both
arenas.82–84

Quality and Safety
Clinical excellence is enhanced by integration of

information technology into medical practice and
tracking of quality measures.4

● Evidence-based medicine and clinical decision sup-
port tools should be incorporated into practice.

Supporting Literature
One challenge to medical home evaluation will be
establishing outcome measures that truly affect pa-
tient wellness. Specialists are good at adhering to
guidelines within their field of expertise.85–87 How-
ever, Hartz and James88 reviewed 42 published ar-
ticles comparing cardiologist to generalist care of
myocardial infarctions and found that none of the
studies took into account patient preferences, se-
verity of comorbid disease, general health status, or
resource availability. Confounding comorbidities,
physical or behavioral, frequently exclude patients
from the clinical trials that generate disease specific
guidelines.89,90

Yet when primary care group practices system-
atically organize themselves to meet guideline stan-
dards they achieve equivalent outcomes.91–93 It is a
challenge to primary care that generalists perform
better at meeting patient-centered guidelines such
as exercise, diet, breastfeeding, smoking cessation,
and the use of seat belts and less well at meeting
disease-specific guidelines. However, patients who
report having a continuous relationship with a per-
sonal care provider are very likely to receive evi-
dence-based care.94,95

● Physicians will accept accountability for continuous
quality improvement through voluntary engage-
ment in performance measurement.

Supporting Literature
Public reporting of health care measures encour-
ages physicians to meet benchmarks. The conun-
drum is that reporting variations does little to ex-
plain variations.96 Fifty-five percent of generalists
agree that patients should have access to perfor-
mance data although there is little consensus yet on
parameters.58 Whereas the Healthplan Employer
Data Information Set has more than 60 different
measures (including immunizations, women’s
health, maternity care, behavioral health, and
asthma), accuracy has been limited because the data
are based on billing records. Efforts to collect data
directly from the patient’s primary care record have
been piloted by the Wisconsin Collaboration for
Health Care Quality but the lack of standard in-
teroperability of records is challenging.97

Because continuity is central to patient satisfac-
tion with, and the function of, a medical home,
quality should be trended over time and include
aspects of care that reflects functions of the whole
team.98 One model incorporates all office person-
nel (assistants, nurses, and providers) in interviews
that identify perceived challenges to quality. To-
gether the office staff and physicians rank priorities,
brainstorm solutions, implement action, and mon-
itor results.99 The science of quality measurement
in primary care is evolving and more research is
needed. However, waiting for perfect measures
should not delay implementation of good measures.

● Patients actively participate in decision making, in-
cluding seeking feedback to ensure that patients’
expectations are being met.

Supporting Literature
Only 36% of generalists and 20% of specialists
survey their patients.58 A recent survey of all pri-
mary care and ambulatory specialty physicians in
Florida showed only modest advances in the adop-
tion of e-mail communication, and little adherence
to recognized guidelines for e-mail correspon-
dence.100 A study of 200 patients with rheumatoid
arthritis who initiated their own follow-up found
patients were significantly more confident and sat-
isfied with their care and used fewer specialty ser-
vices, including fewer hospitalizations, and saw
their primary care physician as frequently as a
matched control group for whom specialty care was
more limited.76 These findings again suggest that
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the primary care physician’s role as a gate opener
and advisor may be more efficient than as a gate-
keeper. Such a role requires effective communica-
tion.

● Information technology has potential to support op-
timal patient care, performance measurement,
patient education, and communication.

Supporting Literature
Primary care is at a tipping point for implementa-
tion of electronic medical records. Twenty-three
percent of practices currently use electronic medi-
cal records; another 23% would like to implement
electronic records within the next year.58 Elec-
tronic records have not yet automated collection of
consultant reports and test results for patient visits.
Eventually a system of health information manage-
ment will network electronic records in offices,
hospitals, and ancillary care centers within a well-
protected national grid capable of managing huge
amounts of data.101

A qualitative study of family medicine practices
suggests that approximately a year after implemen-
tation, practices with electronic records initiate but
struggle with effective tracking of clinical outcomes
data.102 At 5 years, practices with electronic records
document more frequent testing of glycosylated
hemoglobins and lipid levels but do not achieve
better control.103 High quality primary care groups
find having an electronic medical record a useful
tool but not essential to meeting guidelines.104

● Practices go through a voluntary recognition pro-
cess by an appropriate nongovernmental entity to
demonstrate that they have the capabilities to
provide patient centered services consistent with
the medical home model.

Successful implementation of the medical home
model will necessitate recruitment of early adopt-
ing, high-performing practices that wish to be mea-
sured against benchmarks. During this period mea-
sures that lead to improved patient management
can be identified and actual costs of care and sav-
ings demonstrated. Realistically, it will take years to
roll out an evolution in health care of this magni-
tude and early innovators may be more highly mo-
tivated and successful than later implementers.105

● Enhanced access to care through systems such as
open scheduling, expanded hours, and new op-
tions for communication between patients, their
personal physician, and office staff.

Medical homes should be challenged to assure
that patients have access to the right care at the
right time in the right place, including the right
specialty care. Many of these strategies are focused
on viewing services from the patient’s perspective,
including extended hours and open access.106–108

E-mail or Internet-based communication prom-
ises to increase patient/physician interaction and
interfere less with the patient’s work schedule. To
be embraced in health care, electronic communi-
cation will need to be reimbursed. Kaiser Perma-
nente of Colorado is paying 95% of the CPT
99213 office visit fee for virtual office visits.109

Internet-based portals are also available to provide
secure communication.110

Demonstration Projects
Reorganization of primary health care in the
United States may be reaching its own tipping
point. In 2007 the UnitedHealth Group in Florida,
CIGNA, Humana, Wellpoint, and Aetna began
supporting primary care practices willing to incor-
porate quality improvement and active patient
management in medical home systems.111 North
Carolina’s Medicaid managed care program, North
Carolina Community Care, offers a per-member/
per-month management fee to physician networks
that use evidence-based guidelines for at least 3
conditions, track patients, and report on perfor-
mance.112 By 2005 primary care practices realized
$11 million in enhanced fees but generated savings
of $231 million.113 Erie County, NY, implemented
a primary care partial capitation program in 1990
for Medicaid/Medicare patients with chronic dis-
abilities, including substance abuse. A per-member/
per-month management fee improved quality of
care, decreased duplication, lowered hospitalization
rates, and improved patient satisfaction while sav-
ing $1 million for every 1000 enrollees.114 The
Veterans Affairs Administration integrated infor-
mation technology with a primary care-based de-
livery system for qualified Veterans and improved
quality of care. It now costs $6,000 less per year to
care for a veteran over the age of 65 than for a
Medicare recipient.115
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The Netherlands offers physicians incentives for
efficiency, outcomes, and quality in a universal cov-
erage model originally proposed for the United
States.116 Everyone must purchase basic communi-
ty-rated health insurance through private insurers.
The plan has improved compensation for primary
care services and has improved distribution of ser-
vices into previously underserved communi-
ties.117,118

In 2001, the United Kingdom’s National Health
Service contracted with general practitioners to
provide medical home services to patients. By 2005
these contracts had improved quality of care.119

The rate of improvement further accelerated when
financial incentives were added in 2005.105,120

Limitations of This Review
Primary care practices are very complex. Each
practice has a philosophy, style, and culture within
which physicians and staff deliver patient care.121

Any review of the medical home should be bal-
anced by a concern that many practices already feel
burdened by existing work demands and perceive
little capacity to accept new responsibilities in pa-
tient care. Measuring outcomes further adds to the
workload and may not be successful in unmotivated
practices.122 It is possible that placing additional
responsibilities on a primary care visit may actually
interfere with secondary detection of conditions
such as skin cancers or depression.123–125

Finally, there are limitations in the methods
used in this review. The quality of each study was
subjectively determined and could not be analyzed
in the aggregate because most studies and evalua-
tions used different interventions and approaches
to data collection. Studies often reflect unique
characteristics of providers and patients in incom-
parable settings. Generalizations are possible only
in light of the consistency of the conclusions drawn
by a large body of work.

Reimbursing the Medical Home
Institutionalizing the medical home as the founda-
tional approach to health delivery strategy in the
United States will require a reformulation of reim-
bursement policy. Overall, the average salary of
American physicians is 7 times greater than that of
the average American worker. Primary care physi-
cians in the United States earn 3 times the average
worker’s income. In most of the industrialized

world the overall physician-to-average worker in-
come ratio is 3:1.126 The Centers for Medicare and
Medicaid Services’ (CMS) Resource-Based Relative
Value Scale, designed in 1992 to reduce inequality
between fees for primary care and payment for
procedures, has failed. As structured, the commit-
tee that advises CMS has 30 members, 23 of whom
are appointed by medical specialty societies.127

This group has tended to approve procedural ser-
vices resulting in increased revenues for procedural
specialties.128 Between 2000 and 2004, primary
care income increased 9.9% whereas specialty in-
comes rose 15.8%.129 A 2007 effort to increase
primary care reimbursement improved payments
by 5%, not the 37% projected by Medicare.130

Compounding these salary discrepancies, 40%
of the primary care work load (arranging referrals,
completing forms, communicating with patients,
emotional support, and encouragement) is not re-
imbursed by a face-to-face fee-for-service method-
ology.131 A sophisticated payment system would
support team care, health information technology,
quality improvement, e-mail and telephone consul-
tation, and be adjusted by case mix.132

Where Will the Money Come From?
The need for change in the reimbursement struc-
ture has even reached the popular press. Consumer
Reports blames reimbursement policies for the
overuse of 10 common procedures, concluding that
the US payment system discourages counseling,
care coordination, and evidence-based assess-
ment.133 A primary care-based system may cost
30% less134 because patients experience fewer hos-
pitalizations, less duplication, and more appropri-
ate use of technology.75,135 Case-adjusted rates of
hospitalizations for heart disease and diabetes are
90% higher for cardiologists and 50% higher for
endocrinologists than for primary care physi-
cians.38,136 Even acute illnesses, such as communi-
ty-acquired pneumonia, cost less for equivalent
outcomes when managed by a primary care physi-
cian.137

Federally funded Community health centers
form the largest network of primary care medical
homes in the United States. In 2005 the average
cost of caring for a patient in a community health
center was $2,569 compared with $4,379 for the
general population.138

Variations in expenditures from one community
to another also suggest opportunities for reducing
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expenditures while preserving quality. New York
State and California spend over $38,000 per Medi-
care recipient in the last 2 years of life compared
with Missouri, New Hampshire, and North Caro-
lina, where expenditures are below $26,000.139 If
half of the expenditure variation could be captured,
there would be adequate resources to provide un-
insured Americans with a personal physician in a
patient-centered medical home.134zrefx

