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Time Topic Presenter
7:30am – 7:35am Welcome and Review of Agenda Susanne Campbell, CTC-RI

7:35am-8:10am Practice Activities and Updates Practices and Providers:
Dr. Richard Ohnmacht & Dr. Chad Lamendola 
East Greenwich Pediatrics / University Family Medicine
Concilio Pediatrics / RIPCPC Referral Hub
Atlantic Pediatrics / Dr. Matt Rocheleau
Anchor Pediatrics / Anchor Medical

Practice Facilitator: 
Sue Dettling

8:10am-8:25am RIPIN Cedar Family Program Jackelyn Aldana, Sheila Santos

8:25am – 8:30am Next Steps Susanne Campbell, CTC-RI

Agenda
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Care Transformation Collaborative of RI

Dyad Team: Dr. Ohnmacht & Dr. Lamendola

Healthcare Transfer of Care | June 25, 2024
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How are Adult-Family practices engaging young adults to prevent “no shows” 
Dr. Lamendola’ s practice does phone reminders until established patient; once 
established patient and signed up in person for MyChart, then text reminders 
may be sent.  For those complex patients who are not able to manage MyChart 
alone, a “parent proxy” is set up – a bit more complicated with paper forms – 
then those signed proxy forms are uploaded to CNE. 

How are Adult-Family practice providers using the youth perspective/ 
identified priorities/goals in your new encounters with young adults?  
Dr. Lamendola has an extensive “first visit” with new patients; Another 
important discussion to have with parents of complex YA is “planning” where 
child will live as everyone ages; RIPCPC can offer NCM/social worker to help 
parents with considerations, such as group home. 

Dr. Ohnmacht & Dr. Lamendola – June 25
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Successes:
• All 7 complex young adults have been transferred; Dr. L will take additional transfers as able
• Prioritization of communication between physician dyad to ensure seamless transfer and ease patient 

anxiety 
• Shared EMR enables comprehensive transfer of medical information/records

Barriers: 
• Specialists are more difficult to engage in transfer process
• Limited space in Family Physician practice to accept large volume of new patients
Patient Story (if available) 

Ideas for sustainability: 
• Outreach to other RIPCPC providers taking new patients:(Matt Rocheleau)  
• Encourage more collegial relationships between Pediatricians and Adult Care Providers to engage 

dyads in a more structured transfer of care paradigm
• Engage Specialists in the transfer of care process 

Dr. Ohnmacht & Dr. Lamendola – June 25
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Care Transformation Collaborative of RI

Dyad Team: E. Greenwich Peds & University 
Family Medicine

Healthcare Transfer of Care | June 25, 2024
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How are Adult-Family practices engaging young adults to prevent “no 
shows” 
• UFM has auto system calling patient 2 days prior to appointment
• Gina will personally call the YA a week before their appointment

How are Adult-Family providers using the youth perspective/identified 
priorities/goals in your new encounters with young adults?  
• The transfer of care letter with YA goal will be printed out and included 

for each encounter for adult provider to discuss

E. Greenwich Peds & University Family Medicine – 6/25/24
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Successes:
• Dr. Hight/April visited EG Pediatric office for face-to-face meeting re: complex patients; have EGP go 

to UFM for office visit as well; 
• 4 complex patients were discussed at in person meeting; very helpful to review these YA medical 

charts in advance of patient being seen

Barriers: 
• Getting patients to come into office to complete forms (personally explained to YA by Missy) 
• Having available adult medicine provider to transfer YA

Patient Story (if available) 

Ideas for sustainability: 
• Discussion of number of patients that UFM could take in order to plan ahead 
• Plan for transfer while YA is at last visit with EGP 

E. Greenwich Peds & University Family Medicine – 6/25/24
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Care Transformation Collaborative of RI

Dr. Concilio/ RIPCPC Referral Hub

Healthcare Transfer of Care | June  25, 2024
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Successes:
• 2 YA have located new adult provider (however, one of these YA informed Dr. C that they didn’t care for 

the adult provider so would find another one) 
• Trying new workflows – next PDSA cycle – Dr. C will try 6 new YA to transfer and will test entering the 

patient information on the RIPCPC “Find a Doctor” website with specific RIPCPC follow up 

Barriers: 
• RIPCPC referral hub – will call patients just one time / difficult for referral hub to track specific 

patients 
• One YA didn’t care for adult provider
• Access – one YA couldn’t get appointment until October 

