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Abstract
Background: Continuity of care is the process by which the patient and health care team work
together on shared goals to attain high-quality, cost-effective care. Implementing best practice
strategies for communication between the health care team improves continuity of patient care.
Guidelines recommend that urgent care providers communicate the patient’s diagnosis, visit
summary and follow up to the primary care provider. Purpose: The aim of this project was to
improve communication between urgent and primary care using an evidence-based
recommendation to standardize workflow during patient transitions. A secondary aim of the
project was to improve documentation of discharge planning for better continuity of care and to
facilitate primary care follow up. Methods: Electronic health records (EHR) were audited using
a tool developed with evidence-based recommendations for best practice documentation. Using a
Plan, Do, Study, Act methodology, results were shared with the interprofessional team to gain
consensus for a new standardized workflow with multilayered communication approaches. A
pre- and post-implementation audit of the EHR was done. Results: There was an increase from
14% (n=35) pre-intervention documentation to 40% (n=35) post-intervention documentation in
the follow up section of the EHR. For visits requiring follow up, an increase from 75% to 100%
in follow up primary care appointments was noted after implementation of the new workflow.
Conclusions: Structured workflow systems and team consensus supports improved
communication between urgent care and primary care. Audit and feedback of communication
processes is imperative to support continuity of care, lower costs and improve patient health
outcomes.

Keywords: continuity of care, urgent care, patient transitions, best practice guidelines
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Introduction

Continuity of care is integral to the promotion of best patient health care outcomes. It is
the process by which the patient and health care team work together on shared goals to attain
high-quality, cost-effective care. Continuity of health care is a well-studied concept, and studies
demonstrate improved patient outcomes, decreased mortality and cost-effective health care
(AAFP, 2020; Baker, et al, 2020; Bazemore, et al, 2018; Chang, et al, 2020). Continuity is a
universally recognized cornerstone of patient centered care which yields the most cost effective,
best outcome level of care (NCSL, 2018; WHO, 2018). The development of robust
communication strategies between acute care settings and primary care settings has been
demonstrated to support continuity of care (Coleman, 2003). Additionally, when considering
patient centered medical care, a patient experience of trust and consistency within a longitudinal
relationship with a provider, leads to improved health outcomes (Etz, et al, 2019).

The evidence shows the value of continuity of primary care in extending life expectancy,
decreasing hospitalizations, and decreasing health care costs (Bazemore, et al, 2018).
Researchers in countries with universal health care coverage have identified a strong, consistent
primary care component as being critical to the success of the system and have advocated for
more health care dollars spent for developing primary care infrastructure (Schwartz, et al, 2019).
In fact, the Center for Medicare and Medicaid Services (CMS) has developed Primary Care
First, a value-based payment structure, which offers incentives for healthcare that prioritizes
access, continuity, and the patient-clinician relationship (CMS, 2022). The provision of
consistent primary care has been identified by CMS as a cornerstone of an effective health care

system and is the model for value-based payment as the agency rolls out Primary Care First
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(CMS, 2022). Assigning patients to a primary care provider panel is one of the first steps in
assuring access to quality health care and continuity of care.
Background

Patients who receive care outside of the primary care setting, whether it is in a hospital
emergency department (ED) or an ambulatory urgent care setting are at risk for disruption of
continuity of care (Villasenor & Krouse, 2015). Creating strong communication systems
between the two care settings is recommended in the Primary Care First quality improvement
metrics for Federally Qualified Health Centers (FQHCs) (CMS, 2022). Additionally, poor
communication is identified as a factor in patient failure to follow up in a primary care setting
after being seen in a hospital ED (Naderi, et al, 2012). Communication between settings is
important for patient safety in any case where a patient has been cared for outside a primary care
setting (Schwartz, et al, 2019).

Access to care, which is compounded by the primary care provider shortage, is a challenge
for continuity of care (Zhang, et al, 2020). Patients list lack of access as a reason for seeking
care in emergency/urgent care settings (Van den Berg, et al, 2016). Unnecessary emergency
department visits are costly and disruptive to continuity of care, so much so that the Department
of Healthcare Finance has designated lowering the number of low acuity ED visits as an FQHC
performance metric (Department of Healthcare Finance, 2018). Increasing access to same day
visits in primary care has been approached through such mechanisms as longer office hours,
team-based care and associations with urgent care centers help keep patients out of the ED (Van
den Berg, et al, 2016). For patients who do not have a primary care provider, urgent care or
walk-in clinics provide an opportunity to enter the health care system as the “front door” to

primary care. Urgent care clinics integrated into primary care clinics improve access to care and
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may increase the number of patients assigned to a primary care provider panel (Barzin & Page,
2020).

