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Objectives

Overview of Colorado Systems of Care/PCMH Initiative

Where does a compact fit into care coordination 
strategies?

Efforts to spread the physician compact

Key Learnings



Elements Necessary for 21st 

Century Health Care

Patient Centered Approach

A system must demonstrate the ability to:



System of Care Initiative Overview

Educate both primary care and specialty care 
physicians on the medical home approach

Focus Areas:
Awareness:  increase in awareness about the 
patient centered medical home and integrated 
system of care models.
Activation:  increase in physician participation in 
PCMH and system level activities.
Policy:  concurrently support policy efforts that 
further the development of medical homes.

Partnership between Colorado Medical Society, Colorado Academy 
of Family Physicians, Colorado Society of Osteopathic Medicine, 
American Academy of Pediatricians, CO Chapter, American College 
of Physicians, CO Chapter, Health TeamWorks 



Statewide 
physician poll in 

2009 to 
understand 
Colorado 
physicians 

perceptions and 
priorities.

Re-surveyed 
in 2011 to 
determine 
progress





Reality of Care Coordination
The typical primary care physician has 229 
other physicians working in 117 practices with 
which care must be coordinated.

Pham et. al Ann Int Med. 2009

In the Medicare population, the average 
beneficiary sees 7 different physicians and 
fills upwards of 20 prescriptions per year

Partnership for Solutions, Johns Hopkins Univ. 2002



Referral and Consultation Communication 
Between Primary Care and Specialist 
Physicians 
Arch Intern Med. 2011;171(1):56-65

Perception
69.3 % of PCPs reported 
they "always" or "most of 
the time" send 
notification of a patient's 
history and reason for 
consultation to 
specialists. 

80.6 % of specialists said 
they "always" or "most of 
the time” send 
consultation results to the 
referring PCP 

Reality
34.8 % of specialists said they 
receive it "always" or "most of 
the time.

SOC/PCMH Poll indicates 37% 
of specialists receive necessary 
information

62.2 % of PCPs reported 
getting it "always" or "most of 
the time.”

SOC/PCMH Poll indicates PCPs 
receive info 52% of time.



PCP/Specialty Conclusions
Reform has created deep unease and physicians are looking 
for ways to position themselves to take advantage of 
decreasing resources.

Potential for inter-specialty tensions.  Important to identify win/win 
scenarios.
Systems are being rapidly developed; direct care providers are in 
the best position to influence delivery system design.

Care coordination is a common pain point for all physicians.
Care coordination will be a part of new integrated care delivery
systems.

Not very many practical tools to address the problem of care 
coordination.

Developed a physician care compact to facilitate primary 
care/specialty care communication 



Convergence of key reform efforts

H. Miller



Medical Neighborhood & Care 
Coordination
Medical Neighbor (PCMH-N)

A clinician that collaborates with a PCMH, or another medical 
neighbor, to facilitate the efficient, appropriate and effective flow of 
patient information and participate in the care team that effectively 
addresses issues of responsibility and accountability in transition of 
care and shared decision making. (ACP Position Paper on the 
Medical Neighborhood, 2010)

Care Compact/ Collaborative Care Agreement developed to 
standardize communication between providers in the referral 
process.

Key Elements:
Types of Care Transition (defining responsibility)
Principles of agreement (identifying what can be provided)
Transition of Care Record (Minimum Data Set for referral)
Opportunity for physicians establish/re-establish personal relationship

Developed compact facilitation guide and medical 
neighborhood toolkit to support implementation of the care 
compact.



Care Coordination Elements:

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

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/

Compact



Ed Wagner’s Care Coordination 
Framework



Transition of CareTransition of Care

Mutual AgreementMutual Agreement

•• Maintain accurate and upMaintain accurate and up--toto--date clinical record.date clinical record.
•• Agree to standardized demographic and clinical information formaAgree to standardized demographic and clinical information format such as the Continuity of Care t such as the Continuity of Care 

Record [CCR] or Continuity of Care Document [CCD]Record [CCR] or Continuity of Care Document [CCD]
•• Ensure safe and timely transfer of care of a prepared patientEnsure safe and timely transfer of care of a prepared patient

ExpectationsExpectations

Primary CarePrimary Care Specialty CareSpecialty Care

PCP maintains complete and upPCP maintains complete and up--toto--date clinical date clinical 
record including demographics.record including demographics.
Transfers information as outlined in Patient Transfers information as outlined in Patient 
Transition Record.Transition Record.
Orders appropriate studies that would facilitate the Orders appropriate studies that would facilitate the 
specialty visit.specialty visit.
Informs patient of need, purpose (specific question), Informs patient of need, purpose (specific question), 
expectations and goals of the specialty visitexpectations and goals of the specialty visit
Provides patient with specialist contact information Provides patient with specialist contact information 
and expected timeframe for appointment.and expected timeframe for appointment.

