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What is
Pre-visit
Planning?
“The pre-planning tool is
a great method to assist
clients in coordinating their
medical needs, especially for
clients who have difficulty
with verbalizing their
medical concerns with their
medical providers. As a
provider, this tool assists us
with educating our clients
on the importance of their
medical care.”
— Dale Mandelman
Nurse Manager

Care team collaboration and coordination challenges
greatly affect delivery of care, health outcomes, and
patient engagement in health care decisions. Care
coordinators play a crucial role in impacting each of
these areas as they generally have the most contact
with patients, insight into what matters most to
patients, and understand the burden patients face
while navigating the delivery system. Naturally, they
develop a unique relationship with the patient, guided
by person-centered care.
Mount Sinai PPS developed a strategy to leverage the
critical role of the care coordinator to improve pre-visit
planning efforts.1 The strategy aimed to:
1	Strengthen pre-visit planning for clinical
appointments to improve communication and
accuracy of clinical information between patient
and provider as well as care coordinator and provider,
while also addressing key gaps in care.
2 I mprove patient activation and shared decisionmaking to encourage patients to partner with health
care providers and become active in their health care
decisions. It also allows care coordinators to support
patients in creating and prioritizing questions for their
health care providers to inform their healthcare
decisions. This also validates clinical information and
services through after-visit summaries.
3 S
 upport care coordinators with targeted care
management training so they are educated on
specific chronic diseases to help identify appropriate
patient self-management resources and achieve
successful pre-visit process.
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Pre-visit
Planning Tool
Development and
Implementation:

To drive this strategy forward, Mount Sinai PPS collaborated with four PPS
care management agencies (CMAs) in December 2017 to January 2018 to
create a Pre-Visit Planning (PVP) tool. This tool is designed to provide
education and information to patients to help them understand current
health care needs and identify ways to manage their health care. 2
Research indicates clients with less engagement in health care delivery
and decisions are more likely to be readmitted within 30-days1, while higher
levels of activation are associated with improved treatment engagement.3
As such, this tool became a document for the patient, care coordinator, and
provider to complete and review together. As a workgroup, the four agencies
discussed and agreed on questions and content for the tool that would fit
a person-centered approach. The group gathered feedback from PPS
providers to ensure the provider perspective was incorporated into the
process. Once finalized, the PVP tool was distributed to the agencies to
implement with their patients, often referred to as clients.
During implementation, the CMAs considered a number of factors including:
•	The number of clients and care coordinators who are a part of the PVP
implementation process
•	How to adapt to current workflows and policies
•	Training needs

The Alliance for
Positive Change’s
Process for
PVP Tool
Implementation:
“The PVP tool is especially useful
when we accompany some
members who have extensive
needs to their appointments. Prior
to the implementation of the PVP
tool, we used to discuss with
clients before their appointments
about the concerns they wanted to
communicate to the provider they
were waiting to see. The PVP tool
gave that conversation a bit more

•	Communication processes with providers to close loops related to gaps
in care

brought to the attention of all

•	Frequency of using the PVP tool

parties involved the need to

Data collection and Plan Do Study Act cycles were incorporated into the
implementation of the strategy to measure successes, identify challenges and
ensure there was a value-add for both the care coordinators and the clients.
The recommended key components in the PVP tool included:
Current State
• Primary Care Provider
• Behavioral Health Provider
• Care Coordinator
• Current Medication List
• Pharmacy Information

Appointment Information
• Reason for Appointment
• Questions
•	Lab Tests
(due or recently completed)
• Provider Name
• Notes

structure and substance. It also

elaborate and provide education
on other important matters that
were previously omitted from the
conversation.”
— Jossiel
Alliance Care Manager

The Alliance for Positive Change discussed
the tool internally in January 2018 and
implemented the tool between February and
March 2018. They focused on the following
key elements:
•	
Internal communication and education
around the PVP workflow by discussing it
during Unit, Planning Team, and Care Manager
HUB Meetings.
•	
Defining the patient population that would
use the PVP tool. The Alliance decided they
would start the process with clients who were
part of the monthly gaps in care reports sent
by managed care plans and those who had
an upcoming primary or specialty care
appointment.
•	
Reviewing gaps in care reports with clients.
When necessary, care coordinators can
accompany clients when meeting with
providers and present the PVP tool to the
provider together.

Utilizing the PVP Tool with
Patients at the Alliance
for Positive Change:
STEP
STEP

STEP

STEP

•	
Establishing a documentation process to
track care planning activities in the Health
Home dashboard and follow up with provider
if PVP tool was not received.

STEP

•	
Established a follow up protocol for:

STEP

o	Care coordinators to check in with the
provider if the PVP tool was not received
o	Check-in with the Care Management
team to ensure gaps were closed

1
2
3
4
5
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Client and care coordinator collaboratively
complete current state of services section
of the PVP tool.
Client and care coordinator discuss
upcoming health care appointments
and identify questions for the provider
to best inform care decisions.
Care coordinator has available
educational information to support
decision making.

Once complete, client finds a secure
location to save information until the
upcoming appointment with the
medical or behavioral health provider.

Lessons
Learned:

•	
Invest time in startup education and
roll-out process. For Alliance, the
process took two months and this
included establishing buy-in from
external providers and stakeholders.

Client shares PVP Tool with provider,
obtains input and updates on the tool
and maintains a copy in secure location.

•	
Ensure there is a point person who
updates the PVP Tracking Tool with
all relevant gaps in care reports and
completed PVP tools.

Client and care coordinator review PVP
tool at next visit.

•	
Weekly follow-ups by the project
coordinator with the care coordinator
on updated gaps in care reports helped
care coordinators stay in tuned with
their clients.

Results:

49
40%
52.3%

Next Steps:

The Alliance will continue to use the PVP
tool across the care management
program and implement it into their overall workflow, specifically for those clients
with gaps in care. Care management
staff are encouraged to continue using
the tool as part of closing care gaps
with clients. Additionally, it will be utilized
as a helpful tool to prepare clients for
appointments and address issues that
may impact appointment adherence, as
well as improve the relationship with the
medical provider.

PVP tools implemented
of diabetes-related gaps closed
of antidepressant
medication gaps closed

About the Alliance for Positive Change: Founded in
1990, the Alliance for Positive Change transforms lives
of New Yorkers living with HIV/AIDS and other chronic
illnesses. The Alliance helps people access medical care,
manage and overcome addiction, escape homelessness,
get back to work, and find community. By addressing the
underlying issues that contribute to poor health, the
Alliance’s individualized, full-service approach and harm
reduction philosophy help New Yorkers lead healthier,
more self-sufficient lives. At the Alliance, we believe
everyone deserves the chance to feel better, live better,
and do better. To learn more, visit www.alliance.nyc
and follow the Alliance at @thealliance_nyc or facebook.
com/thealliancenyc.

About Mount Sinai Performing Provider System:
Mount Sinai PPS is a separate legal entity of Mount Sinai
Hospital. It is responsible for developing an organization
infrastructure sustainable to support the overall DSRIP
goal of reducing avoidable hospitalizations. In partnership with providers serving over 300,000 patients in
Manhattan, Brooklyn, and Queens, Mount Sinai PPS is
working to integrate services across this robust health
care system and create a delivery system that improves
health, the quality of care, patient safety, and patient
satisfaction. Learn more at www.mountsinaipps.org.

•	
Leverage care management teams
that are embedded at the hospital to
provide care management services
and collaborate daily with the providers
on site. They had the highest success
at having the PVP tool completed when
meeting with clients and providers.
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