
   
 
The New Hampshire Department of Health and Human Services and Myers and Stauffer LC held a learning 
collaborative for Delivery System Reform Incentive Payment (DSRIP) partners on May 7, 2019, entitled “The 
New Normal: Enhanced Care Coordination.” 
 
This document shares key takeaways from the learning collaborative and additional resources relevant to 
enhanced care coordination. It can also be accessed via the CPAS website at https://cpasnh.mslc.com/lc-all-
partner-statewide-meeting.  
 
Key Takeaways 

• The speakers agreed on the importance of consistent 
terminology in regards to case management, care 
coordination, and enhanced care coordination.  

• Cheshire Medical Center, which is represented on the 
CoPilot team, uses an e-discharge which includes 
patients’ permission to follow-up.  

• Many patients have difficult-to-fill social determinants of 
health needs; collaborating with ServiceLink for referrals 
and local resources can help care coordinators who are 
stretched. 

• IDN5 is working toward building a professional cohort of Community Care Coordinators through regularly 
scheduled local and IDN region wide meetings. The aim is to build a cohort of care coordinators to help establish 
care coordination as a profession. The meetings are also to build relationships among peers who can both give 
and get support.  

• IDN5 has adopted a universal consent form that HealthFirst Family Care Center includes as one of the general 
intake forms. Initially, IDN partners were slow to adopt the form, but were given the option of adapting it, 
maintaining three essential fields.  

• IDN4 worked with Zero Suicide to map out workflows according to their framework. Zero Suicide believes that 
suicide deaths for individuals receiving health and behavioral health care are preventable, and provides a toolkit 
and resources to transform systems to be safer 

• The Columbia Risk Scale is one way to stratify patient risk specifically relating to suicidality.  

• It is important that enhanced care coordinators have flexible schedules and a manageable patient caseload to 
meet emerging patient needs in real-time. IDN5 recommended 15 patients per enhanced care coordinator to 
allow time to address needs of complex patients.  

• Coordinator workflows are crucial for payers and MCOs to become true partners.   

https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
https://zerosuicide.sprc.org/


  
 

• The Care Management Society of America facilitates the 
growth and development of professional case managers 
across the health care continuum.   

• Though not all needs can be met the moment they arise, it is 
still very important to keep identifying them and providing as 
much support as possible to help clients get those needs met. 
Partners must rely on the organizations that understand the full 
continuum of the problem and continue to use each other as 
sounding boards to come up with creative solutions. 

 
NH CPAS Resources for Enhanced Care Coordination  

• The MSLC Technical Assistance Directory contains a folder dedicated to care coordination. The folder includes a 
script for obtaining informed consent, a summary of care coordination models, and the IDN protocols submitted to 
DHHS for the Semi-Annual Report. These protocols include interactions between providers and community-based 
organizations, timely referral communication, and case management coordination.  
https://cpasnh.mslc.com/node/320/555 

• The MSLC All IDN Administrative Lead Meetings tab contains IDN models including  
o Case Conference Form from IDN7 White Mountain Community Health Center (July 2018) 
o Protected health information release for the community care team from IDN6 (September 2018) 

https://cpasnh.mslc.com/archive/2018 

• The MSLC All Partner Statewide Meeting tab contains resources and tools provided by IDNs as well as this easy-
to-share directory of all those documents. 
https://cpasnh.mslc.com/sites/default/files/Enhanced%20Care%20Coordination%20LC%20IDN%20Resources%2
0Directory%20050719.pdf 

Resources for Enhanced Care Coordination  

• The Agency for Healthcare Research and Quality has a page of resources to aid providers incorporating care 
coordination into their primary care practices. 
https://www.ahrq.gov/professionals/prevention-
chronic-care/improve/coordination/index.html 

• The Center for Health Care Strategies, Institute for 
Healthcare Improvement, and National Center for 
Complex Health and Social Needs released a 
blueprint for complex care. It is a strategic plan to 
accelerate opportunities to improve care for 
individuals with complex health and social needs.  
https://www.nationalcomplex.care/our-
work/blueprint-for-complex-care/ 

• The Community-based Care Coordination (CCC) 
Toolkit from Stratis Health provides tools for 
providers to develop, implement, and maintain a CCC program. 
http://www.stratishealth.org/expertise/healthit/carecoord/index.html 

http://www.cmsa.org/
https://cpasnh.mslc.com/node/320/555
https://cpasnh.mslc.com/archive/2018
https://cpasnh.mslc.com/sites/default/files/Enhanced%20Care%20Coordination%20LC%20IDN%20Resources%20Directory%20050719.pdf
https://cpasnh.mslc.com/sites/default/files/Enhanced%20Care%20Coordination%20LC%20IDN%20Resources%20Directory%20050719.pdf
https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/index.html
https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/index.html
http://www.stratishealth.org/expertise/healthit/carecoord/index.html

