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D ra m at i c  Per f o r ma n ce  Im pr o vem e nt™  

Care Coordination 

Pat ient  Ident i ficat ion Tool  

Introduction:  

 As the prevalence of chronic disease continues to rise in our country, health care 

organizations are challenged with providing higher quality care at a lower cost. Payers 

are moving toward reimbursement that is based on value and quality instead of volumes 

and fee for service, hoping to foster clinical excellence while keeping costs as low as 

possible. Patient Centered Medical Homes (PCMHs) were created to help organizations 

meet the rising needs within communities and the ever-challenging financial platform 

upon which healthcare sits. A key component to PCMH is care coordination of high-risk 

and high cost patients.  Care Coordinators help align care for patients in many areas, 

including: 

✓ Managing Transitions of Care 

✓ Referral Management 

✓ Medication Management 

✓ Development of Care Plans 

✓ Preventative Care 

✓ Socio-Economic Needs 

✓ And More! 

 Successful care coordination efforts hinge on the ability of an organization to 

accurately and adequately identify patients who are most in need and most likely to 

benefit from care coordination services. Without thoughtful and strategic identification of 

individuals and patient populations, your care coordination services are likely to be ill-

targeted, which can make it difficult to manage resources sustainably. Who you choose to 

target for CC services may be driven by multiple factors, including: 
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The population that you select to target will likely be dependent upon the services you 

offer within your facility as well as driving factors present within the community and 

your patient population. It is also likely that many patients will fall into several 

categories. You may also select to combine a variety of tactics within your care 

coordination program. Commonly, CC services are targeted toward high-risk, high cost 

populations based on disease process and utilization. 

Disease Speci fic,  Primary Diagnosis :  

 Commonly, diseases targeted through care coordination services include diabetes, 

congestive heart failure (CHF), coronary artery disease (CAD), asthma, chronic 

obstructive pulmonary disease (COPD), high-risk obstetrics, and various mental health 

diagnoses. Deciding which disease to target will likely be driven by multiple factors: 

- Staff and resources: Depending on your current infrastructure, you may have 

limited staff who are adequately qualified to target and implement interventions to 

impact some diseases.  

- Availability of disease related data: determining your current disease prevalence 

may be difficult depending on your medical records system or electronic medical 

• Improving disease specific patients (diabetes, heart failure, depression, etc.)
• Improving patients with co-morbidities (depression & diabetes, pregnancy & tobacco abuse, etc.)

Clinical diagnosis-based populations:

• Ensuring use of Preventative Services

Quality driven populations

• Leveraging Medication reconciliations 

Safety driven populations

• Reducing unnecessary utilization

Efficiency driven population

• Targeting individuals with glucose intolerance and creating plans to prevent them from developing diabetes

Modifiable risk populations

• Following those being referred to specialists
• Following patients recently discharged from an emergency department or inpatient facility

Transitional Care Populations

• Managing those who are most vulnerable due to biopsychosocial or co-morbid chronic conditions

High-Risk/High Cost populations

• Securing Quality metrics as driving by your payers 

VBP Attribution lists
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record (EMR), and your ability to pull that data out in a useable format. You can 

consider utilizing payer/claims information as well in order to determine what you 

have available and make it work for you. 

- Stakeholder input: Choosing your target population may depend upon the mission 

or vision of your organization or any collaborations in which you participate. 

High-Risk,  High Cost ,  High Uti l ization:  

 Although high-risk, high cost, and high utilization could all be their own ‘type,’ 

often times patients who belong to one group belong to all. Programs that choose to target 

this population are often driven by the desire to provide a holistic, comprehensive 

program to their patients. Patients who fall into this category often suffer the burden of 

multiple chronic diseases or physical ailments, complex social needs, and mental health 

ailments. To identify this population, you need to do predictive modeling or risk 

stratification. 

 Risk stratification helps you identify high-risk patients who are typically complex, 

high cost, and who drive utilization. As it relates to care coordination, risk stratification 

of a patient population is a method of assessing patients who are at risk of an event, 

typically aimed at preventing those events that are most costly. Focusing on high-risk and 

rising risk patients provides the best opportunity to impact improved quality of care and 

cost of care reduction. Patients who are identified will typically require more than 90 

days of follow-up and remain on a care coordination patient list long term.  

 Methods of predicting risk are an emerging field in health care research with early 

findings suggesting that combining risk stratification with proactive care and care 

coordination can significantly improve patient outcomes while reducing costs. Review of 

data from an EMR or claims data from a payer is a good tool to help assist you in 

identifying your patient population. However, these methods are a TOOL; they should 

not replace a provider’s instinct and clinical decision making.   

The bottom line? Without a systematic approach to patient identification, care 

coordination efforts are likely to be targeted at those who do not necessarily need it, and 

could potentially miss the patients who need it the most.  Alignment of care coordination 
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efforts with the needs of the patient population will create improved patient outcomes, 

build relationships between patient and care teams, improve patient and provider 

satisfaction, and create sustainable health systems.  

Risk Strati fication:  

 Risk stratification is a common method used to perform an assessment of the 

patient population that is served by the provider or organization, categorizing patients due 

to certain risk factors. As an industry, a single best practice method has not been 

identified, but all methods have proven to improve patient outcomes. There are multiple 

risk stratification methods available, most requiring investment in software and analytics. 

