(OFFICE NAME)
POLICY/GUIDELINES FOR COORDINATION OF CARE 
INITIATIVE 13.0
Subject: Coordination of Care Initiative
Statement of Purpose: To ensure patient transitions are well-managed and patient care is coordinated across health care settings through a process of active communication and collaboration among providers, patients, and their caregivers. 
Policy Guidelines and Procedures:
*This portion is for informational purposes only.  Below is not to be part of the Policy:

13.0 Coordination of Care

Include step by step process (see below) in this section with timeframes:

· (13.1) Practice is notified of each patient admission, discharge or other type of encounter at facilities which the physician(s) has admitting privileges or other ongoing relationships for patients selected for initial focus. (PCP Required)
· (13.2) Process is in place for exchanging necessary medical records and discussing continued care arrangement with other providers and facilities relevant to patients selected for initial focus. 
· (13.3) Practice systematically tracks all necessary information for patients selected for initial focus regarding any facility visits.
· (13.4) Process is in place to flag for immediate attention any patient issue that indicates a potentially time sensitive health issue relevant for patient population selected for initial focus.
· (13.5) Process is in place to ensure that written transition plans are developed in collaboration with patients and care givers for patients selected for initial focus who are leaving the practice. 
· (13.6) Process is in place to coordinate with payer case manager for patients with complex or catastrophic conditions and list of each payer case manager directory is kept. 
· (13.7) Written procedures are kept on care coordination processes and all appropriate staff members of care team are trained on care coordination processes with clearly defined roles. 

· (13.10) A tracking method is in place to ensure that all eligible patients discharged from the hospital receive individualized transition of care phone call or face-to-face visit within 24-48 hours. 
· (13.11) Practice is actively participating in the Michigan Admission, Discharge, and Transfer (ADT) Initiative. 
· (13.12) Practice is actively participating in the Michigan statewide exchange Consolidated Clinical Document Architecture (CCDA). Practice must show receipt of discharge notes and contact with patients within 2 calendar days of discharge. 
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