When patients transition between health care settings, whether this is an ambulatory care
setting such as urgent care, an inpatient setting or a long-term care setting, fragmentation of care
and patient safety is a concern. Elements required for strong transitions include a plan of care,
medication reconciliation to prevent complications, a follow up plan for labs, tests and
appointments and how these will be completed (Coleman, 2003). Research indicates the need
for a uniform platform for the communication of information during transitions of care. A need
exists to train professionals in communication skills to enhance continuity of care (Coleman,
2003; Schwarz, et al, 2019, Munchhof, et al, 2020). Communication between health care sites
and robust collaboration for transitions is recommended to prevent disruption in continuity of
care (Coleman, et al, 2006).

Review of the Literature

A common framework for health science research questions is PICO, which stands for
Population, Intervention, Comparison, Outcome (NYU, November 2022). A PICO question was
developed to guide the literature review for this project: For urgent care patients, does a
formalized “follow up plan” communication workflow with the primary care team, as opposed to
no formal system of communication, improve patients’ continuity of care? A search of the
literature was conducted, using the keywords: urgent care, emergency department follow up,
continuity of primary care, primary care access, transition of care, clinical communication,
patient centered care, value-based care, EMR communications, best practice, and clinical

communications. After review of 39 relevant studies’ titles and abstracts, 14 studies with
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populations, outcomes and interventions similar to the proposed aims of this project were chosen
for the review of the literature.
Access to Care
Urgent care centers prove to increase access to care and keep patients out of the emergency

room (Weinick, et al, 2010). Unfortunately, fragmentation of care is an unintended consequence
of this service (Villesenor & Krouse, 2016). Communication between varied health care sites
and collaboration for transitions is necessary to promote patient safety (Coleman, et al, 2006).
There are three main reasons for patients to present to urgent care including perceived barriers to
primary care, patients being deflected by their PCP offices, and patients not understanding the
system or the actual level of urgency of their problem (Villesenor & Krouse, 2016). The
development of strong collaborations and communication between health care settings is a
solution to this problem (Villesenor & Krouse, 2016).
Improving Communication

Excellence in transitional care communication is well represented in the literature.
Transitional care is defined as the care that happens for patients when they shift from one site of
care to another. Repeatedly, studies demonstrate that formalized communication strategies
within transitional care led to better patient outcomes (Coleman, et al, 2006; Cheung, et al, 2012;
Etz, et al, 2019; Shi, et al, 2017). One randomized control study with support for providers and
patients demonstrated decreased repeat hospitalizations in patients who received formal
transitional communication regarding follow up plans, appointments, and testing (Coleman, et al,
2006).

Guidelines are developed to improve communication during patient transitions between

different levels of care. The Joint Commission has developed guidelines for best practice for
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safe care transitions between urgent and primary care sites (Shamji, et al, 2014). Of the eight
recommendations for safe urgent care transitions, seven are specific to effective communication.
The Joint Commission recommends that urgent care sites share medical information with the
primary care site within 24 hours including the name of the primary care provider, patient
diagnosis, updated medication list, tests completed with results if available, written discharge
instructions, effective patient education and a follow up plan (Shamii, et al, 2014).

Best practice utilizes communication within electronic health records (EHR), as well as
interpersonal communication. A systematic review of the literature on best communication
practices for transitional care pointed to the importance of use of the EHR and a designated care
manager for follow up care communication (Sheehan, et al, 2021). Direct communication, such
as email messaging or phone conversation, was cited in multiple studies on transition
communication as important to the strength of the communication (Leonard, et al, 2004;
Munchhof, et al, 2020; Sheu, et al, 2015). Not only did providers often prefer an additional
verbal or human element in the communications, but the communication outcomes were also
improved by such multi-layered approaches (Munchhof, et al, 2020).

Organizations with multi-layered interaction successfully support patient-centered
communication. Formalized communications between health care providers during transitions
of patient care with multilayered, cooperative, and inclusive strategies promote better patient
outcomes (Hower, et al., 2020). Effective communication is enabled by multidisciplinary care
plans, patient and caregiver involvement, information technology and a person to assist with care

coordination (Sheehan, et al., 2021).
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Continuity of Care
Primary Care First, a CMS initiative, endorses services that increase patient access to

care and provide primary care services (CMS, 2022). Coordination of services is a reimbursable
metric and value is placed on continuity of care. Effective transmission of information between
healthcare providers and excellence in management of chronic conditions are two examples of
continuity-focused meaningful measurements in the merit-based incentive pay system (CMS,
2021).

