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Abstract

Obijectives: For patients presenting to an urgent care
(UC) telemedicine practice, our objective was to deter-
mine if a “screening, brief intervention, and referral to
treatment” (SBIRT) model would increase referrals to
primary care for patients who did not have a primary
care provider (PCP).

Methods: This quality improvement project was con-
ducted over 8 weeks at a UC telemedicine practice in
Washington state with an average daily volume of 100
patient visits. Five advanced practice clinicians (APC)
participated in this study. The SBIRT model was used as
the intervention. Patients were screened for having a
PCP during the visit, and those identified as not having
PCP were provided a brief intervention via a shared
decision-making tool on the benefits of primary care,

and, if necessary, were provided a referral to primary
care.

Results: Over the course of 8 weeks, 455 patients were
seen by 5 different APCs in Washington state, and 95%
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Table 1. Core Interventions

Plan-Do-Study-Act Cycle

Core intervention

Week 1-2

Week 3-4

Week 5-6

Week 7-8

SBIRT model

Implement screening
and referral workflow
and SDM tool with
one provider

Implement screening
and referral workflow
and SDM tool with
four additional
providers (spread)

Add option for direct
scheduling patient
during virtual visit to
the screening and
referral workflow

Include electronic
referral in EHR in the
screening and referral
workflow and assess
patient barriers to
accessing primary
care with SDM tool

Shared Decision
Making

Implement SDM
(SURE tool) with one
provider

Spread intervention
to four additional
providers

Transfer SURE tool to
Microsoft form for
providers to collect
results

Assess patient
barriers to accessing
primary care

PCP = primary care provider; SBIRT= screening, brief intervention, referral for treatment; SDM = shared decision making; EHR = electronic health record; SURE =

Sure of myself, Understand the information, Risk-benefit ratio, Encouragement

(n = 430) were screened for having a PCP. During the
intervention period, the referral rate for adult patients
with no PCP increased from a baseline of 8% to 93%
(81/87) over the implementation period. This exceeded
the initial goal set before the project began of achieving
an 84% referral rate for patients without a PCP. By the
end of the implementation period, 31% (25/81) of pa-
tients already had an appointment scheduled with a
PCP as a result of the referral. The intervention added
an average of 2.5 minutes to each visit, which was
below the set balancing measure.

Conclusion: After implementing SBIRT, the referral rate
from a UC telemedicine service line to primary care in-
creased from 8% to 93%, and 31% of referred patients
had scheduled an appointment with primary care.

Introduction

ccording to the United States Department of Health
Aand Human Services, 20-25% of adults in the United

States (US) lack a primary care provider. Access to
primary care has been shown to decrease overall mor-
bidity and mortality rates and is associated with im-
proved metrics of health equity.? Additionally, in 2020,
the Primary Care Collaborative reported that only 8%
of US adults ages 35 and older have received appropriate
preventive services, suggesting that system-level efforts
are needed to increase access and use of preventive
care.! US healthcare spending rose 2.7% in 2021 to
reach $4.3 trillion, however, only 5-7% was used for
primary care.* Annual demand for emergency and UC
services is increasing by as much as 3-6% per year.*
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Studies suggest that large proportions of patients (10-
60%) accessing emergency and urgent care services
could be managed using lower-acuity care, such as pri-
mary care.* Studies have shown that referring patients
to primary care from the emergency department (ED)
resulted in significant decreases in subsequent ED utili-
zation.’ Lack of access to primary care is associated with
higher out-of-pocket expenses and increased emergency
department use.¢

Primary care access has also been shown to reduce
overall healthcare spending, likely through chronic dis-
ease prevention and early management of health prob-
lems as they arise.”®

Disparities in access to primary care exist, and screen-
ing patients while also assessing barriers to primary care
can help mitigate these disparities.” Engaging patients
in shared decision making (SDM) can help them make
informed decisions to improve health outcomes and
understanding.’® Simplifying the referral process in-
creases patient follow-through, and appropriate follow-
up can help identify barriers.!*12 The Institute of Medi-
cine (IOM) states that strategies such as team-based care
can be effective to improve access and make care more
efficient.!

Methods

This quality improvement (QI) project was conducted
at an urgent care telemedicine practice in Washington
state to determine if implementing a screening and re-
ferral workflow and providing a brief intervention on
the benefits of primary care using shared decision-mak-
ing would increase the number of referrals placed to
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Table 2. Core Intervention Measures and Results

Core intervention . o Project total
- Operational definitions
Intervention Tool N n (%)
Screening/Referral Screening and Process: Number of adult patients 455 | 430 | (95)
for PCP Referral Workflow screened/Number of adult patients seen
Shared Decision SURE tool Outcome: Number of adult patients with no PCP 87 81 (93)
Making given a referral/Total Number of adult patients
with no PCP seen
Process: Number patients SDM used/Number 87 84 | (94)
documented in log
Outcome: Mean SURE Test Score (0-4 scale) 84 3.9

range 0-4, with 4 being the highest (greatest understanding).

