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Closing the Loop in Care Coordination

COLLABORATION
Coordination of Care
Wraparound Services
Holistic Health
Integrative Medicine
Integrated Behavioral Health Care
Medical Neighborhood

Common thread:

Working together to

achieve better health outcomes and
client experiences for Montanans.

CLINICALCOMMUNITY
LINKAGES
A promising approach to enhancing the
delivery of preventive services is for clinicians
to coordinate, cooperate, and collaborate
with external nonclinical organizations such
as local health departments and
community-based organizations.
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CONCEPTUAL FRAMEWORK
This conceptual framework is premised

The conceptual framework describes

on clinical-community resource

six interrelated components that may

relationships in which patient referrals

influence the effectiveness of a

originate from the clinic toward the

clinic's effort to connect a patient to

community resource, although

a community resource to successfully

reciprocity within the relationship is

receive a clinical preventive service.

also considered.

These six components include:

Three basic elements:

Three dyadic relationships:

+ Clinic/clinician

+ Clinician-patient relationship

+ Patient

+ Clinical-community resource relationship

+ Community resource

+ Patient-community resource relationship
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CONCEPTUAL FRAMEWORK
The areas of intersection of the
three circles represent relationships

Patients

between the three basic elements.
The three dyadic relationships
between the three basic elements
are fundamental aspects of the
conceptual framework.

Clinics/
clinicians

Community
resources

The area at the center of the
diagram is of particular interest, as
it represents the combined
interactive influences of all three
basic elements and their three
respective dyadic relationships.
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CONCEPTUAL FRAMEWORK
The larger bridge in the diagram can represent relationships that are established with
the intent of facilitating the referral of patients to receive preventive services, or
existing relationships between clinics and community resources that are not specific to
the delivery of clinical preventive services, but which might nonetheless facilitate the
delivery of those services.
The smaller bridge at the center of the diagram represents the process of placing
actual patients on that existing bridge to connect them with community resources to
receive needed preventive services. We refer to the former concept, represented by the
larger bridge, as “clinical-community resource relationships,” which is one of the six
basic interrelated components of the conceptual framework. We refer to the latter
concept, represented by the smaller bridge at the center of the diagram, as a
“linkage.” A linkage, therefore, represents the combined influence of all six basic
factors in the actual realization (or not) of a primary care patient being connected
with a community resource for delivery of a preventive service.
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CONCEPTUAL FRAMEWORK
Examples of characteristics of the

Examples of characteristics of the

clinic/clinician-community resource

patient-community resource

relationship that might influence the

relationship that might influence levels

effectiveness of efforts to connect

of effectiveness of clinics' efforts to

patients between the two include:

connect patients with the community

level of interrelationship along

resources include: patients'

Himmelman's continuum for

perception and trust of the community

collaborative process (Himmelman,

resource,

2002),

formal mechanisms for

referrals ,

and

formal mechanisms for

referrals ,

effective mechanisms

for feedback from community

and

effective

communication between patient
and community resource .

resource to clinic .
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CLOSING THE LOOP
The success of our efforts to coordinate care on behalf of our
patients depends upon two things:

+PROCESSES
+RELATIONSHIPS

BI-DIRECTIONAL REFERRALS
IMPORTANCE
A bi-directional referral system considers both the information going from the health care
system to the referred community program or resource (e.g., a CDC recognized lifestyle
change program or a diabetes self-management education program) and the information
returning from that program to the health care system. An e-referral system can provide
baseline reports on the number of referrals, number of services received, and number of
pounds lost and when integrated with the EHR, health systems can evaluate the impact of
these community programs on population health. With this information community-based
organizations can make the case for clinically meaningful and cost-effective programming.

HTTPS://WWW.CHRONICDISEASE.ORG/MPAGE/DOMAIN4_REFERRAL

BI-DIRECTIONAL REFERRALS
CLOSED-LOOP SYSTEMS
“Closing the loop” is a term that describes a well-functioning coordinated
healthcare delivery system. It implies that clinical information flows easily
during a medical referral – the referring clinician is able to let the recipient
clinician know the pertinent information about the patient being referred, and
the recipient can let the referring clinician know the opinions and
recommendations that result from the referral. It is a two-way “loop.”

HTTPS://WWW.PRACTICEFUSION.COM/BLOG/CLOSING-THE-LOOP-IN-HEALTH-CARE-COORDINATION/

MEDICAL NEIGHBORHOOD
The "medical neighborhood" is defined by the Patient-Centered Primary Care
Collaborative (PCPCC) as a clinical-community partnership that includes the medical
and social supports necessary to enhance health, with the PCMH serving as the
patient’s primary “hub” and coordinator of health care delivery. The goals of a highfunctioning PCMH include collaborating with these various “medical neighbors” to
encourage the flow of information across and between clinicians and patients, to
include specialists, hospitals, home health, long term care, and other clinical providers.
In addition, non-clinical partners like community centers, faith-based organizations,
schools, employers, public health agencies, YMCAs, and even Meals on Wheels.
Together these organizations can actively promote care coordination, fitness, healthy
behaviors, proper nutrition, as well as healthy environments and workplaces. The Agency
for Healthcare Research and Quality (AHRQ) articulates that a successful medical
neighborhood will “focus on meeting the needs of the individual patient, but also
incorporate aspects of population health and overall community health needs."

HTTPS://WWW.PCPCC.ORG/CONTENT/MEDICAL-NEIGHBORHOOD

WHO?
WHAT?

Medical Neighborhood Local, regional & statewide

Streamline the referral process
by utilizing one tool that works
for any type of service provider

WHY?

To ensure all Montanans, even
those in underserved rural areas,
receive all necessary services

HOW?

Join the growing list of providers
across Montana utilizing the
CONNECT Electronic Referral
System for sending, receiving
and tracking referrals

CONNECT ELECTRONIC
REFERRAL SYSTEM
Connecting service providers in Montana

Secure web-based system:
+ HIPAA, FERPA, 42 CFR, IDEA compliant
+ Standard MOU and Release of Information (ROI) for all agencies
+ Data collection and reporting available

Montana roots:
+ Started in Helena in 2009
+ Local technical support provided
+ Statewide referral network is underway

CONTACT:
Megan Grotzke, Referral Coordinator
Lewis & Clark Public Health
406-457-8979 | mgrotzke@lccountymt.gov