A systematic review published in 2020 in the British Journal of General Practice, reflected
a decrease in mortality for patients with higher continuity of care. The systematic review
included thirteen qualitative studies. Nine of those demonstrated a positive association between
continuity of primary care and reduced mortality rates from all causes and one more
demonstrated a positive association with reduced coronary heart disease mortality (Baker, et al,
2020). Continuity of care has been defined as relational, informational, or managerial (Schwarz,
et al, 2019). This literature review identified predictive measurements reflecting those three
types of continuity, such as the patient’s qualitative personal trust experience, the availability of
records and the coordination and communication between all care providers (Baker, et al, 2020).

Another study analyzed data from approximately 1.5 million Medicare claims. The
researchers utilized standards of continuity of care to grade the level of continuity for the
beneficiary. Subsequently, cost of care was evaluated using two parameters, the total cost of
allowable charges to Part A Medicare and hospitalizations. A strong correlation with lower cost
of care was identified across all the continuity measures (Bazemore, et al, 2018).

Improving continuity of care, communication, and access to care during care transitions

is supported by data driven objectives developed to improve the health of people globally and
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nationally. The United Nations sustainable development goal #3 is to ensure healthy lives and
promote well-being for all at all ages by making primary care systems stronger, with better
access to care, continuity and coordination of care (Schwarz, et al, 2019, United Nations, 2021).
Additionally, the United States Department of Health and Human Services Healthy People 2030
program calls for increasing the number of people who report having a primary care provider
from 76% to 84% by 2030 (USDHHS, 2017).
Rationale

Evidence supports standard communication workflows for optimal patient outcomes. The
Joint Commission established best practice guidelines for patient transitions from urgent to
primary care which include formalized visit and follow up plan communication. This DNP
project creates a standardized multilayered communication workflow between express and
primary teams to improve patient follow up.
Context

The project was implemented at a Federally Qualified Health Center (FQHC) in a rural

state. FQHC’s provide a full range of health services to underserved patients regardless of an
individual’s ability to pay (HRSA, 2018). The mission of the local organization is to provide
quality and collaborative care accessible to all people to live their best lives and build stronger
communities. This FQHC has two embedded urgent care clinics referred to as express care.
These urgent care clinics are open 12 hours a day, 365 days/year and provide walk-in care for the
local rural community. For patients affiliated with the local community health system, access to
an urgent care visit and urgent care provider in the embedded clinic provides access to the patient
health record an provides an opportunity for a seamless flow of communication with the PCP to

maintain continuity of care. Despite access to the urgent care clinic for acute health concerns,
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the rate of patient follow up return to primary care is unknown. In addition, no standardized
workflow exists for seamless transition between the primary care and express care teams to
accurately communicate the plan for follow up patient care.
Project Aims
Primary Aim
e The primary aim of this project is to improve communication and collaboration between
urgent and primary care using an evidence-based recommendation from the Joint
Commission and a multi-layered approach to standardize workflow during patient
transitions between levels of care.
Secondary Aims
e Improve documentation of the patient follow up discharge plan to reflect evidence-based
recommendations by demonstrating a 25% increase in usage of the Follow Up section of
the EHR in patient records audited by November 2022.
e Use a new workflow process to increase required primary care follow up appointments
by 20% by November 2022.
Theoretical/Conceptual Framework
The project used the framework of Kurt Lewin’s Change Management Theory to support this
quality improvement change (Lewin, 1951; Kaminski, 2011). Lewin, a social psychologist,
theorizes three phases of organizational change, unfreezing, changing, and refreezing, occur
during a change process. Brainstorming, team building and personal recognition of willingness to
change are strategies to unfreeze the current state. The second phase is to engage people in the

change desired. During this phase, supporting change with evidence to show enhanced
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productivity and improved continuity of care, improves stakeholder buy-in. Finally, the
refreezing stage is movement to the desired state of change.

Methods
Project Design

This quality improvement project used the Plan, Do, Study, Act Method (PDSA) to
achieve the aims for the project (Shewhart & Deming, 1986). Four PDSA cycles were deployed
including: (1) a failure modes effects analysis, (2) provider education and gathering of feedback
to design a communication workflow, (3) provider education and implementation of the
communication workflow, and (4) an EHR audit of follow up documentation with a follow up
provider satisfaction survey on the new process.