Improved quality will also cut expenditures. An
analysis by Bridges to Excellence estimated that
maintaining the glycohemoglobin at 7 in a diabetic
patient saves $279 a year in health costs per patient.
Keeping a diabetic’s low-density lipoprotein below
100 saves $369 per year, and keeping the blood
pressure below 130/80 saves $494. Keeping all
measures at target saves $1,059 per patient per
year.140

Reimbursement Models
Medical practices are business entities. Rewards for
change must exceed the cost of change.141,142 A
3-component fee schedule considered by the Amer-
ican Academy of Family Physicians, the American
Academy of Pediatrics, and the American College
of Physicians would consist of (1) a fee for service
(per visit); (2) a monthly management fee for prac-
tices contracting to provide medical home services;
and (3) an additional bonus for reporting on quality
performance goals.143,144

Maintaining fee-for-service reimbursement sup-
ports provision of essential face-to-face services.
However fee-for-service reimbursement should be
broadened to embrace e-mail or Web-based virtual
office visits, perhaps pegging them to some propor-
tion of a routine office visit.109

A per-member/per-month management fee for
Medicaid patients with or without chronic disease
was enough to trigger case management and quality
reporting in the North Carolina Medicaid pro-
gram.112 In one upstate New York county the en-
hanced management fee for patients with both
mental and physical health problems approximates
$10 per member/per month.114 Other models have
paid fractional fees for specific activities such as
chronic disease registries, guideline implementa-
tion, and outcomes tracking. A capitation of $5.50
per member/per month ($66 per year) is roughly
half of the $110 per year savings projected by the
Bridges to Excellence project for well persons en-
rolled in a medical home.140 The fee would be

expected to support physician management time,
outcomes reporting, electronic record maintenance
cost, and a full-time professionally trained case
manager. Enhanced services include patient educa-
tion, telephonic case management, and improved
patient access.

The quality incentive is a pay-for-performance
fee that recognizes achievement of standards of
care. HMOs have traditionally relied on claims data
for tracking billed procedures. The patient record
is more accurate but will require new resources to
harvest.145 When paid at 3-month intervals, quality
incentives are frequent enough to trigger continu-
ous improvement efforts but spaced sufficiently to
reflect impact of changes. Observation studies have
confirmed that practices add staff, install electronic
records, and network with community agencies to
be eligible for incentives.105,144 To be effective,
criteria must be measurable, based on evidence, and
amenable to medical management. Both the mea-
sures and incentives must be chosen and incentiv-
ized with care to assure providers do not simply
deselect complex patients, for it is the complex
patients who have the most to gain in a medical
home environment.146 Eventually, public reporting
of physician data will facilitate greater patient par-
ticipation and trust.147 Studies for as long as 6 years
show that appropriately selected incentives can
maintain physician satisfaction, patient satisfaction,
and long-term performance.148 Incentives also re-
inforce the office team structure.149

Oversight is essential to the ultimate success of a
patient centered medical home system of care. The
United Kingdom established the National Institute
for Health and Clinical Excellence to manage in-
centives and define objectives of their health sys-
tem. Using full-time investigators, National Insti-
tute for Health and Clinical Excellence publishes
and updates clinical appraisals on efficacy. Over-
sight of National Institute for Health and Clinical
Excellence is provided by a board of health profes-
sionals, patients, and employers.150
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Medical Home Communities
Systems of Care/Patient Centered Medical Home Initiative:  
Physicians gather to discuss vision for the future
Sara Burnett, CMS project specialist

Inside a CMS conference room on a re-
cent Saturday morning, more than 30 
physicians gathered in groups of three or 
four – each comprised of both specialists 
and primary care doctors – to talk about 
how they could work together to create 
a better health care system.

In one group were a cardiologist, an OB/
GYN and a family medicine physician. 
In another were an urologist from Boul-
der and primary care doctors from Lake-
wood and Westminster. 

Their shared vision: A system where 
(among other things) every patient has 
a long-term, trusted relationship with a 
physician in a medical “home”; primary 
care doctors and specialists commu-
nicate rapidly and effectively; quality, 
patient satisfaction and efficiency are 
improved; and physicians are rewarded 
for savings and better outcomes.

It’s more than a healthcare daydream. 
The talks were part of a two-day Sys-
tems of Care/Patient Centered Medical 
Home Summit held Oct. 30-31, through 
an $893,000 grant from the Colorado 

Health Foundation (TCHF).

TCHF awarded the two-year grant to 
the Colorado Medical Society and its 
partners, Colorado Academy of Family 
Physicians; American Academy of Pe-
diatrics, Colorado Chapter, Colorado 
Society of Osteopathic Medicine, Colo-
rado Chapter of the American College 
of Physicians, and the Colorado Clini-
cal Guidelines Collaborative, earlier 
this year.

The aim of the grant is to educate physi-
cians about the Patient Centered Medi-
cal Home (PCMH) model, provide 
training and technical support to help 
lay the groundwork for those interested 
in pursuing the model, and bring to-
gether physicians from across the state 
to transform practices into medical 
homes and medical neighborhoods.
 
The PCMH model is included in the 
health reform talks happening in Wash-
ington, D.C., in large part because it has 
been shown to improve quality while 
reducing costs. Colorado and at least 43 
other states already have medical home 
projects underway. 

“Change is inevitable,” Karen Leamer, 
MD, and chair of the Systems of Care/
PCMH Initiative’s Executive Steer-
ing Committee told participants at the 
conclusion of the summit. “We clearly 
need to be at the table. By being here 
today you’re all bringing this together in 
a more cohesive way.” 

The What and Why of PCMH 
Scott Hammond, MD, medical direc-
tor of the SOC/PCMH Initiative, also 
spoke at the summit about the reasons 
to adopt the PCMH model and how it 
has worked in his practice.

The American Academy of Pediatrics 
created the PCMH in the 1960s as a 
way to better serve children with special 
healthcare needs. It gained popularity 
in recent years, and in 2007, the AAP, 
American Academy of Family Practice, 
American College of Physicians and 
the American Osteopathic Associa-
tion came up with Joint Principles for 
PCMH. They are:

•	Personal	 physician	 -	 each	 patient	
has an ongoing relationship with a 
personal physician trained to pro-
vide first contact, continuous and 
comprehensive care.

•	Physician	 directed	 medical	 prac-
tice – the personal physician leads 
a team of individuals at the practice 
level who collectively take respon-
sibility for the ongoing care of pa-
tients.

•	Whole	 person	 orientation	 –	 the	
personal physician is responsible 
for providing for all the patient’s 
health care needs or taking respon-
sibility for appropriately arranging 
care with other qualified profes-
sionals. This includes care for all 
stages of life; acute care; chronic 
care; preventive services; and end 
of life care.

•	Care	 is	 coordinated	 and/or	 inte-

Karen Leamer, MD, addresses physicians 
during the SOC/PCMH summit.
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edge of the medical home concept and 
identifying barriers to adoption. Several 
focus groups also were conducted.
Pollster Benjamin Kupersmit revealed 
findings of the poll during the first night 
of the summit. There is a solid base of 
physicians interested in the PCMH 
model, Kupersmit said. The poll found 
those doctors – both primary care and 
specialists – are motivated largely by 
better patient outcomes, care coordina-
tion and patient satisfaction.

Summit participants then spent the 
bulk of the summit contemplating how 
those primary care doctors and special-
ists could work together to create medi-
cal communities or neighborhoods.

Several themes emerged. The neighbor-
hood should be patient-centered, with 
the patient involved in decisions about 
his or her care and free to make his or 
her own choices, they said. Physicians 
within the neighborhood should come 
up with expectations for communica-
tion, and should utilize health informa-
tion technology and health information 
exchange when possible so physicians 
have the information they need, when 
they need it. And it should all occur si-

multaneously with a push for payment 
reform.

“We have to do this at the same time,” 
said Marjie Harbrecht, MD, Medical/
Executive Director of CCGC. “We’ve 
got to figure out, how can we do some of 
the culture changes in the system that 
we have … while we’re pushing very 
hard for (payment reform).”

Hammond agreed, saying these projects 
were designed so payers “will know what 
they’re going to get.”

“In this country, they won’t give you the 
money and say ‘Go do it,’” Hammond 
said. “We have to show them that it’s 
worth it.”

The executive steering committee and 
operations committee of the SOC/
PCMH Initiative will use input from 
the summit to create a strategic and 
communication plan and action plan 
for implementation. Another summit 

is expected to be held after the holi-
days. Early next year, resource advisers 
will also begin meeting one-on-one in 
practices, and work will begin to create 
a “toolbox” for practices interested in 
becoming a PCMH.

“The grant has served as a wake up call 
to our profession about the changes that 
are needed in the future,” Leamer said.  
“The summit provided the momentum 
and cemented the leadership to make 
this transformation a meaningful one 
for our patients, for our communities 
and for the state.”

For more information about the grant, 
contact: Karen Frederick-Gallegos in 
the CMS offices at Karen_Frederick-
Gallegos@cms.org or at 720-858-
6323. n 

The Colorado Health Foundation works 
to make Colorado the healthiest state in the 
nation by investing in grants and initiatives 
to health-related nonprofits that focus on 
increasing the number of Coloradans with 
health insurance; ensuring they have a access 
to quality, coordinated care; and encourag-
ing healthy living. For more information, 
please visit www.ColoradoHealth.org.

grated across all elements of the 
complex health care system (e.g., 
subspecialty care, hospitals, home 
health agencies, nursing homes) 
and the patient’s community (e.g., 
family, public and private commu-
nity-based services). 

•	Quality	and	safety	are	hallmarks.
•	Enhanced	 access	 to	 care	 is	 avail-

able through systems such as open 
scheduling, expanded hours and 
new options for communication 
between patients, their personal 
physician, and practice staff.

•	Payment	 appropriately	 recognizes	
the added value provided to pa-
tients who have a patient-centered 
medical home. 

Across the country, the PCMH model 
has met with solid results, Hammond 
said. In North Carolina’s Medicaid pro-
gram, it helped save $400 million over 
four years. Geisinger Health System in 
Pennsylvania saw a 20 percent reduc-
tion in hospitalizations. “We don’t have 
to question whether the model works,” 
Hammond said. “It does.”

