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Crossan. A list of Council Subspecialty Society member organizations, other
participating organizations, and subject matter experts that contributed to this
paper can be found in Appendix Il. The paper was approved by the Board of
Regents of the American College of Physicians on February 15, 2022.
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Visits to specialty care clinicians account for more than half of outpatient
visits in the U.S., and referral rates are increasing over time.% 2Among nonelderly
patients, about one third of patients are referred to a specialist each year; the
proportion is even higher for elderly patients.® # When referrals split patient care
across multiple clinicians, that care can become fragmented and increase the risks
for missed care, duplicative services, medication errors, poor clinical outcomes
and quality of care, increased costs, patient confusion and dissatisfaction, and
clinician frustration and wasted time.> © 7 8 The risk for adverse outcomes
increases exponentially when multiple sources of medical care are involved.®

Collaboration between primary and specialty care clinicians to effectively
coordinate care can reduce the chance of poor outcomes.® Collaboration is
the act of working together and is critical to achieving care coordination, which
is “the deliberate organization of patient care activities between two or more
participants (including the patient) involved in a patient’s care to facilitate the
appropriate delivery of health care services.”10

In 2010, the American College of Physicians (ACP) introduced the medical
neighbor concept and defined the core elements of a high-value referral in
“The Patient-Centered Medical Home Neighbor The Interface of the Patient-
Centered Medical Home With Specialty/Subspecialty Practices.”*! The policy
paper established the groundwork for the College’s subsequent efforts to
improve primary care-specialty care collaboration in the outpatient setting. This
position paper expands on that foundational work and addresses ongoing care
after the initial referral. The paper outlines how primary care (PC) and specialty
care (SC) teams can effectively collaborate—longitudinally, and with patients and
families—to support coordinated care.

This paper identifies guiding principles, shared expectations, and core
elements that the workgroup considered common to most types of PC-SC
working relationships and that are required for effective collaboration. The
accompanying playbook (see Appendix I) delves deeper, offering a framework
for classifying several common types of PC-SC working relationships and
providing principles, expectations, and elements for collaboration that are
unique to each.
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Underpinning these recommendations is the assertion that mutually
respectful interclinician relationships are required for effective collaboration.?
Coordinating care may be simplified by leveraging health information technology
(IT), organizational structure, and standardized processes.'? However, collegial
relationships impact clinicians’ satisfaction with day-to-day interactions and
are critical for the collaboration required to negotiate complex issues, urgent
concerns, and other situations where existing supports are insufficient in and of
themselves.1? 13

The overall goal of this policy paper is to provide recommendations that
support stronger collaboration between PC and SC teams to improve care
coordination and thus clinical outcomes, patient and clinician satisfaction,
and costs.

The workgroup that developed this paper included stakeholders from
professional medical organizations representing a wide range of medical
specialties, patient and family advocacy organizations, and subject matter
experts in care delivery and coordination. A full list of participating organizations
and subject matter experts can be found in Appendix Il. An initial steering
committee developed the strategic direction, processes, and organization for
the workgroup efforts. Seven stakeholder subgroups focused on different types
of PC-SC collaboration were tasked with developing work products that were
then vetted by the full workgroup. Each subgroup’s work product defined the
following for their assigned collaborative care role:

1. Guiding principles—foundational doctrines or tenets that underpin
effective PC-SC collaborative care that need to be upheld no matter how
implementation is adapted to specific patients or local practice

2. Shared expectations—intentions about which all parties agree to build
successful SC roles and PC-SC relationships; includes clarification around
necessary care, who fulfills what care management tasks, and ground
rules for working together to optimize patient care

3. Critical elements—crucial items, mechanisms, or processes (such as health
IT) or workflows that are paramount to upholding the principles and
meeting the expectations for each SC role

4. Helpful elements—items, mechanisms, or processes that help, but are
not critical to, facilitating the upholding of principles and meeting of
expectations for each ideal SC role