The project stakeholders included clinic administration, IT personnel, the medical
director, medical providers, nursing staff and care coordinators. Project planning and
communication was facilitated with a shared Gantt chart (see Appendix A) to inform the team.
Examining the Problem

As an initial step of the first PDSA cycle, we established the baseline follow-up tab
documentation and appointment rates. The notes were audited using an excel spreadsheet to
gather the following data: whether follow up was documented, if follow up was documented
appropriately in the follow up section of the EHR and whether a follow-up appointment was
scheduled if recommended. Use of the follow up section in the EHR for documentation of the
ongoing patient treatment plan enhances communication. Documentation in this section sends a
message to the clinic front desk staff to schedule a follow up appointment. Additionally, use of

the follow up section triggers population of a daily electronic patient log. The log generates a



IMPROVING TRANSITION COMMUNICATIONS 13

patient list for the primary care teams detailing the reason for the urgent care visit, diagnosis and
treatment plan. If the follow up tab is not used, the list is not populated.

The initial chart audit revealed an inconsistency in documentation of the follow up plan and
patients were lost to follow up. Since documentation in the follow up section of the EHR is best
practice, a need for standardization of documentation to improve the use of the follow up section
discharge planning was identified. Additionally, since follow up appointments were not always
scheduled as recommended by the provider, a review and revision of current process to schedule
patient follow up appointments and promote safe patient transitions between urgent and primary
care was undertaken by including the front desk staff in the workflow change.

PDSA Cycle 1

e Plan: Identified baseline data regarding communication of follow up planning between
express and primary care.

e Do: Initial chart audit and data collection performed for baseline of current practice.
Meetings with stakeholders to share feedback and discuss current process.

e Study: A failure, modes, effects analysis (FMEA) was completed to evaluate current
communication of follow up planning (see Appendix C). FMEA is a method used to
evaluate the current process and identify what areas of the process need change (Stamatis,
1995).

e Act: Staff feedback revealed a need for express care visit logs to be updated by care
coordinators. FMEA revealed education and training of express care provider staff on
discharge documentation was needed and front desk staff became gatekeepers to identify
missing follow up plans.

PDSA Cycle 2
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Plan: Collaboratively developed a process to communicate patient care planning
between express and primary care.

Do: Urgent care staff meetings with an interprofessional group of stakeholders were held
to discuss improving follow-up care and best practice in communication and
collaboration. A virtual presentation describing a standardized communication workflow
with supporting evidence was presented (see Appendix D). Additional meetings were
held with stakeholders to brainstorm a standard communication workflow.

Study: Investigated the use of the follow up section by reviewing front desk check out
screens and process, as well examples of the primary care daily log of patients seen in
urgent care.

Act: Using feedback from the group, a new workflow to use the follow up tab in the
EHR was developed by the project team (see Appendix E). Recommendations included
using an existing part of the EHR to create a drop-down “Level of Care” list for express
care providers to triage patient follow up. The drop-down list includes one click quick
picks in the visit note identifying Level 0 as requiring no follow up, Level 1 follow up as
needed, Level 2 as requiring follow up in a designated time frame for a specific reason,
and Level 3, requiring a follow up visit in primary or express care urgently in a
designated time frame for a specific reason. The levels of care designation provided the
appointment scheduling staff and primary care team with a process to identify the
urgency of follow up requirements. Alternatively, providers could free text (type) the
plan for follow up within the follow up section of the chart. Use of the follow up screen
in the EHR links the patient visit to the express care log for the day and inputs the free

texted or quick pick plan into the log. The logs are e-mailed daily by the care
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coordinators to the primary care team. This process provides each PCP with a list of
patients who have been evaluated in express care, the patient diagnosis and recommended

follow up plan.

PDSA Cycle 3

e Plan: Educated urgent care staff including providers, nurses, and the front desk staff on
new workflow.

e Do: Gave a virtual presentation on the new workflow (see Appendix F). The new
workflow using the follow up section with quick picks in the EHR was implemented
beginning September 25, 2022.

e Study: Held meeting to identify breakdowns in the workflow. Check-in via e-mail and
in person with providers, front desk staff and the care coordinator team for feedback on
the process occurred. Reminders to use the workflow were requested.

e Act: A bulletin board, sticky notes on workstations and e-mail reminders were used to
support use of the new workflow. During the first weeks of October, the quick picks
Levels of Care were built into the system as an option for providers to use when
documenting follow up. At this point, there was a change in staff within the care
coordinator team. During this phase, a 2-week gap occurred in the workflow due to care
coordinator staffing changes (a resignation and orientation of new staff). This negatively
impacted the receipt of the daily express care log by the primary care team and required

reassignment of the task by clinic administration.

