Medical Home Module/
Handoff of Chronic Medical Patients

Session Goals:
1) Define and describe the concept of the medical home

2) Facilitate effective communication

3) Learn to hand off patients effectively
What does it mean to provide a patient with a “medical home”?

The concept of a “medical home” means that a patient has one medical provider that coordinates comprehensive care to meet all of the patient’s health care needs.  Ideally, this team will include the PCM, the support staff (such as nurses and reception staff), and subspecialists.

The role of the PCM in the medical home model can include:

· Conducting well visits and immunizations

· Managing episodes of acute illness

· Serving as a contact for administrative needs, including medication refills, school forms and correspondence, health care agency requests, and referrals

· Acting as a medication guardian, providing an additional barrier of safety in monitoring for medication interactions and efficacy of medications.

· Coordinating a team of providers for primary and subspecialty care

· Providing emotional support and medical guidance

· Acting as a patient advocate

· Developing and maintaining a dialogue with the family about goals and advance directives

· Formulating emergency plans with the family

The ideal medical home should be:

Accessible:  For comprehensive care, the family must have a way of remaining in reliable and consistent contact with the PCM, whether by email or phone, and should have a plan for after-hours care if needed in case of emergency.

Family-centered:  The medical home model means that the PCM cares for the whole family.  In addition to minimizing trips to the doctor by providing concurrent care for siblings whenever necessary, the PCM is often acutely aware of how issues of chronic illness will affect siblings, and may be uniquely equipped to provide guidance on family planning, genetic counseling, and ongoing monitoring for inherited disorders.


The PCM may also be the best person to judge how much complex care a particular family is capable of handling.  For example, one family may be capable of doing tracheostomy care or flushing central lines at home, while another family may require the extensive support of in-home nursing care for these kinds of functions.

Teamwork-based:  While the PCM is the coordinator of the patient’s care within the medical home, it is of great benefit to have a nurse and a receptionist who understand a particular child’s health care needs.  For example, a nurse who knows the child well can field many concerns over the phone, help to triage issues as they arise, and may be able to engineer events such as spacer teaching or blood draws in a way that is tailored to the individual patient.  Likewise, a receptionist that is familiar with a family’s unique needs will be able to help maintain continuity in appointments with the child’s devoted PCM and help facilitate the family’s special administrative needs.  These other team members can greatly streamline and improve a child’s health care.  In addition, when nursing and reception staff are well-acquainted with a family’s needs, they are invaluable in helping the child transition to a new PCM.

Coordinated:  Within the medical home model, the PCM ideally coordinates the patient’s specialty care and integrates specialist input into the child’s overall treatment plan.  Working with specialists gives the PCM a way to learn about the various facets of the patient’s illness, and a collaborative relationship with a specialist can facilitate appointments and procedures.  Most specialists are very receptive to direct communication with a patient’s general pediatrician. 
Facilitating effective communication
Good information about a patient is a valuable gift!

The better the communication regarding a patient’s care, the more smoothly a patient’s care will be carried out.  Good communication prevents errors, improves compliance, protects the patient as well as the provider, saves time and money, and prevents emotional frustration.  Good communication can also prepare families for procedures, consultations, transitions in care, and changes in health status.  Quality pediatric care requires good communication on many levels:

· We must communicate clearly with the patient and family. 

· We must teach the patient and family to communicate effectively with other medical personnel.

· We must communicate clearly with other providers about the patient’s needs.

Tips on communication between PCM and family:

· Provide a business card so the family remembers your name and has your contact information

· Be simple in your language and clear in you instructions

· Limit yourself to three or four important points or instructions at a time

· Write things down for the family.

· Ask the patient to repeat complicated information back to you to ensure understanding.

· Multiple requests for instructions to be repeated probably mean that the family does not understand the information or instructions.

· Families can sometimes experience denial regarding painful or frightening information, and you may find yourself repeating information over and over again.  Recognize that this can be part of the family’s process of grieving or acceptance, and that it is an important part of caring for the family.  Be patient.

· With any acute issue, communicate clearly about what you expect to happen, and what you want the family to do if things are getting worse.

· Wrap up your encounters with the question:  “Is there anything you wanted to discuss that we haven’t talked about yet?”
Tips on communication between the family and other providers:

· Consider helping the family prepare a medical summary.

· Prepare families for consultations by reviewing the reason for the consult and discussing what the family can expect from the specialist.

· Help the family prepare written emergency plans for the patient.

· Help the family get medical alert bracelets or medication cards for the patient.

Tips on communication with other providers:


For short-term followups (i.e. going on vacation or being on a remote rotation)

· Be clear in the kind of help you are asking for, and be as concrete n your expectations as you can.

· Face-to-face introductions are always best if at all possible, and if an acute issue is being followed up on, it’s very helpful for the assisting provider to see what things look like now so he or she has a baseline for comparison later on.  If possible, review your expectations of what will happen and your instructions on what to do if things are getting worse in front of the family as well as the babysitting provider, so that everyone is clear on the plan.  Provide the patient in writing with the name of the provider who will be following up on them.

· Email or phone contact requesting a followup should be clear and concrete as well, with expectations clearly outlined and any pertinent contact information provided.  


· T-cons and medical notes should have enough information that another provider would understand what to do if the patient returned for followup.

Complicated or emergent patient issues mandate good provider-to-provider communication!

Consider what information you would want if you were the assisting provider!

For long-term patient handoffs:


Face-to-face introductions are optimal, as is a meet-and-greet appointment with the old and new provider both present.  Try to do this a few months before you leave so that you are readily available for any questions from the patient or the new provider.  Clearly communicate with a written summary and open communication about any questions the new provider has.  Provide ongoing contact information so that you can be reached with questions after you leave.