Medical Neighborhood 
Many advanced medical homes are 
spinning their wheels in terms of con-
necting to their communities. After he 
adopted the PCMH model in his own 
practice, Hammond said he had a great 
sense of accomplishment and relief. 
Then he realized something was miss-
ing. It was the rest of the team – the spe-
cialists, hospitals and others who could 
create a “medical neighborhood” with 
which his practice and patients could 
interact. “I feel like a Ferrari on a dirt 
road,” Hammond said. “I’m ready to go 
… but there’s no asphalt.”

One of the first projects funded by the 
grant was a statewide poll of physicians 
aimed at gauging interest in and knowl-

M. Eugene Sherman, MD, welcomes 
physicians to the two-day event at CMS. 

About 30 speciailists and primary care 
physicians participate in the summit.
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“I feel like a Ferrari on 
a dirt road. I’m ready 

to go … but there’s no 
asphalt.”

- Scott Hammond, MD
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HEALTH CARE REFORM

SPECIAL ARTICLE

A Typology of Specialists’ Clinical Roles
Christopher B. Forrest, MD, PhD

H igh use of specialist physicians and specialized procedures coupled with low expo-
sure to primary care are distinguishing traits of the US health care system. Although
the tasks of the primary care medical home are well established, consensus on the
normative clinical roles of specialist physicians has not been achieved, which makes

it unlikely that the specialist workforce is being used most effectively and efficiently. This article
describes a typology of specialists’ clinical roles that is based on the conceptual basis for health
care specialism and empirical evaluations of the specialty referral process. The report concludes
with a discussion on the implications of the typology for improving the effectiveness and effi-
ciency of the primary-specialty care interface. Arch Intern Med. 2009;169(11):1062-1068

Americans’ high use of specialist physi-
cians1 and specialized procedures2 are dis-
tinguishing characteristics of our health
care system, as is our low exposure to pri-
mary care physicians (ie, family physi-
cians, general practitioners, general inter-
nists, and general pediatricians).3 If current

specialist use patterns are maintained, de-
mand will outstrip their supply as the baby
boomer generation retires,4 even though
increases in the number of specialists has
accounted for the majority of recent
growth in physician supply.5 Amid the dis-
cussion of how many specialists are re-
quired to meet the needs of the nation, calls
for examining whether we are using the
existing workforce most appropriately to
meet the clinical needs of the population
have been muted.

Themost important role forprimarycare
physicians is to establish a medical home
for patients.6,7 Responsibilities include en-
suring that the medical home is accessible,
gives continuous care over time, addresses
the majority of health needs, integrates ser-
vices across providers and time, and facili-

tates linkages with relevant community re-
sources.8-10 The benefits of these primary
care tasks are well established empirically:
better performance of the primary care
medical home is strongly associated with
higher levels of quality, efficiency, and bet-
ter health.6,11 Comparable consensus on the
normative roles of specialist physicians has
not been achieved, nor has evidence ac-
crued on the unique contribution of spe-
cialists to health system performance.

There is no shortage of research that pits
the specialist against the generalist in con-
tests on who provides better care, al-
though the methodological rigor of these
studies has been called into question.12

Overall, the literature suggests that care
provided by specialists compared with that
provided by generalists is more costly,
more likely to be evidence based within
their area of expertise,13,14 and associated
with poorer outcomes outside their do-
main area of expertise.15 Several studies
provide intriguing evidence that generalist/
specialist-comanaged care for patients with
chronic disease produces superior out-
comes in comparison with specialists or
generalists acting alone.16-19

The absence of clarity in the specialist
physician clinical role makes it unlikely
that specialists are being used effectively
and efficiently. We lack agreement on the

For editorial comment
see page 1024
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core clinical functions of health care
specialism, when patients should be
referred to specialists, and how long
specialists should be involved in a
referral. This uncertainty is a likely
contributor to the marked varia-
tion in the use of specialty care across
the country.20 Furthermore, a na-
tional study of office-based special-
ists found that routine follow-up of
patients comprised half of all vis-
its21; it is probable that some por-
tion of these visits would be more
appropriately delivered in the pri-
mary care medical home.

This article develops and de-
scribes a typology of specialists’ clini-
cal roles and associated responsi-
bilities. The typology is based on the
conceptual basis for health care spe-
cialism and empirical evaluations of
the specialty referral process. It is in-
tended to help elaborate the unique
contribution of specialists to the per-
formance of the health care deliv-
ery system. By clarifying the core
clinical functions of specialists, we
can begin to evaluate when these
physicians are used most effec-
tively and efficiently during epi-
sodes of referral care. The report
concludes with a discussion on the
implications of this typology for
transforming health care at the pri-
mary-specialty care interface.

RATIONALE FOR HEALTH
CARE SPECIALISM

The exponential growth in medical
knowledge—more than 16 million ci-
tations in MEDLINE as of 2007—
along with advances in diagnostic and
therapeutic technologies have been
primary drivers of health care spe-
cialism.22 New specialties also form
to address needs for more focused re-
search programs in a narrowly de-
fined content area.23 Although not
well established, it is possible that as
patients with specific disorders sur-
vive longer, the demand for disease-
specific expertise has stimulated an
expansion of the market for special-
ists. There is little doubt that finan-
cial support for the growth in spe-
cialism has been provided by the
long-standing federal commitment to
fund medical training with Medi-
care and Medicaid Graduate Medi-
cal Education payments to aca-
demic health centers.24

The Accreditation Council for
Graduate Medical Education
(ACGME)currentlyrecognizesa total
of 126 specialties and related sub-
specialties.25 The value that the US
health care system derives from so
many different categories of medical
practice is unclear. It is remarkable
that there are no explicit criteria for
deciding when a new subspecialty
should be formed. The ACGME
evaluates requests to accredit new
subspecialty fellowship training pro-
grams, and these reviews use im-
plicit criteria (ie, the judgment of ex-
perts) regarding such factors as
distinctiveness of medical concepts,
knowledge base, and practice.25 An
alternative approach to ensure that
the US health care system derives
value fromanewspecialtywouldalso
require a demonstration that the spe-
cialty provides previously unreal-
ized gains in health status or more ef-
ficient use of resources.

The expertise of specialists ben-
efits patients with uncommon prob-
lems that are seen infrequently by pri-
mary care physicians.26 The cost,
quality, and health outcome benefits
of the volume-outcome relation-
ship—concentrating the care of pa-
tients with uncommon problems with
a small number of professionals or
centers—arewell established27 andare
an important justification for a spe-
cialty care system. The actual num-

ber of patients with a given condi-
tion that a physician needs to treat to
maintain clinical competence is un-
knownandwouldbevaluable inhelp-
ing to define the epidemiological con-
tours of the interface between primary
and specialty care.

Specialists are problem-focused
experts in the care of patients with
specific disorders. Generalists sort out
disease from symptom and manage
the totality of patients’ problems over
time; they are person focused. Each
month, less than 2% of individuals
within a population obtain care from
specialists, while virtually all health
concerns are managed in home and
primary care settings.28

When asked why they refer pa-
tients to specialists, physicians re-
port that they need advice on diag-
nosis, management, or both; want a
technical procedure, surgery, or psy-
chiatric intervention to be per-
formed; or desire to comanage a long-
term health condition.29-42 Within
each of these categories, there are
multiple reasons for referral (Figure).

TYPOLOGY OF
SPECIALIST ROLES

The Table presents a typology of
specialist roles and associated re-
sponsibilities. For a given patient, a
specialist’s role falls within 1 of 5 cat-
egories: (1) cognitive consultant, (2)

Advice:  To obtain specialist’s opinion on a patient’s diagnosis, abnormal laboratory or imaging
study result, treatment, or prognosis 
 • For unusual, uncommon, and uncertain problems
 • For common problems with unusual manifestations
 • For problems that have failed conventional treatment
 • Evaluate need for a new medication or treatment
 • Get reassurance that the diagnosis is correct and/or the most effective treatments are
 being applied
 • Patient request
 • Medicolegal concerns

Technical Procedure:  To obtain a technical procedure for diagnostic, therapeutic, or palliative
purposes 
 • Minor surgery, such as excision of skin masses
 • Major surgical procedures that require general anesthesia
 • Invasive procedures, such as endoscopy, cardiac catheterization, and invasive radiology
 • Procedures for common conditions that require the use of complex equipment (eg, optical
 refraction)
 • Pathological evaluations
 • Anesthetic interventions

Comanagement:  To share the ongoing management of a patient’s unstable health condition 
 • Long-term medical disorders that require frequent alterations in a treatment plan
 • Complex anatomical problems that need multiple surgical procedures to correct congenital
 or acquired anomalies

Figure. Primary care physicians’ reasons for making a specialty referral. Reasons for referral were
derived from several studies on the specialty referral process.29-42
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procedural consultant, (3) coman-
ager with shared care, (4) coman-
ager with principal care, and (5) pri-
mary care physician.

For both consultant roles, the
specialist’s involvement in the care
process is short, involving a mini-
mal number of contacts (in many
cases a single visit) required to
gather information, perform a pro-
cedure, interpret test results or
imaging studies, and ensure that an
opinion is effectively communi-
cated. Routine monitoring is the
responsibility of the referring pri-
mary care physician. However,
guidelines for when a referred
patient should be followed up in
primary vs specialty settings are
rare, which contributes to the high
burden of routine follow-up care in
specialists’ practices.21

The cognitive consultant re-
duces medical decision-making un-
certainty, empowering the primary
care physician and patient to care for
the referred condition outside of the
specialty setting. For patients with
chronic disorders, the specialist act-
ing as cognitive consultant may pro-
vide input episodically (eg, pa-
tients with diabetes who obtain
annual disease management review
with an endocrinologist).

As a procedural consultant, the
specialist ensures that the benefits

of a procedure outweigh its risks,
safely and effectively executes the
procedure, and communicates re-
sults to the referring physician and
patient. A gastroenterologist who
evaluates the need for endoscopy for
patients with persistent dyspepsia is
acting as a procedural consultant by
weighing the value of the informa-
tion provided by the endoscopy
against its associated risks and, if jus-
tified, performing the endoscopy.