PDSA Cycle 4
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Plan: Evaluated the adherence to the new documentation workflow and the provider
satisfaction with communication. Also evaluated the impact of the improved
communication workflow on patient follow up.

Do: Performed chart audit and data collection on documentation of follow up planning.
Administered one question Qualtrics survey using a Likert scale to respond to the
question: Are you satisfied with the approach for communicating follow-up from express
care?

Study: Excel spreadsheet was used to record and interpret follow up data from 35 charts.
Process satisfaction survey results were collected.

Act: Shared project findings with stakeholders via e-mails and during express care team
meeting. Continued discussions and collaborations for future improvements to the

communication workflow.

Ethical Considerations

This quality improvement project was determined to be quality improvement and was not

deemed human subject research (see Appendix B). All data collected was de-identified and

coded for anonymity. The key to coded data was kept in a locked cabinet at the project site and

was destroyed at the end of the project cycle.

Data Analysis and Results

A pre-intervention chart audit of thirty-five randomly selected charts during a three-week

timeframe (April 4- April 27, 2022) occurred. Prior to implementation of the new workflow

process there was a 14% usage of the follow up section of the EHR and a 75% primary care

follow-up rate was present (see Table 1).
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Table 1

Baseline Chart Audit for Follow Up Plan

Follow Up Documented Documented in Follow Up | Follow Up Scheduled as
Tab recommended
35/35 (100%) 5/35 (14%) 6/8 (75%)

Note. A random sample of visit notes from patients who were seen in the urgent care clinic for 3-

week time frame (April 4"-April 27", 2022) was selected. The sample (n=35) consisted of notes

from a population of patients seen in urgent care during the specified time frame (N=1357).
Further stratification of the data identified a lack of consistency in documentation of the

follow-up plan in the follow up tab as three different sections of the EHR were used for

documentation, including the comment tab and the recommendation tab (see Figure 1).

Figure 1

Location of Follow Up Plan Documentation in the Electronic Health Record Pre-Intervention

Pre-Intervention

nnnnnnnnnnnnnnnnn

Note: Percentages are calculated based on location of the documentation in the note divided by
the total number of charts audited (n=35).

The post-intervention chart audit included 35 randomly selected charts from the three-week
period of October 17- November 7, 2022. This review included charts starting three weeks after

the initiation of the new workflow up to six weeks after the new workflow initiation. At the end



IMPROVING TRANSITION COMMUNICATIONS 18

of the data collection period, 40% of the charts reviewed had documentation in the preferred
follow up section of the EHR and 100% of the patients had required follow up scheduled as
recommended (see Table 2).

Table 2

Post-Intervention Chart Audit for Follow Up Plan

Follow Up Documented Documented in Follow Up | Follow Up Scheduled as
Tab recommended
35/35 (100%) 14/35 (40%) 8/8 (100%)

Note. A random sample of visit notes from patients who were seen in the urgent care clinic for 3-
week time frame (October 17 -November 7, 2022) was selected. The sample (n=35) consisted of
notes from a population of patients seen in urgent care during the specified time frame (N=1165).

Additionally, since best practice is to document the follow up plan in the follow up
section and there had been inconsistency with the use of three different chart sections for follow
up planning, data was collected on the location of the documentation (see Figure 2).
Documentation in the follow up section increased from 14% to 40%, improving appropriate
location of documentation and triggering the new workflow process for appointment scheduling.
Figure 2

Location of Follow Up Plan Documentation in the Electronic Health Record Post-Intervention

Post-Intervention
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Note: Percentages are calculated based on location of the documentation in the note divided by
the total number of charts audited (n=35). Follow up documentation was found in 3 differing
locations.

The results indicated increase in the use of the follow up section of the EHR from 14% to
40%, a 26% point improvement. When the follow up section was used, a communication loop
with both the front desk staff and the primary care teams was created which resulted in an
increase of scheduled follow up visits from 75% to 100%, a 25% point improvement (see Figure
3). Initially, follow up was documented 100% of the time, but found in three different locations
which resulted in fragmentation of scheduling the follow up visits.