Ideas for sustainability: 
• May be helpful for Dr. C to enter information into the website hub so that YA get outreach from 

hub 
• Chacha to check on status of these new 6 YA
• Dr. C to check back with new 6 YA to see status 

Dr. Concilio/ RIPCPC Referral Hub – 6/25/24 
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Care Transformation Collaborative of RI

Dyad Team: Atlantic Pediatrics/Dr. Matt Rocheleau 

Healthcare Transfer of Care | June 25, 2024
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How are Adult-Family practices engaging young adults to prevent “no shows” 
• Patients typically call to schedule initial appointment
• 3 days before – text or phone reminder 
• 5 YA who scheduled arrived for their appointments no problem 

How are Adult-Family providers using the youth perspective/identified 
priorities/goals in your new encounters with young adults?  
• New patient form from Dr. Rocheleau – what do you do for fun/hobbies? In 

addition to information from Atlantic Pediatrics.  
• Good ice breaker/ patients like this 

Atlantic Pediatrics/Dr. Matt Rocheleau
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Successes:
• Very useful to move YA along, healthcare transition policy working – starting at age  5,6 (increasing 

skills in young children), age 10, then 16, etc. 
• Ripple effect for Dr. R – YA see the opportunity to have new PCP, invite extended family to choose 

Dr. R as PCP – trust factor
• Atlantic Pedi also referring family members to referral hub

Barriers/opportunities: 
• “Tiger” mothers – need to educate patients about engaging in their own healthcare
• Atlantic Pediatrics trying to prevent this; one situation with “girlfriend” calling on behalf of patient

Ideas for sustainability: 
• Atlantic Pediatrics will continue with this process; using FAQ has been helpful
• Dr. Rocheleau will consider YA survey moving forward, gathering goals from patients 
• RIPCPC – care management approach/measures 

Atlantic Pediatrics/Dr. Matt Rocheleau
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Care Transformation Collaborative of RI

Dyad Team: Anchor Pediatrics/Anchor Medical

Healthcare Transfer of Care | June 25, 2024
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How are Adult-Family practices engaging young adults to prevent “no shows” 
• After 2 no-shows there is a warning letter to YA
• Text messages, auto phone call – multiple reminders before each 

appointment 
• Communication with pediatric practice for additional outreach 

How are Adult-Family providers using the youth perspective/identified 
priorities/goals in your new encounters with young adults?  
• Information in Athena with YA goal has been very helpful (reviewed ahead of 

appointment – enhanced awareness)
• Helps to build trust; 
• Warm hand off is appreciated by patients/families 

Anchor Pediatrics/Anchor Medical – 6/25/24
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Successes:
• Pediatric practice has specific educational info (age based) to help with ToC
• Trust with patient/ mom based on collaboration of pedi/adult providers; knowing clinical supports 
• Dr. W has been trying to nudge YA for a long time and now they have transitioned!  
• Special outreach to encourage patients to make appointments
Barriers: 
• Not hearing any barriers from patients, also have done follow up appointments/sick visits 
• A couple have been no-shows 
• Lack of availability in adult medicine (providers leaving) 

Patient Story: 23 yr. old YA with mental health issues was very reluctant to leave pediatrics; now is being 
seen in adult care  - PCP and behavioral health adult care 

Ideas for sustainability: 
• Number of patients to transfer is limited to adult availability; some patients sent to Anchor Medical (PVD 

Internal Medicine) 
• Workflows developed as part of this project will continue 

Anchor Pediatrics/Anchor Medical – 6/25/24
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Youth Survey Results - 13 responses, so far
Question: DID YOUR PEDIATRIC DOCTOR OR OTHER HEALTH CARE PROVIDER... Response

Explain the transition process in a way that you could understand? 100% Yes

Give you the chance to speak with them alone during visits? 100% Yes

Explain the changes that happen in health care starting at age 18 (e.g., changes in privacy, consent, access to health 
records, or making decisions)?

100% Yes

Create and share your medical summary with you? 100% Yes

Help you find a new adult doctor or other health care provider to move to? 100% Yes

Question: DID YOUR ADULT DOCTOR OR OTHER HEALTH CARE PROVIDER... Response

Address any of your concerns about your move to a new practice/doctor? 92.3% Yes

Give you guidance about their approach to accepting and partnering with new young adults? 100% Yes

Explain how to reach the office online or by phone for medical information, test results, medical records, or appointment 
information?

