
Preparation Questions for July 6th B1 Integration Meeting  
 
 

1. Multidisciplinary Core Team 
a. What do you wish you knew before developing and participating on a multidisciplinary core 

team? 
b. What challenges and successes can you share regarding working as part of a 

multidisciplinary team? 
c. Care Coordination may take a variety of professional roles. Define what Care Coordination 

means to your team? How is your team structured? What positions are part of the team? 
Are the care manager/community health worker roles well-defined? 
 

2. Documented Workflows and Joint Service Protocols 
b. What do you wish you knew before developing and rolling out your workflows and protocols 

that you now know? 
c. What challenges and successes can you share regarding establishing and implementing 

workflows and joint service protocols with your partners? 
d. How are high utilizers and at risk patients identified? What is your rationale for intervention 

with this target population that align with the goals of the project? Are there documented 
workflows to support this effort? 

e. Do you share protocols and workflows with your primary care/behavioral health partners? If 
so, how?  
 

3. Communication Channels with Community Based Social Support Service Providers 
 
a. What do you wish you knew before establishing communicate channels with community 

based organizations that you now know? 
b. What challenges and successes can you shared related to communicating with community 

based organizations? 
c. How do you engage your target population with community services?  
d. Do you share protocols and workflows with your community based partners? If so, how? 
e. What methods do you use to communicate with community based social support service 

providers? 
 

4. Coordination with other care coordination/management programs or resources 
 
a. What challenges and successes can you share related to coordinating with other care 

coordinators/management programs or resources?  
b. How do you identify who takes the lead in managing the patients care plan? 
c. Does the multidisciplinary team meet regularly to discuss high risk cases that are shared by 

the team? If so, how often? 
d. Do you have a closed loop referral process?  If so, how is the loop closed? 
e. Is the patient part of decision making? 



f. Do you close the loop with the patient once the plan has been developed? 
 

5. Use of technology to identify at-risk patients, plan their care, monitor/managed patient 
progress toward tools, ensure closed loop referral 
 
a. Do you have a Comprehensive Core Standardized Assessment (CCSA) tool developed and in 

use? 
b. Do you have a Share Care Plan (SCP) tool developed and implemented? 
c. What do you wish you knew before you began to use the CCSA and SCP as a tools for care 

coordination?  
d. What challenges and successes can you share related to developing and using the CCSA and 

SCP? 
e. What other use of technology does your team use for identifying at risk patients and 

planning their care? 
f. What training is provided to you as Care Coordinators related to these tools? 
g. What would help you to do your job more effectively and efficiently? 

 

 