Figure 3

Pre- and Post-Intervention Chart Audit for Follow Up Plan

100
90
80
70
60
50
40
30
20

10 .
0

Follow Up Plan Follow Up Tab  Follow Up Scheduled

% documented

M Pre-intervention Post-intervention

Note: Percentages are calculated by dividing the number of follow up plans documented, and

number of scheduled appointments documented by the total number of charts audited (n=35).
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Provider Satisfaction Survey

A survey was distributed to providers in express and primary care to ascertain staff
satisfaction with the new process. The survey had a 47% response rate (n=7). Six of the seven
responses were very satisfied, satisfied, or neutral, with only one respondent reporting
dissatisfaction. An open-ended question on satisfaction with the process yielded predominantly
positive comments and revealed the process was perceived as “(a)useful and necessary addition
to the workflow”, “easy”, “smooth” and “this has been a step forward for the coordination of
care”. It was suggested the process be communicated to the entire interprofessional staff to alert
them to patient status changes, to facilitate scheduling, to consider whether follow up patient
phone calls are needed and assist with patient follow up when the primary care provider is not
working.

Discussion of Results

The pre-intervention chart audit demonstrated a lack of consistency in the location of follow-
up documentation for patients being seen in urgent care due to lack of a standard workflow. Four
PDSA cycles were completed including action plans with audit and feedback, stakeholder
meetings to obtain feedback and buy-in, virtual education, collaborative development of a
standard workflow and written ongoing reminders to strengthen and maintain process change.
The new workflow was introduced, and the intervention resulted in an increase in best practice
documentation. This improved communication as front desk staff for the primary care teams
received the documented patient follow-up plan from the urgent care provider. The result was a
25% point improvement in patient follow up appointments scheduled as recommended.

Lewin’s Theory of Change supported the project change process. Staff buy-in was

needed to adopt a new process which harnessed the power of the electronic health record to
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support continuity of care. Initially, current practice was “unfrozen” by looking at the current
state, a new process was developed, and finally, strategies to “refreeze” the new process were
undertaken. Team participation and collaboration were integral to process success. To sustain
change, and “refreeze” the new process, ongoing audit and feedback of the process and a project
champion to oversee the process is needed (see Figure 4).

Figure 4

Lewin’s Change Model Application for Improved Communication Workflow

Change:
Unfreeze: Staff Education, New Workflow,

Refreeze:

Initial Audit, FMEA, Sought Staff Follow Up Documentation Populates Bulletin Boards, Reminders, Survey,
Feedback Daily Log to Facilitate Champion, Ongoing Audit & Feedback
Communication

Limitations

The project was conducted as a pilot, limited to one clinic site with a small sample size, and a
3-month implementation time frame. Results may differ in free standing urgent care setting (as
opposed to an embedded clinic) or where an EHR and staff is not shared between the urgent care
and primary care setting.

Conclusion and Implications for Practice Change

The project highlighted the importance of team collaboration to develop standardized and

evidence-based processes to improve communication between urgent care and primary care

settings during patient transitions. Involving stakeholders at all stages of the process change
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allowed for real time adjustments which considered the perspectives of the entire team and
informed the process.

Structured workflow systems and team consensus supports improves communication
between urgent care and primary care. Audit and feedback of current processes are imperative to
improve continuity of care, lower cost and improve patient health outcomes. The Joint
Commission on best practice for urgent care/primary care communications supports the sharing
of follow up planning for patients. Implications for future projects include peer review of
documentation on an ongoing basis for the following best practice recommendations:
notification of the primary care provider within 24 hours of the patient’s urgent care visit, the
visit diagnosis, an updated medication list, tests completed with results if available, written
discharge instructions, effective patient education and a follow up plan (Shamiji, et al, 2014).

The project was successful in using a collaborative process to create a standardized,
multilayered communication workflow between an embedded urgent care clinic and the
associated primary care clinic and thus met its primary aim. The primary aim of improved
communication between urgent and primary care teams was supported by soliciting feedback
throughout the project during meetings, through emails and surveys. These strategies
strengthened the workflow design and created engagement. Though changes enacted were
specific to an urgent care embedded in a primary care health center, the processes developed in
the project could be applied by freestanding urgent care centers interested in improving
communication with primary care providers. Collaboration, inclusion of all stakeholders, staff
education and responsiveness to feedback were the features of this project that contributed to the

project’s success in closing the communication gap between urgent care and primary care.
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Appendix A

GANNT Communication with Project Team

TASK

Initial Chart Review

Admin pulls random charts 6/10/22| 6/13/22
Chart review to evaluate current practice 6/13/22| 6/15/22
Meeting to discuss findings 6/20/22| 6/20/22

The Team/Best Practice

Identify team members for this project 6/1/22 | 6/20/22
Set up meetings to identify best practice for EC follow up 6/20/22| 7/20/22
Informational meetings with providers to share best practice 7/20/22| 8/1/22