A review panel comprising a smaller number of workgroup members
and ACP staff used these materials to distill a set of overarching principles,
expectations, critical elements, and helpful elements common across all forms
of PC-SC collaboration. These common features make up the foundation of this
policy paper. Principles, expectations, critical elements, and helpful elements
specific to each SC role were used to construct the accompanying playbook.
The final policy paper and playbook incorporate feedback from the workgroup,
ACP’s Council of Subspecialty Societies, Board of Regents, Board of Governors,
Council of Early Career Physicians, Council of Resident/Fellow Members, and
Council of Student Members, as well as expert outside reviewers. The final
position paper and playbook were reviewed by the ACP Board of Regents and
approved on February 15, 2022.
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ACP has long been committed to reforming our nation’s health care delivery
system to put patient needs at the center and focus on value. Since partnering
with the American Academy of Family Physicians, American Academy of
Pediatrics, and American Osteopathic Association to introduce joint principles
for the patient-centered medical home (PCMH) model nearly 15 years ago, the
College has increasingly focused on the need to coordinate patient care not only
within but also across settings.14

In its 2010 paper on PCMH-N, the College introduced the concept of the
medical neighbor (see Figure 1) and illustrated the necessary expectations
for a high-value referral process, including key principles of high-value initial
referral requests and referral responses (see Figures 2 and 3).11 The subsequent
High Value Care Coordination (HVCC) Toolkit includes a series of resources
to guide the practical implementation of the key principles from the PCMH-N
paper, including referral checklists, care coordination agreement templates, and
recommendations for preparing patients for optimal referrals.
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A specialty/subspecialty practice recognized as a PCMH-N engages in pro-
cesses that:
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This current paper aims to expand on this foundational work by addressing
effective PC-SC collaboration that extends beyond the initial SC referral, when
more than one clinician or care team is involved in the care for a patient.
This policy paper introduces fundamental principles, shared expectations,
and critical elements common to effective collaboration. The accompanying
playbook (Appendix I) operationalizes these concepts with a new framework
describing several distinct PC-SC collaborative care roles. These are intended
to be viewed as a spectrum along which the SC role may evolve over time as
patient needs and circumstances change. By establishing a clear framework
for PC-SC collaboration across the chasm that often exists between the PC
and SC settings, the goal is to create an intentional mindset that minimizes
fragmentation and optimizes coordination of care between PC and SC
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Clinical care teams should work collaboratively
with patients, families, and caregivers to empower
them to be active partners in all aspects of their care.
Their needs, preferences, and limitations should be
actively predicted, solicited, and considered in all care
encounters and decisions.

ce,

Patients, caregivers, and families must navigate an increasingly fragmented,
siloed U.S. health care system. The average Medicare beneficiary sees two PC
clinicians and five SC clinicians per year. Those with chronic illnesses see an
average of 11 clinicians annually.15 Yet, fewer than half of U.S. PC clinicians
report “frequently” coordinating care with SC clinicians.1®
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any challenges they might face in following the specialty clinician
recommendations and discuss ways to address these challenges
with the clinician and care team. Importantly, while the patient
and family should be empowered to be active partners in decision
making regarding their care, they should not be responsible for the
coordination of their care between their PC and SC teams; rather
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anticipated management needs, as well as SC contact information
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their own health preferences and goals. Educational resources
such as after-visit summaries help support patient knowledge and
understanding.3°
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The roles, responsibilities, and mutual expectations
of PC and SC care team members should be clear and
acceptable to all parties, including the patient and family.
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Ambiguity and disagreement in the respective roles and responsibilities
of PC and SC practices leads to care inefficiencies, duplicated testing, and
patient confusion.?0: 41, 42,43, 44,45 poorly defined roles and responsibilities also
contribute to the backlog for SC services in the U.S. as SC teams continue long-
term follow-up of patients whose conditions might be comfortably managed by
their PC teams.*® Expectations for the roles and responsibilities in the referral
process itself, including ensuring the critical elements of a high-value referral
request and response, have been described in the PCMH-N policy paper and
HVCC Toolkit. Here, we extend this work to define roles and responsibilities
during the collaborative provision of care (see Appendix ).