With the 2 comanager roles, the
specialist is involved in the ongoing
care of the referred health problem,
either sharing responsibility for its
management (shared care) or assum-
ing total responsibility (principal
care). For all comanaged patients, the
primary care physician provides a
medical home that serves as the first
contact site for new, unrelated health
concerns, medication refills, new re-
ferrals, and shared responsibility for
patient and family education.43 The
accountability for these tasks is usu-
ally not clarified during a referral, and
as a result, care can be uncoordi-
nated across the primary-specialty in-
terface, resulting in inefficiency,
waste, and physician dissatisfaction
with the process.44,45

Approximately 1 in 10 visits made
to specialists are for patients for
whom they provide a medical home
as a primary care physician.21 The

proportion of these specialists who
are providing primary care services
only vs those who mix specialty and
primary care within their practice is
unclear. The quality of primary care
services appears to be lower when
provided by specialists than by gen-
eralists.46 For patients with highly
complex, dominant chronic medi-
cal conditions (eg, end-stage renal
disease, unstable congestive heart
disease), an internal medicine sub-
specialist may appropriately act as
the principal care and primary care
physician.47

A significant concern with the
mixing of primary care with special-
ist roles is that they require differ-
ent decision-making styles. The
clinical approach to a diagnostic
workup depends in part on the ex-
pected likelihood of disease (ie, prior
probability), which is low for pri-
mary care and high for specialty
care.48 Most health concerns newly
presented to primary care physi-
cians are being brought to medical
attention for the first time and will
not evolve into a serious disorder.
They call for symptom rather than
disease management. Primary care
physicians therefore appropriately
impart a cautious decision-making
style, tending to “try out” different
treatments and use watchful wait-
ing as diagnostic tools.49 New health

Table. Typology of Clinical Roles and Associated Responsibilities of Specialists

Clinical Role Responsibilities

Cognitive consultation: provide diagnostic or therapeutic advice
to reduce clinical uncertainty

Gather and interpret clinical information
Perform necessary testing and imaging
Interpret new data
Make recommendations
Timely communication of opinion

Procedural consultation: perform a technical procedure to aid
diagnosis, cure a condition, identify and prevent new
conditions, or palliate symptoms

Evaluate need for procedure
Assess risks and benefits
Ensure that patient provides informed consent
Perform procedure, ensuring safety
Timely communication of procedure findings

Comanager with shared care: share long-term management with
a primary care physician for a patient’s referred health
problem

Provide evidence-based management
Clarify accountability with primary care physician for management tasks related to

referred health problem
Timely communication of recommendations and changes in management

Comanager with principal care: assume total responsibility for
long-term management of a referred health problem

Provide evidence-based management
Assume full accountability for management tasks related to referred health problem
Timely communication of recommendations and changes in management

Primary care physician: provides a medical home for a group of
patients

Ready access to medical home
Continuous care over time
Comprehensive service package that meets most needs of population served
Integrate care across providers and time
Facilitate linkages with community resources
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concerns that are presented to spe-
cialists have usually been previ-
ously evaluated by another physi-
cian, which raises the likelihood of
disorder substantially. Therefore,
compared with primary care physi-
cians, specialists appropriately use
a more resource intensive diagnos-
tic style known as a “rule-out” ap-
proach, which drives to a diagnosis
and disease management as rapidly
as possible. It is unlikely that a single
clinician can use clinical judgment
that flips back and forth between pa-
tient groups with differing and un-
known prior probabilities of dis-
ease. This suggests that careful
attention should be given to discern-
ing the right types of patients for
whom specialists may serve as a pri-
mary care physician.

INNOVATIONS AT THE
PRIMARY-SPECIALTY

CARE INTERFACE

Gate keeping, utilization review, and
financial incentives that managed
health plans use to alter rates of spe-
cialty referral have little actual effect
on use of specialists.50,51 An alterna-
tive to these blunt organizational and
financial constraints on decision
making is a clinically focused ap-
proach that matches the specialist’s
clinical role to a patient’s specialty
needs. In this section, strategies and
specific innovations for improving
the effectiveness and efficiency of the
primary-specialty interface are dis-
cussed and placed within the con-
text of the specialist clinical role ty-
pology.

Strengthen
Primary Care

The first-contact responsibility of
primary care triages patients’ needs
to the appropriate type and level of
service.9 Effective triage of patients
to specialty care is critical for health
systems seeking to ensure safety by
protecting patients from unneces-
sary specialty interventions and po-
tential harm.52 Patients who have a
longer duration of relationship with
a primary care clinician are less likely
to be referred to a specialist53 or to
self-refer.54 Strengthening primary
care by linking all individuals with
a primary care medical home and

creating systems that support long-
term relationships helps to ensure
that those patients who require a
consultation or comanagement re-
lationship actually get it.

Enhancing the knowledge base
and skill sets of primary care phy-
sicians, particularly for manage-
ment of common problems, can im-
prove their capacity to care for
problems without referral. For ex-
ample, primary care clinics with a
high burden of hepatitis C or ad-
vanced liver disease may invest in
building management expertise for
these problems among clinicians in
their practice. This can be accom-
plished by continuing medical edu-
cation (CME), which is most effec-
tively delivered using specialist
visits to primary care practices, mul-
timedia formats, and multiple ex-
posures.55 Another approach is to
educate physicians using several
week-long minifellowships. Sur-
geons have successfully used mini-
fellowships to teach minimally
invasive surgery skills.56,57 A mini-
fellowship in musculoskeletal con-
ditions for British general practition-
ers was associated with lower use of
orthopedists andhigher surgicalyield
(ie, shift from cognitive consulta-
tion to procedural consultation) for
referred patients.58 Expansion of pro-
cedural skill sets was the top strat-
egy thatprimarycarephysicians iden-
tified for avoiding the need for
referral.59

Decision Support
and e-Referral

The relatively passive approaches in-
volved in distributing management
guidelines or providing written feed-
back on referral rates have not been
effective in altering the volume or
types of specialty referrals made.60

However, the electronic health rec-
ord can be used to incorporate care
management pathways into phy-
sician workflow to create more
dynamic interactions between cli-
niciansand informationonevidence-
based practices. When this type of
decision support is used, rates of spe-
cialty referral increase for condi-
tions that are underreferred.61 Pro-
viding the right information at the
point of care ought to reduce pri-
mary care clinicians’ clinical uncer-

tainty, thereby enhancing their con-
fidence and capacity to care for a
given condition in its entirety.

Some referrals could be avoided
if specialists’ knowledge bases were
available to primary care physi-
cians for routine queries.59 A small
number of provider organizations
have implemented Web-based e-
referral systems to fill this gap.62

These systems provide rapid turn-
around responses to questions, give
management advice, transfer pa-
tient information, and facilitate ac-
cess for patients requiring face-to-
face encounters with specialists.62

One study found that a formal sys-
tem of e-mail consultation resulted
in just 1 in 10 patients needing a
face-to-face specialty visit.63

Telemedicine

Telephone hotlines have been used
to make cognitive consultations
readily available to primary care phy-
sicians. The state of Massachusetts
providesa freeservice thatmakescog-
nitive consultation available to vir-
tually all practices desiring advice on
the care of children with behavioral
health problems.64 Academic health
centers have established similar types
of rapid telephone access to consul-
tation for referring physicians.65

New medical devices are trans-
forming conventional procedural
consultation with disruptive tech-
nologies that enable primary care
physicians to perform procedures
previously in the scope of practice
of specialists only. For example, reti-
nopathy cameras can accurately de-
tect diabetic retinopathy in pri-
mary care settings, reducing the rate
of ophthalmology referral by 70%.66

Video-otoscopes have been used to
obtain digitized images of the still
tympanic membrane, which are
transmitted to otolaryngologists for
review of more complex cases.67

Consultation via videoconferenc-
ing increases patient access to cog-
nitive consultations, particularly for
specialties for which there is con-
strained capacity. In stroke care re-
quiring consultation with vascular
neurologists, Internet-enabled lap-
top computers are superior to tele-
phone-based communication in
terms of appropriate decision
making regarding thrombolytic
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therapy.68 A school-based interven-
tion that linked children via video
consultation with an asthma spe-
cialist was associated with im-
proved asthma control.69 Videocon-
ferencing may also be more effective
than telephone follow-up by add-
ing clinical observation, such as pa-
rental worry, to the information ex-
change.70 More research is needed to
determine if video consultation can
substitute for office visits among co-
managed patients.

Integrating
Primary-Specialty Care

Colocation of primary care and spe-
cialist physicians is the surest way
to ensure effective communication
and collaboration71; however, only
approximately 1 in 10 physicians
practice in multispecialty group
practices.72 Specialist outreach clin-
ics have been used in primary care
practices for medical education, cog-
nitive consultation, procedural con-
sultation, and comanager func-
tions. For instance, a dermatologist
who visits a primary care practice
can provide cognitive consultation
regarding rashes that are not re-
sponding to conventional therapy
and procedural consultation regard-
ing excision of masses outside the
skill of the primary care physi-
cians. A systematic review found that
outreach clinics are effective at sub-
stituting specialist services conven-
tionally applied in specialty clin-
ics.73 In addition to providing better
access to both types of consulta-
tion, their impact could support
shifts from principal care to coman-
aged shared care and from coman-
aged care to consultation.

In cases of physicians being sepa-
rated by space or time, a shared elec-
tronic health record enhances coor-
dination and communication by
providing access to a common clini-
cal database, facilitating interac-
tions between health care provid-
ers through secure electronic
messaging and embedding guide-
lines for diagnosis, treatment, and re-
ferral into the health record to bet-
ter support decision making.74 In the
Colorado region of Kaiser Perma-
nente, introduction of a common
electronic medical record in mul-
tispecialty-integrated delivery sys-

tems was associated with a reduced
rate of specialist use.75

EDUCATIONAL AND
FINANCIAL BARRIERS

Much attention has been given to the
roles of specialist physicians as edu-
cators and scientists.76 Conven-
tional postgraduate training, how-
ever, pays little heed to the structure
and optimal processes of consulta-
tion and comanagement. The typol-
ogy of specialist’s clinical roles pro-
vides a framework for learning about
when patients should be referred,
methods for coordinating referrals,
ways for developing effective coman-
aged relationships, and what it means
to be a consultant. Transforming the
content and approach of specialty
care needs to begin with better edu-
cation on the appropriate clinical
roles of a given specialty for their re-
ferred patient population.

However, education alone will not
be enough to ensure appropriate use
of specialists. We need to fundamen-
tally overhaul the existing pay-for-
production, fee-for-service pay-
ment system that financially rewards
specialists to “take over” care and per-
form excessive routine follow-up.
Until we get these financial incen-
tives right, we have little hope of ap-
propriately using the expertise and
skills of the specialist workforce.

There is a substantial amount of
discussion and tentative move-
ment toward paying physicians
based on the content, quality, and
outcomes of episodes of care, that is,
clusters of services applied in the
management of a specific condi-
tion.77,78 The specialist role typol-
ogy has important implications for
episode-based payment. Because the
impact on resource use differs be-
tween comanagement and consul-
tation and between principal and
shared care, payment for episodes
will stimulate providers and their or-
ganizations to define the most ap-
propriate role given a patient’s need.
For example, low-severity gastro-
esophageal reflux disease would be
a candidate for cognitive consulta-
tion, whereas high-severity gastro-
esophageal reflux disease that af-
fects the growth of a young child
should be jointly managed in a
shared care arrangement.