PCP = primary care provider; SURE = Sure of myself, Understand the information, Risk-benefit ratio, Encouragement; SDM = shared decision making; SURE tool:

primary care for patients with no PCP. The practice is
composed of a director of operations, 31 advanced prac-
tice clinicians, a physician medical director, registrars,
and medical assistants. The clinic sees an average of
100 patients daily throughout Washington state in both
rural and urban areas. Five APCs participated in the 8-
week QI implementation. A random chart audit of pa-
tients was performed to make a general assessment of
the proportion of patients with a PCP before imple-
mentation.

This project aimed to improve effective care in a tele-
medicine urgent care by increasing the referral rate to
primary care for adult patients with no PCP. A goal of
84% was adopted from HealthyPeople 2030, which out-
lines an objective of increasing the proportion of people
with a PCP to this figure by 2030.1

The IOM’s (2001) effectiveness framework, which
emphasizes use of evidence-based care and best prac-
tices, was used to support the intervention.'> We used
the SBIRT method, which has been shown to be an ef-
fective strategy for affecting healthy behaviors and ap-
propriate referrals.!6

The Plan-Do-Study-Act (PDSA) model for quality im-
provement planning was used in conducting this proj-
ect.!” Over the 8-week implementation period, 4 PDSA
cycles, each lasting 2 weeks, were conducted for the in-
tervention (Table 1). Each 2-week cycle was evaluated,
and 1 small test of change (TOC) was performed.

This project was given a waiver from the institutional
review board (IRB) as it met federal requirements for a
quality improvement project under the US Health and
Human Services definition'® and did not constitute
human subjects research.
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Intervention
Using pre-implementation data from a causal diagram
and gap analysis, several areas of improvement were
identified. These included conducting screening of pa-
tients for PCPs, providing effective referrals to primary
care, and providing follow-up for patients with no PCP.
Using the SBIRT model, 2 tools were created to address
gaps in effective care: a screening and referral workflow;
and a SDM tool, which was integrated into the screening
and referral workflow (Table 2). The screening and re-
ferral workflow utilized a step-by-step approach (Figure
1). First, each patient was screened by the provider to
determine if they had a current PCP. If the patient did
not have a PCP, a brief intervention using SDM was con-
ducted. This involved discussing the rationale for ob-
taining a PCP and answering questions, then patient un-
derstanding was assessed using the 4-question SURE (Sure
of myself, Understand the information, Risk-benefit ratio,
Encouragement) tool using a 4-point Likert scale (0 = lo-
west understanding to 4 = greatest understanding).'
Providers then used the hospital’s website to search
for PCPs who were accepting new patients. If electronic
scheduling was available for the PCP, the provider would
also make an appointment for the patient during the
virtual visit. If no appointments were available, the
PCP’s name, address, and phone number were placed
in the patient’s after-visit summary. If the patient had
an online portal, a follow-up message was sent to the
patient 1 week later to verify they had made the PCP
appointment. If the patient did not have an online por-
tal, the provider sent a staff message to the registrars to
follow up with the patient in 1 week.

www.jucm.com
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Study of the Intervention

Quantitative data from each SBIRT component was col-
lected daily. Aggregate data was interpreted at the end
of each 2-week cycle for the process and outcome meas-
ure. The SURE tool was used to evaluate the patient’s
decision to accept a referral to primary care. Qualitative
surveys of members of the healthcare team were col-
lected pre- and post-implementation and assessed for
team member’s perspectives. Accumulated qualitative
and quantitative data from each cycle were used in the
TOC for the next cycle.

Measures

This QI initiative implemented 2 processes and mon-
itored for 2 outcomes of interest. (Table 2). The process
measures tracked utilization of PCP screenings and the
use of the SURE tool. The outcome measures tracked
referrals and the SURE tool results. Visit time was used
as a balancing measure to ensure visit times did not af-
fect the flow of the telehealth practice. We set a goal to
have average visit time remain less than 20 minutes
with the implementation. To ensure accuracy, tools
were integrated into a Microsoft form and crosschecked
with daily visits in the electronic health record (EHR).
The screening and referral workflow and SDM tool were
developed based on a standardized toolkit, but neither
were tested for validity.

Analysis

Run charts, which display data over time, were used to
analyze the data extracted from the Epic EHR. Run charts
are used to determine whether a change has occurred
from preintervention to postintervention.?’ Each meas-
ure (process, outcome, aim, and balancing) had a corre-
sponding run chart. Four rules are applied to run charts
to determine if results are due to random variation or
due to an attributable change from the process. These
special-cause signals that represent statistical significance
include: runs (a group of successive points below or
above the median); shifts (6 or more consecutive points
on one side of the median); trends (5 or more consecu-
tive points continually increasing or decreasing); and
astronomical points (greatly different than other data).?
Each run chart was evaluated for these special-cause sig-
nals and helped to influence the next TOC. Qualitative
data from field notes and team engagement were re-
viewed weekly for themes, and feedback was incorpo-
rated into each future TOC (iterative change).

