Care Coordination Listening Session: Key Points – 5/23/12

· Technology has an important role to play in patients and caregivers’ ability to help coordinate the sharing of their health information.
· [bookmark: _GoBack]Critical benefits of health IT for patients and their caregivers is providing a means of bi-directional and ongoing connection to the whole care team, not just the primary care physician, and to provide a reminder of what happened during an encounter, as well as what was discussed.
· Transparency of information has a tremendously positive psychological impact on patients and their caregivers which leads to increased confidence in their ability to manage care at home.
· Health literacy and confidence in self-management are central issues to care coordination and management at home.
· Care coordination requires shared accountability and engagement, with a focus on both the sending AND receipt of information.
· Currently, there is lack of consistency in what information is shared and who gets to see it.
· Shared accountability and engagement requires building relationships across the care continuum, even between competitors.
· Consistent, real-time (or near real-time) communication and info sharing w/all team members, including patient and family are essential elements of care coordination.
· Patient and family access to the medical record throughout an admission is one way electronic access to information can support safer, more effective care transitions.
· Providers can more readily impact the safety, effectiveness and efficiency of care when they have timely feedback on performance, including outcomes measures (such as readmissions), transition stats, and population monitoring
· Lack of an integrated care plan is a major gap in being able to coordinate care across the continuum:
· All disciplines and their individual care plans must be connected
· There are significant cultural factors at play here; the “silo” mindset must be eliminated in favor of a patient-centered mindset
· One way to begin making this shift is to focus on patient-safety
· Safety and reliability throughout the continuum must be emphasized and rewarded
· Shared decision-making is an essential area of emphasis
· Beginning the care planning process with a discussion about the patient’s goals is key, and will drive the approach to all subsequent decisions, both clinical and non-clinical.
· Aggressive use of registries has been shown to have a positive impact not just on population health, but also on providers’ ROI, when used in conjunction with patient engagement strategies; volume of patients and patient retention tends to increase
· Using health IT to incorporate risk evaluation for determination of the necessary level of post transition follow-up can help target limited resources to where they are most needed.
· Culture change will require: 
· Rewarding the system as a whole through alignment of incentives
· Full commitment of organizational leadership
· Demonstration of outcomes
· Elimination of the “silo” mindset
· The need for new payment models and state HIE lack of readiness for exchange were consistently mentioned as barriers. They do not seem to be insurmountable, however, given that panelists’ work indicates that on the local level, some solutions are possible in the current environment. 


Follow-up Questions:
What do you think are the 3 most important gaps to fill in Stage 3 MU?
1)   Connecting individuals across multiple care systems, including such services as behavioral health, departments of health, rehabilitation, senior housing, pharmacies, non-traditional medical settings and tertiary care.  
2)   Connecting community partners involved in the patient plan
3)   Address individual patient needs that impact their ability to be successful with self-care, such as primary language and levels of health literacy
4) Confirming and assigning responsibility on the sending and receiving side of every health care transition (is this a standards or policy issue?)
What are the most glaring omissions in terms of information that needs to be collected for working collaboratively with patients and families toward achievement of health goals?
· Patient goals
· Patient preferences
· Accountability for sending and receiving information (is this a standards or policy issue?) 
How should stage 3 advance the use of registries for purposes of care coordination?
· There is significant workflow redesign required to successfully implement a registry.
How can health IT support shared decision-making in Stage 3?
· Provide easy access to evidence based protocols and shared decision making tools in patient friendly language.
· Prevent information overload by involving other disciplines in the management of information. 
What steps should we take in Stage 3 toward developing a real-time, continuous feedback loop among care team members (including patients/families, and including feedback to providers)?
· HIE development and accessibility for providers and patients across settings. 
What are some ways that Stage 3 can begin rewarding use of mobile technologies and tele-health?
· Enable integration of tele-monitoring and information from mobile devices into EMR. 
Local innovation, partnership building, and commitment has been successful in some areas at devising solutions to the barriers presented by current payment models and lack of exchange of information.  What implications does this have for how the HITPC should approach Stage 3 MU criteria? 
· Collaboration across multiple settings is critical to success.
· Collaboration/alignment with state HIE program to help ensure affordable and seamless patient and provider enrollment.


