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Learning Objectives

1. Understand the foundations and structures that are 

integral in building a successful care coordination 

program

2. Explore the key structures noted above and recognize 

the value each brings to a care coordination program

3. Provide examples of how a health care organization can 

provide for the key components of a successful care 

coordination program



Six Priorities of the National 
Quality Strategy

1. Safer Care

2. Patient and Family Engagement

3. Effective Communication & Coordination of Care

4. Effective Prevention & Treatment

5. Best Practices in Healthy Living

6. New Health Care Delivery Models





AHRQ definition

• “Care coordination involves deliberately organizing 
patient care activities and sharing information among 
all of the participants concerned with a patient's care 
to achieve safer and more effective care. This means 
that the patient's needs and preferences are known 
ahead of time and communicated at the right time to 
the right people, and that this information is used to 
provide safe, appropriate, and effective care to the 
patient.”



National Quality Forum 2014

• “Care coordination is the deliberate 
synchronization of activities and information to 
improve health outcomes by ensuring that 
care recipients’ and families’ needs and 
preferences for  healthcare and community 
services are met over time.”



What Care Coordination Isn’t?



Goals of Care Coordination
• One key goal is to reduce the patients/families “care 

burden” when navigating the health system

• Another is to make the communication among caregivers 

more seamless, reducing rework, inefficiencies and 

dropped balls

• A third is to mitigate the consequences of uncoordinated 

care, i.e. readmissions, avoidable ED visits, unintended 

clinical outcomes

• Care coordination acts as a bridge across the silos of 

care



Highest cost patients requiring complex care coordination to reduce 

overall cost of care and improve quality of life

Catastrophic

High risk based on predictive risk modelling and/or utilization criteria 

requiring long term care coordination. 

High Risk

Moderate risk based on predictive risk modelling and/or 

utilization criteria requiring coaching or short term 

management. 

Moderate Risk

Identification of care gaps, health education needs, 

or clinical data that may indicate a risk of 

developing a chronic disease

Rising Risk

Members are stratified for health management based on current and 

projected future health and utilization metrics

Population Health Management (PHM) Risk Stratification Model

Level 3

Level 2

Level 1

Level 0: Well Members

Reminders for preventive care, education on 

appropriate level of care

Well

Level 4



Patient Identification and Interventions
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• Telephonic nurse 

coaching

• Pharmacist-led
intervention

•Claims/EMR Review

Upcoming preventive 

services

Current gaps in services 

or treatment

Inappropriate ED usage

Missing primary care

• Mail and email 

campaigns 

• Telephonic steerage

• Claims/EMR Review

 Diabetes with HbA1C> 

9

 Diabetes HbA1C 7-8 

and BMI >30

 Diabetes without 

optimal pharmacological 

treatment

• Multiple ED visits with at 

least one avoidable

• Recent inpatient stay with 

modifiable risk factors

• Predictive model for pts 

with risk of admission for 

targeted chronic 

conditions prioritized by 

high utilization

 2 or more ED visits -or-

 1 inpatient stay

• Utilization Management 

Referral

• >$75,000 claims

• Specific catastrophic 

diagnoses

• Telephonic care 

coordination and 

transition management

• In-clinic and  telephonic 

care coordination

Integrated Services

Social Work Behavioral Health Other System Services



Integration with Primary Care 
Providers and their team
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The Old Care Process



The New Care Process



Key Components of an Effective Care 
Coordination Program 

1. Effective Tools for delivering care
2. Identification of members/patients 

most at risk
3. Improve care transitions
4. Monitor the effectiveness of your 

interventions



Registries Overview

• A clinical data registry records information about 

the health status of patients and the health care they 

receive over varying periods of time.

• Clinical data registries typically focus on patients who 

share a common reason for needing health care.



Types of Registries

• Disease Specific
• Payor
• Wellness
• Managing Clinical Risks – HCC
• Care Coordination



Care Coordination/Care Management 
Registries
Care Coordination/Care Management registries include populations that are being managed by 
specific team member populations.  Inclusion may relate to specific encounter types, episodes of 
care, discrete documentation, etc. 