Some of these include: 

Minnesota Tiering Model: Developed by the Mayo Clinic, this system utilizes Major 

Extended Diagnostic Categories (MEDCs), grouping patients into five tiers. Tier 0 (low, 

or no conditions), Tier 1 (basic, 1 to 3 conditions), Tier 2 (Intermediate, 4-6 conditions), 

Tier 3 (Extended, 7 to 9 conditions) and Tier 4 (Complex, 10+ conditions).  

Hierarchical Condition Categories (HCCs): This risk stratification method is part of the 

Medicare Advantage Program for CMS and contains 70 condition categories selected 

from ICD codes. This method also includes expected health expenditures.  

Adjusted Clinical Groups (ACG): Developed by Johns Hopkins University, this method 

utilizes inpatient and outpatient diagnoses to classify patients into one of 93 ACG 

categories. It is most often used to predict hospital utilization. 

Elder Risk Assessment (ERA): This tool is primarily used for patients over 60, utilizing 

factors such as age, gender, marital status, and number of hospital days over the previous 

two calendar years, combined with selected comorbidities to assign an index score. 

Pat ient  Cohort Identi ficat ion : 

 For the purposes of care coordination patient cohort identification, a good place to 

start may be to follow the below algorithm. Keep in mind the various risk stratification 

methods and remember that the end result, your patient cohort, should represent those 

who fall into Tier 3 and Tier 4, those who are the top 20% high-risk or high utilizers 
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within your overall patient population. These are the patients most likely to be at risk of 

unnecessary resource utilization and most likely to benefit from the services of a Care 

Coordinator or care coordination service. The flowsheet below is a sample tool that 

combines traditional risk stratification with cost and disease-based risk assessment with 

individual provider complexity assessment.  

 The first step in identifying patients to receive your care coordination services is 

to create a comprehensive cohort attribution list.  This identification starts at the case 

level. This can and should consist of patients who are assigned to your organization 

through payer attribution lists, specific Diagnosis Related Groupings, or DRGs, (which 

includes Bundled Payment contracts or quality-based contracts), and patients who are 

identified through provider referral (see the Provider Tiering Form below). The next 

strategy for patient cohort identification takes place at a population level. 

Patients identified at a population level include those identified through risk stratification, 

claims data (those that are most expensive), or those who are identified through acute 

care or sentinel events.  

 

Provider  Tiering Form 

Purpose:  

This tool provides a patient tier system for providers and practices to identify patients by  

complexity. The basis of the tier system is focused on the number and severity of chronic 

conditions present. However, it also allows providers and practices to assess complexity 

Reconcile lists 
to generate 

high-risk, high 
utilization 

patient cohort 

Gather attribution lists, 
provider panel lists and 

provider tiering lists

Non-attrributed yet high-risk/cost: 
Invite patients who are not attributed 
but identified as high-risk/high cost to 
schedule an appointment with PCP and 

steps should be taken to get them 
attributed, where applicable  

Attributed+high-risk/cost: Invite 
patients who are attributed to the 
organization to participate in the 

care coordination program

Add to Registry and list to being 
Care Coordination Services
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based on psychosocial and behavioral health needs that might not be present when 

limited to billing claims and diagnosis data mining.  

Instructions: 

1. Use the grid below to sort a patient’s problems and diagnoses by condition 

groups. These conditions may come from a variety of areas, including: problem 

list, treatment plan, patient history, or guidelines and protocols.  

2. Classify and mark any conditions that would be considered ‘chronic.’ 

Classifications may include: conditions that have lasted or can be expected to last 

6+ months or are likely to recur. You may also base this upon your organization’s 

definition of what constitutes a chronic condition.  

3. Next, assess the severity of the diagnosis, disease, or condition and put a chck 

mark under the appropriate column. A condition may be considered severe if it 

is defined as a major or potentially unstable condition and absence of optimal care 

is likely to lead to worsening and more serious health problems and illness, 

impairment, or death. If the condition meets this criteria, check the ‘severe 

condition’ column. 

4. Consider communication factors in the patient’s care. Increased care 

coordination efforts may be needed if patients need interpretation services to 

communicate about their healthcare. This includes patients who are hearing 

impaired and require sign language. Determine if the language barrier is 

significant enough to prevent a discussion about complex medical decision 

making; if so, check the box.  

5. If the patient has a serious and persistent mental health illness diagnosis, select 

this box. While you can determine what filters fit best for your organization and 

population, patients with an active diagnosis of schizophrenia, bipolar disorder or 

borderline personality disorder are likely to fit into this category.  

6. If the patient has complex psychosocial needs (homeless, drug abuse, extreme 

poverty, etc), select this box.  

Once you have completed the assessment, score each patient and list in the column 

provided for ‘sum’ and ‘tier.’ Tiering counts as follows: 
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Sum Count Tier 

0 0 

1-3 1 

4-6 2 

7-9 3 

10+ 4 

Sample Tool:  

 

Condition Chronic Severe Score 

Allergy, Asthma    

Cardiovascular    

Dental    

Ear, Nose, and Throat    

Endocrine    

Eye    

Female Reproductive    

Gastrointestinal/Hepatic    

Genetic    

Genito-urinary    

Hematologic    

Infections    

Malignancies    

Musculoskeletal    

Neurologic    

Nutrition    

Renal    

Respiratory    

Rheumatologic    

Skin    

Toxic Effects    

Mental Health Disorder (+ 5) (+ 5)  

Psychosocial (+ 3) (+ 3)  

Non-English primary 

language 

   

Adapted from: http://www.health.state.mn.us/healthreform/homes/payment/training/complexteirtool.pdf 

 

http://www.health.state.mn.us/healthreform/homes/payment/training/complexteirtool.pdf

