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Objectives   

 • Discuss the value of designing workflows and processes in 
preparation for building technology to support new models of 
care delivery  

• Present CHN’s experience developing and implementing 
practical workflows and tools to support care coordination 
efforts as a lead Health Home 

• Share CHN’s Roster Management Application and how the 
workflows and tools have been incorporated and rolled out 
among the downstream providers 
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About PCDC 
• Founded in 1993 

 

• Nonprofit organization dedicated to transforming and expanding 
primary care in underserved communities to: 
– Improve health outcomes 

– Reduce healthcare costs and disparities. 

  

• PCDC’s programs enhance access to primary care by offering: 
– Capital Investment: Flexible financing to build and modernize facilities 

– Performance Improvement: Coaching and training to strengthen care 
delivery 

– Policy & Advocacy: Leading policy initiatives to strengthen primary care 
policy 
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What is a Health Home? 

• A “Home”  that facilitates access to medical care, 
behavioral health care, and community-based social 
services  for high risk patients 
 

• Medicaid program patients with multiple chronic 
conditions and/or serious mental illness 
 

• Care coordination and integration of services are provided 
by an interdisciplinary team of providers led by a 
dedicated care manager 
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Systems to Support Care Coordination 

 Many models describe what a care coordination system 
needs to include, few focus on how to operationalize it 

 

The Health Home model presented many operational 
challenges: 

• New systems and approaches to delivering care 

• Staffing models and training 

• Need for additional resources, including care 
management technology 
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Care Coordination Model Project  
Funded by the Altman Foundation 

 
 

Timeframe: July 2012 – April 2014 
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Project Participants 

• Community Healthcare Network (CHN) – lead Health 
Home in Brooklyn  
 

• Help PSI – downstream provider in CHN Health Home 
 

• Housing Works – downstream provider in CHN Health 
Home 
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Health Home Care Coordination Model Project  

 
Methods: 

• Implementation Team: patient navigators, care managers, site 
supervisors, director, and PCDC coach. Diagnose problems and  
identify, test, refine and implement solutions pertaining to challenge 
areas.  
 

• Managers Meetings: site supervisors and directors.  Discuss 
challenges and project direction with PCDC coach. 
 

• Executive team: senior leadership, Health Home director, and PCDC 
coach.  Project updates and approval of any large programmatic 
changes needed.  
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Goal/Objective 

 Current State 

  Challenges 

   Solutions 

    Test 

     Refine 

      Implement  

       Monitor 

Developing Solutions for the Front Line 
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Health Home Care Coordination Model Project  

 
Common Challenges: 

• Outreach and Engagement 

• Patient Assessments 

• Developing Care Plans 

• Patient monitoring 

• Team communication 

• Staff training on new workflows and tools 
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CARE PLAN FLOW 

DATE: 9/30/12           

Complexity Client Name Goals Care Manager Patient Navigator Care Coordinator 
Date of 
Completion 

High Henry 

M: Attend medical appt. by 11-
30-12; Increase T-cell 20-100 
H: obtain 1br. In BX 
SA: Meth. Program daily 
adherence- Remain drug free 
 

find patient and make 
appt.  call Landord N/A 11/30/12 
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Results 

• Over 82% of care management staff and their managers at 
all three organizations reported that the new workflows 
and tools helped them to: 

– Produce more complete assessments on time 

– Manage day-to-day tasks for their larger caseloads  

– Improve their understanding of the care planning process  

– More efficiently train new staff 
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Lessons Learned 

• Involve staff at all levels for successful change 
 

• Implement a uniform set of care coordination systems, 
workflows and tools 
 

• Conduct onsite training that connects workflows and tools 
to processes and care coordination skills 
 

• Taking the time to develop and test practical workflows 
and processes will help technology support staff in their 
new roles 
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Final Report and Tools  

 

 

 

 

Available for download at www.pcdc.org 
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Health Home Care Coordination Project  
CHN’s Experience  
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Brief History of CHN 

• Provided COBRA case management services for 20 years 

• Lead Health Home provider in Brooklyn and Queens and a Co-
Lead in the Bronx and Manhattan 

• Comprehensive and robust provider network 

• Level 3 Medical Home in 11 Health centers and 1 Mobile Van 

• Joint Commission Accredited 

• Won Case management National Award 
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HH implementation Challenges 

• Quick roll out process by the State 

• Higher caseloads 

• Care management staff learning new EMR, Development of 
electronic CM module, and the new required documentation 

• Expanded  target population: from  HIV with co-morbidities to 
numerous Chronic Conditions  

• Working with more specialty external providers 

• Lack of funding to build infrastructure 

• Limited community awareness of HH and its impact 
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Training Implementation through Project and 
Beyond 

• Prior to HH implementation staff had two years of train the trainer 
preparation regarding HIV population and overall adherence 

• Provided trainings on Chronic Conditions through the lens of Health 
Literacy 

• Provided numerous trainings on new documentation and HH work 
flows 

•  Additional investment and staff involvement in documenting all work 
flows: i.e. 

   Assessments 

   Care Plans 

   Patient Monitoring  
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RMA- Roster Management Application 
 • History of the RMA 

•Incorporating tools into an electronic system 
•Monitoring monthly client services 

•Tracking assessments, care conferences, care plan 
updates, etc 

•Assistance in reporting and tracking to DOH 

• Care Plan development 
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 Caseload Coverage 
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Caseload Overview 
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Outreach Segments 
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Care Plan 



Slide 26   

Incorporating Pre-Existing and New Best Practices 

• Pre-Existing Best Practices 

– Staff prior expertise in community-based experience 

– Prior experience in comprehensive assessments and interdisciplinary team 
conferences 

– Ability to outreach + engage effectively 

– Standardized protocols in place that needed to be revised 

 

• New Best Practices 

– Development of HH Script 

– Document old and new workflows 

– Extensive training around the standard workflows and protocols 
inclusive of caseload coverage and patient monitoring 

– Extensive training around HH billing standards and requirements 
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Future Development in the RMA 

Disease specific care conference templates 

• Will guide Care Managers in the discussion with the provider 

• Ensure that we are following up on HEDIS & QARR measures  

• Will give us the ability to track data and health outcomes over time 
 

Inclusion of the Care Plan Flow into the RMA 

•  Will allow Care Managers to delegate tasks from the care plan to 
themselves and the Patient Navigator 

• Will ensure that the team is always working off of the care plan so 
that the care plan will be kept "live" 
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Questions 
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Contact Information  

 

 

Therese Wetterman, MPH 

twetterman@pcdc.org 

212-437-3951 

 

 

 

 

 

 

 

 

 

Ryan Wilcoxon 

rwilcoxon@chnnyc.org 

917-656-5853 
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