Care Coordination Registry 
- ACO Population 

- Longitudinal Care Coordination Patients: RNCC’s, NN’s, OSN’s, DM Pharmacists, CBCM’s, BHCN’s via Episodes 
or SmartData Elements Identified 

- Chronic Disease Patients 
- High Cost patients based on Claims PMPM Costs Rolling 12 months over 50K (WCIC)

Post Acute Registry 
- Patients with the following:  Nursing Home encounters (since 8/1/17), Post Acute episodes of care (active or 
resolved), discharged from acute with disposition of SNF

RNCC Candidacy Criteria Registry 
- ACO Population

- Calculates a priority score for candidacy for RNCC’s.  Additional key metrics included. 



Determining Patient Population



Assign Priority Score

• Analytics department developed a scoring model with the 

following domains:

– General risk score - Epic

– ED visits

– IP admits

– Readmissions

– Chronic conditions

• COPD, depression, diabetes, heart failure



Assign Priority Score



Assign Priority Score



Determining Patient Population
• In addition, patients are targeted based on payers that 

reimburse AHC through value based contracts

– MSSP3

– Medicare Advantage

– Commercial Insurance

– Advocate Aurora Employee Plan



Introducing the RN Care Coordinator

• Strategically place RN Care Coordinator (RNCC) in 

clinics with significant volumes of high risk patients

• What about those clinics that do not have the volume of 

patients to substantiate a RN in the clinic? –Telephonic 

RN Care Coordinator

• Currently, we have 34 nurses covering 39 clinics and 5 

telephonic nurses



NURSING PRACTICE PLATFORM

“If the goal of care coordination and transition 
management is to prevent patients from falling 
through the cracks, it is critical that there are 
national, formal standards in place.” 

Nancy May, MSN, RN-BC, NEA-BC, and president of the AAACN  
Press release 12/19/15 from aaacn.org/news



Care Coordination and Transition 
Management (CCTM)



Aligning with CCTM Standards

Aurora System 

Nursing 

Standards align 

with ANA 

Standards

RNCC Dept

Standards align 

with AAACN 

CCTM Standards



Establishing Guidelines
Standard of Practice 4: Planning

The RN practicing CCTM develops a patient- and /or population-centered plan of care that identifies and advocates for strategies and alternatives to attain expected 

outcomes .1

Guideline Documentation Resources and Supplements

1 Engage and assist the patient, support system, and care team to strategize and create a plan to achieve desired 

outcomes and goals.

RNCC will document the plan of care 

in the Case Management Encounter 

and/or Nurse Visit encounter. The 

RNCC will utilize the Patient 

Instructions and Goals documentation 

sections to display information on a 

patient’s After Visit Summary in order 

to communicate the plan of care.

Plans to address assessments and 

screenings will be documented in the 

same encounter the assessment or 

screening was performed. 

RNCC will document pertinent 

information related to the patient and 

plan of care in the Longitudinal Plan 

of Care (LPOC) Care Coordination 

Note

 Care Management

 Best practice alerts

 Chapter 3 Education 

& Engagement 2

 Chapter 4 Coaching 

& Counseling 2

 Chapter 5 Patient 

Centered Care 

Planning 2

 RNCC Resource 

Binder

 Population Health 

(PH) Screening 

Guidelines in RN 

Health Coach Q 

drive folder

2 Incorporate evidenced-based practices, organizational policy and procedures, and cost-efficiency in the plan of 

care. 
3 Create plans that address and incorporate the results of assessments and screenings performed, such as the 

patient’s PAM level, risk-screening results, and social determinants of health.
4 Acknowledge the patient and population variables that may influence the plan of care including (but not limited 

to) cultural, socioeconomic, spiritual, environmental, and personal factors. 
5 Incorporate a timeline for goal-driven plan of care and achievement, reevaluation or reassessment, follow-up 

care, and care coordination as appropriate. 

Planning Guidelines for the RNCC in Primary Care



Standards and Guidelines 
Education



Patient 
Centered 

Care

Advocacy

Education 
and 

Engagement

Coaching and 
Counseling

Care Planning

Support for 
Self-

Management

Nursing 
Process

Team Work 
and 

Collaboration

Care 
Coordination

Transition 
Management

Co-visits with 
PCP

Phone Call Follow up

Nurse visits

RNCC Care Delivery Model

(Swan, 2012)



RNCC Caseloads



RNCC Acuity Scale



Discharge Criteria
Appropriate for Discharge if one of the following conditions is met:

• Refusal of services

• Insurance ineligibility

• Long term care resident or active hospice services

• Transfers care to another PCP who is not linked to an RNCC 

• Acuity level 1 for past 2-3 months and no hospital admissions in 

the last 30 days. 