Having common, agreed-on principles and expectations for who does what
in each type of care relationship offers a foundation for reducing ambiguity and
providing coordinated care for the patient. With the initial referral request, PC
clinicians can include a request for the desired type of SC role in care along
with agreement from the patient and/or family. This step initiates the process
of defining anticipated roles and responsibilities. If the SC clinician feels that
another type of role would be more appropriate to help address or manage the
condition, then further discussion among all parties can establish what that role
will be and adjust for any modifications that better accommodate the patient’s
needs. As the patient and/or their condition or circumstances change, the roles
and responsibilities of the different parties involved in their care may need to be
readjusted as well. This should be done in a collaborative and patient-centered
manner so that all parties are aware and in agreement.

It is important to recognize that health care delivery is complex work that
involves interdependent tasks as well as interdependent people who perform
those tasks. Primary care and SC clinicians who share patients simply cannot work
in silos, or with a dismissive or competitive stance toward one another. A shared
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responsibility for specific elements of a patient’s care for a referred condition
as the patient’s needs dictate, while working together to coordinate care and
avoid redundancy to ensure all patient needs are met. Over time, this approach
will mutually empower each clinician to maximize their respective strengths
and capabilities, reduce siloed practice, establish a more appropriate balance
of PC-SC responsibilities, and improve PC and SC satisfaction with their own
roles and each other’s. In moving toward this type of model, it is important
to adequately reimburse all engaged parties for time spent on continued
coordination, guidance, and information exchange (see payment structures
under section VI [Barriers and System-Level Limitations to Implementation]).
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he 'Ce.mh” B erye. h eh B FE . "k ?er”f.
p.-8 < A Rr € . Fe. ThePC teath is responsible for transferring
care or%eeking assistance, guidance, or specialty consultation when
the problems being addressed are beyond that clinician’s ability to
treat due to training, experience, level of time commitment entailed,
or comfort level, and is responsible for managing the coordination
and integration of the care provided by all involved clinicians. When
an extension of care beyond PC is needed, SC partners should work
with the PC team to ensure effective, bidirectional communication;
appropriate, timely, and effective consultations and referrals; and
appropriate division of care management responsibilities and
should support the PC practice in its efforts to manage the patient’s
overall care and coordinate multiple sources of care. !t
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NEkeqC " N Ideally, th work of SC ahd PC occur in
alignment or synergistically. Unfortunately, this is often not the case.
A mindset of collaboration and cohesion (a sense of being in it
together) should extend from the initial referral, through the care
process and to any transitions or transfers of care. Understanding
SC as an extension of care from the hub of PC and adopting a
comprehensive, patient-focused culture of collaboration can help
bridge care silos to help augment ongoing patient care versus
contributing to fragmentation.12
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ffr .  ~vve -ell 9Cr* 2, as suggeSted in the PCMH-N poficy
pape? and HVCC Toolkit, such as “procedural consultation” or
“co-management with principal care for the referred condition.” The
playbook included in Appendix | can serve as a framework for how
to strucP Auiose discussions and how specific care management