CONCLUSIONS

Specialists impart their expertise to
subclassesofpatientsdefinedbyaspe-
cificdisorder,organsystem,etiology,
locus of care, or demographic group.
They attend to health problems re-
ferred to them, and their skills are
sought to provide advice, perform a
procedure, or share in the care of pa-
tientswithunstablehealthconditions.
Their roles in the health care deliv-
ery system include cognitive consul-
tation to reduce clinical uncertainty;
procedural consultation to perform
a needed test or procedure; coman-
agement with shared care to jointly
manage treatment for patients with
long-term health problems with pri-
marycarephysicians;comanagement
with principal care for patients with
conditions they manage in their en-
tirety; and, uncommonly, provide a
primary care medical home.

A rationally organized health care
system ensures that patients who can
benefit from specialty care gain
timely access but retains within pri-
mary care settings those patients
who would not derive benefit from
specialty services. We have pro-
posed a typology of specialists’ clini-
cal roles and related responsibili-
t ies and il lustrated how this
framework can be used to develop
and evaluate health policy and de-
livery system innovations that fos-
ter improvements in the quality and
efficiency of care at the primary-
specialty care interface.

Accepted for Publication: Febru-
ary 26, 2009.
Correspondence: Christopher B.
Forrest, MD, PhD, University of
Pennsylvania School of Medicine,
3400 Civic Center Blvd, ABR 1335,
Philadelphia, PA 19104 (forrestc
@email.chop.edu).
Financial Disclosure: None re-
ported.
Funding/Support: The California
HealthCare Foundation provided fi-
nancial support for this article.

REFERENCES

1. Forrest CB, Majeed A, Weiner JP, Carroll K, Bind-
man AB. Comparison of specialty referral rates in
the United Kingdom and the United States: retro-
spective cohort analysis. BMJ. 2002;325(7360):
370-371.

(REPRINTED) ARCH INTERN MED/ VOL 169 (NO. 11), JUNE 8, 2009 WWW.ARCHINTERNMED.COM
1066

©2009 American Medical Association. All rights reserved.
109



2. Technological Change in Health Care (TECH) Re-
search Network. Technological change around the
world: evidence from heart attach care. Health Aff
(Millwood). 2001;20(3):25-42.

3. Bindman AB, Forrest CB, Britt H, Crampton P,
Majeed A. Diagnostic scope of and exposure to
primary care physician in Australia, New Zea-
land, and the United States: cross sectional analy-
sis of results from three national surveys. BMJ.
2007;334(7606):1261.

4. Cooper RA, Getzen TE, McKee HJ, Laud P. Eco-
nomic and demographic trends signal an impend-
ing physician shortage. Health Aff (Millwood).
2002;21(1):140-154.

5. Organization for Economic Corporation and De-
velopment. OECD health data 2007. Organization
for Economic Co-operative and Development Web
site. 2007. http://www.oecd.org/document/10
/0,3343,en_2649_33729_38976778_1_1_1_1,00
.html. Accessed October 25, 2008.

6. Cooley WC. Redefining primary pediatric care for
children with special health care needs: the pri-
mary care medical home. Curr Opin Pediatr. 2004;
16(6):689-692.

7. Barr M, Ginsburg J. The Advanced Medical Home:
A Patient-Centered, Physician-Guided Model of
Health Care: A Policy Monograph of the Ameri-
can College of Physicians . Philadelphia, PA: Ameri-
can College of Physicians; 2006.

8. Donaldson MS, Yordy KD, Lohr KN, Vanselow
NA, eds. Primary Care: America’s Health in a New
Era. Washington, DC: National Academies Press;
1996.

9. Starfield B. Primary Care: Balancing Health Needs,
Services, and Technology. New York, NY: Ox-
ford University Press US; 1998.

10. Rosenthal TC. The medical home: growing evi-
dence to support a new approach to primary care.
J Am Board Fam Med. 2008;21(5):427-440.

11. Starfield B, Shi L, Macinko J. Contribution of pri-
mary care to health systems and health. Milbank
Q. 2005;83(3):457-502.

12. Smetana GW, Landon BE, Bindman AB, et al.
A comparison of outcomes resulting from gen-
eralist vs specialist care for a single discrete medi-
cal condition: a systematic review and methodo-
logic critique. Arch Intern Med. 2007;167(1):
10-20.

13. Donohoe MT. Comparing generalist and spe-
cialty care: discrepancies, deficiencies, and
excesses. Arch Intern Med. 1998;158(15):1596-
1608.

14. Harrold LR, Field T, Gurwitz JH. Knowledge, pat-
terns of care, and outcomes of care for general-
ists and specialist. J Gen Intern Med. 1999;14
(8):499-511.

15. Weingarten SR, Lloyd L, Chiou CF, Braunstein GD.
Dosubspecialistsworkingoutsideof their specialty
provide less efficient and lower-quality care to hos-
pitalized patients than do primary care physician?
Arch Intern Med. 2002;162(5):527-532.

16. Willison DJ, Soumerai SB, McLaughlin TJ, et al.
Consultation between cardiologists and general-
ists in the management of acute myocardial in-
farction: implications for quality care. Arch In-
tern Med. 1998;158(16):1778-1783.

17. Lafata JE, Martin S, Morlock R, Divine G, Xi H.
Providertypeandthereceiptofgeneralanddiabetes-
related preventive health services among patients
with diabetes. Med Care. 2001;39(5):491-499.

18. Ayanian JZ, Landrum MB, Guadagnoli E, Gacci-
one P. Specialty of ambulatory care physicians
and mortality among elderly patients after myo-
cardial infraction. N Engl J Med. 2002;347(21):
1678-1686.

19. Earle CC, Neville BA. Under use of necessary care
among cancer survivors. Cancer. 2004;101(8):
1712-1719.

20. Fisher ES, Wennberg DE, Stukel TA, Gottlieb DJ,
Lucas FL, Pinder EL. The implications of regional
variations in Medicare spending, part 1: the con-
tent, quality, and accessibility of care. Ann Intern
Med. 2003;138(4):273-287.

21. Valderas JM, Starfield B, Forrest CB, Sibbald B,
Roland M. Ambulatory care provided by office-
based specialists in the United States. Ann Fam
Med. 2009;7(2):104-111.

22. Mullan F. Time-capsule thinking: the health care
workforce, past and future. Health Aff (Millwood).
2002;21(5):112-122.

23. Block RW, Palusci VJ. Child abuse pediatrics: a
new pediatric subspecialty. J Pediatr. 2006;
148(6):711-712.

24. Iglehart JK. Medicare, graduate medical educa-
tion, and new policy direction. N Engl J Med. 2008;
359(6):643-650.

25. Accreditation council for graduate medical edu-
cation. Policies and procedures. February 9, 2009.
http://www.acgme.org/acWebsite/about/ab
_ACGMEPoliciesProcedures.pdf. Accessed Oc-
tober 25, 2008.

26. Forrest CB, Reid RJ. Prevalence of health prob-
lems and primary care physicians’ specialty re-
ferral decisions. J Fam Pract. 2001;50(5):427-
432.

27. Halm EA, Lee C, Chassin MR. Is volume related
to outcome in health care? a systematic review
and methodologic critique of the literature. Ann
Intern Med. 2002;137(6):511-520.

28. Green LA, Fryer GE Jr, Yawn BP, Lanier D, Dovey
SM. The ecology of medical care revisited. N Engl
J Med. 2001;344(26):2021-2025.

29. Forrest CB, Glade GB, Baker AE, Bocian AB, Kang
M, Starfield B. The pediatric primary-specialty care
interface: how pediatricians refer children and ado-
lescents to specialty care. Arch Pediatr Adolesc
Med. 1999;153(7):705-714.

30. Williams TF, White KL, Andrews LP, et al. Patient
referral to a university clinic: patterns in a rural
state. Am J Public Health Nations Health. 1960;
50(10):1493-1507.

31. Carey K, Kogan WS. Exploration of factors influ-
encing physician decisions to refer patients to
mental health services. Med Care. 1971;9(1):
55-66.

32. Metcalfe DH, Sischy D. Patterns of referral from
family practice. N Y State J Med. 1973;73(12):
1690-1694.

33. Shortell SM. Determinants of physician referral
rates: an exchange theory approach. Med Care.
1974;12(1):13-31.

34. Askham J. Professionals’ criteria for accepting
people as patients. Soc Sci Med. 1982;16(24):
2083-2089.

35. Ludke RL. An examination of the factors that in-
fluence patient referral decisions. Med Care. 1982;
20(8):782-796.

36. Dowie R. General Practitioners and Consultants:
A Study of Outpatient Referrals. London, En-
gland: King Edward’s Hospital Fund for London;
1983.

37. Halvorsen JG, Kunian A. Radiology in family prac-
tice: experience in community practice. Fam Med.
1988;20(2):112-117.

38. Coulter A, Noone A, Goldacre M. General practi-
tioners’ referrals to specialist outpatient clinics,
I: why general practitioners’ refer patients to spe-
cialist outpatient clinics. BMJ. 1989;299(6694):
304-306.

39. Langley GR, MacLellan AM, Sutherland HJ, Till

JE. Effect of nonmedical factors on family physi-
cians’ decisions about referral for consultation.
CMAJ. 1992;147(5):659-666.

40. McCrindle BW, Shaffer KM, Kan JS, Zahka KG,
Rowe SA, Kidd L. Factors prompting referral for
cardiology evaluation of heart murmurs in children.
Arch Pediatr Adolesc Med. 1995;149(11):1277-
1279.

41. Brock C. Consultation and referral patterns of fam-
ily physicians. J Fam Pract. 1977;4(6):1129-
1137.

42. Tabenkin H, Oren B, Steinmetz D, Tamir A, Kitai
E. Referrals of patients by family physicians to con-
sultants: a survey of the Israeli family practice re-
search network. Fam Pract. 1998;15(2):158-
164.

43. Miller MR, Forrest CB, Kan JS. Parental prefer-
ences for primary and specialty care collabora-
tion in the management of teenagers with con-
genital heart disease. Pediatrics. 2000;106(2, pt
1):264-269.

