RetentionToolbox: UCSD Owen Clinic

Engagement Specialist Job Description/ Skill Set and Lessons Learned from PUFF
Job History Skills:

· Previous experience with Phones:
-More than 2 years experience with political and non-profit organizational phonebanking:




Creating and personalizing scripts for use in:

- contact, persuasion, recruitment
- reminders of appointments and volunteer shifts



- Ability to keep calm, even tone voice during difficult calls
· Experience and education demonstrating familiarity with HIV infection:




- Previous work experience with research
- Basic classes taken in AIDS, Science and Society 
-Volunteer and work experience with HIV/AIDS non-profit organizations locally 
· Over 5 years experience volunteering and working in our community including familiarity and comfort in LGBT, women’s health, and minority populations: 

- Diplomacy and interpersonal skills working with diverse populations
· Prior Customer Service
· Creative and persistent investigatory problem solving skills; highly organized

· Computer skills including familiarity with Access, Excel, Word, Email

On the Job Training:
· Reading of the articles on patient retention and barriers to care.
· Exposure to terminology and methods used in previous studies
· Introduction to clinic staff:

· Who does what and who can help in situation X

·    Scheduling software:

· Completion of basic training

· Clinic EMR:

·  Basic training completion
· Hospital EMR:

· Training completion
· Observations:

· half day with MA on patient intake

· half day at front desk

· referrals, RW, patient intake

· half day with ADAP specialist

· Specifics of ADAP including necessary paperwork to be brought in for appt.
· Additional 1:1 conversations regarding their experience with barriers to care and engagement issues with on-site Health educator/intake coordinator

· Resources available to HIV+ community, possible barriers to care common among patients

· On-site training and conversations with telephone schedulers

· Provide creative solutions to difficult scheduling needs.

Key Engagement Specialist abilities:

· Allowed a massive clean-up of the files with confirmation of patients that are no longer at current primary care site (moved, switched provider, expired).

· Small monolingual Spanish subset (16) – After identifying subset, worked with a Spanish speaking co-worker who translated the call script, email and letter. Called through the subset together; sent translated emails and letters as needed.  
· Development of “Staying Active in Care” brochure which can be used as a tool during a provider visit when discussion retention, placed in the waiting room, used as an outreach tool with case managers.
Additional issues and thoughts identified through Engagement experience:

· Have the returned patients (Return on own and Return with PUFF) stayed engaged in care (do they have a 3-4 month Follow up)?

· Subset of the ‘return on own’ patients, why did they return when they returned (meds, did they become ill, etc.)

· Reason not followed up: does the phone conversation reason match the provider’ notes from the visit.

· Improve data capture – email, phone, address

· Consider using Facebook as a possible way of locating a patient
· Purchase address/phone service finder

· Continuing to try and reach lost patients

· Continue partnership outreach to homeless organizations, psychiatric communities
Challenges identified through Engagement Specialist work:
- Clinic (front desk, scheduling?) ensuring Emergency contact does not have same contact info as the Patient or has an additional alternate contact number.

- Possible homeless clients, ensuring some contact info is down (Pharmacy, day center, support group/center)

-There is a disconnect when a patients expires and updating the patients EMR, calling the families is incredible awkward and in some cases the family member taking the call has broken down as if I opened a wound that had just started to heal. 

· Months after death patients Lab Tracker and IDX are still active with no notation anywhere that the patient has expired.

- Patients being bumped from Engagement Specialist appointments and not rescheduled.

- Several months into the project there are still providers and clinic staff that have no idea what Engagement work is about:

Notifying all the providers and staff before hand about the project and what it means to have a loss to follow up (PUFF) patient come in for a visit. They are not just another patient they have certain barriers to care.

· Protocol needs to be established for visits

· Do certain providers need or want a specific amount of time with a longer visit (some insisted on 40 min slots, Others 20 min)

· Finding ways in scheduling system to identify the loss to follow up patient in comment fields
· E-communication with  providers when a loss to follow up patient (PUFF) is scheduled

· Does that visit with a provider include a certain amount of time during the visit spent on finding the barriers to care and talking about the importance/benefits of being in fully engaged uninterrupted care?

Future ideas that were identified from the PUFF project to act as a VIP-like program.  The PUFF/VIP manager is the main contact person with in the clinic for the patients determined to be in need of this specialized program.

· PUFF/VIP manager familiarizes themselves with each of the patients via all electronic systems used by the healthcare organization
· PUFF/VIP manager can spend more time on the phone then the schedulers with the patient without concerns for time/productivity/protocols and can then provide all scheduling or re-scheduling go through the PUFF manager. 
· If PUFF is a part time position, have a phone message that allows the patient to be redirected to scheduling or the front desk if there is an immediate need.

· PUFF/VIP manager is continuing with the original intent of the PUFF project – finding the patient and convincing them to come back into care.  This requires personalized conversations, compassion, identification of barriers to care.
· In addition to PUFF, the manager can meet the patients in the waiting room or during MA intake and serve as a kind of in clinic advocate – with the patient go through what is going to be the patients schedule for the day (provider appointment at this time, ADAP and that time, I can walk you to the lab for blood draw if you don’t know the way), answer any questions and help to set up additional appointments if necessary (Social work, health educator, etc.). 
· Continuously rolling in and out patients in the program:

Example:

· After 6 months of successful engagement from the patient they are taken out of the PUFF/VIP program.

· If a patient has become lost in the past 6 months they can be rolled into the program.