Ongoing Tasks

Data retrieval discussion with-IT manager 6/15/22| 8/1/22
Setting up charts/graphics for initial data 6/20/22| 8/1/22
Research librarian meeting 7/10/22| 7/15/22
Literature Review 7/10/22| 8/1/22
Sessions with QI specialist to review data 7/10/22| 7/20/22
Meetings with stakeholders to discuss best practice and create workflow 6/10/22

Identify breakdowns in communication using FMEA 8/15/2218/20/22
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Strategize best workflow practices during meetings involving stakeholders
based on FMEA findings: use of the follow up section in EHR

Creation of Quick Picks to encourage usage and streamline assessment
Review process with all front desk staff

\Virtual presentation with stakeholders present: Why/Background on
Communications during EC- PC transitions

\Virtual presentation sent to all stakeholders and participants via email: How
to Use the new follow up workflow

New workflow for follow p uimplemented

Personal, email and written reminders and communications re: the use of the
new workflow

Quick picks added to the Follow Up section of Medent for ease of use and
levels of care

Care coordinator leaves and new member of the team is assigned to
disseminate the EC logs to primary care

Data collection/chart audit
Administer Satisfaction Survey
Analyze Data Using Excel

Share findings with the stakeholders and discuss implications for
future/continued improvements

9/25/22

31

9/15/22

10/10/22
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Appendix B

UVM IRB Letter

To: Christine Malcolm, MSN, CNM, FNP

From: Research Protections Office

Date:  May 6, 2022

Sponsor: Melanie Keiffer, DNP, APRN, ANP-BC, CNE

RE: Closing the Communication Gap Between Primary Care and Urgent Care During
Patienf Care Transitions

Thank you for completing the Research Not Requiring IRB Review Self-Determination Tool.
The proposed activity DOES NOT meet the regulatory definition of research under 45 CFR
46.102(d):

(d) Research means a systematic investigation, including research development, testing and
evaluation, designed to develop or contribute to generalizable knowledge.

Therefore, this research does not require IRB review and approval.

Note: If this is a sponsored project (projects that are managed through SPA), please be prepared
to provide a copy of this document to the SPA Award Acceptance Officer.

Determinations made utilizing the self-determination tool require that for any publications,
conferences, sponsors, etc., the project be accompanied by the following statement "According
to the policy defining activities which constitute research at the University of
Vermont/University of Vermont Health Network, this work met criteria for operational
improvement activities exempt from IRB review."
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Failure Modes and Effects Analysis (FMEA)

Appendix C

33

care coordinators
listing patients
seen in EC using
an EMR function
triggered by use

the follow up tab of

EHR and the patient

visit is not pulled
into the care
coordinators log

understand how to
use the EMR
section properly

cannot
communicate
to the primary
care team that
the patient was
seen

1 Primary care  The provider does Provider is not The entire 108 Training and education
patient is seen in not use the correct |aware of the communicatio for the providers with a
Express Care and EHR section to section and its n flow is strong focus on why
the provider document Follow utility affected due to this part of the chart is
creates a follow |Up planning lack of front S0 important
up plan using the desk ability to
Medent Follow see the desired
Up tab follow up at
check-out time
and lack of
data for patient
logs
2The patient two failures can first: patient is patient does 96  |First: providers and
check out at the  happen: the patient unaware of what to not get a nurses be sure to tell pts
front desk and is forgets to check do when they timely follow to stop at the front desk
given their follow out. second, the  leave. Second: theup with as they leave. Second:
up appointment  receptionist cannot re is a lack of primary care front desk has an added
by the make an availability in burden here- they will
receptionist appointment due to primary care, and have to either check in
lack of availability |this is part of the with primary care to see
inherent problem. if they can double book
OR check in with EC
providers to see if the
patient should follow up
in EC. Ultimately the
fix is more primary care
providers.
3A daily logis  The EC provider  EC provider Care 486 Again: EC providers
generated by the did not properly use doesn’t know or  coordinator just must start to use the

chart correctly. If it
gets past the front desk
that the pt doesn’t have
a Follow Up planin
place, it is hard to the
“other side” (meaning

care coordinators and
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of the Follow Up

tab
4The care The care The first piece is  |High risk 9 4 6 206
coordinators share coordinator may notthe same issue: the primary care
the log with have all the data ~ EC provider didn’t patients may
primary care due to incorrect use use EHR not get the
teams who are  of Follow Up tab by properly. The continuity of
prompted to EC second piece is the care they need
identify any providers. Primary time burden on the [for best
patients they want care may be too primary care outcomes.
to be sure to have busy to pay nurses to review
a follow up attention to the logs the patient EC
appointment with of their patients and logs.
not spend time
checking into issues
of follow up
5the primary care there could be lack This would be High risk 4 4 6 96
nurse or the care of delegation of caused by poor patients could
coordinator will these task within ~ |communication  fall through
reach out to the  certain primary care between the the cracks

patient if they see teams and their care primary care team

no follow up coordinators. and the care
appointment has coordinators.
been made.