roles and responsibilities would flow from this decision. While a
clear delineation of the SC role in care helps to clarify roles and
responsibilities, this approach must also be flexible and adaptable
based on evolving circumstances. All parties should understand
this role is subject to change over time. These decisions should not
be considered one-size-fits-all.» B&@~™ . y, yh & req e -eld By
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¢ Mg e Ry - hh%‘ I rather than by an advanced practice
practitioner other than in circumstances where it would result in
significant delays in care adversely impacting patient outcomes.
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are intended to serve as formal or informal general agreements
between practices, while allowing for customizable individual care
plans based on individual patient and family circumstances and
preferences.
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support the gdals of the patient care plan and improve Patient-
centered care while enhancing patient quality of care and safety.
As part of this plan, each care team should establish a lead staff
member to manage coordination with external care teams and
track care management tasks for which internal care team members
are responsible. Support and training for these staff should be
provided by health care systems and payers.
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€ .re -e.m . These trained staff can assist other tearﬁsmembers
in accurat®, timely, and appropriate communications between the
PC and SC teams, as well as with the patient and family.11 They
can operate within a single practice or be shared across multiple
practices, such as between a PC and SC practice that have a high
volume of referrals and co-managed patient populations. Patient
navigators have been found to improve care coordination, patient
experience of care, and clinical outcomes and reduce health
disparities.57 58
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“rme I @ m™ ey.59 60,61 InterproFessr'bnal virtual consdiltations
or e-consults, as they are commonly called, represent formalized
asynchronous, clinician-to-clinician requests for consultative advice
without patient presence.sz' 63 These occur within a shared EHR
or web-based portal. E-consults can be utilized for new clinical
questions or as part of ongoing shared care with PC requesting
follow-up advice from SC. Satisfaction with e-consults among PC
and SC is generally high.61 Benefits reported by PC for this type
of PC-SC collaboration include improved communication, rapid
turnaround, and educational value.* Those reported by SC include
improved clarity of referral questions, fewer inappropriate clinic
visits, and increased efficiency of face-to-face visits when a prior
e-consult resulted in completion of the preliminary Work-up.61
By eliminating unnecessary SC visits, e-consults can shorten wait
times and enhance patient access to specialty services.b1 65 A
Veterans Affairs study found that e-consults reduced response time
by 92%-95% (from an average of 34.4 to 2.4 days) across several
specialties.66
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All parties should engage in timely, informative, and
focused communication with one another that highlights
critical issues and/or items needing action.
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Poor communication is a common pitfall of the current referral system and a
major root cause of ineffective transitions between PC and SC teams and adverse
patient events 18 19.67.68,69,70, 71, 72 ghecialty care clinicians report not receiving
needed information with a referral request over 50% of the time, and 25%-50%
of the time referring clinicians fail to receive timely communication back from
the SC clinician.®- 73 74 This lack of communication along with a lack of referral
tracking during the referral process often results in the SC clinician not knowing
why a patient was referred, the PC clinician not knowing if the patient was ever
seen or what the outcome was, and fewer than half of patients ever making it
to a SC appointment once referred.® 26 73 75 Having effective communication
across all parties, including the PC and SC teams, patient, and family, helps
reduce fragmentation and improve continuity of care. The PCMH-N policy paper
and HVCC Toolkit emphasize communication requirements for a high-value,
more effective referral process and detail the necessary elements for an effective
referral request and referral response as well as for referral tracking.! 32

Communication is also critical during ongoing care relationships. Several
critical time points were noted by the workgroup participants as well as in the
literature as to when gaps in communication most commonly occur and have an
adverse effect.?® 76 This is especially true when patients have a more critical illness
requiring intensive SC involvement. The first time point is when a concerned PC
clinician needs feedback on worrisome findings and clarity around the necessity
and urgency of a referral (see “Helpful Elements” in this section).?® 7/ The second
point is following the initial SC evaluation when the PC clinician needs to hear back
promptly regarding the diagnosis and treatment plan along with the patient and
family response. Not knowing the diagnosis or treatment plan in a timely matter
limits the emotional and clinical support that the PC team can provide. A third time
that a gap in communication is all too common is after an adverse event, such as a
major change in clinical status or even after death of the patient. Clinicians report
often learning of these events sometime later from family, from obituaries, or
when mentioned during a conversation with another clinician or staff. Again, this
limits the opportunity for support from the PC and long-term SC teams. Finally,
too often PC is not notified at the terminal stage of an illness when palliative or
end-of-life care is needed. Being mindful of the need to provide information to
the other clinicians that share in the care of the patient is an important aspect of
improving communication.

Communication includes information exchange, but communication is
more than information exchange—“genuine dialogue” is also desirable.>3 78 79
There are times when a telephone call or other direct contact is the best way to
ensure the other parties are kept up to date and able to provide input on the
situation with a mutual patient.79 In both written and verbal communications,
sharing clinical insights, including an explanation of the thought processes,

12
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synthesis, and rationale that went into the evaluation and/or management
decisions, is more valuable to collaboration and patient-centered care than is a
long list of data elements.8°

Communication is essential to building peer-to-peer working relationships
that enable sharing the care and working together versus working in isolation
or with parallel efforts. Improving communication between clinicians has been
shown to not only improve clinician job satisfaction but also to improve patient
outcomes.’! 81 Clinically significant improvement in patient outcomes can be
seen with increased “interactive communication.”®? Interactive communication,
such as with joint patient consultations, scheduled phone calls, and shared
progress notes, helps build trust and respect among clinicians and increases
relational coordination and collaboration.