• Lack of progressive improvement despite care coordination 

efforts over a 3-6 month period of time

• Adequate existing care coordination services



Guidelines for Using Acuity

Assessment
Standard of Practice 1

• Guideline: Patient acuity is assessed at minimum monthly and/or with  a 
change in patient status. 

Planning
Standard of Practice 4

• Guideline: Acuity 3 patients would typically be contacted once weekly. 
These patients warrant large amount of care coordination intervention. 
Acuity 2 patients would typically be contacted every 2 weeks. These 
patients warrant moderate amount of care coordination intervention. 
Acuity 1 patients would be contacted at least monthly. 



Guideline for Using Discharge 
Criteria

Evaluation
Standard of 
Practice 6

• Guideline: Conduct evaluation of patient appropriateness for the 
RNCC program using RNCC Discharge Criteria at a minimum 
frequency of monthly or with any change in discharge criteria status. 



RNCC Case Loads:
Determining the Sweet Spot
Current State

• Patients discharged from services based on discharge 

criteria

• Acuity assessed and documented on all patients per 

Guidelines

• Approximately 40-50 patients for clinic-based RNCC’s



KEY WORKFLOWS



On-boarding Patients
Pre-Engagement Letter

• Explain Care Coordination service being offered
• Written with the PCP as the sender for better patient buy-in



On-boarding Patients
Chart Review

• Trends and opportunities identified

• Recent VS and Diagnostics (A1c, BP, weight, EF, etc.)

• Determine if any discharge criteria present already (reason not to on-

board)

• Smart Text .RNCCCHARTREVIEW used for documentation



On-boarding Patients
Initial Intake

• Relationship established and comprehensive assessment



Evidence Based Practice
Screening Tools for Assessment

Patient Activation MeasurePAM

Generalized Anxiety Disorder 7GAD-7

Patient Health QuestionnairePHQ-2/9

Alcohol Use Disorders Identification TestAUDIT-C

Stopping Elderly Accidents, Deaths, and InjuriesSTEADI



Follow Up
Telephone Call
• Routine frequency based on acuity and as needed

• Bi-directional – we call out and the patients can call us



Follow Up
Co-visits and Nurse-only visits

•Opportunities for engagement, advocacy, education, goal-setting, 

collaboration



Transition Support
• Follow up with patient after ED visits, hospitalizations, sub-

acute rehab discharge

• Compliments existing Transitional Care Management 

practices that are part of the primary care team workflow



Coaching
• Patient-centered goals established

• Use of Motivational Interviewing

• Incorporation of Patient Activation Measure (PAM) 

into practice



Patient Education
• Promote self-management

• Department education resource on-line

• PAM Coaching for Activation® tool



Collaboration



Attention to Care Gaps
• Protocols allow RNCC to order necessary labs required

• EHR includes Best Practice Alerts 



Managing Caseload



Traditional Health 

Care at Work

Hospitals Clinics/
Specialty 

Care

ED/Urgent 
Care

Home 
Health 

Hospice



Longitudinal Plan of Care –
Happy Together





Information Displayed in LPOC

*LPOC incorporates Care Everywhere information



Care Coordination Note



REPORTS/DATA

• Utilization
• Patient Satisfaction
• Provider Satisfaction



Outcome Measures



Process Measures



RN Care Coordinator Program 
Results

RNCC vs. no RNCC

Medicare patients, risk-adjusted, same time frame



AAACN Nursing Sensitive Indicators

• Appropriate referral
• Patient engagement
• Reduction in readmission
• Follow up phone calls
• Advanced care planning for high 

risk patients
• Decreasing pediatric ED visits



Next Steps
• Review your current care 

coordination program – any gaps 

identified?

• Prioritize the work to determine 

which areas will give the biggest 

impact



• Contact Information

• kristine.kelm@aurora.org
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