34

primary) to know the
visit happened. | think
the fix to this is a strong
emphasis on training
the providers.

AGAIN: training the
EC providers to use the
chart correctly.

And: building time into
the day’s schedule for
the primary care nurse
to review the EC patient
logs.

Encourage
communication within
the primary care team
and their care
coordinator to delegate
who will reach out to
high-risk patients who
need follow up. The
teams can decide what
works best for them
individually and should
communicate this
within their members.
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Appendix D

Improving Follow-up Express Care Staff Meeting

Improving Follow Up

Why should we bother? What the Evidence
says about Best Practice
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Appendix E

New Follow up EHR Screen from Express to PCP using follow up (F/U) tab and Quick
Picks

Level 0 - no current indication for follow-up
Level 1 - follow up with PCP prn (e.g. pending symptom progression)

Example: follow up with PCP prn

Example: follow up with PCP prn if no improvement

Example: follow up with PCP prn if no improvement of ankle pain (cold sx, sore throat,
etc.)

Level 2 - follow up with PCP recommended in (x timeframe - e.g. 2-6 weeks) for (y indication -
lower-level concern)

Example: follow up with PCP in 2-4 weeks for BP check, (med check, lab and symptom
review, etc.)

Example: follow up with PCP in 4-6 weeks for 3 AECOPD in last 6 months

Level 2 - follow up with Express in (x timeframe - e.g. days to 1 week) for (y indication - lower-
level concern e.g. Unna boot wrap, wound check, WCOMP)

Example: follow up in Express in 2-3 days for Unna boot change

Example: follow up in Express in 1 week for WCOMP re-eval

Level 3 - follow up with PCP recommended ASAP (e.g. days to 1 week) for (y indication -
higher-level concern)
Example: follow up with PCP in the next week for (mental health, lab and sx f/up

Level 3 - follow up with Express tomorrow for (higher-level concern e.g. infection)
Example: follow up with Express tomorrow for re-evaluation pyelo, IM medication
Example: follow up with Express in 2-3 days for re-evaluation of cellulitis

Actual Quick Picks in Medent

Level O - No current indication for follow-up
Level 1 - Follow up with PCP prn

Level 2 - Follow up with PCP in 2-3 weeks for:
Follow up with PCP in 3-4 weeks for:
Follow up with PCP in 4-6 weeks for:
other time frames?

Follow up with Express in 2-3 days for:
Follow up in Express in 1 week for:

Level 3 - Follow up with PCP ASAP in the next week for:
Follow up in Express tomorrow for:
Follow up in Express in 2-3 days for:
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Appendix F

Using the Follow Up (F/U) Button Staff Education

Using the F/U
Button

Improved Folow Up Communication

The F/U button is located in the
Assessment/Care Plan section of the Chart...

v
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) )
e el

Quick Picks/Levels of Care

Thate Lovels i b simple destgnations of acuiy. whis Leve 0 maaning
o ol up vt s nawied, Laved 3 being  follow o3 PAN, o0 up theuigh
L 4 ing o more scutely vasied follow us st

Making the Plan: You can free e, se quick pids, dot phrases or whatever
you find exsiest. Mk your Guick /U plan before the patient checks ot 0
the Frort Desk Stafl can ke the appropriste sppcirtment.

TUF&Gmw

The Care Manager LOg: suestnosysed e th 1 e wi

it s soen i ha the curron e e o Fotlom Uy

Quick Pick
Levels of Care:
Yyou can use
these quick
picks to easily

designate your
plan for the
patients.

The SUPEFBIll: whee ou e e umn, o gos o h el .

«is casy and fun using the F/U Button!

« Will nable the PC Tearn to ensure good
follow up with their patients seen ih EC

« Follows the recommendations for best

Improved practice as outlined by the Joint Commission

S May have 3 positive impact on continuity of

with PC and care for the patients.

- You can document longer recommendations
for the patient using either the Comments.
o the Recommendatians section
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