S¥ N &€ s
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conditions. For example, the prescription of a glucocorticoid for
one condition can alter the management requirements for diabetes
or prediabetes as well as other conditions. In addition, to avoid
the patient receiving conflicting advice from different clinicians, all
involved care teams must be aware of any changes in treatment,
health care goals, new diagnoses, or major changes in the patient’s
health status.

14
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communication, such as a telephone call, may be necessary for
issues that are urgent or require clarification or resolution, such
as if PC and SC teams disagree on the appropriate form of PC-SC
collaboration or if they need to inform the other of a major patient
event that may pose serious and/or immediate health risks.83: 8485,
86 Utilizing a care coordination agreement to clarify expectations and
mechanisms for communication will help to ensure communication
takes place and reduce the opportunities for misunderstandings.

herem -Bel ~weell-®€ "papan€ .M ~ermh .-, er-
rmer@er ~fN "h er® N€ . € re-e.rmph &5 @ -2 NS
N eeflle. The inbox for clinicians can be overwhelming.8” While
information sharing is critical for good communication and
collaboration, and for achieving care continuity and coordination,
it can add to the daily tasks of clinicians. Knowing which items are
most urgent and/or require action is critically important. Utilization
of an alert system with agreement on the type of time-sensitive or
urgent information to be included within the alert, could be used
to notify clinicians of items needing more immediate attention. The
designations for the alert system should be agreed on in advance
and could identions and710 18cLang (en-US)/MCID 830i1t.5 (n)0.6 03cp.5 (d)0.5 ( i)0.E
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In addition, establishing a mechanism for PC clinicians to request
prereferral input from the SC clinician can help with the referral
appropriateness, timing, and/or preparation.®®: 91 92 This type of
interactive communication also helps improve working relationships
between clinicians.82: 88 90

g &né&e .ryPHfe. Be, - ®hell e NB .y -Be
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rm -me p.r-'e, intludifig the patieht, family, and PC and SC
teams. Exampl&s include conference calls or video conferences.
This is particularly helpful and important when discussing major
decisions around treatment options with potentially serious
implications, such as with cancer care.3®
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S.ghn » ~.vy.’4 All exchanges would be captured as part of the
patient’s medical record that all involved parties can access as
needed and as appropriate.?® 96 Relevant communication that
occurs verbally or separate from the health IT system should
be transcribed in the EHR. The use of health information and
communication technologies like EHRs and health information
exchanges provides the opportunity to mitigate fragments in
care coordination and communication challenges across patrties.
Making use of both structured (e.g., computerized provider order
entry) and unstructured pathways (e.g., clinician notes) within EHRs,
for example, are instances of health IT technology that can be
leveraged to support effective communication.
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Patient data should be shared in a timely, thorough,
actionable, and well-organized manner.
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Referral requests for SC often are missing data elements essential to
evaluating whether and what type of SC involvement is appropriate and for
gauging next steps. The PCMH-N policy paper and HVCC Toolkit indicate what
general data are required for a referral request and for a corresponding referral
response to be “high value” and thus more effective (see Figures 2 and 3). In
addition, recommended data elements for referrals of specific conditions can
be detailed in referral guidelines and incorporated into referral templates and
referral decision support tools, such as with the AAMC “enhanced referrals”
(Project Core).sg* 95 Having the necessary, pertinent data at the time of the
initial SC appointment allows a more efficient visit and potentially fewer visits,
thus providing greater benefit to the patient. The SC team can assist on their
end by using previsit review of the data received with all referral requests and,

16
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-8 -pryfy N E & r-y. Existing HIPAA 2qlfiremehts and
information blocking regulations necessitate practices dedicate
efforts to establishing appropriate compliance programs that
account for the secure and protected collection, use, and exchange
of electronic health information across the health care continuum.®
105 Wwhile the 21st Century Cures Act independently serves to
improve interoperability and enhance data sharing, it also set into
motion many other privacy and security considerations. Updating
practice policies, procedures, and workflows to reflect both current
and imminent data sharing “best practices” should be a priority.