44. Forrest CB, Glade GB, Baker AE, Bocian A, von
Schrader S, Starfield B. Coordination of spe-
cialty referrals and physician satisfaction with re-
ferral care. Arch Pediatr Adolesc Med. 2000;
154(5):499-506.

45. Bodenheimer T. Coordinating care—a perilous
journey through the health care system. N Engl
J Med. 2008;358(10):1064-1071.

46. Rosenblatt RA, Hart LG, Baldwin L, Chan L, Schnee-
weiss R. The generalist role of specialty physi-
cians: is there a hidden system of primary care?
JAMA. 1998;279(17):1364-1370.

47. Bender FH, Holley JL. Most nephrologists are pri-
mary care providers for chronic dialysis pa-
tients: results from a national survey. Am J Kid-
ney Dis. 1996;28(1):67-71.

48. Sox HC Jr, Hickam DH, Marton KI, et al. Using the
patient’s history to estimate the probability of coro-
nary artery disease: a comparison of primary care
and referral practices. Am J Med. 1990;89(1):
7-14.

49. Rosenthal TC, Riemenschneider TA, Feather J.
Preserving the patient referral process in the man-
aged care environment. Am J Med. 1996;100
(3):338-343.

50. Ferris TG, Chang Y, Blumenthal D, Pearson SD.
Leaving gatekeeping behind—effects of opening
access to specialists for adults in a health main-
tenance organization. N Engl J Med. 2001;345
(18):1312-1317.

51. Forrest CB, Nutting P, Werner JJ, Starfield B, von
Schrader S, Rohde C. Managed health plan ef-
fects on the specialty referral process: results from
the ambulatory sentinel practice network referral
study. Med Care. 2003;41(2):242-253.

52. Franks P, Clancy CM, Nutting PA. Gatekeeping re-
visited—protecting patients from over treatment.
N Engl J Med. 1992;327(6):424-429.

53. Jabaaij L, de Bakker DH, Schers HJ, Bindels PH,
Dekker JH, Schellevis FG. Recently enlisted pa-
tients in general practice use more health care
resources. BMC Fam Pract. 2007;8:64.

54. Braun BL, Fowles JB, Forrest CB, Kind EA, Foldes
SS, Weiner JP. Which enrollees bypass their gate-
keepers in a point-of-service plan? Med Care. 2003;
41(7):836-841.

55. Marinopoulos SS, Dorman T, Ratanawongsa N,
et al. Effectiveness of continuing medical education.
Evid Rep Technol Assess (Full Rep). 2007;149
(149):1-69.

56. McIntyre T, Jones JB. Training methods for mini-
mally invasive bariatric surgery. Surg Technol Int.
2005;14:57-60.

57. Cottam D, Holover S, Mattar SC, et al. The mini-

(REPRINTED) ARCH INTERN MED/ VOL 169 (NO. 11), JUNE 8, 2009 WWW.ARCHINTERNMED.COM
1067

©2009 American Medical Association. All rights reserved.
110



fellowship concept: a six-week focused training
program for minimally invasive bariatric surgery.
Surg Endosc. 2007;21(12):2237-2239.

58. Duckett S, Casserly H. Orthopedic GP fellow-
ship: does it work? Ann R Coll Surg Engl. 2003;
85(3):195-196.

59. Donohoe MT, Kravitz RL, Wheeler DB, Chandra
R, Chen A, Humphries N. Reasons for outpatient
referrals from generalists to specialists. J Gen In-
tern Med. 1999;14(5):281-286.

60. Grimshaw JM, Winkens RAG, Shirran L, et al.
Interventions to improve outpatient referrals from
primary care to secondary care. Cochrane Data-
base Syst Rev. 2005;(3):CD005471.

61. Safran C, Rind DM, Davis RB, et al. Guidelines for
management of HIV infection with computer-
based patient’s record. Lancet. 1995;346(8971):
341-346.

62. Metzger J, Zywiak W. Bridging the care gap: using
web technology for patient referrals. California
HealthCare Foundation Web site. September 2008.
h t t p : / / w w w . c h c f . o r g / t o p i c s / v i e w . c f m
?itemid=133761. Accessed October 24, 2008.

63. Bergus GR, Emerson M, Reed DA, Attaluri A.
Email teleconsultations: well formulated clinical
referrals reduce need for clinical consultation.
J Telemed Telecare. 2006;12(1):33-38.

64. Connor DF, McLaughlin TJ, Jeffers-Terry M, et al.
Targeted child psychiatric services: a new model
of pediatric primary clinician—child psychiatry col-
laborative care. Clin Pediatr (Phila). 2006;45
(5):423-434.

65. Rayburn WF, Crosby WM, Thurnau GR, Fish-
burne JI, Stanley JR, Coleman FH. A statewide,
toll-free telephone service to improve obstetric
care. J Okla State Med Assoc. 1995;88(8):342-
344.

66. Farley TF, Mandava N, Prall FR, Carsky C. Accu-
racy of primary care clinicians in screening for dia-
betic retinopathy using single-image retinal
photography. Ann Fam Med. 2008;6(5):428-
434.

67. Eikelboom RH, Mbao MN, Coates HL, Atlas MD,
Gallop MA. Validation of tele-otology to diag-
nose ear disease in children. Int J Pediatr
Otorhinolaryngol. 2005;69(6):739-744.

68. Meyer BC, Raman R, Hemmen T, et al. Efficacy
of site-independent telemedicine in the STRokE
DOC trial: a randomized, blinded, prospective
study. Lancet Neurol. 2008;7(9):787-795.

69. Bergman DA, Sharek PJ, Ekegren K, Thyne S, Mayer
M, Saunders M. The use of telemedicine access to
schools to facilitate expert assessment of children
with asthma [published online November 19, 2007].
Int J Telemed Appl. doi:10.1155/2008/159276.

70. Morgan GJ, Craig B, Grant B, Sands A, Doherty N,
Casey F. Home videoconferencing for patients with
severe congenital heart disease following discharge.
Congenit Heart Dis. 2008;3(5):317-324.

71. Valenstein M, Klinkman M, Becker S, et al. Con-
current treatment of patients with depression in
the community: provider practices, attitudes, and
barriers to collaboration. J Fam Pract. 1999;
48(3):180-187.

72. Hing E, Burt CW. Office-based medical practices:
methods and estimates from the national ambu-
latory medical care survey. Adv Data. 2007;
383(383):1-15.

73. Gruen RL, Weeramanthri TS, Knight SE, Bailie RS.
Specialist outreach clinics in primary care and ru-
ral hospital settings. Cochrane Database Syst Rev.
2004;(1):CD003798.

74. Shekelle PG, Morton SC, Keeler EB. Costs and ben-
efits of health information technology: evidence
report/technology assessment No. 132 (pre-
pared by the Southern California Evidence-
Based Practice Center under contract no.
290-02-0003). Rockville, MD: Agency for Health-
care Research and Quality; April 2006. AHQR pub-
lication 06-E006.

75. Garrido T, Jamieson L, Zhou Y, Wiesenthal A, Li-
ang L. Effect of electronic health records in am-
bulatory care: retrospective, serial, cross sec-
tional study. BMJ. 2005;330(7491):581.

76. Balistreri WF, Jobe A, Boat TF. Pediatric subspe-
cialty training fellowships at Cincinnati chil-
dren’s hospital medical center (CCHMC). J Pediatr.
2005;147(3):277-278.

77. Prometheus Payment Inc Web site. http://www
.prometheuspayment.org/. Accessed October 25,
2008.

78. Davis K. Paying for care episodes and care
coordination. N Engl J Med. 2007;356(11):1166-
1168.

(REPRINTED) ARCH INTERN MED/ VOL 169 (NO. 11), JUNE 8, 2009 WWW.ARCHINTERNMED.COM
1068

©2009 American Medical Association. All rights reserved.
111



Created by R.Scott Hammond, M.D. and Caitlin Barba, MPH, Systems of Care-PCMH Initiative, Colorado Medical Society Foundation, 2010 
 

Alw
ay

s o
r a

lm
ost 

alw
ay

s (
5)

Usuall
y (

2.5)

Occ
as

sio
nall

y (0
)

Rarel
y (

-5)

N/A

Final 
Sco

re
                     Comments

SUBJECT
Transition of Care 13

1a Determines or confirms 
insurance eligibility 5 5

1b              
Must 
Have

Ease of Communication 2.5 2.5

1c
Communicates readily 

with PCP on pre-
referral workup

5 5

Access 10

2a Insurance Participation 0 0

2b No-show notification 0 0

2c Access to scheduling 2.5 2.5

2d             
Must 
Have

Provides list of 
‘neighborhood’ 

providers 
5 5

2e             
Must 
Have

First visit with physician 2.5 2.5

2f Readily available to 
PCP for questions/help

0 0

Collaborative Care Management 13
3a             

Must 
Have

TCR sent to PCP in a 
timely manner 2.5 2.5

3b Sends complete TCR 2.5 2.5

3c Notifies PCP of major 
interventions 2.5 2.5

3d

Prescribes 
pharmaceuticals in line 

with insurance 
formulary

0 0

3e             
Must 
Have

Confers with PCP prior 
to secondary referral 0 0 ACTION PLAN NEEDED; Not in agreement with Compact

3f
Provides respectful 

feedback 5 5

Patient Commucation 13
4a Patient Complaints 2.5 2.5

4b             
Must 
Have

Informs patient of 
diagnosis and follow-up 2.5 2.5

4c Provides written or 
educational material 0 0

4d Responds to patient 
phone calls 5 5

4e Participates with care 
team when indicated 2.5 2.5

TOTAL POINTS RECEIVED 48

 
 
 
 
 

 

*N/A indicates the element was not scored because inadequate information was available to make an  
assessment. “Points Possible” reflects this adjustment.  
**All specialty offices must pass all MUST HAVE elements to be designated a Medical Neighbor, otherwise, 
 <60% is automatically assigned to the office. An ACTION PLAN or supplemental information is 

recommended. 

Specialty Office:  
Points Possible `100:          Points Received: 48 
Total % Received: 48% 
Neighbor Designation: ACTION PLAN 

80-100%: Preferred Medical Neighbor 
60-79%: Medical Neighbor 
<60%: ACTION PLAN**; needs 

improvement; reassess next cycle 
Must Have requires ≥ 2.5 points Medical Neighborhood Score Card 
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Transition of Care Record  
Specialist Checklist 

 
1.  Practice details  

     O   Practice name and address 
     O   Contact numbers (regular, emergency, fax, e-mail) 

2.  Patient demographics  
     O   Patient name,  
     O   Identifying and contact information,  
     O   Insurance information,  
     O   PCP designation. 

