




 Recognize and define the role your State Health Department can 

play in brokering the connection between health care systems and 

community-based implementation.

 Establish a greater number of partnerships geared toward 

connecting health care systems to community-based partners.

 Increase reach by brokering partnerships that are cognizant of 

Patient Centered Medical Home transformation and the role of 

community-based resources.

 Create a plan for your State Health Department to embed, scale and 

sustain referrals to community-based partners.



 Understand how national statistics on chronic disease and healthcare 

changes are opportunities for scaling and sustaining programs.

 Define and briefly explore our working terms for this webinar series: 

◦ Self-Management 

◦ Self-Management Support 

◦ Self-Management Education 

◦ Community-Based Programs 

◦ Patient Center Medical Home 

◦ National Committee for Quality Assurance 

◦ Affordable Care Act 

◦ Clinical/Medical Care 

◦ Evidence-Based Programs

 Establish an Action Plan process to be completed before the next 

webinar.



 “Referral Systems that Meet Practice Needs in Support of the Patient” 
including internal systems, external systems, and centralized referral 
systems.

 Discussed three implementation approaches 1) embedding the evidence-
based programs directly into the practice, health system, etc. 2) community-
based organizations as the sites, hosts, trainers, technical assistance 
providers for the health systems and practices and 3) a hybrid of these toe 
approaches where the CBO may assist initially with technical support or 
training while the health system embeds the program. 

 We approached referrals systems from several points of view: the State 
health Department, a health practice or health system, and the community 
partners including non-profits, Area Agencies on Aging, etc.

 Tools for your use included Referral Form, Physician Feedback Form, 
Workflow,  and Care Compact



Are you currently involved in a “live” 

referral system? 

Do you have partnerships in place to help 

develop or expand a referral system?

What do you see as your role in making a 

referral system successful?

What additional support do you need to 

develop or expand referral systems?

What can you explore or pursue between 

now and January 7th?



 Target appropriate partners in health systems and practices.

 Generate an increase in referrals from health care to community-

based programs.

 Examine working in collaboration to define and document reach 

(referrals, enrollments, completers) and return on investment.

 Discuss roles in establishing successful processes, workflow, 

and partner-level documentation that will facilitate connecting 

community-based programs to health care providers. 

 Create a “Care Compact”, “Memorandum of Understanding” or 

“Letter of Mutual Support” outlining roles and responsibilities for 

community-based partners and health providers.

 Generate your Action plan for the next 3-6 months.



 www.HealthTeamWorks.org

 www.TransforMed.com

 www.transformcoach.org

 www.nachc.com

 www.ncqa.org

 www.recognition.ncqa.org

http://www.transformed.com/
http://www.transformcoach.org/
http://www.nachc.com/
http://www.ncqa.org/










 Your State Medical Associations

 Your State Community Health Centers

 Search for: Practices NCQA recognized

 Your State Practice Transformation

 Ask Partners, Board Members, Health 

Systems for referrals and contacts

 CDC and NCOA



 Care Compact, Collaborative Agreement, or 

MOU

 Referral Logs and Follow-Up

 Contact Person

 Patient Panel versus Patient Referral

 Readiness Assessments

 Yes….”and”…. Messaging 









 Many roads, many partners

 One size does not fit all

 National payment models in process

 Check on Your State models and projects

 ‘Demonstration’ before ‘Sustainability’

 Incentives within PCMH Transformation







ITEM % of AMOUNT COST in $$

Leader/Instructor

Stipends

47%

Books/CDs 23%

Class Materials 3%

Snacks 5%

License 2%

Data Collection 2%

Recruiting Assistance 8%

Referral Processing and 

Enrollment

10%

Total to COAW

Total to Agency

Total 100%

Cost per completer

or per enrolled?

Simple data collection 

or for specific 

research? 

Evaluation? 



 Readiness and Activation Levels for All 

Involved

 Time and Money

 Staying “Shiny”

 Messaging to be Shared with the Practice or 

Provider
◦ How to Recommend

◦ How to Refer

◦ Quick Basics

◦ Quick Goal Setting







 “I am going to recommend you attend an exercise 
program that will help you manage your arthritis 
and feel better.”

 “I am going to refer you to a program that will help 
you manage your COPD and feel better.”

 “We are a team. We can do a great deal to assist 
you in managing your illness—and there are many 
skills you can learn to help yourself. I am going to 
refer you to a program that I feel will help.”







 Training Possibilities

 Taking Responsibility

 Materials to make YOUR Case

 “Plan Do Study Act” Cycle

 Next Steps Conversations
◦ What is the goal: reach, embed, sustain?

◦ What worked? What needs work?

◦ Training in curriculums?

◦ Workforce development trainings?







