Centralized Referral Office
Executive Summary: Blanchfield Army Community Hospital (BACH) established a centralized referrals office to track and actively manage all referrals regardless of origin to ensure that the organization is not paying for services that can be offered in-house. The process for managing internal referrals is typically unstandardized and results in longer processing times and decreased access to care because these systems harbor significant variance between sections. However, now each request for external services is analyzed to determine if there is availability and capacity within the facility.   

Points of Contact:  The idea of a centralized referral office is not something new or unique, especially in the civilian system. However, it is not nearly as common in the MHS where variation is commonplace and the management of referrals differs at each installation. At BACH the driving force behind this initiative was Donna Faulkner, the Chief of Managed Care, at 270-798-8925 or by email at donna.faulkner@amedd.army.mil. The other sections involved offered guidance specific to their department and provided a wealth of information during the research phase of development. Another key member of this project is Gina Crabtree, Chief of Referrals Management, at 270-798-0268 or gina.crabtree@amedd.army.mil. The research and analysis was completed by CPT James McWherter at 270-798-8645 or by email at james.mcwherter@amedd.army.mil. 

Group Involved with the Project:   Managed Care Division, Referrals Management, Quality Management Division, Outcomes Management, Clinical Support Division, Facilities Management, the Deputy Commander for Managed Care and Compliance, and TRICARE North Regional Office.

Summary of Best Practice: 
Objective of Best Practice: The benefits of standardizing the internal referral process is centered on improving provider productivity, access to care, continuity of care, and patient safety.  The goal was to discontinue the individual departments’ ability to manage its own referrals and establish a centralized referral office to supervise the entire process, to include booking the first appointment. This goal aligns with the aims of the MHS “Quadruple Aim” for Experience of Care, Population Health, and Cost.

Background:  In the past Blanchfield Army Community Hospital (BACH), like most military treatment facilities, had no standardized method for tracking its internal referrals. The process for managing internal referrals is typically unstandardized and changes based on the preferences of the department chiefs and the individual screening the requests. This inconsistency results in longer processing times and decreased access to care because the system harbors significant variance between sections. This issue is complicated by the fact that each specialty clinic maintained a different standard for booking appointments and clinicians regularly “cherry-pick” which patients they want to see. 

      Furthermore, a survey was conducted which determined that is some cases more than 90% of documents were rejected due to insufficient information or inappropriate. This has resulted in wasted provider time and an unacceptable number of unbooked appointments, both of which routinely cost the organization money. Based on other organization’s experiences it was thought that this project would improve revenue generation through a reduction in provider’s administrative burdens, speed up the process for patients, and improve patient satisfaction. Furthermore, a centralized referrals office would   actively track and manage all referrals regardless of origin to ensure that the organization is not paying for services that can be offered in-house. This would also provide patients with a one-stop shop for all concerns and issues surrounding their care. 

Literature Review: Although no literature on this specific topic is readily available, several articles documenting the importance of a complete referrals program.  One such example published in 1998 by Medical Care Resources discusses the shortfalls surrounding diverse internal guidelines generally found in medical groups. The author, Esther Morales, reviews how these types of practices are typically bureaucratic and tend to pit the patient against the provider while wasting time and resources. These findings were later supported by a 2009 case study conducted at the Boston Medical Center where several paper-based systems were replaced with a single computerized database. The case study highlighted the vast improvements in patient outcomes, productivity, cost savings, and revenue generation. Moreover, in 2009 Ft Sill’s MEDDAC implemented this type of centralized system with great success with members from around the MEDCOM creating new position descriptions, tracking metrics, and business rules.
Implementation methods: This first part of implementing this initiative was finding a space large enough to put the staff that was still accessible to patients. Consolidating staffing requirements can be an issue for any organization, but is significantly more difficult when looking for prime real estate. In today’s economic environment funding is always an issue and required innovative thinking to offset initial staffing investments. 

      To ensure that the system was not overwhelmed the leadership adopted a phased approach allowing the centralized referral office to slowly change over individual clinics one at a time. This would give staff the opportunity to learn about the specialty and learn about its unique issues while making necessary tweaks in the process. This would not only allow for a learning curve, but ensure that productivity was being maintained in a safe environment.   
Results: As a new practice at Fort Campbell the data supporting this initiative is still being collected. 

Conclusion: The healthcare landscape is constantly changing and the military health system is no exception with complexities rivaling its civilian counterparts. A centralized office allows leadership to flex with demand shifts and adapt as practices evolve. Future analysis of this project will measure productivity improvements over the next few years to validate this approach as a best practice for Army wide implementation. Periodic process reviews and critical analysis will be used to develop system improvements and corroborate existing evidence that this is in fact the best approach. 
      Despite the expected resistance to cultural change this business model is not only easily replicated but highly sustainable. The increased costs for manpower are quickly offset by increases in provider productivity and improved patient experiences. Perhaps the greatest challenge and barrier for any organization is finding space to consolidate staff. Regardless of any implementation challenges, this practice improves the patient care experience and safety, making it worth the effort. 