Determines and/or confirms insurance eligibility Determines and/or confirms insurance eligibility 
Identifies a single referral contact person to Identifies a single referral contact person to 
communicate with the PCMHcommunicate with the PCMH
When PCP is uncertain of appropriate laboratory or When PCP is uncertain of appropriate laboratory or 
imaging diagnostics, assist PCP prior to the imaging diagnostics, assist PCP prior to the 
appointment regarding appropriate preappointment regarding appropriate pre--referral workreferral work--
up up 

Collaborative Guidelines 
Service Agreement



Access Access 
Mutual AgreementMutual Agreement

•• Be readily available for urgent help to both the physician anBe readily available for urgent help to both the physician and patient via phone or ed patient via phone or e--mail.mail.
•• Provide visit availability according to patient needs.Provide visit availability according to patient needs.
•• Be prepared to respond to urgencies. Be prepared to respond to urgencies. 
•• Offer reasonably convenient office facilities and hours of opOffer reasonably convenient office facilities and hours of operation.eration.
•• Provide alternate backProvide alternate back--up when unavailable for urgent matters.up when unavailable for urgent matters.

ExpectationsExpectations

Primary CarePrimary Care Specialty CareSpecialty Care

Communicate with patients who Communicate with patients who ““nono--showshow”” to to 
specialists.specialists.
Determines reasonable time frame for specialist Determines reasonable time frame for specialist 

appointment.appointment.
Provide a secure email option for communication with Provide a secure email option for communication with 

patient and specialist.patient and specialist.

Notifies PCP of first visit Notifies PCP of first visit ‘‘nono--showsshows’’ or other actions or other actions 
that place patient in jeopardy.that place patient in jeopardy.
Provides visit availability according to patient needs.Provides visit availability according to patient needs.
Be available to the patient for questions to discuss the Be available to the patient for questions to discuss the 

consultation.consultation.
Schedule patientSchedule patient’’s first appointment with requested s first appointment with requested 

physician.physician.
Be available to PCP for preBe available to PCP for pre--consultation exchange by consultation exchange by 

phone and/or secure email.phone and/or secure email.
When available and clinical practical, provide a secure When available and clinical practical, provide a secure 

email option for communication with established patients email option for communication with established patients 
and provider.and provider.
Provides PCP with list of practice physicians who agree Provides PCP with list of practice physicians who agree 

to compact principles.to compact principles.



Collaborative Care ManagementCollaborative Care Management
Mutual AgreementMutual Agreement

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

testing, care teams, patient calls, patient education, monitorintesting, care teams, patient calls, patient education, monitoring, followg, follow--up).up).
•• Maintain competency and skills within scope of work and standarMaintain competency and skills within scope of work and standard of care.d of care.
•• Give and accept respectful feedback when expectations, guidelinGive and accept respectful feedback when expectations, guidelines or standard of care are not metes or standard of care are not met
•• Agree on type of specialty care that best fits the patientAgree on type of specialty care that best fits the patient’’s needs.s needs.

ExpectationsExpectations

Primary CarePrimary Care Specialty CareSpecialty Care

Follows the principles of the Patient Centered Medical Home or Follows the principles of the Patient Centered Medical Home or 
Medical Home Index.Medical Home Index.
Manages the medical problem to the extent of the PCPManages the medical problem to the extent of the PCP’’s scope of s scope of 
practice, abilities and skills.practice, abilities and skills.
Follows standard practice guidelines or performs therapeutic trFollows standard practice guidelines or performs therapeutic trial ial 
of therapy prior to referral, when appropriate, following evidenof therapy prior to referral, when appropriate, following evidencece--
based guidelines.based guidelines.
Reviews and acts on care plan developed by specialist.Reviews and acts on care plan developed by specialist.
Resumes care of patient when patient returns from specialist caResumes care of patient when patient returns from specialist care.re.
Explains and clarifies results of consultation, as needed, withExplains and clarifies results of consultation, as needed, with the the 
patient.  Makes agreement with patient on longpatient.  Makes agreement with patient on long--term treatment plan term treatment plan 
and followand follow--up.up.

Reviews information sent by PCPReviews information sent by PCP
Addresses referring provider and patient concerns.Addresses referring provider and patient concerns.
Confers with PCP or establishes other protocol before orders Confers with PCP or establishes other protocol before orders 
additional services outside practice guidelines. Obtains proper additional services outside practice guidelines. Obtains proper 
prior authorization.prior authorization.
Confers with PCP before refers to secondary/tertiary specialistConfers with PCP before refers to secondary/tertiary specialists s 
for problems within the PCP scope of care and uses a preferred for problems within the PCP scope of care and uses a preferred 
list to refer when problems are outside PCP scope of care. list to refer when problems are outside PCP scope of care. 
Obtains proper prior authorizationObtains proper prior authorization when needed.when needed.
Sends timely reports to PCP to include a care plan, followSends timely reports to PCP to include a care plan, follow--up up 
and results of diagnostic studies or therapeutic interventions.and results of diagnostic studies or therapeutic interventions.
Notifies the PCP office or designated personnel of  major Notifies the PCP office or designated personnel of  major 
interventions, emergency care or hospitalizations.interventions, emergency care or hospitalizations.
Prescribes pharmaceutical therapy in line with insurance Prescribes pharmaceutical therapy in line with insurance 
formulary with preference to generics when available and if formulary with preference to generics when available and if 
appropriate to patient needs. appropriate to patient needs. 
Provides useful and necessary education/guidelines/protocols Provides useful and necessary education/guidelines/protocols 
to PCP, as neededto PCP, as needed



Patient Communication Patient Communication 
Mutual AgreementMutual Agreement

•• Engage and utilize a secure electronic communications platform fEngage and utilize a secure electronic communications platform for high risk patients such as or high risk patients such as 
ReachMyDoctor or CORHIO.ReachMyDoctor or CORHIO.