Results
Demographics were similar between all patients seen
at the site and those without a PCP. The population
was primarily Caucasian, female, English-speaking, and
had commercial insurance (Table 3).

Over the 8-week implementation period, 95% (n =
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Figure 1. Referral Flowchart

Screen Patients
for PCP
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find a PCP accepting
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Is direct scheduling
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appointment during into Epic using Ref24
virtual visit
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phone number into
the AVS

Complete visit

Patient has Patient does not
MyChart have MyChart

Send staff message
asking registrars to
call patient in 1-week
for follow-up

Post-date 1-week
follow-up message
to patient

Complete visit Complete visit

Shared Decision Making: SURE (Sure of myself, Understand the information, Risk-benefit ratio, Encouragement); AVS = after-visit summary
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Table 3. Demographic Data

USING URGENT-CARE-BASED TELEMEDICINE TO INCREASE PRIMARY CARE REFERRALS

Site Total (N = 455) Implementation Total (N = 87)
Characteristic
n (%) n (%)

Demographics
Gender

Male 114 (25) 27 (31)

Female 341 (75) 60 (69)
Age
18-34 years 163 (36) 56 (64)
35-54 years 210 (46) 25 (29
55- 64 years 30 @) 2 @)
65+ years 52 (1) 4 (5)
Race
White 379 (83) 67 78)
Other 43 (10) 10 (12)
Not reported 33 @ 10 (11)
Language
English 454 (99.8) 87 (100)
Other 1 (0.2) o (0)
Payer Type
Commercial 325 (71) 59 (68)
Medicaid 84 (19) 24 (28)
Medicare 31 @) 1 (1)
Uninsured/Self-pay 15 (3) 3 3)
Washington Region
Northeast 96 (21) 20 (23)
Northwest 189 (42) 37 (43
Southeast 98 (22) 16 (18)
Southwest 72 (16) 14 (16)

430 of 455) of patients were screened to determine if
they had a PCPF, and of those screened, 20% (1 = 87 of
430) did not have a PCP. Using SDM, 93% (n = 81 of
87) of the patients without a PCP were given a referral
to primary care. Among this group, 31% (n = 25 of 81)
of patients actually made a primary care appointment.
(Table 4) During implementation, the average visit time
increased by 2.5 minutes.

The SURE tool was used on 93% (n = 81 of 87) of pa-
tients with no PCP to ensure patients understood why
they were being referred to primary care. The average
score was 3.9/4 for patient understanding of the purpose
of the referral.

TOC was performed for each 2-week cycle during the
intervention, and there were several noteworthy find-
ings in each cycle. As part of the workflow, the UC pro-
viders made referrals to primary care offices. Surpris-
ingly, referral rates increased from 83% (n = 10 of 12)
with 1 provider in cycle 1, to 91% (n =19 of 21) with 5
providers in cycle 2. Providers commonly forgot to fol-
low up with patients, and follow-up calls/online portal
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messages decreased from 80% (n = 8 of 10) in cycle 1,
to 58% (n =11 of 19) in cycle 2.

In cycle 3, the screening and referral workflow was
adjusted to include an option, when available, to sched-
ule patients with primary care during the virtual visit
itself to improve the referral process and increase sched-
uled appointments. Reminders were placed in a team
chat to follow up with patients to help increase the
percentage of patients who received a follow-up. The
reminders were an effective TOC, as 97% (n = 24 of 25)
were given a referral, and 96% (n = 23 of 24) received a
follow-up within 1 week—a significant increase from
cycle 2.

At the end of cycle 4, barriers to primary care were
assessed for themes and 4 significant themes were iden-
tified by the 28 respondents. Despite patients stating
they had the tools they needed to make informed deci-
sions, they cited long wait times to get an appointment,
difficulty scheduling a visit, PCP shortages in the area,
and previous PCP having retired or left the area.