100% Yes

Overall, how ready did you feel to move to a new doctor? 92.3% Very
7.7% Somewhat

Do you have any ideas for your past pediatric doctor or new doctor about making the move to adult health care easier? See next slide
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Feedback on “Do you have any ideas for your past pediatric 
doctor or new doctor about making the move to adult health 
care easier?” and other comments
• No/None/NA
• Easy switch
• Seamless
• Maybe group chat for kids with high anxiety transitioning to adult 

doctor.
• This was a very smooth transition
• It was good. Everyone was welcoming and so nice!



RIPIN: Supporting Families 
who have Children with 
Special Needs



Who are we?

• RIPIN is a 501(c)(3), charitable, nonprofit organization established 
in 1991 by a passionate group of parents of children with special 
needs. These parents recognized that together they could provide 
support through sharing essential information and helping to find 
the resources they needed for their loved ones. This peer model 
continues to be at the heart of our work and has lead RIPIN’s 
network to expand statewide. Today we have over 110 employees, 
most of whom have personal experience caring for a loved one with 
special health care or educational needs.



RIPIN Programs

www.ripin.org 

http://www.ripin.org/


What is Cedar?
Cedar Family Centers provide intensive care coordination for families with children, 
ages 3 – 21, who have special healthcare needs. 
*Ages 0-3 should be enrolled in Early Intervention!
Locating clinical services (medical and behavioral) 
Referrals to community and social supports 
Health education and prevention 
Screenings for physical and mental health 
Assistance with changes between levels of service 
Supporting families 
http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/CSHCN/Cedar%20Fact%2
0Sheet%208.19.pdf

http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/CSHCN/Cedar%20Fact%20Sheet%208.19.pdf
http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/CSHCN/Cedar%20Fact%20Sheet%208.19.pdf


Eligibility for Cedar Support

Who is Eligible for Intensive Care Coordination? 
Families of children ages 3 - 21 with two or more 
chronic conditions or have one chronic condition and 
are at risk of developing a second 
Children having a severe mental illness or severe 
emotional disturbance 
Children must be Medicaid-eligible



Cedar Triage Tool



RIPIN Cedar Referral Process

Referral Received:
FAX, phone, email, 

in-person

•Receipt of referral 
acknowledged to 
referral source

Outreach to family 
for eligibility triage, 

intake, initial 
assessment, 

assignment to Cedar 
Care Coordinator

•For families not eligible for 
Cedar, possible referrals are 
made to other RIPIN and/or 
community programs

In Person visit with 
family to complete 

assessment and 
create Family Care 

Plan

•Referral Source 
informed of status of 
family Cedar 
involvement; PCP 
informed of child’s 
involvement with Cedar 
and provided a copy of 
the Family Care Plan



What is a Cedar Care Coordinator?
 What do they do?

A Cedar Care Coordinator will work side-by-side with you to 
make connections to the appropriate services that help 
your family best, and to help you navigate complex systems 
of care. 

Cedar does NOT provide any direct services. Instead, we 
are the pipeline between families and the services that are 
available in RI. 

We guide parents in challenging situations advocate for 
themselves and their child. 



RIPIN Cedar Family Center
Care Coordination Services provided by a team of Community Health Workers who are 
culturally and linguistically representative of the families served

• Referrals to home based therapeutic services
• Connections to Developmental Screening
• Support for transition from EI
• Special Education information and support
• Access to health insurance, SSI, Child Care
• Connections to specialty providers, DME
• Social determinants of health
• Transition to adult services



Questions???

ThisPhoto by Unknown Author is licensed under CC BY-SA-NC

http://inmadom-myenglishclass.blogspot.com/2013/06/raise-or-rise.html
https://creativecommons.org/licenses/by-nc-sa/3.0/
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Next Steps 
Pediatric Practices

Adult Practices
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Final Collaborative Meeting

October 22, 2024 – 7:30am -8:30am

Zoom Link
https://ctc-ri.zoom.us/j/954708383?pwd=ZkttcS9qRU4xSDBoRzk5UjRucHQ2Zz09 

https://ctc-ri.zoom.us/j/954708383?pwd=ZkttcS9qRU4xSDBoRzk5UjRucHQ2Zz09
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