Divz-h .M cx pr*-® * h*” E e e-B hel™ he®.re
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medical notes may be shaPetl on an informational basis with a label
such as “FYI,” versus data that require immediate attention or reflect
an important patient status change that may be labeled as a “major/
critical event” with an accompanying alert or pop-up notification in
the receiving practice’s EHR when action is needed.
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h e -y pre £ e "% 93 Both EHRs &hd HIEs facilitate sharing of
information betWeen practices and make it easy to screen for the
most pertinent information. Electronic health records can also
incorporate templates or decision-support tools that automatically
prompt clinicians for missing data elements. This will also improve
the effectiveness of interpractice communications and information
transfers while minimizing burden on staff.56: 106
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Beyond the immediate scope of the PC and SC practice settings, several
barriers and system-level limitations add administrative burden and inhibit PC
and SC collaboration. These warrant future study and action by policymakers
and industry actors.1t

e = =¥ -~ p ,\;,A,}:‘L o~/

Health IT, including EHRSs, provide the opportunity to enhance communication
across care teams and health systems, as well as improve patient care coordination.
Ideally, health IT is designed to allow clinicians to spend more time with their

18



Beyond the Referral: Principles of E ective, Ongoing Primary and Specialty Care Collaboration

patients reviewing and discussing meaningful information regarding their
health care and engage in shared decision making.!! For example, web-based
referral platforms, practice management software, and secure messaging and
conferencing platforms can streamline referral documentation, facilitate seamless
data collection and exchange, and provide a centralized record of a patient’s
medical history. However, a lack of interoperability across systems and settings has
hamstrung the ability of health IT to effectively coordinate care, and in many cases,
it has increased burden and decreased health IT usability.1%6 Regulations in the
21st Century Cures Act aim to enhance access to and exchange of electronic health
information through many technical requirements and provisions prohibiting
information blocking (practices that interfere with access, exchange, or use of
electronic health information).38 ACP supports efforts to improve meaningful
and useful data exchange along with promoting the consistent adoption and
implementation of industry-wide technical standards, which all health care
stakeholders should ideally develop collaboratively.?® These ongoing efforts to
improve data access and exchange can also facilitate the integration of clinical
guidelines into health IT workflows to support more accurate clinical decision
making and improve the overall effectiveness and safety of patient care.
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and other stakeholders to compare and assess medical services and products
in a meaningful way.1?3 We believe this is a critical factor to delivering patient-
centered care, fostering meaningful care coordination across settings, and
bringing down system-wide costs.

iy 2 €s.

The framework presented in this paper and accompanying playbook outlines
the steps to promote and support optimal PC-SC collaboration, reduce care
fragmentation, and achieve better care coordination across settings. Grounded
in the principles of family-and patient-partnered care, clearly defined clinical
roles and responsibilities, timely communication, and effective data sharing,
this framework can help PC and SC teams work together more collaboratively
and effectively. Over time, this shift has the potential to achieve meaningful
system-level impacts, including restoring the PC-SC relationship, improving PC
and SC clinician satisfaction, utilizing health care resources more efficiently, and
improving patient access to SC services. Most importantly, it can improve patient
outcomes and satisfaction with their care.1?
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‘r'r-n: ry® .re (‘C) <e. m: ACP adopts the Institute of Medicine
definition of primary care, which is “the provision of integrated,
accessible health care services by clinicians who are accountable
for addressing a large majority of personal health care needs,
developing a sustained partnership with patients, and practicing
in the context of family and community.”125 ACP supports a health
care system that invests greater resources in PC and supports the
value that internal and family medicine specialists offer to patients
in the diagnosis, treatment, and management of team-based care,
from preventive health to complex illness.3® The PC team should
operate as the central hub of patient information, PC provision, and
care coordination and have the overall responsibility for ensuring
the coordination and integration of the care provided by all involved
clinicians and other health care professionals.1l Team members
have a responsibility to transfer care or seek assistance, guidance,
or consultation from a specialty care clinician when problems are
beyond their own training, experience, or comfort level. 47

1p§ =yt Lre (9€) ~e-m: Specialty care teams provide care for
a specific area of expertise and serve as an extension of patient
care for discrete medical questions or needs when additional
knowledge and/or skills in a specific area are requ