Team engagement activities over the 8-week imple-
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Table 4. Outcome Interventions for Referral, Follow-up, and Primary Care Appointments Scheduled

PDSA Cycle 1 PDSA Cycle 2 PDSA Cycle 3 PDSA Cycle 4 PDSA Cycle 5
Indicator n N (%) n N (%) n N (%) n N (%) n N (%)
Patient given a referral to PCP 10 12 | (83) | 19 21 | (91) | 24 | 25 |[(96) | 28 | 29 | (97) | 81 | 87 | (93)
Patient receives a follow-up within one
week of the initial visit 8 10 | (80) | 11 19 | (58) | 23 | 24 |(96) | 23 | 28 | (82) | 65 | 81 | (80)
PCP appointment was made with
follow-up only (not direct scheduling) 3 8 |G8)| 6 G 1 23 | @ 2 23 | (9 | 12 65 | (18)
PCP appointment was made without
follow up o o () 2 8 (25) o 1 (o) o 5 (o) 2 14 | (14)
PCP appointment was made with
direct scheduling 3 22 | (14) 8 26 | (31) 1 48 | (3)
Total PCP appointments made 3 10 | (38) | 8 19 | 42) | 4 24 | (17) | 10 | 28 | 36) | 25 81 | (31)
PCP = primary care provider

mentation focused on clear and open communication
and incorporating team feedback into each TOC. The
team initially rated the ease of implementation scores
low, with a mean Likert score of 2.9 (1 = extremely diffi-
cult to implement to 5 = extremely easy to implement). At
the end of the QI project, the team survey was repeated,
and the mean ease of implementation Likert score in-
creased to 4.3 out of 5, which indicated this project
was easier to implement than anticipated. Pre- and post-
surveys of members of the care team identified insuffi-
cient numbers of local PCPs and long waits for appoint-
ments as implementation barriers, which were similar
to barriers identified by patients.

Discussion

Twenty percent of patients included in our project
lacked a PCP, which is consistent with reported values
generally in the US.2 The implementation of the inter-
vention in this QI project increased the rate of referral
to primary care of patients presenting for a telehealth
UC visit within 8 weeks after initiating the SBIRT toolkit
and SDM processes. Use of SDM increased to 93% over
the 8-week implementation period with a mean patient
SURE tool score of 3.9/4. Post-implementation team
survey scores demonstrated that this project was easier
to implement than anticipated, and the time to imple-
ment (2.5 minutes) remained below the balance meas-
ure goal (less than 5 minutes).

Availability and accessibility of PCPs substantially
limited the effectiveness of the intervention. Com-
monly, patients wanted to schedule a primary care ap-
pointment during their visit, but no PCPs or appoint-
ments within PCP practices had availability. Attempts

46 JUCM The Journal of Urgent Care Medicine | February 2024

were made to mitigate access barriers by conducting
follow-ups with patients who were provided with re-
ferrals. Other possible barriers that prevented successful
referral included not having a dedicated referral coordi-
nator and the lack of electronic referral capability within
the EHR. The extent to which these logistical impedi-
ments affect successful referrals from UC to primary
care would be a worthy topic of further study.

Implementing the SBIRT method increased screening
rates, SDM, referrals, and patient follow-up. The process
was intentionally kept simple in the hopes of increasing
adoption by the APCs involved. Studies have suggested
that making the referral process easier for patients in-
creases the chances that they will follow through and
receive care, which was corroborated by our findings.!?
Prior research on this topic has shown that organiza-
tional changes in healthcare are more likely to succeed
when healthcare professionals have the ability to in-
fluence the change.?! It is likely that engaging members
of the care team and integrating their feedback positively
influenced rates of adoption of the changes of workflow.

Our qualitative data suggested that both participating
patients and providers were comfortable with the im-
plementation of SDM and initiating referrals for patients
without PCPs as evidenced by favorable ease-of-imple-
mentation scores and dramatic increases in referral rates.
Given the limited additional time added to each visit,
it seems feasible that similar measures could imple-
mented in other virtual or in-person UC visits with lim-
ited associated cost to the organization.

Despite more than 90% of patients without PCPs re-
ceiving a referral by the end of the study period, the
rate of actual visit scheduling with PCPs remained mod-
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est (31%). This suggests the need for future study on
the barriers preventing patients from realizing not only
engagement with a PCP but actually having timely and
regular access to primary care services, which are likely
multifactorial.

Limitations

This project was implemented over just 8 weeks and
carried out among a small group of providers in a tele-
health UC practice. Considerations for implementing
a process for increasing primary care referrals in other
settings would likely differ. It is also possible that en-
gagement with both patients and providers may differ
due to seasonal differences in UC practice and patient
volumes. Additionally, the patient population was
largely privately insured, Caucasian, and English-speak-
ing. This process may not be generalizable to UC centers
serving different or more heterogenous populations.
While adoption of this referral process among APCs
was high at 8 weeks after initiation, it is unclear if this
rate of referral placement will change at subsequent
follow-up intervals.

Conclusion

This QI initiative dramatically increased the referral rate
from an urgent care telemedicine service line to primary
care from 8% to 93% over an 8-week implementation
period. A standardized QI project design format (Plan-
Do-Study-Act) was used. Periodic tests of change were
used to keep clinicians engaged, and there was a high
level of provider acceptance of the implementation of
this process. Despite this significant increase in rates of
PCP referral placement, only 31% of patients receiving
a referral made a PCP appointment. B
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