 Workflow

 Care Compact

 Memorandum of Understanding (MOU)

 On-line Referrals

 Referral Form

 Referral log

 Feedback Letter

 Simple Reports



PCMHI:  Access and Continuity
D.   Use of Data for Population 

Management
F.  Culturally and Linguistically 

Appropriate Services

PCMH4:  Provide Self-Care Support and 
Community Resources (Must Pass)
A.  Support Self-Care Process
B.  Document Goals, Ability, Self 

Management Tools, Referrals to 
Community Resources

PCMH2:  Identify and Manage Patient 
Populations
C.  Patient Panels, Comprehensive Health 

Assessment

PCMH5:  Track and Coordinate Care
B.  Referral Tracking and Follow-Up
C.  Coordinate with Facilities/Care

Transitions

PCMH3:  Plan and Manage Care
B.  Identify High-Risk Patients
C.  Care Management, Pre-Visit Planning, 

Treatment Plan and Goals,  Identify 
Barriers

D.  Manage Medications

PCMH6:  Measure and Improve 
Performance
B.  Measure Patient/Family Experience
E.  Report Performance





CENTRALIZED REFERRAL AND FEEDBACK 

PROCESS FOR MEDICAID CLIENTS

Six month self-management 

goals are set and information 

is sent to patient’s PCP and 

case manager.

Client goes to six-week class 

and learns self-management 

skills including action 

planning, and problem 

solving.

Secured Website – HIPAA Compliant

Staff person calls client to invite into 

class and shares information.

Staff person takes referral and sees where 

the closest class would be for client.

Staff person calls class contact to arrange 

enrollment.

Medicaid referral from a 

RCCO, i.e. case manager

Medicaid Client is 

introduced to class 

opportunity

Fax, Email,  or toll 

free call

Referring RCCO or provider receives 

update on client’s enrollment status.

Meet with RCCOs and Clinic 

staff meet to discuss self-

management classes.



Referral 

Form





 

  

My Name___ Mary Smith_____________ Today’s Date__ January 8, 2012_____ 

Dear Health Care Providers, 

I wanted to let you know that I have been attending the Healthier Living Colorado™ class to help me better 

manage my own health. Today we are in our final class of the 6 weekly sessions and we are sending you our 

thoughts about our chronic conditions, taking care of ourselves, and what we want our Health Care Providers 

to know about what we are learning and doing. 

 

What I have learned about my health is:  
This isn’t going to go away just because I take a pill three times a day. I can make 

some changes in how I deal with the pain. Eating a few more fruits has helped my 

digestion. 

 

I didn’t know that my chronic condition was affected by:  

Worrying about what I can’t do won’t help me any.  I need to fix my sights on 

what I enjoy doing.  I am working on being more positive. It has been nice to 

talk with others with similar concerns. 

The things that have helped me the most to manage my chronic conditions are: 

Exercising a little more has helped my knees.  I am going to keep with it and 

maybe take a water exercise class. I’ve been using a pill box so I keep track of 

when I am taking the pills better—I didn’t know it would hurt me to skip some. 

My Action Plan for the next six months is:  

Long term goal:  
This is my life and I want to stay as healthy as I can for as long as I can. I want to 

lower my blood pressure so I can be here to see my grandkids graduate from college 

 

Specific action step:   

Walk with a neighbor to the library and back. 

How much/often?  3 times a week      When?  Monday, Wednesday and Saturday 

Confidence Level (0-10):  9 

COAW will forward this letter to your provider listed below: 

 My health care provider’s name and address is: Dr. Smart 1234 Main St. Denver 80202  

 Consortium for Older Adult Wellness 

2575 S. Wadsworth Blvd.  Lakewood, CO 80227            888-900-COAW(2629)          Fax: 303-984-5962     info@COAW.org 
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 Referrals:  34 total referral names were faxed to COAW by March 2013
◦ 11 responded YES to the April class;
◦ 7 responded YES to the May class;
◦ 6 responded YES to March class

Referrals by Provider:

 71% return on referrals
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 Denial. “We have already given all our patients their self-

management goals and tools.”

 Anger. “We will never have activated patients. PCMH 

transformation is just paperwork. Patient self-management 

means nothing.”

 Bargaining. “What if we just wait a few years to apply for NCQA 

recognition? What if  we ask all patients to just set the same 

goal?”

 Depression "This is overwhelming. We are too overworked as it 

is now. Our Providers will never get this done.”

 Acceptance “We can do this.  Look at the progress that we have 

made. Some of our patients are engaging!"



 State Health Department

 Community Based Organization Level

 Health System Level

 Practice Level



 What do you want to do?

 Is it achievable?

 When, where, how much?

 How sure are you that you can get 

this done on a scale of 1-10?



 Check in calls with Project Officers

 Arthritis Call- open air format

 Re-connect via webinar



Lynnzy McIntosh

Consortium for Older Adult Wellness

lynnzy@coaw.org

303-984-1845

www.COAW.org

Mari T. Brick

National Association of Chronic Disease Directors

Brick@chronicdisease.org

518.542.7425

mailto:lynnzy@coaw.org
http://www.coaw.org/
mailto:Brick@chronicdisease.org