3.  Communication 
     O   Communication preference --Mail, fax, phone call, e-mail 

4.  Diagnosis 
     O  ICD-9 codes for diagnoses 

5.  Clinical Data provided: 
      O  Problem list   
      O  Current medications 
      O  Pertinent labs and diagnostics tests  
      O  Medical/surgical history  
      O  List of other medical providers 
6.  Recommendations 

    O   Consultation/Co-management -  communicate opinion and recommendations for 
further diagnostic testing/imaging, additional referrals and/or treatment. Develop an 
evidence-based care plan with responsibilities and expectations of the specialist and 
primary care physician that clearly outline: 

• new or changed diagnoses  
• medication or medical equipment changes, refill and monitoring 

responsibility. 
• recommended timeline of future tests, procedures or secondary referrals and 

who is responsible to institute, coordinate, follow-up and manage the 
information. 

• secondary diagnoses. 
• patient  goals, input and education provided on disease management . 
• care teams and community resources. 

7.  Procedures         
     O  Technical Procedure – summarize the need for procedure, risks/benefits, the 

informed consent and procedure details with timely communication of findings and 
recommendations. 

8.  Follow-up status 
      O   Follow-up – Specify time frame for next appointment to PCP and   

     specialist. Define collaborative relationship (Consultation, Shared management,     
Technical procedure, Transfer of care) and individual responsibilities. 

     Included 
O     Missing 
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Points 
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Points 
Rece

ive
d

Practice Details
1a              
Must Have Specialist Name and Address 5

1b               
Must Have Regular Number 5

1c
Emergency Number 2

Patient Demographics
2a               
Must Have Patient Name 5

2b               
Must Have DOB 5

2c
Contact Information 2

2d
Insurance Information 2

2e               
Must Have PCP Designation 5

Communication Preference
3a Phone, Fax, Letter, Email 3
Diagnoses
4a              

ICD 9 Codes 5

Clinical Data
5a              
Must Have Diagnoses/Problem list 5

5b               
Must Have Medical/Surgical history 5

5c                
Must Have Current Medications 5

5d               
Must Have Labs and Diagnostic tests 5

5e               
List of other providers 5

Recommendations
6a               
Must Have New or changed diagnoses 5

6b               
Must Have Medication or medical 

equipment changes
5

6c               
Must Have

Recommended timeline for 
future tests, procedures, or 
secondary referrals; who is 
responsible to institute, 
coordinate, followup and 
manage the information

5

6d               Secondary diagnoses 4
6e               
Must Have

Patient goals, input and 
eduation materials provided on 
a disease state and 
management

5

6f
Care teams and community 
resources

3

6g Technical procedures 4
Followup status
7a               
Must Have Consultaton, co-management 

with principle care of the 
disease, co-management with 
share care of the disease, 
specialty medical home 
network, technical procedure

5

Total Possible Points 100
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If Yes to #1, please continue with the 
following questions. 

Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

N/A 

4. Our practice explained why you were seeing 
a Specialist and you understood this reason 
clearly. 

      

5. You did not have difficulty scheduling your 
appointment with the Specialist you were 
referred to. 

      

6. You did not have to wait a long time on the 
phone to schedule your appointment with the 
Specialist.  

      

7. You were able to schedule an appointment 
with the Specialist according to your needs for 
visit time. (Example: within 2-4 weeks of calling 
the Specialist) 

      

8. The staff at the Specialist office was helpful, 
respectful, and caring when you scheduled 
your appointment with the Specialist.  

      

9. You felt like our practice communicated 
with your Specialist prior to your Specialist 
appointment regarding your health. 

      

10. You were seen on time for your 
appointment with the Specialist. 

      

11. The staff treated you with dignity and 
respect while at your Specialist appointment. 

      

12. The Specialist asked and listened to your 
concerns and goals for your health. 

      

13. The Specialist informed you of your 
diagnosis and treatment plan for care. 

      

14. You understood the care plan the Specialist 
recommended. 

      

15. The Specialist or the staff was accessible 
for your phone calls, questions, or concerns. 

      

16. You would recommend the Specialist to 
other family and friends if they needed the 
same care. 

      

 

 Yes No 

1. Have you been referred to a Specialist in the last 12 months by 
our practice? 

  

2. If No to #1, are you aware of the “Medical Neighborhood” 
Specialists that work with our practice? 

  

3. If Yes to #1, are you aware of the “Medical Neighborhood” 
Specialists that work with our practice? 

  

MEDICAL NEIGHBORHOOD  
        Patient Survey 
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Alw
ay

s o
r a

lm
ost 

alw
ay

s

Usuall
y

Occ
as

ionall
y

Rarel
y

Comments

Points Possible 5 2.5 0 -5

Sends complete 
patient information

Informs patient of 
need, purpose, 

expectations and 
goals of the 

specialty visit

No-show patient F/U

Requests 
appointments with 
reasonable time 

frames

Follows practice 
guidelines and/or 

specialist care plan
Provides respectful 

feedback

Responds to patient 
phone calls

Participates with 
care team when 

indicated

Collaborative Care Management

Patient Communication

Access

Readily available to 
specialist for 

questions/help

Transition of care

Orders appropriate 
tests prior to referral

 

Medical Neighborhood PCP Score Card 

 

Specialist or Group ______________________________________________________    
 
Date ____________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Total Points___________________________________ 
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Types of Care Transition 
(from the American College of Physicians) 

 
1. Scenario: A PCP has a 26-year-old patient with a single lesion he suspects is a MRSA 

carbuncle and who has a sulfa allergy.  
Action: He contacts his Infectious Disease consultant who gives him advice 
regarding how to treat the patient.  

a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
2. Scenario: A PCP calls an oncologist concerning a patient with a palpable liver and a 

history of colon cancer surgery 5 years previous.  
Action: There is clear acknowledgement between both physicians that the patient 
will need to be seen by an oncologist, however they are able to prioritize studies 
prior to the visit. 

a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
3. Scenario: A PCP physician has a 26-year-old patient with recurrent and persistent 

MRSA carbuncles, some of which have required surgical drainage. The patient has not 
responded to the PCP attempts at preventing recurrences.  
Action: The PCP sends the patient to his Infectious Disease consultant for 
recommendations.  

a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
4. Scenario: A patient with chronic hepatitis C and hepatic steatosis with known early 

fibrosis in whom prior antiviral therapy had been unsuccessful is seen by the hepatologist 
for help with management. The patient has concomitant diabetes mellitus and 
dyslipidemia requiring insulin secretagogue and statin therapy, which is managed by PCP. 
Liver associated enzymes remain abnormal, but no active hepatology interventions are 
imminent.  
Resolution: Annual follow-up and a care plan is recommended by the hepatologist 
and responsibility for long-term outcome is shared between PCP and specialist.  
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a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
 

5. Scenario: A transplant hepatologist would primarily manage the multisystem 
complications of a post-liver transplant patient in the first post-transplant year. The 
transplant hepatologist would also take care of secondary referrals (renal, infectious 
disease, cardiology), if necessary.  
Resolution: Gradual transition back to primary management by the PCP would be 
initiated after stabilization of acute issues by the specialist.  

a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
6. Scenario: A PCP has a patient with papillary thyroid cancer with nodal mets at the time 

of presentation. His post operative management was arranged by the endocrinologist who 
is now following his thyroid hormone suppressive therapy and monitoring disease status. 
The endocrinologist orders the tests for neck US and TG panel and TSH. He/She orders, 
refills and adjusts the LT4 doses. If the patient obtains a TSH from another provider or as 
part of a health fair, the patient knows that only the endocrinologist is to make 
adjustments in the LT4 dose.  
Resolution: The patient sees his PCMH for all other issues.  

a. Pre-consultation exchange 
b. Consultation 
c. Co-Management with Shared Care 
d. Co-Management with Principle Care of the disease 
e. Co-Management with Principle Care of the patient 
f. Technical Procedure 

 
 
 
 
 

 
 
 

Answers:  
1) a  2) a  3) b  4) c  5) e  6) d 
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Westminster Medical Clinic 

Phone 303.487.5171 

Fax 303.487.5196 

Patient-Centered Medical Home 

NCQA Level III Recognized (June 2009 – June 2012) 

 

Westmed Family Healthcare 

Phone 303.457.4497               “Transforming Healthcare One 

Fax #: 303.254.4369                        Neighborhood at a Time.”         

 

 

 

To: 
 
 
Fax:            Date: 
 
 
Patient: 
 
 
From:   

  
  
  

  
 

 
 

SOC – Patient-Centered Medical 

Home Neighborhood  Initiative 

 Contact Westminster 
Medical Clinic to join our 
PCMH-Neighborhood! 

Features of a  
Medical Home 

 
 Whole-person 

orientation of care 
 Promotes greater access 

to scheduling visits 
 Focuses on care 

coordination 
 Promotes prevention 

programs & chronic 
disease  management 

 Uses evidence-based 
medicine and treatment 
protocols  

 Emphasizes patient self-
management goals 

 Electronic health 
records 
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Transition of Care Record Checklist 
MAs 

 
Instructions:  1) Add elements in shaded box to TCR 

 
 
1.  Practice details  

   Practice name and address 
   Contact numbers (regular, emergency, fax, e-mail) 

2.  Patient demographics  
   Patient name,  
   Identifying and contact information,  
   Insurance information,  
   PCP, referring provider and contact information. 

3.  Diagnosis  
   ICD-9 code  

4.  Query/Request  
   Provide a clear clinical reason for patient transfer and anticipated goals of care and interventions. 

5.  Clinical Data provided: 
    Problem list  
 
 ADD: 
 
    Medical and surgical history  
 
    Current medication 
 
   Immunizations 
  
    Allergy/contraindication list  
 
     Caregiver status  
 
    Advanced directives 
  
 

   Care plan 
   Patient cognitive status   
   Pertinent labs and diagnostics tests  

    List of other medical providers 
6.  Type of  transition of care 

   Consultation, Shared management, Technical procedure, Transfer of care 
7.  Visit status  

   Routine, urgent, emergent (specify time frame).  
8.  Follow-up request 
    Mail, fax, phone call, e-mail 
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Transition of Care Record Checklist 

Providers 
 

Instructions:  Add red elements in shaded box to designated location in [black brackets]. 
   
1.  Practice details  

   Practice name and address 
   Contact numbers (regular, emergency, fax, e-mail) 

2.  Patient demographics  
   Patient name,  
   Identifying and contact information,  
   Insurance information,  
   PCP, referring provider and contact information. 