•• Prepare the patient for transition of care.Prepare the patient for transition of care.
•• Consider patient/family choices in care management, diagnostic tConsider patient/family choices in care management, diagnostic testing and treatment plan.esting and treatment plan.
•• Provide to and obtain informed consent from patient according toProvide to and obtain informed consent from patient according to community standards.community standards.
•• Explores patient issues on quality of life in regards to their sExplores patient issues on quality of life in regards to their specific medical condition and shares pecific medical condition and shares 

this information with the care team.this information with the care team.

ExpectationsExpectations

Primary CarePrimary Care Specialty CareSpecialty Care

Explains specialist results and treatment plan to Explains specialist results and treatment plan to 
patient, as necessary.patient, as necessary.
Engages patient in the Medical Home concept. Engages patient in the Medical Home concept. 

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

Informs patient of diagnosis, prognosis and followInforms patient of diagnosis, prognosis and follow--up up 
recommendations.recommendations.
Provides educational material and resources to Provides educational material and resources to 

patient.patient.
Recommends appropriate followRecommends appropriate follow--up with PCP.up with PCP.
Will be accountable to address patient phone Will be accountable to address patient phone 

calls/concerns regarding their management.calls/concerns regarding their management.
Participates with patient care team.Participates with patient care team.



Compact Spread Efforts
Implementation Scenarios

1. Primary Care/Medical Home creates medical neighborhood 
with specialists.

2. Specialist/Service Line drives implementation of compact

3. Community gathers to use compact as communication 
standards for referrals.

4. Hospital develops compact and implements across staff and 
with community referring physicians as part of care transitions 
(not yet tested)



Medical Home creates medical 
neighborhood 

Scott Hammond, MD authored care compact and piloted 
development of medical neighborhood.

Individual invitations to key specialists inviting them to a 
meeting and introducing compact and requirements

Quarterly review of adherence to compact requirements 
using a score card.  

Performance is communicated to specialists and 
timeframes and requested for improvements

Medical Neighborhood toolkit developed to help specialists 
implement compact.

50+ Physicians, 18 specialties and 1 hospital participating to 
date

Medical home has confidence that when they refer patients 
to specialists participating with a compact that they will 
receive necessary information and can engage in shared 
care planning.



PCP TOOLKIT EXAMPLES

Provider Checklist

Referral ChecklistProvider Checklist



Specialist Examples
Specialty Provider Checklist PCMH “Identifier”



Specialist Initiates the Medical 
Neighborhood

Very large cardiology group affiliated with an integrated 
hospital system realized the utility of the compact to support 
a cardiology service line and championed implementation.

Hosted a meeting between cardiology and primary care 
physicians to review the compact and conducted a 
facilitated activity to map the referral process.

Identified top 5 referring conditions and tagged critical clinical 
information
Identified data elements that need be included in e-referrals 
within EHR.
Rolling out new referral template system-wide and identifying 
practices to pilot more in-depth compact implementation 
(August).

Hospital and Medical Group leadership sees the compact 
as an opportunity to:  facilitate physician relationships,  
create a system-wide standard of communication and 
supports the foundation for building an ACO.  



Community Approach

Local medical society convened physicians to develop a 
vision for physician communication within their 
community.

Hosted a educational meeting and facilitated an activity 
with participants to develop aim statement and identify top 
3 priorities to improve care coordination.
Follow up meetings being scheduled to pilot between 
multiple primary care and specialist practices

Physician vision is to use the compact as a standard for 
referrals, regardless of affiliations.  “The rising tide raises all 
boats”.   



What did we learn?
Different value propositions for stakeholders –all conclude 

that it’s the right thing to do!

Most willing to participate and believe they are or can 
fulfill most expectations

“A slam dunk” , “Ideal in principle”

Interpretation of the Compact not straight forward 

Wide variety of practice infrastructure, capacities, effort 
and barriers to change

• Staffing, technology, teamwork
• Systems improvement (QI) not on radar
• Overwhelmed
• Progress subject to inertia

It’s a very purposeful process, important to have your own 
house in order first!

Walk your way into a new way of thinking!



Systems of Care Initiative 
Generously funded through the Colorado Health Foundation

For More information:

Karen Frederick Gallegos
Colorado Medical Society
Karen_frederick-gallegos@cms.org
720-858-6323

Special thanks to Dr. Scott Hammond and Caitlin Barba at the 
Westminster Medical Clinic.

mailto:Karen_frederick-gallegos@cms.org
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