SOLUTION BRIEF

The West Coordinated
Communication Pathway
W E S T H E A LT H C A R E P R A C T I C E

THE WEST COORDINATED COMMUNICATION PATHWAY (CCP)
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organizations achieve greater scale and capacity by significantly increasing patientto-care coordinator ratios and enabling them to spend more quality time with
patients, thereby more efficiently managing to better patient outcomes.
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Use Case: CCP for Hypertension
CARE COORDINATOR PRESCRIBES A PATIENT CCP
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About the CCP Authoring Tool
• The Care Coordinator prescribes the Hypertension CCP for
the patient.

• The Care Coordinator can de-select communication
interventions that may not be relevant to a particular patient.

• This creates a default set of patient communication
interventions that are aligned with the provider’s standard
Hypertension care plan. In the case of this provider, these
include: a program welcome mailer, automated biometric
journaling, a reminder to reschedule an appointment, and
a good job message when the patient’s biometrics are in
range for a given timeframe.

• The Care Coordinator schedules these communication
interventions by indicating a start date, duration, how many
biometric readings the patient should provide each day, and
the time of day the patient should be prompted to provide
their readings.
• By selecting “Launch” these automated communication
interventions are scheduled and will occur without additional
effort or intervention from the Care Coordinator.

Use Case: CCP for Hypertension
AT-A-GLANCE PATIENT CCP
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About This Communication Intervention
• A Patient CCP dashboard is at the Care Coordinator’s
fingertips so they can see all of the scheduled
communication interventions for the patient and track
progress.
• If needed, the Care Coordinator can modify any future
communication intervention by clicking on it.

Use Case: CCP for Hypertension
PATIENT RECEIVES WELCOME MAILER

September 3, 2015
Mary West
2423 Walter Reed Drive
Omaha, NE 68122

Patient’s Contact
Preference

A Partner in Your Care
Dear Mary,
Thank you for choosing HillMed for your health care provider! I am excited to welcome you as a
member of HillMed’s Care Pathway program. My name is Nurse Jason and I will be working
with you as your Care Coordinator.
As your Care Coordinator, I can:
•
•
•
•
•

CARE COORDINATOR

PATIENT

Work with you to create a Care Plan to keep you healthy and safe
Help you make appointments to see health care providers
Support you and your family in making health care decisions
Find community services that may interest you
Identify health benefits you are eligible for

What happens next?
To get started, I will call you. I’ll ask you a few questions about your health and schedule a time
to meet. You will have a chance to ask me questions, too.

A Partner in Your Care
Dear Mary,
Thank you for choosing HillMed for your health care provider! I am excited to welcome you as a member of
HillMed’s Care Pathway program. My name is Nurse Jason and I will be working with you as your Care
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•
•
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•
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Work with you to create a Care Plan to keep you healthy and safe
Help you make appointments to see health care providers
Support you and your family in making health care decisions
Find community services that may interest you
Identify health benefits you are eligible for

What happens next?
To get started, I will call you. I’ll ask you a few questions about your health and schedule a time to meet. You
will have a chance to ask me questions, too.

About This Communication Intervention
• Patient education is key in any care coordination program.
• A program welcome mailer — whether delivered via email,
direct mail, or automated voice is a great way to educate
patients on what to expect from being enrolled in the
program.

Use Case: CCP for Hypertension
PATIENT PROVIDES BIOMETRIC READINGS
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About This Communication Intervention
• Biometric journaling is an important component for many
care coordination programs and tends to consume time and
effort of Care Coordinators.
• With this communication intervention, patients submit
biometric readings by automated voice, portal, or through
remote sensor.
• If the patient fails to submit readings during the scheduled
time frame, they receive a reminder notification.
• After a number of unsuccessful attempts to remind the
patient, the system flags the patient for escalation by the
Care Coordinator.
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Use Case: CCP for Hypertension
PATIENT RECEIVES A “GOOD JOB” MESSAGE FOR MOTIVATION
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About This Communication Intervention
• Motivating patients to stay on track with journaling is
important.
• When the patient submits a specified number of acceptable
journal readings, they receive a “good job” message.
• This message can also include a notification of an incentive
or award, if used by the provider.
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Use Case: CCP for Hypertension
PATIENT CALLS CARE COORDINATOR
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About This Communication Intervention
• A patient needs to know their Care Coordinator is available
when needed.
• The patient dials an 800 number, is identified and verified,
and is routed to their care coordinator, regardless of where
he or she may be located.
• The patient’s record, along with the reason for their call, is
made available on the Care Coordinator’s desktop in order
to facilitate a personalized experience and reduce time and
effort for the care coordinator.

CARE COORDINATOR

Use Case: CCP for Hypertension
CARE COORDINATOR CONSULTS WITH PATIENT VIA VIDEO
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About This Communication Intervention
• Sometimes a visual intervention is needed to properly
assess the patient situation or provide them with instruction.
• The Care Coordinator initiates a video consult by sending
the patient a web link via email or SMS text.
• The patient logs in and has a video interaction with their
Care Coordinator.
• There is an option to include a third party, such as a family
caregiver or physician, in the video consult.
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