3.  Diagnosis  
   ICD-9 code  
 

4.  Query/Request  
   Provide a clear clinical reason for patient transfer and anticipated goals of care and 

interventions. [Referral(Outgoing)  Diagnosis/Reason] 
 

5.  Clinical Data provided: 
    Medical and surgical history  
    Current medication 
   Immunizations 
    Allergy/contraindication list  
     Caregiver status  
    Advanced directives 
  
    Problem list [Progress Note  Problem List OR Medical Summary Attachment]  

  
   Care plan [Progress Note  Treatment] 
 
   Patient cognitive status [Referral  Diagnosis  Browse OR Exam  Neuro] 
   
   Pertinent labs and diagnostics tests [Referral  Diagnosis/Reason  Attachments] 
  

    List of other medical providers [Progress Note  Medical History] 
 
6.  Type of transition of care 

   Consultation, Shared management, Technical procedure, Transfer of care  
[Referral  Diagnosis Browse] 
 

7.  Visit status  
   Routine, urgent, emergent (specify time frame) [Referral DiagnosisBrowse] 
 

8.  Follow-up request 
    Mail, fax, phone call, e-mail [Referral  Diagnosis  Browse] 
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Transition of Care Record Checklist 
Referral Coordinator 

 
Instructions:  1) Add elements in shaded box to TCR 

2) Verify all other elements are present; if not, send back to appropriate person 
 
1.  Practice details                         Should be automatic 

   Practice name and address 
   Contact numbers (regular, emergency, fax, e-mail) 

2.  Patient demographics  
   Patient name,  
   Identifying and contact information,  
   Insurance information,  
   PCP, referring provider and contact information. 

3.  Diagnosis  
   ICD-9 code  
 

4.  Query/Request                 Providers 
   Provide a clear clinical reason for patient transfer and anticipated goals of care and interventions. 
 

 
5.  Clinical Data provided:                         MAs 
    Medical and surgical history  
    Current medication 
   Immunizations  
    Allergy/contraindication list  
    Caregiver status  
    Advanced directives  
 

   Relevant notes  
- Includes previous office visit, recent hospitalization and labs/DI for previous 2 months unless otherwise 

specified. 
    Pertinent labs and diagnostics tests (if not added by provider)  
 
 

   Problem list               Providers 

    Care plan  
    Patient cognitive status   

   Pertinent labs and diagnostics tests 
    List of other medical providers 
6.  Type of transition of care 

   Consultation, Shared management, Technical procedure, Transfer of care 
7.  Visit status  

   Routine, urgent, emergent (specify time frame).  
8.  Follow-up request 
    Mail, fax, phone call, e-mail 
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Dear Neighbors,       July 13, 2010 
 
I hope I find you all doing well. A hardy thank you goes to your staff and providers 
for participating in the Medical Neighborhood. We, at Westminster Medical Clinic, 
are very grateful—as our patients are—for your participation! After surveying 
patients referred to your offices, patients reported that they enjoyed each of your 
offices very much. Patients feel that your staff is engaging, caring, and sincere. 
Most patients had a good understanding of their treatment plans when they left 
your offices.  
 
As for the Score Card, the major section needing improvement was the Transition 
of Care Record. We would really like to help each of your offices improve this 
section of your Score Card. I surveyed Records from each of your offices and 
found common threads absent in each. This is a critical piece of being a Medical 
Neighbor—improving bi-directional communication. At Westminster Medical Clinic, 
our goal is to help our Neighborhood reach 80% proficiency. The graphs left show 
that the Medical Neighborhood Pilot Score Card average and The Transition of 
Care Record average: 74 and 57 points respectively. See the attached page for 
the “Must Have(s)” of the Transition of Care Record! We waived the last “Must 
Have” for this Score Card cycle but will not do so for the September Score Card.  
Please focus your attention on this element of our agreement. 
 
EXCITING NEWS!!! Dr. Hammond and I are speaking about the Medical 
Neighborhood experience to the healthcare community around the state, 
nationally, and possibly internationally!!! I presented the Westminster Medical 
Neighborhood program to the other 15 Patient-Centered Medical Homes in 
Colorado in June at the Health TeamWorks IPIP/PCMH Shared Learning 
Collaborative. At the end of June, Dr. Paul Grundy, IBM Global Wellbeing 
Services and Health Benefits, Director of Healthcare, Technology, and Strategic 
Initiatives, Adrienne White, Managing Consultant, IBM Global Business Services, 
Healthcare Practice Business Analytics and Optimization, Dr. Frank deGruy, 
University of Colorado School of Medicine, Department of Family Medicine Chair 
and Professor, and Dr. Larry Green, University of Colorado School of Medicine, 
Professor of Family Medicine and Epperson-Zorn Chair for Innovation in Family 
Medicine visited Westminster Medical Clinic. We presented to them how 
Westminster implemented the Patient-Centered Medical Home model of care and 
developed the Medical Neighborhood pilot. The four of them were excited and 
impressed with this level of coordinated care.  
 
Recently, Dr. Hammond was accepted as a lecturer for the 2010 American 
Academy of Family Physicians Scientific Assembly in October in Denver. Dr. 
Hammond will be presenting, Implementing Care Coordination and building the 
Medical Neighborhood. Dr. Hammond submitted a similar proposal for the 12th 
Annual International Summit on Improving Patient Care in the Office Practice and 
the Community, an Institute for Healthcare Improvement annual conference. You 
all are pioneering this pilot alongside Westminster . . . let’s make it even more 
successful! 
 
 
Gratefully, 
Caitlin 
Westminster Medical Clinic, PCMH Project Manager 

caitlinbarba@yahoo.com 
 
 

July 2010 

 

Westminster Medical Clinic 

Medical Neighborhood   

Preferred Medical Neighbor: 
~ Restoration Plastic Surgery PC 
Medical Neighbor: 
~ Denver Dermatology Consultants 
~ Neurospecialty Associates PC 
~ Panorama Orthopedics, Westminster 
~ Rocky Mtn Cancer Centers, Thornton 
~ Rocky Mtn Cardiovascular Associates 
Neighbors with Action Plans or Pending: 
~ Center for Spinal Disorders 
~ Rocky Mtn Gastroenterology 
~ North Denver Pulmonary 
~ Front Range Surgical 
~ Western Nephrology 

 
Please feel free to refer to any of your Neighbors! They 
all have a similar standard of care. 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Next Issue: September 2010 
 

 The Medical Neighborhood Block 
Party 

 

 FYI: The next Score Card cycle 
will be in September!!! 
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Points 
Ava

ila
ble

Points 
Rec

eive
d

Practice Details
1a              
Must Have Specialist Name 5

1b               
Must Have Regular Number 5

1c
Emergency Number 2

Patient Demographics
2a               
Must Have Patient Name 5

2b               
Must Have DOB 5

2c Identifying and 
contact information 2

2d Insurance 
Information

2

2e               
Must Have PCP Designation 5

Communication Preference
3a Phone, Fax, Letter, 

Email
3

Diagnoses
4a              

ICD 9 Codes 5

Clinical Data
5a              
Must Have

Diagnoses/Problem 
list

5

5b               
Must Have

Medical/Surgical 
history 5

5c                
Must Have Current Medications 5

5d               
Must Have

Labs and Diagnostic 
tests

5

5e               List of other 
providers

5

Recommendations
6a               
Must Have

New or changed 
diagnoses

5

6b               
Must Have

Medication or 
medical equipment 
changes

5

6c               
Must Have

Recommended 
timeline for future 
tests, procedures, or 
secondary referrals; 
who is responsible 
to institute, 
coordinate, followup 
and manage the 
information

5

6d               Secondary 
diagnoses

4

6e               
Must Have

Patient goals, input 
and eduation 
materials provided 
on a disease state 
and management

5

6f

Care teams and 
community 
resources

3

6g
Technical 
procedures

4

Followup status
7a               
Must Have

Consultaton, co-
management with 
principle care of the 
disease, co-
management with 
share care of the 
disease, specialty 
medical home 
network, technical 

5

Total Possible Points 100

        Transition of Care “Must-Have(s)” 
- Each of these Must-Have elements 

needs to be somewhere in the note 
back to Westminster Medical Clinic 
after you’ve seen a referred 
patient.  

- Call me if you have questions or 
need clarity on what an element 
means or how to implement these 
items into your note back.  

 

124



Created by R.Scott Hammond, M.D. and Caitlin Barba, MPH                                                                                                                                                                                                                                                    
Systems of Care-PCMH Initiative, Colorado Medical Society Foundation, 2010 

 

    CARDIOLOGY 
Rocky Mountain Cardiovascular Associates 

 
 

    DERMATOLOGY 
Denver Dermatology Consultants 

 
 

    NEUROLOGY 
Neurospecialty Associates 

 
 

    ONCOLOGY 
Rocky Mountain Cancer Center 

 
 

    OPHTHALMOLOGY 
Eye Surgery Center of Colorado 

 
 

    ORTHOPEDICS 
Precision Orthopedics 
Panorama Orthopedics 

Center for Spinal Disorders 
 
 

    SURGERY 
Front Range Surgical 
Restoration Plastics 

 
 

     UROLOGY 
Foothills Urology 

 
     OTHER 
          __________________________________ 

              

 

 

What is a 

Medical 

Neighborhood? 

Our “Medical Neighborhood” is 

the group of specialists 

committed to meet your 

personal health goals and 

medical needs.  

 

We work closely with our 

specialists to be sure you 

receive the right care at the 

right time and in the right place. 

 

Westminster Medical Clinic has 

found the best, highest quality 

specialists in our community to 

serve YOU.  

 

BENEFITS for YOU 
 
     when you see the  
 
        doctors in our 

 
 Medical Neighborhood . . . 

 Your health goals are  
our focus 
 
 Your care is discussed  
between all doctors & YOU—
because we are a 
TEAM 
 
 Your care is coordinated  
by both offices as a TEAM 
 
 You won’t go through 
unnecessary tests or  
procedures  
 
 You can schedule your 
appointments within a  
reasonable length of time  
 
 You will be seen by specialists 
in our community recognized     
for quality, safe care 
 
 You will be treated with   
dignity, respect, and 
understanding 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Go to our PATIENT PORTAL 
 
     for a complete list 
  
  of the specialists in the  
 

     Medical Neighborhood! 
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Welcome to 
 Your 

Medical 

Neighborhood 

Of 
Specialists 

. 

 . . Providing the best medical care to 

Westminster Medical Clinic patients 

– YOU! 

OUR MISSION 
We are dedicated to provide our patients 
with the highest quality and safest health 

care possible. 
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